


 
 
 
 
 

ISBN 978-967-17752-1-5 
 
 
Hak Cipta Terpelihara 
© Jabatan Kesihatan Negeri Selangor, 2020 

 
 
Hak cipta terpelihara. Tidak dibenarkan mengeluarkan mana-mana bahagian 
daripada bahan cetakan ini atau memindahkannya ke dalam sebarang bentuk 
melalui sebarang cara, sama ada secara elektronik atau mekanik, termasuk fotokopi, 
rakaman, atau sebarang bentuk penyimpanan maklumat dan sistem menyalin 
sebelum mendapat keizinan bertulis daripada Jabatan Kesihatan Negeri Selangor. 

 
 
 
 
 
Diterbitkan oleh: 

 
 
Jabatan Kesihatan Negeri Selangor 
Tingkat M, 9, 10, 11, 14, 17 & 18 
No 1 Wisma Sunway, 
Jalan Tengku Ampuan Zabedah C 9/C, 
Seksyen 9, 40100 Shah Alam, 
Selangor Darul Ehsan. 

 
 
Tel: 603-51237333 
Faks: 603-51237299 
e-mel: ukp.jkns@moh.gov.my 
Laman web: http://jknselangor.moh.gov.my/ 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

 

 

 

 

 

 

 

 

 

 

 
 

 
 

 

 

 

JABATAN KESIHATAN NEGERI SELANGOR  

COMPENDIUM OF 
QUALITY ASSURANCE   



 

iii 
 

 

 

We would like to thank the following for their invaluable contribution to the production of 

this compendium: 

 

• Dato’ Indera Dr Sha’ari Ngadiman  

Director 

Selangor State Health Department 

 

• Dr Faizal Mat Arifin 

Deputy Director (Medical Division) 

Selangor State Health Department  

 

We would also like to thank all individuals and departments in Selangor that have 

contributed directly or indirectly to the production of this compendium, whom we have 

not listed by names. 

 

Medical Care Quality Section 

Medical Division 

Selangor State Health Department 

2020 

 

A C K N O W L E D G E M E N T  



 

iv 
 

 

 
  

 A D V I S O R S   
  

 

• Dato’ Indera Dr Sha’ari Ngadiman  
Director 

Selangor State Health Department 

 

• Dr Faizal Mat Arifin  
Deputy Director (Medical Division) 

Selangor State Health Department 

 

 E D I T O R I A L  B O A R D    
  
 

Editor-in-Chief 
Dr Lai Chyun Fong  
Head of Medical Care Quality Section 
Principal Assistant Director 
Selangor State Health Department  
 
 

   
 

Associate Editors 
Dr Teh Farhana Mohd Tusirin 
Senior Principal Assistant Director 
Medical Care Quality Section 
Selangor State Health Department  
 

  
Dr Selvandiran Ilanchelian  
Principal Assistant Director   
Medical Care Quality Section 
Selangor State Health Department 

Dr Lavania S. Patmanaban 
Principal Assistant Director  
Medical Care Quality Section 
Selangor State Health Department  
 

 Dr Faiza Farhah Maswandi 
Assistant Director   
Medical Care Quality Section 
Selangor State Health Department  
 

 



 

v 
 

 
 
  
 
Hospital Editorial Members 
 
Dr Fatimah Abdullah 
Head of Hospital Quality Unit 
Shah Alam Hospital 
 
Dr Pok Chiew Fong @ Lydia Pok  
Head of Hospital Quality Unit 
Kuala Kubu Bharu Hospital 
 
Dr Steven Tan Han Lee  
Head of Hospital Quality Unit 
Tengku Ampuan Jemaah Hospital, 
Sabak Bernam  
 
Dr Vijayakumaran Selvarajan 
Medical Officer 
Hospital Quality Unit 
Tengku Ampuan Rahimah Hospital,  
Klang 
 
Dr Shahli Aiman Zul Hasnan 
Medical Officer 
Hospital Quality Unit 
Selayang Hospital 
 
 
 
 
 

 
 
Dr Aarvinder Kaur Hari Singh  
Medical Officer 
Hospital Quality Unit 
Sungai Buloh Hospital 
 
Dr G. Govind Parimalahr Dewi Govindah  
Medical Officer 
Hospital Quality Unit 
Kajang Hospital 
 
Dr Khalida Yusof  
Medical Officer 
Hospital Quality Unit 
Banting Hospital 
 
Puan Suriani Mohamad 
Staff Nurse  
Hospital Quality Unit 
Serdang Hospital 
 
Puan Norhaisnah Naian 
Nursing Sister  
Hospital Quality Unit 
Tanjong Karang Hospital 
 
 
 
 

 
 
 



 

vi 
 

 
The Vision of Ministry of Health is for Malaysia to be a 
nation working together for better health realised through 
its missions of leading and working in partnership to 
facilitate and support the people to attain fully their 
potential in health, appreciate health as a valuable asset, 
take individual responsibility and positive action for their 
health; while ensuring a high quality health system that is 
customer-centred, equitable, affordable, efficient, 
technologically appropriate, environmentally adaptable and 
innovative; with emphasis on professionalism, caring and 
teamwork value, respect for human dignity as well as 
community participation.  

 
The healthcare profession upholds not only its virtuous ambitions but also the heavy 
responsibility of safeguarding ‘life and limb’ as well as persevering the quality of life of 
our communities. We therefore should strive to ensure that we meet the expectations of 
patients, health care professionals, the government and various other stakeholders 
alike. 
 
This Compendium of Quality Assurance serves as an important platform to share 
knowledge and best practices. I commend the hospitals for their continuous and active 
participation in conducting quality assurance projects and I hope many will benefit from 
the replication of the projects shared in these pages. With the rapid evolvement in 
technology, I encourage all healthcare professionals to embrace it and incorporate it in 
their projects in an innovative and creative way to overcome the healthcare quality 
issues. 
 
I congratulate the Medical Division of Selangor State Health Department for their hard 
work and dedication in preparing this compendium and in upholding excellence in 
quality in healthcare.  
 
 
 
 
 
Dato’ Indera Dr Sha’ari Ngadiman  
Director 
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tremendously in providing a more efficient and 
customer-friendly Healthcare System. 
 
Each and every personnel in the Ministry of Health 
holds equal responsibility and should work hand in 
hand to achieve excellence in providing quality health 

care services that is not only effective and efficient but also ensuring patient safety in 
every step of the healthcare service delivery process. Quality improvement initiatives 
can be carried out to identify problems in the local setting and the contributing causes 
followed by implementation of remedial measures to ensure diminution and eventual 
resolution of the issues.  
 
“Quality is the degree to which health services for consumers increase the likelihood of 
the desired health outcomes and are consistent with the current professional 
knowledge”, as defined by National Roundtable on Health Care Quality, Institute of 
Medicine, Massachusetts. In the light of the emergence of Digital Healthcare, I foresee 
that more and more of this technology advancement would be embedded into our 
healthcare improvement initiatives for the benefits of patients in the hospitals. 
 
This Compendium of Quality Assurance is produced to recognize the quality initiatives 
undertaken by healthcare professionals in hospitals throughout Selangor over the years. 
I hope that many will benefit from the constructive ideas and substantial knowledge 
presented in this compendium. 
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“Quality is never an accident; it is always the result of high intention, sincere 
effort, intelligent direction and skillful execution; it represents the wise choice of 

many alternatives.” 
                                                                                             

 William A. Foster 
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  

To Improve Carbapenem–Resistant Enterobacteriaceae Infection Rate In 
Tengku Ampuan Rahimah Hospital (HTAR), Klang 
 
2019 – Infection And Antibiotic Control Unit, Pathology Department, Tengku Ampuan 
Rahimah Hospital, Klang 
 
G. Thurairajah1, Sahlawati Mustakim2, Shahnaz Shah Firdaus Khan3, Anusha Shunmugarajoo3, Azureen 
Azmel3, et al. 
 
1 Infection and Antibiotic Control Unit, Tengku Ampuan Rahimah Hospital, Klang 
2Pathology Department, Tengku Ampuan Rahimah Hospital, Klang  
3 Medical Department, Tengku Ampuan Rahimah Hospital, Klang  
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
The emergence of Carbapenem-resistant Enterobacteriaceae (CRE) is currently a major public health 
concern, with a rapid increase in cases worldwide. The New Delhi Metallo-beta-lactamase-1 (NDM-1) 
gene was first detected in Carbapenem-Resistant Klebsiella Pneumoniae (CRKP) in 2010 from Hospital 
Ampang, Malaysia. A total of 135 CRE positive samples were recorded in the year 2017 in HTAR, 
Klang. In view of the increasing number of cases, there is a need to reduce the CRE infection rate. 
 
KEY MEASURES FOR IMPROVEMENT: 
The indicator is the total number of CRE infection cases per year. The key measures that have been 
selected are to optimise patient’s treatment, to reduce cross infection in wards and to train staff in 
handling CRE cases. 
 
PROCESS OF GATHERING INFORMATION: 
Data was collected from all blood, pus, bone and tissue culture and sensitivity samples sent to the 
Microbiology lab, HTAR from 2017 until 2019. 
 
ANALYSIS AND INTERPRETATION: 
The main contributing factors towards increasing CRE infection rate were inadequate infection control 
measures and environmental cleaning process. 
 
STRATEGIES FOR CHANGE: 
All CRE patients were isolated in an isolation ward to reduce risk of spread to other patients. They were 
also tagged as Code 6 in the hospital system to ease identification during registration. Terminal cleaning 
was done periodically in all wards and all staff were emphasized to adhere to contact precaution 
measures.  
 
EFFECT OF CHANGE: 
The CRE infection rate had reduced from 135 cases to 98 cases in 2018 and 58 cases up to October 2019.  
 
THE NEXT STEP: 
This new work process will be implemented in the hospital policy to reduce the CRE infection rate. The 
lessons learnt from these remedial measures will be implemented in other infections processes to bring 
down the rate of other infections. 
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Rejection Of Blood Gas Samples at Emergency Department: What Are The 
Steps Taken To Reduce It? 
 
2019 – Pathology Department, Selayang Hospital 
 
Najwa Hayati Muzaini1, Fatin Amirah Suib1, Arvend Kugaan1, Hetty Nadia Muhamad Nazir1, Noriani 
Daud2 et al. 
 
1Pathology Department, Selayang Hospital 
2Emergency Department, Selayang Hospital 
 
SELECTION OF OPPRTUNITIES FOR IMPROVEMENT: 
Blood gases (BG) is a commonly ordered laboratory test, because of its potential to dictate an immediate 
management response. The laboratory in Selayang Hospital receives blood gas samples from the 
Emergency Department (ED). The percentage of rejected blood gas samples from ED was 55.4% from 
the total number of blood gas received by laboratory and accounted for 2.63% of rejection rate. 
 
KEY MEASURES FOR IMPROVEMENT: 
Malaysian Society for Quality in Health states that the standard of laboratory rejection rate must be less 
than one percent, which was the aim of this study. Rejection of specimen is defined as any blood, urine or 
other specimen for which does not meet laboratory acceptability criteria.  
 
PROCESS OF GATHERING INFORMATION: 
A cross sectional study was conducted from March 2018 to February 2019. Data was collected from 
Information Technology Department and observation checklist form. The data was analyzed using 
Microsoft Excel. 
 
ANALYSIS AND INTERPRETATION: 
Verification phase shows that the ED rejection rate was 2.63%, ABNA was 1.63%. The reasons for 
rejection were clotted samples, improper transportation, insufficient samples, wrong container, mucoid 
samples and underutilized departmental point-of-care-testing (POCT) machine.  
 
STRATEGIES FOR CHANGE: 
Corrective measures were implemented by introducing blood gas standard operating procedure, placing 
an ice box in ED and laboratory, conduct POCT blood gas workshop, continuous medical education, as 
well as promotion to maximize the POCT usage. 
 
EFFECT OF CHANGE: 
Remedial measures undertaken had improved the rejection rate to 1.01% post remedial phase 2. ABNA 
was reduced from 1.63% to 0.01%.  
 
THE NEXT STEP: 
This is an ongoing project and the next step is continuous monitoring and scheduled training should be 
done on a regular basis to sustain the improvement and to ensure adherence to standard practice. 
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  

Improving Patient Safety By Reducing Fall In Medical Department, Sungai 
Buloh Hospital 
 
2019 – Nursing Unit, Sungai Buloh Hospital 
 
Lai Yik Yin1, Norsiati Habuan Hanifah1, Sanisah Husin1, Emi Hussien1, Zuraine Zolkipli1 et al. 
 
1Nursing Unit, Sungai Buloh Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
World Health Organisation stated in 2016 that fall was the second leading cause of accidental or 
unintentional injury or death worldwide. To reduce patient fall is the ninth goal of Malaysian Patient 
Safety Goals (MPSG). Falls that occur among hospitalized patient is a widespread issue and is a serious 
threat to patient safety.  
 
KEY MEASURES FOR IMPROVEMENT: 
Patient Safety goal number 9 in MPSG is to reduce patient fall. The target to be achieved is 10% 
reduction or more of total cases from previous year. However, the incidence of fall in Sungai Buloh 
Hospital was increasing in trend in 2017 especially in the Medical Department.  
 
PROCESS OF GATHERING INFORMATION: 
The data on incidents of fall was collected using Incident Reporting 2.0 System as well as using HSgB, 
HSB-MED-FORM -017 Pin. 1/2018. The study period was from January 2018 until June 2019. 
 
ANALYSIS AND INTERPRETATION: 
A total of 25 cases were reported during the pre-intervention period (January-June 2018). 
 
STRATEGIES FOR CHANGE: 
A new form was created by NIA Team HSgB: HSB-MED-FORM -017 Pin. 1/18 and awareness to staffs 
was given. A “Fall Incidence Team” was formed by Medical Department. Accessible flipchart /pamphlet 
regarding patient’s fall was available for orientation. Fall Corner was created in each ward. Tagging at 
patient’s bedside and board ward rounds was done. Yellow ID wristband to high risk patient was given. 
Safety fixtures (walking frame / placement of floor mat, patient’s safety railing) were installed. Safety 
environment i.e. adequate lighting, wet floor and signage caution during moping were ensured. Periodic 
monitoring for patient fall using HSB-PKH-NURSING-FORM-100 was done by on-call sister twice a 
day. To be recruited to other ward. 
 
EFFECT OF CHANGE: 
The trending of cases of falls post intervention noted 46 cases during the 1st cycle (July-December 2018) 
and 32 cases during the 2nd cycle (January-June 2019). 
 
THE NEXT STEP: 
To maintain periodic monitoring. For continuous bedside teaching and awareness. To add information on 
prevention of patients fall in patient’s orientation form. More safety fixture such as walking frame, bed 
railing, commode, anti-slippery floor mate in other wards, thus patient could ambulate in the safest way to 
reduce fall incidence. 
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Improving Dried Blood Spot Sampling Quality 
 
2019 – Pathology Department, Sungai Buloh Hospital 
 
Sharifah Khairul Atikah Syed Kamaruddin1, Firdaus Mahsuri1, Nur Amalina Yusoff`1, Cecilia Gillian 
Ling Huong Gene1 

 

1Pathology Department, Sungai Buloh Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Dried blood spot (DBS) test is an important G6PD screening method for neonates as G6PD deficiency 
has been shown to be a significant cause of severe neonatal hyperbilirubinemia. Hence, screening for 
G6PD deficiency via DBS is crucial for early intervention and management. About 37% DBS samples 
received were suboptimal samples. Thus, our aim was to improve DBS sampling quality in G6PD 
screening samples in Sungai Buloh Hospital. 
 
KEY MEASURES FOR IMPROVEMENT: 
The method of sample collection and handling are according to Malaysian Standard MSISO15189: 2014. 
Our study standard of proper sample collection and handling is to achieve percentage of suboptimal 
samples of less than 10%, based on IFCC (International Federation of Clinical Chemistry and Laboratory 
Medicine). 
 
PROCESS OF GATHERING INFORMATION: 
It was an audit which involved pre and post implementation data, started from April until August 2018. 
Our sample population was all DBS samples sent for G6PD screening mainly from neonatal intensive 
care unit (NICU), labour room, operation theater (OT) and postnatal wards of Sungai Buloh Hospital. 
Inclusion criteria was all neonatal patient samples that were sent for G6PD screening test except adult 
cases and repeated sampling. 
 
ANALYSIS AND INTERPRETATION: 
Based on this audit, suboptimum G6PD samples received was 37% (148/400 samples), which included 
wet (30%), thick (6%), and thin (1%). This was due to no standardization of technique in collection and 
handling of the DBS samples. Identified areas of improvement included sample collection, sample 
handling, sample acceptance and analysis. 
 
STRATEGIES FOR CHANGE: 
We have performed education and training session through pamphlets distribution, and hands on 
demonstration. Furthermore, we have also provided hanger with clips to ensure optimum drying of 
samples. We also collaborated with Information and Technology (IT) team for recording the samples 
quality in LIS (Laboratory Information System). 
 
EFFECT OF CHANGE: 
DBS sampling quality was improved to 17% with ABNA reduction from 27% to 7%. Proper sample 
collection and handling together with standardize technique are crucial steps in improving DBS sampling 
quality as it affects the quality of the test. 
 
THE NEXT STEP: 
We are planning to conduct a study on ‘Evaluation of Analytical Error in G6PD Confirmatory Test’, in 
March 2020. 
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  

Improving Appropriateness Of Antibiotics Prescription In Patients With 
Upper Respiratory Infection In Emergency Department Sungai Buloh 
Hospital 
 
2019 – Pharmacy Department, Sungai Buloh Hospital 
 
Tay Kim Heng1, Farnaza Ariffin2, Dr Benedict Sim Lim Heng2 ,Chin Sheau Yin3, Ammar bin Che Sobri4 
et al. 
 
1 Pharmacy Department, Sungai Buloh Hospital 
2 Medical Department, Sungai Buloh Hospital 
3Paediatric Department, Sungai Buloh Hospital 
4Emergency Department, Sungai Buloh Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Antimicrobial resistance is a global problem perpetuated by the inappropriate use of antibiotics among 
physicians. Overprescribing of antibiotics is a problem especially in self-limiting illness such as upper 
respiratory infection (URI) that is predominantly viral in origin. Previous studies have identified various 
factors for high rate of antibiotics prescribing including perceived demand and patient expectation, 
influence from medical representatives and inadequate knowledge. Therefore, it is essential to improve 
physicians and patients understanding and awareness on the management of URI and to comply with 
guidelines. 
 
KEY MEASURES FOR IMPROVEMENT: 
The standard used is < 16.8% patient diagnosed with URI prescribed with antibiotic. This standard is 
based on the data from Malaysian National Medical Care Survey (NMCS) 2014. The indicator used is 
percentage of antibiotic prescribed for patients diagnosed with URI and the formula used was total 
number of URI patients prescribed with antibiotics divided by total number of patients diagnosed with 
URI. 
 
PROCESS OF GATHERING INFORMATION: 
A cross-sectional study was conducted from October 2017 – September 2018. Data collected via e-HIS 
and ICD-10 coding. Inclusion criteria are patients aged ≥2 years old that visited ED for URI. Exclusion 
criteria were patients’ age < 2 years old. Data was analysed using SPSS V24. 
 
ANALYSIS AND INTERPRETATION: 
Pre-intervention antibiotic prescription rate for URI of 29.1% was significantly reduced to 13.7% after the 
intervention phase. There was no significant change in rate of re-attendance to ED following the initial 
presentation (p-value 0.25). 
 
STRATEGIES FOR CHANGE: 
To improve appropriateness of antibiotic prescriptions, our intervention includes providing Training 
Modules for URI for physicians and educational toolkits for physicians and patients. The training module 
was a compulsory 1-hour continuing medical education (CME) session for all physicians working in ED. 
Educational toolkits includes patient information leaflets, educational posters in Malay and English, 
calendar flipcharts, laminated clinical pathway and sticky reminders at each consultation room, and 
educational multimedia videos at patients’ waiting area. 
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EFFECT OF CHANGE: 
Percentage of antibiotic prescription rate for acute URI 29.1% was significantly reduced to 13.7% with 
ABNA value of -3.1%. Detailed examinations and clerking by doctors improved from 21% to 86% after 
attending the CME session. This is attributed by better understanding and awareness among physicians 
towards the management of URI. 
 
THE NEXT STEP: 
We hope to expand this multifaceted intervention to all public and private hospitals and primary care 
services. We have developed an online learning course based on the multifaceted intervention to be 
disseminated to all physicians prior to starting at the ED. 
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Improving Percentage Of Plantar Diabetic Foot Ulcer Healing In 
Rehabilitation Medicine Clinic, Sungai Buloh Hospital 
 
2019 – Rehabilitation Medicine Department, Sungai Buloh Hospital 
 
Sumayya Shaharom1, Nor Ashikin Mohamed1, Shafik Eiman Abdul Razak1, Norhamiza Mohd Noor1 
 
1 Rehabilitation Medicine Department, Sungai Buloh Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Plantar diabetic foot ulcers (DFU) have been commonly associated with lower extremity amputation. One 
of the critical goals of specific intervention designed to heal these wounds is effective pressure reduction 
via an application of an off-loading modality as well as good education and surveillance. 
 
KEY MEASURES FOR IMPROVEMENT: 
Our study indicator was the percentage of patients with healing plantar DFU after 12 weeks of initial 
rehabilitation contact. A standard of 60% was adapted from international guidelines on DFU management. 
 
PROCESS OF GATHERING INFORMATION: 
We performed retrospective (pre-intervention) and prospective (post-intervention) study with relevant 
data retrieved from the electronic medical records. 
 
ANALYSIS AND INTERPRETATION: 
Our pre-intervention study indicator showed an achievement of only 29 %. 
 
STRATEGIES FOR CHANGE: 
Our strategies for change included awareness initiatives, workshops and structured education programs. 
Additionally, we innovated a practical plantar wound off-loading insole called ‘Off Loader On The Go’ 
that may be fitted real time for indoor and outdoor ambulation. 
 
EFFECT OF CHANGE: 
Our study indicator had improved from 29% pre-intervention to 57% during post intervention phase. This 
study had contributed to a more efficient departmental expenditure with less dependency on outsource 
services and commercially fitted wound off-loading insoles. 
 
THE NEXT STEP: 
We plan to share our interventions at local institutions, community, state and national level CPD 
programs for possible application by other centers involved in DFU management. 
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Increasing Percentage Of Discharge Prescriptions Dispensed Through 
Bedside Dispensing In Kajang Hospital 
 
2019 - Pharmacy Department, Kajang Hospital 
 
Lim Lee Ling1, Tan Kean Zhi1, Dzatil Awatif Yusof1, Noor Hidayah Roslan1, Choong Siew Pei1 et al. 
 
1Pharmacy Department, Kajang Hospital 

 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Medication discrepancies were commonly observed among patients discharged from ward. These can be 
avoided during bedside dispensing where a personalized medication counselling will be given to the 
patient. However, the total discharged prescription dispensed through Bedside Dispensing in Kajang 
Hospital was only 30%. 
 
KEY MEASURES FOR IMPROVEMENT: 
The indicator was the percentage of discharged prescription dispensed through bedside dispensing. The 
standard was set at 40% based on Plan of Action (POA) 2018 of Pharmaceutical Services Division, 
MOH. 
 
PROCESS OF GATHERING INFORMATION: 
A cross-sectional study was conducted using universal sampling in February 2018 until February 2019 
with samples more than 200 for each phase (verification study, cycle 1 and cycle 2). Percentage of 
bedside dispensing, contributing factors, and time spent in each checkpoint were collected using a 
structured data collection form. 
 
ANALYSIS AND INTERPRETATION: 
During the verification study, only 28% of discharged prescription collected were successfully dispensed 
through bedside dispensing. Main contributing factors identified were bedside dispensing services was 
provided to limited wards, specialist decided to discharge patient after prescription collection time, doctor 
wrote prescription after prescription collection time and patients were not keen to wait. 
 
STRATEGIES FOR CHANGE: 
Remedial strategies included expanding bedside dispensing services to more wards, increasing more 
sessions to collect discharge prescriptions, creating red sticker as notification for bedside dispensing and 
implementing deployment schedule. Medstocks was created to shorten the journey during preparation 
process which reduced the waiting time for the patient and to prevent them from going home without 
medication. We also created BD-Wheels to aid in the counselling process, to limit exposure to ergonomic 
risk factors and prevent medication from going missing. All remedial measures were done together with 
awareness training activities. 
 
EFFECT OF CHANGE: 
Percentage of bedside dispensing improved from 28% to a mere 38% in cycle 1 and successfully achieved 
more than the standard set which is 68% in cycle 2. As additional result, bedside dispensing also helps to 
improve patients’ waiting time in outpatient pharmacy from 92.2% (January 2018) to 99.7% (February 
2019). Medication discrepancy identified during bedside dispensing was 29 during both cycles of 
remedial measures. Patient satisfactory survey also showed an improvement from 64% to 83%. 
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THE NEXT STEP: 
To introduce mobile discharge pharmacy which is equipped with Pharmacy Integrated Information 
System (PHIS) computer, printer and medication so that screening, filling and dispensing can be done at a 
single checkpoint. 
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Reducing Percentage Of Failed Dental Restoration Done under GA Within 6 
Months Treatment in Paediatric Dental Department Shah Alam Hospital. 
 
2019 - Paediatric Dentistry Department, Shah Alam Hospital 
 
Simran Kaur Olikh¹, Amalina Asmad1, Farah Shuhada1, Juanna Bahadun1 

 
¹Paediatric Dentistry Department, Shah Alam Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Paediatric dental patients who undergo comprehensive dental treatment under general anaesthesia (CDT 
under GA) are mostly uncooperative or require multiple extractions. When dental restorations are 
dislodged, it may lead to dental infections which requires a second CDT under GA.  One of the national 
KPI for Paediatric Dentistry is percentage of failed dental restorations done under GA within 6 months 
must be less than 3%. However, since 2016 – 2018, the Department of Paediatric Dentistry Hospital Shah 
Alam performance was about 8-10%. 

KEY MEASURES FOR IMPROVEMENT: 
This study aims to look at causes of failed restorations and implement remedial measures to reduce the 
percentage of failed restorations within 6 months of treatment under GA.  

PROCESS OF GATHERING INFORMATION: 
A cross-sectional study was carried out on all patients who had undergone CDT under GA in Hospital 
Shah Alam from January 2018 until September 2019. Retention of dental restorations were assessed from 
patient record during 1-month, 3-month and 6-month post-operative reviews.  

ANALYSIS AND INTERPRETATION: 
Pre-remedial percentage of failed restoration was 7.3%. Important factors that lead to failed restorations 
included poor moisture control during procedure, improper selection of dental material, and lack of 
reinforcement from clinician, new caries formation and poor oral hygiene. The ABNA was 4.3%. 

STRATERGIES FOR CHANGE: 
1) Operating area was kept moisture free with suction, cotton roll or rubber dam. 
2) All fillings were done prior to extraction. 
3) Operation theatre lights were dimmed during composite restoration procedure to avoid premature 

setting.  
4) Oral hygiene instruction and diet checklist was used at every visit. 
5) Counselling was given to parents before and after procedure. 
6) Rewards were given to patients who completed 6 months follow up with no restoration dislodged.  
 
EFFECT OF CHANGE: 
Percentage of failed restorations reduced from 7.3% to 4.35% after cycle 1 and further decreased to 2.02% 
following remedial actions. 
 
THE NEXT STEP: 
We have achieved our national KPI standard of less than 3%. However, there is a need for continuous 
monitoring of dislodged restorations and to sustain remedial measures. 
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Reducing Percentage of Polypharmacy Error Among Patients With Multiple 
Follow-Ups In Outpatient Pharmacy Banting Hospital. 
 
2018-2019 - Pharmacy Department, Banting Hospital 
 
Nurul Syuhada A1, Amerlia Hidayah S1, Dharushanee CS1, Siti Sakinah NA1, Chung YT1, et al. 
1 Pharmacy Department, Banting Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Polypharmacy error (PE) leads to adverse drug reactions, hospitalizations and death. From a monthly 
census, 102 chronic patients visiting Outpatient Pharmacy Department (OPD) Banting Hospital had 
multiple prescriptions from multiple follow-ups (MFUs) and 38 of them had PE. There was admission 
recorded due to double dose of amlodipine received from different facilities. 

KEY MEASURES FOR IMPROVEMENT: 
The indicator is percentage of multiple follow-ups patients with polypharmacy error in OPD Banting 
Hospital. The standard is 15% based on Medication Safety Meeting.  

PROCESS OF GATHERING INFORMATION: 
A cross-sectional study using purposive sampling of OPD patients with MFUs was done. The 
contributing factors were identified using validated questionnaires to pharmacists, doctors and patients.  

ANALYSIS AND INTERPRETATION: 
43.2% of recruited patients (n=88) had PE. The main contributing factors were inappropriate record of 
patients’ medications (19%), poor doctors’ knowledge (17%), confusion of medications from various 
facilities (15%), poor explanation from pharmacist on change of brand and strength of medications (12%) 
and ineffective counselling from pharmacist (12%).  

STRATEGIES FOR CHANGE: 
A pocket Pharmacy Card (KF) was introduced to ensure prescriptions were well-organized. Common 
polypharmacy list change of medications brand catalogue, compilation of extended counselling checklist 
were also introduced. Educational video for patients, continuous pharmacy education and addition of 
MFUs stamp was introduced in cycle 2. 

EFFECT OF CHANGE: 
PE was successfully reduced from 43.2% (Verification) to 29.5% (Cycle 1), 19.3% (Cycle 2) and 9.1% in 
Cycle 3 with ABNA -5.9%. Patients bringing all prescriptions had increased (25% to 56.8%). Pharmacists 
were more alert in screening prescriptions with MFUs (10.9% to 73.4%). KF’s cost (45cents/card) 
outweighs medications wastage and multiple pharmacy cards (RM25, 988.20/year) cost. Doctors’ and 
pharmacists’ polypharmacy knowledge increased from 20% to 45.5% and 50% to 55% respectively. OPD 
(Jan-Aug 2019) counselling number increased by 22% from total 2018 and explanation regarding 
medication brands’ changes increased (41.8% to 91.6%). Patients understanding increased from n=33 to 
n=41 scored correct Dose, Frequency, Indication, Time (DFIT). 

THE NEXT STEP: 
KF will be a compulsory card for chronic patients in Banting Hospital and to be expanded to healthcare 
facilities in Kuala Langat. 
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Improving Appropriateness Of Injectable Antibiotics Dilution And 
Administration In Multidisciplinary Wards Tanjung Karang Hospital 
 
2019 – Pharmacy Department, Tanjung Karang Hospital 
 
Kwek Lih Ling1, Lai Shu Mei1, Keerthy Venthen1, Fatin Sarahani Samedrik1, Lee Wei Yang1 

 
1Pharmacy Department, Tanjung Karang Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Low rate of appropriate injectable antibiotics dilution and administration (IADAA) in Hospital Tanjung 
Karang (HTK) had been observed. This study aimed to improve IADAA appropriateness in 
multidisciplinary wards in HTK. 
 
KEY MEASURES FOR IMPROVEMENT:  
Indicator was the percentage of appropriate IADAA out of total IADAA. Standard was 100% (Malaysian 
Patient Safety Goals 2013). 
 
PROCESS OF GATHERING INFORMATION:  
A cross-sectional study was conducted in multidisciplinary wards in HTK from August 2018 to February 
2019. 148 samples were randomly selected. Phase 1 (August-September) was conducted to verify 
appropriate IADAA rates and multiple factors. Phase 2 (October-December) involved strategy 
implementation. Phase 3 (January-February) re-evaluated their effectiveness. Direct observation and data 
collection form were used. 
 
ANALYSIS AND INTERPRETATION: 
Rate of appropriate IADAA was 14.2% (ABNA 85.8%). The least IADAA appropriateness was 
administration duration (18.9%), followed by reconstitution concentration (33.8%) and reconstitution 
diluents (74.4%). Rare antibiotics initiated by visiting specialists demonstrated 0% appropriateness. All 
slow intravenous bolus (SIV) antibiotics were inappropriately administered. Contributing factors were 
rare procedures, inadequate local protocol, references and reminders, insufficient knowledge or 
experience and lack of monitoring. 
 
STRATEGIES FOR CHANGE: 
“SWeFT” approach involving Administration Sticker, IADAA Summary Wheel, education material like 
dilution protocol HTK, HTK/531 Form and IADAA Summary Table was developed. Improving ward 
pharmacists’ role during rounds, IADAA monitoring and antimicrobial stewardship collaboration were 
implemented. 
 
EFFECT OF CHANGE: 
Rate of appropriate IADAA was successfully improved from 14.2% to 49.3%, with ABNA reduced from 
85.8% to 50.7%. Appropriateness of reconstitution concentration improved from 33.8% to 93.8% and 
administration duration improved from 18.9% to 52.7%. Rates of appropriate IADAA for uncommon 
antibiotics demonstrated substantial improvement of up to 100%. More SIV antibiotics were being 
administered within longer durations. 
 
THE NEXT STEP:  
Further strategies include device innovation,  regular updates of reference,  and periodic audits.  Current 
strategies will also be continued and expanded.
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“Quality is not what happens when what you do matches your intentions. It is 
what happens when what you do matches your customers' expectations”.  

                                                 
 Guaspari  
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Improving Safe Handling of Oral Antineoplastic Agents among Outpatient 
Pharmacy Staff at Pharmacy Department, Tengku Ampuan Rahimah 
Hospital (HTAR), Klang  
 
2018 – Pharmacy Department, Tengku Ampuan Rahimah Hospital, Klang 
 
T. Shirlyn1, N. Wai Yin1, M. Nurish Ezzantie1, L. Soon Seng1, N. Sinarajoo2 et al. 
 
1 Pharmacy Department, Tengku Ampuan Rahimah Hospital, Klang  
2 Occupational Safety & Health Administration Unit, Tengku Ampuan Rahimah Hospital, Klang 
 

SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Similar to intravenous formulations, oral chemotherapy has the same exposure risks leading to adverse 
events such as cancer, fertility problems and fetal abnormalities. To minimize occupational safety hazard, 
we aim to improve safe handling of oral antineoplastic agents among Outpatient Pharmacy Department 
(OPD) staff at HTAR. 
 
KEY MEASURES FOR IMPROVEMENT: 
The key indicator measured was percentage of prescriptions with oral antineoplastic agents handled by 
OPD staff which comply to safe handling practices. The standard was set at 100% as safety of staff 
should not be compromised.  
 
PROCESS OF GATHERING INFORMATION: 
A self-administered questionnaire was distributed to all OPD staff to assess their knowledge on safe 
handling practices. This was followed by a cross-sectional study over one month for both pre- and post-
intervention studies, using a validated audit checklist to identify the compliance of safe handling of oral 
chemotherapy involving all prescriptions received at OPD during office hours. 
 
ANALYSIS AND INTERPRETATION: 
Based on the verification study, only 41% of staff managed to identify more than 50% of the oral 
antineoplastic agents available in the hospital. Moreover, none of the prescriptions with oral 
antineoplastic agents handled by OPD staff fully complied to safe handling practices. Achievable Benefit 
Not Achieved (ABNA) was 100% during verification study 
 
STRATEGIES FOR CHANGE: 
The existing work procedure manual was updated to include wearing of chemotherapy-tested gloves 
during handling of oral antineoplastic agents. Oral antineoplastic agents were segregated at a designated 
area with chemotherapy-tested gloves provided and clear warning labels on the medication bins. Briefings 
on safe handling practices were given to the OPD staff. In collaboration with The Occupational Safety 
and Health Administration, a person-in-charge was appointed at OPD to update list of oral antineoplastic 
agents and keep it available at all times. 
 
EFFECT OF CHANGE: 
The compliance rate to safe handling practices during receiving and storing of medication has 
successfully achieved 100% in both cycle 1 and cycle 2. On the other hand, the percentage of 
prescriptions which fully comply to safe handling practices during filling medication increased from 0% 
to 32% in cycle 1, and then to 40% in cycle 2. ABNA reduced to 68% in cycle 1 and 60% in cycle 2.  
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THE NEXT STEP: 
We will continue to improve and monitor compliance to safe handling of oral antineoplastic agents 
among all pharmacy staff in HTAR through regular education, enforcement and audit. We also plan to 
provide education to patients on safe handling and eventually extend our strategies of change to 
government health clinics in Klang.  
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To Reduce Incidence Of Patient Fall In Paediatric Wards, Tengku Ampuan 
Rahimah Hospital (HTAR), Klang 
 
2018- Pediatric Department, Tengku Ampuan Rahimah Hospital,Klang  
 
Shareena B.1, Norsaedah S.1, Salmah H.2, Nor Faizah MA1, Kiashor Subas Chandra3 
 

1 Nursing Unit, Tengku Ampuan Rahimah Hospital,Klang  
2 Paediatric Department, Tengku Ampuan Rahimah Hospital,Klang  
3 Quality Unit, Tengku Ampuan Rahimah Hospital,Klang  
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Patient safety is the most important issue in medical institutions, and falls comprise a major category of 
medical incidents. In-patient falls consistently makes up the single largest category of reported incidents 
in hospitals, affecting from between 2% to 10% of annual hospital admissions. The incidence of patient 
fall was noted to be increasing in trend in our hospital setting, with a big proportion composed of 
paediatric patients. In 2017, the fall rate among paediatric patients was almost similar in Q1 and Q2, 0.28 
and 0.26 falls per 1,000 occupied bed days, respectively. 
 
KEY MEASURES FOR IMPROVEMENT: 
This study aimed to reduce the incidence of patient fall in paediatric wards. Fall rate was reported as rate 
of falls per 1000 occupied bed days. 
 
PROCESS OF GATHERING INFORMATION: 
This was a cross sectional study done on all patients age 12 years old and below and admitted to 
paediatric wards. Non-injurious fall for infants/toddlers due to learning to walk were excluded. Neonates 
and babies admitted in NICU and SCN were excluded as well. Verification study was conducted in March 
2018 and remedial measures were done continuously from the month of April onwards. Data for post 
remedial measures were collected at the end of June 2018. Data for total number of falls were collected 
from the Incident Reporting System.  
 
ANALYSIS AND INTERPRETATION: 
Verification study showed that the fall rate for of paediatric patients was 0.36 per 1000 occupied bed 
days.  
 
STRATEGIES FOR CHANGE: 
The remedial measures taken in the wards were the implementation and usage of patient fall tool, fall 
brochure for patients, use of fall precaution video to educate patients, implementation of bedside teaching 
for staff nurses and the compulsory use of fall signage for all patients admitted to the ward. Audits were 
done 3 monthly on the nurses to check the compliance of nurses performing reassessment of fall risk 
according to patient condition and giving awareness to patient and relatives on fall risk. 
 
EFFECT OF CHANGE: 
We were able to reduce the fall rate from Q1 to Q2 in 2018. Fall Rate reduced from 0.36 to 0.26 per 1000 
occupied bed days. 
 
THE NEXT STEP: 
The next step would be creating a multi-disciplinary fall prevention team that is made up of doctors, 
nurses, IT staff, pharmacists, physical and occupational therapists, quality specialists, engineers, and 
hospital executives. 
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Quality Improvement Project To Reduce The Adult Nosocomial Urinary 
Tract Infection In Tengku Ampuan Rahimah Hospital (HTAR), Klang 
 
2018-Infection Control And Antibiotic Unit, Tengku Ampuan Rahimah Hospital, Klang 
 
Thurairajah.G 1, Sahlawati Mustakin2, Shahnaz Shah Firdaus Khan3, Anusha Shunmugarajoo4, Kartini 
Chellappan1, et al 
 
1 Infection Control and Antibiotic Unit, Tengku Ampuan Rahimah Hospital, Klang  
2 Pathology Department, Tengku Ampuan Rahimah Hospital, Klang 
3 Nephrology Department, Tengku Ampuan Rahimah Hospital,Klang  
4 Medical Department, Tengku Ampuan Rahimah Hospital, Klang 
 

SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
20% to 35% of all women experience at least 1 episode of urinary tract infection (UTI) sometime in their 
lives. UTI is frequently superimposed on other medical condition. Physician in virtually all specialities 
are called on to deal with this clinical condition. Not only is UTI common, but the range of clinical effects 
it can produce is exceptionally broad, ranging from acute pyelonephritis with gram negative sepsis to 
asymptomatic and even so-called symptomatic bacteriuria. We therefore prioritize the problem of adult 
nosocomial UTI and we aim to prevent UTI in patients admitted to the hospital. 

KEY MEASURES FOR IMPROVEMENT: 
The indicator was the adult nosocomial urinary tract infection rate in the hospital. 
 
PROCESS OF GATHERING INFORMATION: 
Data was collected from all urine culture and sensitivity samples taken from inpatients after 48 hours of 
admission, with or without indwelling urinary catheter from all age group.  

ANALYSIS AND INTERPRETATION: 
From initial data collection, we conclude that hospital staff and caretaker had lack of knowledge in 
handling of patients with indwelling urinary catheter and to obtain take a proper urine sample. 
 
STRATEGIES FOR CHANGE: 
We oriented patients and their care takers on how to discard urine, to place the urinal in an assigned 
container and to take the clean disinfected urinal and we came up with a clear process for disinfecting the 
urinal and standardizing the solution and dilution of solution timely in the toilet. 
 
EFFECT OF CHANGE: 
We were able to reduce the nosocomial urinary tract infection rate from 0.25% in 2016 to 0.15% in 2017.   
 
THE NEXT STEP: 
This process of work will be implemented as a hospital policy to reduce the infection rate. The lesson 
learned from this remedial process will be implemented in other nosocomial infection. 
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To Improve Blood Culture & Sensitivity Contamination Rate In Emergency 
Department Tengku Ampuan Rahimah Hospital (HTAR), Klang 
 
2018 - Emergency Department (ED), Tengku Ampuan Rahimah Hospital (HTAR), Klang 
 
Thurairajah.G¹, Kartini Chellappan¹, Sahlawati Mustakim², Shahnaz Shah Firdaus Khan³, Anusha 
Shunmugarajoo ³et al. 
 
¹Infection Control And Antibiotic Unit, Tengku Ampuan Rahimah Hospital,Klang  
²Pathology Department, Tengku Ampuan Rahimah Hospital,Klang  
³Medical Department, Tengku Ampuan Rahimah Hospital,Klang  
 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
A positive blood culture can suggest a definite diagnosis and enable targeting therapy against the specific 
organism. Contamination of culture has been recognized when false positive results occur, and thus we 
prioritized blood culture and sensitivity contamination rate in Emergency Department as our problem.        
 
KEY MEASURES OF IMPROVEMENT:  
The indicator is the blood culture and sensitivity contamination rate in Emergency Department, HTAR. 
 
PROCESS OF GATHERING INFORMATION: 
Daily reports of blood culture and sensitivity were collected by UKIA staff nurses from the laboratory. 
Inclusion criteria was all blood culture and sensitivity taken in ED. Blood culture and sensitivity taken in 
other location was excluded. 
 
ANALYSIS AND INTERPRETATION:  
Pre-remedial study showed blood culture and sensitivity contamination rate in ED was 6.4% in 2016. 
 
STRATEGIES FOR CHANGE: 
An assistant was assigned to assist the procedure to look into the technique with the guide of check list 
provided and also to assist the blood taking during the procedure. A blood taking (venepuncture) trolleys 
which holds a variety of equipment which may be useful for peripheral venous access and phlebotomy. 
These trolleys were stocked every shift by the team leader. Blood culture and sensitivity bottles were 
made as controlled items where they were kept by the team leader so that the team leader could identify 
blood culture and sensitivity procedure and an assistant could be provided. A checklist was created to 
standardize the procedure so that blood taking for blood culture and sensitivity was done following the 
processes guided by the checklist. The insufficient amount introduced into the blood culture blood was 
monitored with the assistant and also with the checklist. Since the procedure is done by House Officer, all 
new House Officers were taught (refresh) of the techniques of blood culture and sensitivity blood taking 
by the Infection Control Unit and were monitored by Nursing Sister. 
 
EFFECT OF CHANGE: 
The contamination rate was reduced from 6.4% in 2016 to 4.92% in 2017 after implementation of the 
strategies for change. 
 
THE NEXT STEP: 
This process of work will be implemented in other departments, targeting to reduce the blood culture and 
sensitivity contamination rate in the whole hospital.  
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Reducing Platelet Wastage In Selayang Hospital 
 
2018 – Pathology Department, Selayang Hospital 
 
Tan Choo Xiang1, Taye Zhi Ling1, Nadia Anuar1, Muzaffar Mosquill1, Norhayati Abd Rahman1 et al 
 
1Pathology Department, Selayang Hospital 
 
SELECTION OF OPPRTUNITIES FOR IMPROVEMENT: 
Selayang Hospital recorded the third highest platelet wastage in the Klang Valley. The average monthly 
platelet wastage in Selayang Hospital in 2016 was 29%. Platelet wastage is a loss in funds and precious 
resource which is lifesaving.  It was noted that stringent practice of non-identical blood group platelet 
transfusion, better platelet reservation and expiration management were not in place. 
 
KEY MEASURES FOR IMPROVEMENT: 
The objective of this study was to determine the rate of platelet wastage, identify the causes and assess the 
effectiveness of corrective measures. The target for platelet wastage given by Pusat Darah Negara (PDN) 
is less than 10%. 
 
PROCESS OF GATHERING INFORMATION: 
A cross sectional study was conducted in 2017. All platelets received from PDN were included except 
those in the exclusion criteria. The number of requests for random platelet concentrate was collected from 
the blood product request book in the blood bank and then the indications for requests and platelet 
outcomes (transfused/discarded) were analyzed using the Microsoft Excel. The causes of wastage were 
identified, and 2 cycles of corrective measures were implemented.  
 
ANALYSIS AND INTERPRETATION: 
Results in verification study shows the percentage of platelet wastage was 32.5%, with an average of 97 
units of platelets discarded per month. The main causes were high minimum inventory level, platelets 
were reserved but not collected, platelets were not fully utilized and improper storage during 
transportation from blood bank to ward. 
 
STRATEGIES FOR CHANGE: 
Few new practice guidelines were implemented, continuous medical education (CME) for blood bank 
staff and clinicians, and close monitoring on platelet reservation.  
 
EFFECT OF CHANGE: 
Upon implementation of the above strategies, the platelet wastage had reduced in Cycle 1 and Cycle 2 to 
20.5% and 9.2% respectively, with an average of 28 units of platelets discarded per month. The total 
platelets discarded annually showed a marked reduction from 1350 units in 2016 to 655 units in 2017 
with a further reduction to 337 units in 2018. ABNA had improved from 22.5% in verification study to 
10.5% and -0.8% at the end of Cycle 2. 
 
THE NEXT STEP: 
High platelet wastage results in great loss both financially and clinically. Plan for CMEs with clinicians 
on platelet preservation and improving the current remedial measures is ongoing with the hope of 
maintaining the standard in the coming years. 
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  
 

Improving Delivery Time (Within 60 Minutes) For Perioperative Additional 
Packed Cells (Emergency Cross Match) Of Cardiopulmonary Bypass Cases 
In Serdang Hospital.  
 
2018 – Cardiothoracic Anaesthesia and Perfusion Unit, Serdang Hospital 
 
Zuhrah Zakaria1, Allison Ng May Mun1, Nurul Amira1, Marniee Doon1, Siti Hizzianti Hashim1 et al. 
 
1 Cardiothoracic Anaesthesia and Perfusion Unit, Serdang Hospital 
 
SELECTION OF OPPRTUNITIES FOR IMPROVEMENT: 
In case of bleeding and the need for additional packed cell arise intraoperatively, the delay in delivery 
time for the requested packed cell to the operation theatre (OT) can lead to morbidity and mortality. The 
aim of this study is to improve the delivery time to within 60 minutes. 
 
KEY MEASURES FOR IMPROVEMENT: 
The standard time to deliver the packed cell upon request is set at 60 minutes. The process started from 
verbal order by the consultant in charge of that particular OT until the issued packed cell arrive back to 
OT. It involves many personnel at different location: OT, Cardiothoracic Intensive Care Unit (CICU), and 
Blood Bank.  
 
PROCESS OF GATHERING INFORMATION: 
Data was collected for 5 months (2 months for verification study, 3 months for the remedial action) from 
March 2018 to July 2018. Questionnaires were distributed to the doctors and staff nurse involved. Only 
patient that underwent cardiopulmonary bypass and needed emergency crossmatch intraoperatively were 
included in this study. The data was analysed using Microsoft Excel. 
 
ANALYSIS AND INTERPRETATION: 
The total time to deliver the packed cell upon request during the validation study was 79 minutes. Five 
main factors identified were the ordering location, unable to contact blood bank MO through operator, 
process of filling up manual form, miscommunication and no standardized workflow. 
 
STRATEGIES FOR CHANGE: 
Remedial steps included to change the ordering location to within OT itself, monthly roster of blood bank 
medical officer, red tracker, sticker printer is made available in OT, implement a standard operating 
procedcure and continuous medical education.  
 
EFFECT OF CHANGE: 
The delivery time has improved from 79 minutes to 60 minutes after remedial action as per standard.  
 
THE NEXT STEP: 
To use the pneumatic tube to send GXM sample and form to blood bank. It is important to have an 
effective ordering system, avoid miscommunication, to utilize all the resources available and create 
awareness among staff 
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  

Reducing Medication Omission Errors (MOE) At Yellow Zone (YZ), 
Emergency Department (ED), Serdang Hospital  
 
2016 – Emergency Department, Serdang Hospital 
 
Chong Mei Mei1, Lim Chiew Yin1, Lee Siew Ling1, Khoo Su Pei1, Tan Wen Hui1 et al. 
 
1 Pharmacy Department, Serdang Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
The emergence nature created an ideal environment for errors at Emergency Department (ED) nationally. 
Medication omission error (MOE) was the third leading cause of medication errors in Malaysia and it’s 
defined as failure to administer an ordered dose before the next scheduled dose/ failure to prescribe an 
indicated medication. To reduce MOE, a thorough knowledge of the medication use process at ED and a 
strategic plan for each step were crucial. 
 
KEY MEASURES FOR IMPROVEMENT: 
Percentage of MOE was monitored and standard of <25% was set based on Dabaghzadeh F et al study 
(MOE detected at ED was 29.6%) and also consensus among group members. There were six critical 
steps in order to improve the number of MOE which included review by ED team, review by primary 
team, medication order, medication preparation, medication collection and medication administration. 
 
PROCESS OF GATHERING INFORMATION: 
A cross-sectional study was conducted using universal sampling technique. Data was collected by using 
questionnaires and data collection forms when reviewing patients’ medication history. Past medication 
history obtained were compared with medication charts (manual and electronic) and administration 
medication records. Verification audit was conducted prospectively from April to August 2017. Strategies 
for change were implemented since September 2017 and 1st cycle of study was conducted from January to 
March 2018. 
 
ANALYSIS AND INTERPRETATION: 
Verification audit revealed that the total number of medications that were omitted was 53.8% (242 out of 
450 medications). 
 
STRATEGIES FOR CHANGE: 
Strategies that have been developed to improve the service included standardization and revision of 
manual medication charts, to re-organize a medication-supply system, involvement of two Clinical 
Pharmacists during rounds at ED, promotion of Patient Own Medications (POMs) Program and  
awareness to the health-care professionals  regarding MOE that happened at ED. 
 
EFFECT OF CHANGE: 
Percentage of MOE has reduced from 53.8% during verification audit to 22.7% during 1st cycle of study.  
 
THE NEXT STEP: 
To educate healthcare professionals continuously and to establish new Standard Operating Procedure 
(SOP) that can avoid MOE. 
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  
 

Increasing Percentage Of Cataract Surgery Under Local Anaesthesia 
Performed In Daycare In Serdang Hospital  
 
2018 – Ophthalmology Department, Serdang Hospital 
 
Raajini Devi Krishnan1, Edwin Pheng Chin Meng1, Ting Xiao Wei1, Rozita Ismail1, Hazwani Hassan1 et 
al. 
 
1 Ophthalmology Department, Serdang Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
The rate of cataract surgery done under local anesthesia in a daycare setting varies between centers. 
Daycare operation actually reduces cost, time and also rate of infection. By increasing the cases of 
cataract surgeries under local anesthesia done in daycare we will be able to improve the quality of care 
and reduce cost for the hospital. 
 
KEY MEASURES FOR IMPROVEMENT: 
The study was conducted to determine the rate of cataract surgery under local anesthesia performed in 
daycare and evaluate the factors contributing to the rate. 
 
PROCESS OF GATHERING INFORMATION: 
All patients undergoing cataract surgery under local anesthesia from April to May 2018 were included in 
the study. Retrospective data collection was collected from January to February 2018. 
 
ANALYSIS AND INTERPRETATION: 
A total of 170 cataract surgeries under local anethesia were conducted from January 2018 to February 
2018 and only 86 cases were done in daycare which is only 51%. For every case admitted to ward the 
government will spend an extra RM 406.50. Questionnaire survey among staff noted that there is no 
standard of practice for listing patients for cataract surgery. Questionnaire survey also showed that about 
30% of patients were unaware of daycare services. Ophthalmology department used about 5.8 beds on 
average everyday out 10 beds provided in daycare ward. Most of the patients admitted for surgery were 
due to uncontrolled underlying medical illness. 
  
STRATEGIES FOR CHANGE: 
Continuous medical education (CME) sessions were conducted, patient posters and leaflets were created 
and a new standard of practice guideline was developed. 
 
EFFECT OF CHANGE: 
Cycle 1 showed an improvement in the rate of daycare surgery for cataract cases under local anesthesia. 
In two months we were able to reduce the hospital expenses of RM 23577. 
 
THE NEXT STEP: 
To improve teamwork between different departments to increase quality of care of patients and at the 
same time increase the rate of daycare admission. 
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  

To Improve Tracing Notifications Among Defaulters Within 72 Hours In 
Psychiatry Outpatient Clinic Serdang Hospital  
 
2018 – Psychiatric Outpatient Clinic, Serdang Hospital 
 
Elinda Tunan1, Sumita Ishawar1, Hur Azmi1, Priya Naraynenl1, Muhammad Nursalam Abdullah1 et al. 
 
1 Psychiatry Department, Serdang Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Treatment adherence and default remains a widely recognized problem among psychiatric patients that 
increase relapses, psychiatric morbidity and burden of disease. Action for notifying defaulters should be 
of priority to improve outcome.Notifying patient default with proper protocol should be practiced in all 
facilities. Our preliminary studies showed that 41% of Psychiatric Outpatients defaulters were not notified 
and led to an increment of walk in cases which included presenting in crisis or relapse.   
 
KEY MEASURES FOR IMPROVEMENT: 
We aim to achieve an acceptable standard of 80% of defaulters being notified. Others include improving 
the good and effective workflow (protocol) with better practice among doctors and paramedics, to have a 
good default tracing documentation method, to have more accessible facilities, and to increase awareness 
among patients. 
 
PROCESS OF GATHERING INFORMATION: 
A cross-sectional study was done on defaulters from June 2017 till August 2018. 
 
ANALYSIS AND INTERPRETATION: 
Verification study showed that only 41%o f Psychiatric Outpatient defaulters was notified. 59% of the 
Psychiatric Outpatient defaulters were not notified and had resulted in an increment of walk in cases who 
presented in crisis or relapse. Contributing factors were ineffective work process, improper practice, poor 
pass over method, lack of communication and lack of awareness among both staff and patients. 
 
STRATEGIES FOR CHANGE: 
The strategies for change included a new work process and new standard operating procedure on default 
tracing with specific time frame, smart memo box, improvise appointment and default book for better 
documentation. To have dedicated staff, innovate psychiatric workstation with better facilities. Smart Info 
card and new appointment slip to patients. To provide information and regular awareness to both patients 
and staffs. 
 
EFFECT OF CHANGE: 
There was an increase to 64% of defaulters successfully notified. However, it still did not achieve the 
target standard possibly due to difficulty in familiarising and sustaining the new work process, 
documentation process and patient factors as well. 
 
THE NEXT STEP: 
Strengthening current remedial measures with regular review and implementing additional strategy to 
tackle patient factors. 
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  
 

Reducing Rate Of Re-admission (Within 30 Days) For Heart Failure Patients 
In Cardiology Department Serdang Hospital  
 
2018 – Cardiology Department, Serdang Hospital 
 
Ahmad Fuad Fahmi Mohd Noor1, Glendon Lau Seng Kiong1, Faizah Roslan1. 
 
1 Cardiology Department, Serdang Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Heart failure (HF) is well known worldwide and guidelines for management of HF are widely available. 
Yet, even with optimisation of medications, the re-admission rate is persistently high due to multiple non-
medical factors. Re-admission is defined as re-admission to the hospital within 30 days following 
discharge from a HF hospitalisation. By providing a specific format for HF management apart from 
medications, re-admission rate can be reduced. 
 
KEY MEASURES FOR IMPROVEMENT: 
The worldwide percentage for re-admission for HF patients is 24%. Whenever HF patients are admitted, 
it will take a toll on their functional status upon discharge and will worsen over time. Re-admission rate 
can be reduced with suitable approach. In this study we aimed to reduce the re-admission rate of HF 
patients. 
 
PROCESS OF GATHERING INFORMATION: 
Re-admission rate was obtained via the ward admission census. During HF hospitalisation, an interview 
will be carried out to identify the factors for re-admission. 
 
ANALYSIS AND INTERPRETATION: 
The local re-admission rate for HF patients was 25%. The main factor for high re-admission rate is due to 
non-compliance to medications and restriction of fluids (ROF). However, multiple factors can occur 
simultaneously to cause HF hospitalisation. During admission periods, doctors tend to prematurely 
discharge small fractions of HF patients to avoid over congestion in ward. There was no specific checklist 
or format for discharging HF patients. Strategies were formulated based on these findings 
 
STRATEGIES FOR CHANGE: 
Managing HF patients involved other aspects apart from medical therapy to prevent re-admission. Upon 
HF hospitalisation, referral to dietician will be done for a low-salt diet, whilst the pharmacist will 
emphasize medications compliancy. A Discharge check list for HF patients that contains several 
important criteria to avoid premature discharge of an unfit patient will also be provided. Pre-discharge 
counselling will also be given to patients. 
 
EFFECT OF CHANGE: 
After cycle 1, we were able to reduce local HF re-admission rate by 5%. 
 
THE NEXT STEP: 
There are many areas for improvement to reduce HF re-admission not only for 30 days but up to 6 months. 
This can be done via continuous education and optimisation of care at the out-patient clinic. 
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  

Improving Triaging Of Dengue Patients In Sungai Buloh Hospital 
 
2018 – Emergency Department, Sungai Buloh Hospital 
 
Shamini Sangasamy1, Rossman Hawari1, Muhammad Hafeez Ahmad Kamal Hayati1, Sabariah Faizah 
Jamaluddin1 
 
1 Emergency Department, Sungai Buloh Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Dengue infection is an important mosquito-borne viral disease, causing significant morbidity and 
mortality worldwide. Triaging of dengue patients to appropriate zone is critical in determining the clinical 
outcome of patient diagnosed with dengue. The Malaysian Triage Category (MTC) is designed for use in 
emergency services throughout Malaysia. It is a scale for rating clinical urgency. The scale directly relates 
triage category with a range of outcome measures (inpatient length of stay, ICU admission, mortality rate) 
and resource consumption (staff, time, cost). Thus by appropriate triaging of dengue patients it would 
improve their clinical outcomes. The aim of triaging in dengue patient is to ensure dengue fever patients 
with warning signs detected early and treatment started immediately. 
 
KEY MEASURES FOR IMPROVEMENT: 
Our study indicator is the percentage of dengue patient in fever centre requiring up triaging to red zone, 
versus total number of dengue patient presented to emergency department. A standard of <0.5% was set 
based on national key performance indicator. 
 
PROCESS OF GATHERING INFORMATION: 
We performed retrospective (pre-intervention) and prospective (post-intervention) study with relevant 
data retrieved from the electronic medical records. 
 
ANALYSIS AND INTERPRETATION: 
Our pre-intervention study indicator showed up to 11% of dengue patients from fever center requiring up 
triaging to red zone.  
 
STRATEGIES FOR CHANGE: 
Our strategies for change included conducting regular in-house training for paramedics in detecting early 
signs of shock. We also introduced dengue triage card at the the primary triage, to help guide paramedics 
in triaging patients with dengue fever. 
 
EFFECT OF CHANGE: 
Post-intervention, our study indicator had improved to 5%. Thus, up to 54% improvement in triaging of 
dengue patients. 
 
THE NEXT STEP: 
We plan to share these findings at national and international conference to ultimately change the clinical 
outcome of dengue patients 
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  
 

Increasing Percentage Of Notification Of Near Expiry And Slow Moving 
Medications In Wards And Units In Shah Alam Hospital 
 
2018 – Pharmacy Department, Shah Alam Hospital 
 
Ainur Fadlina Mohd Nadzir1, Afina Fathin sakinah Che Md Sefai1, Ng Ruey Ching1, Nur Areena Zul 
Azlan1, Nur Liyana Azmi1 et al. 
 
1 Pharmacy Department, Shah Alam Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Expired medications, if mistakenly administered to patients may cause harm. Reduced potency from such 
medication may affect patients' clinical outcome. Medications need to be returned to pharmacy 3 months 
before expiry for further action but in 2016, only 10.2% of items complied with the time frame (n=157) 
and ward check results showed that 65% of wards and units have expired or near expiry medications. This 
can potentially cause harm to patients if mistakenly administered and leads to medication wastage. 
Through the SMART scoring system, team members consented this is an area that should be further 
evaluated and improved. 
 
KEY MEASURES FOR IMPROVEMENT: 
The main strategies developed aim to reduce risk of medication error by increasing the percentage of 
appropriately notified medications to at least 90%. 

PROCESS OF GATHERING INFORMATION: 
Data was extracted from notification forms sent by wards from January to March 2017. Percentage of late 
notifications and expired items were obtained. A questionnaire was distributed and factors contributing to 
late notification of items were identified. Existing workflow was also analysed. 

ANALYSIS AND INTERPRETATION: 
Analysis found that 17.2% of items were appropriately notified, while 10.3% were expired at the time of 
notification (n=87). Questionnaire findings and workflow analysis revealed that poor understanding on 
workflow, confusing forms, lack of documentation, unclear instructions and no standardized expiry date 
monitoring system to be the factors contributing to late notification. 
 
STRATERGIES FOR CHANGE: 
Strategy for change in Cycle 1 included implementation of new workflow and expiry date monitoring 
system. Notification form was improved with clear instructions to avoid confusions and aid 
documentation. Memo with tools were distributed and briefings were conducted on implementation of 
changes. New ward check criteria was introduced to ensure changes can be sustained. Cycle 2 was based 
on feedback from the wards and shortfalls during cycle 1 were addressed, including updating floor stock 
lists. 

EFFECT OF CHANGE: 
Percentage of items appropriately notified increased from 17.2% to 94% after cycle 2, whereas expired 
items reduced from 10.3% to 0.09%. There was an increased number of overall items notified (cycle 2 n= 
1090 versus verification study n=87). 

THE NEXT STEP: 
Apart from routine ward checks (4 monthly), random spot checks will be conducted to ensure the changes 
are consistently practiced and maintained throughout the wards/ units (cycle 2). Appointed Liaison 
Officer would assist in efficient monitoring of near expiry and slow-moving items in wards and units.  
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  

To Improve Percentage Of Patients’ Attendance For 6-Months Postoperative 
Review After Comprehensive Dental Treatment Under General Anaesthesia 
 
2018 – Paediatric Dentistry Department, Shah Alam Hospital 
 
Nor Fathihah Mohd Radzuan1, Nik Fauziah Mat Zain1, Wan Azlina Wan Ibrahim1, Naimah Razaman1 

 
1Peadiatric Dentistry Department, Shah Alam Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Dental paediatric patient who had undergone Comprehensive Dental Treatment (CDT) under General 
Anaesthesia (GA) will be given follow up appointments for postoperative review at 1 week, 1-month, 3-
month and 6-month interval. Reduction in attendance rate of postoperative review results in inability of 
clinician to reassess patients’ oral hygiene, presence or relapse of risk factors, development of secondary 
tooth decay, presence of failed tooth restoration and also inability to assess improvement of child’s 
quality of life. 
 
KEY MEASURES FOR IMPROVEMENT: 
Based on 2016 statistic, attendance rate at 6-months postoperative review was only 31%. This study aims 
to increase percentage of patient attending 6-month postoperative review after CDT under GA to a 
standard of 80%. 

PROCESS OF GATHERING INFORMATION: 
A cross sectional study was done from June 2016 until March 2018 involving all patients who had 
undergone CDT under elective GA in Shah Alam Hospital. Pre-operative checklist and post operative 
attendance record were used as data collection tools. The patients‘ attendance status and reason for non-
attendance were documented. 

ANALYSIS AND INTERPRETATION: 
During the verification study, attendance rate for 6-months postoperative review was only 40%. Among 
the main contributing factors were forgetfulness (38%) and health issues (22%). ABNA was 40%. 
 
STRATEGIES FOR CHANGE: 
Dental staff would obtain and update at least 2 parents/guardian active phone numbers during every visit. 
1 week prior to 6-months postoperative review, counter staff will call for a friendly reminder. A pamphlet 
on importance of postoperative review was given to parents/guardian prior to discharge after CDT under 
GA. Continuous education session was carried out by Senior Dental Officer/Head of Department to all 
dental staff. 

EFFECT OF CHANGE: 
Attendance rate of 6-months post-operative review increased to 77.4 % in cycle 1 after remedial actions 
taken. Additional measures were taken, and the attendance rate improved to 80.6% during cycle 2. ABNA 
reduced to negative 0.6%. 
 
THE NEXT STEP: 
1. To sustain the remedial measures. 
2. To constantly organize education session for new staff on importance of postoperative review. 
3. To implement the method for other paediatric patients who have recall appointment such as trauma 

or medically compromised patient. 
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  
 

To Improve Hand Hygiene Awareness Amongst In-Ward Patients Of Kajang 
Hospital 
 
2018 – Infection Control Unit, Kajang Hospital 
 
Ferdi Bin Surya Effendi1, Nor Maznah Mohamad2, Rosena Harun3, Maria Magdaline3, Azlan bin 
Sulaiman1.  
 
1 Orthopaedic Department, Kajang Hospital 
2 Pathology Department, Kajang Hospital 
3 Infection Control Unit, Kajang Hospital 

 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
There is a significant correlation between poor hand hygiene among patient with increase hospital 
acquired infection (HAI). “Laporan Kepuasan Pelanggan Berkaitan Hand Hygiene di Hospital Kajang 
2016” showed only 39% of patients knew about hand hygiene (recommended: >75%). High infection rate 
will increase patient’s length of stay, hospitalization cost, morbidity and mortality. 
 
KEY MEASURES FOR IMPROVEMENT: 
This study aimed to achieve 100% of patient is given orientation regarding hand hygiene and 
demonstrated on hand rub and hand washing during admission. 
 
PROCESS OF GATHERING INFORMATION: 
A prospective, cross-sectional study was conducted from March 2017–December 2017 with total 100 
patients from all wards (verification study, cycle 1 and cycle 2). Questionnaires were given to the patients 
after 48 hours admission. Inclusion criteria was all inpatients in Kajang Hospital. While exclusion criteria 
was those with age < 18 years old, admitted less than 48 hours, foreign patients with language barrier, 
patients who were not fully conscious (intubated/sedated) patients those who were admitted in ICU, 
NICU, paediatric ward, and psychiatric ward. 
 
ANALYSIS AND INTERPRETATION: 
The percentage of patient with awareness about hand hygiene assessed 48 hours after admission during 
verification phase was 54%. 
 
STRATEGIES FOR CHANGE: 
Continuous Medical Education (CME) and bedside teaching were done among health care workers. 
Pamphlets were given to patients and posters were placed in the wards.  
 
EFFECT OF CHANGE: 
Awareness about hand hygiene among patients was assessed 48 hours after admission. Percentage of 
patient with awareness about hand hygiene assessed 48 hours after admission has increased from 54% 
during verification to 74% during 1st cycle and further improved to 85% in 2nd cycle. 
 
THE NEXT STEP: 
Some of the patients are in psychological stress therefore, psychologist’s involvement may be needed in 
tackling this issue. To fully utilize television in the ward by displaying an appropriate method of hand 
hygiene. To strengthen communication skills among healthcare worker so that they are able to deliver an 
effective explanation regarding hand hygiene to the patients. 
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  

Improving Appropriate Inhaler Usage Among Asthma Patients In Medical 
Wards Kajang Hospital 
 
2018 – Medical Department, Kajang Hospital 
 
Har Kiran Kaur Deol1, Yuhanisa Ahmad1, Ishvant Kaur Sidhu1, Lailatulema Abbas1, Wan Najwa Suraya 
Wan Ahmad Kamil1 et al. 
1 Medical Department, Kajang Hospital 

 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
There was a high percentage of inappropriate inhaler usage among asthma patients in Medical Wards of 
Kajang Hospital. It could result in increased cost borne by the hospital. It also leads to morbidity and 
recurrent admissions. Substantial waste of inhaled medications is a socioeconomic burden and practical 
strategies are required to reduce the inappropriate use of inhalers. 
 
KEY MEASURES FOR IMPROVEMENT: 
100% of asthmatics with appropriate inhaler usage in Medical Wards, Kajang Hospital. 
 
PROCESS OF GATHERING INFORMATION: 
Asthmatic patients’ clinical records from two medical wards (Ward 2 and 3) in Kajang Hospital were 
reviewed retrospectively from May 2017 until April 2018. Patients were assessed according to five 
criteria which were good inhaler technique, previous inhalers were brought, appropriate inhalers 
prescription, compliant to inhalers and adequate assessment by doctors.  
 
ANALYSIS AND INTERPRETATION: 
Verification audit revealed that only 5% of patients used inhalers appropriately.  
 
STRATEGIES FOR CHANGE: 
All asthmatic inpatients were reviewed appropriately by doctors and pharmacists using their respective 
asthma review sheet. Education and awareness were delivered to doctors. Appropriate inhaler technique 
and the importance of compliancy to the correct technique were also taught to all asthmatic inpatients.  
 
EFFECT OF CHANGE: 
There was an improvement in the percentage of asthmatic review assessment by doctors and pharmacists. 
Post intervention study showed that about 38% of patients recruited complied to appropriate inhaler usage 
whereby they fulfilled all the five criteria assessed. 
 
THE NEXT STEP: 
To plan for yearly asthma audits in order to improve asthma management, to provide a proper asthma 
discharge plan for patient’s continuation of care and suggest establishing a Respiratory Medication 
Therapy Adherence Clinic (MTAC) in Kajang Hospital. 
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M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  
 

Increasing Percentage of Correct Intravenous Drug Administration in 
Medical Ward, Kajang Hospital 
  
2018 - Pharmacy Department, Kajang Hospital 
 
Dzatil Awatif Yusof1, Haslina Hasan1, Syarifah Raihani Said Abu Hassan1, Aisyah Amanina Abdullah 
Salim1. 
 
1Pharmacy Department, Kajang Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Incidence of intravenous (IV) drug administration error with severe complication had been reported in 
Kajang Hospital. The incidents lead to prolonged hospitalization, increase mortality and morbidity and 
hence increase burden of healthcare cost.  
 
KEY MEASURES FOR IMPROVEMENT: 
The indicator was the percentage of correct IV drug administration. The standard was set at 100%. 
 
PROCESS OF GATHERING INFORMATION: 
This was a cross-sectional study, which involved a verification study and 1 cycle of remedial measures. 
An audit on IV drug administration was conducted in medical wards using structured observational audit 
form. During the same period, we explored 65 trained staff nurses on their knowledge and barriers to 
correctly administer IV drugs by using 10-items content and face validated self-administered 
questionnaire. 
 
ANALYSIS AND INTERPRETATION: 
During verification study, only 53% of IV drugs were administered correctly. Results showed correct 
volume of diluents was only 52%, correct rate of infusion was only 50% and complete labels was 17%. 
From pareto analysis, 80% of the barriers to correctly administer IV drugs were due to lack of awareness 
on availability of IV drugs dilution protocol, dilution was done by following common practice without 
referring to dilution protocol and no counterchecking process. 
 
STRATEGIES FOR CHANGE: 
Remedial strategies included distributing dilution protocol to ward staffs together with awareness training 
activities, improved the medication chart with counterchecking column, distribute quick IV guide and 
improved the label for IV drug infusion. 
 
EFFECT OF CHANGE: 
Correct IV drugs administration improved from 53% to 91%. ABNA has reduced from 47% to 9%.  
 
THE NEXT STEP: 
Pre-printed Order Sheet will be integrated into the current workflow and to implement scheduled audits 
on IV drug administration for continuous monitoring. 
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Increasing Screening Of Metabolic Syndrome Among Schizophrenia Patients 
With Antipsychotic 
 
2017 - Psychiatric Clinic, Kajang Hospital 

Muhammad Najmi Na’imullah Rahim1, Nurul Huda Rahim1. 
 
1 Psychiatry Department, Kajang Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Antipsychotic treatment can lead to metabolic syndrome among schizophrenia patients. Regular 
screening for metabolic syndrome can prevent complication such as dyslipidaemia, diabetes mellitus and 
hypertension in schizophrenia patients. A low percentage of monitoring for metabolic syndrome in 
patients diagnosed with schizophrenia was noted in the psychiatric clinic and was chosen to reduce the 
prevalence of metabolic syndrome in schizophrenia patient with antipsychotic. 
 
KEY MEASURES FOR IMPROVEMENT: 
To identify the contributing factor for low screening and monitoring percentages. To formulate and 
implement proper remedial measures to improve percentage of screening for metabolic syndrome. 
 
PROCESS OF GATHERING INFORMATION: 
100 samples were collected from schizophrenia patients who presented to Psychiatry and Mental Health 
Clinic, Kajang Hospital from February 2018 to March 2018 (inclusion and exclusion criteria applied). 
 
ANALYSIS AND INTERPRETATION: 
Study shows only 10 out of 100 schizophrenia patients had been reviewed regularly for metabolic 
syndrome pre-intervention. Challenges include poor information management system, lack of awareness 
among healthcare staff and patients and refusal of screening by patient.  
 
STRATEGIES FOR CHANGE: 
Additional documentation had been added to patient file to ensure proper filing for blood investigation, 
vitals and BMI. Interventional steps were taken such as improvement in information management system 
(proper documentation / regular blood; vitals screening) and to raise awareness among healthcare staff 
and patients. 
 
EFFECT OF CHANGE: 
Post intervention audit took place in June 2018 to July 2018. Post interventional data analysis showed that 
100% of schizophrenia patients had been monitored and planned for their metabolic syndrome screening. 
The awareness for metabolic screening in schizophrenia patients had been significantly improved. 
 
THE NEXT STEP: 
Continuous reminder to healthcare staff regarding the importance of proper screening for metabolic 
syndrome among schizophrenia patients to reduce its prevalence among schizophrenia patients. Audit will 
be conducted yearly to ensure continuity in screening of metabolic syndrome in schizophrenia patients. 
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To Increase Percentage Of Cerebrospinal Fluid (CSF) Full Examination And 
Microscopic Examination (FEME) Test With Laboratory Turnaround Time 
(LTAT) ≤ 1 Hour  
 
2018 – Pathology Department, Kajang Hospital 
 
G.Govind Parimalahr Dewi¹, Azura Abdul Hamid¹, Mazriza Madon¹, Nor Maznah Mohamad¹, Nurhidayu 
Mohd Shariff¹ et al. 
 
1 Pathology Department, Kajang Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
The percentage of cerebrospinal fluid (CSF) full examination and microscopic examination (FEME) test 
with laboratory turnaround time (LTAT) ≤ 1hour was noted to be persistently decreasing.  
 
KEY MEASURES FOR IMPROVEMENT: 
The indicator was the percentage of cerebrospinal fluid (CSF) full examination and microscopic 
examination (FEME) test with laboratory turnaround time (LTAT) ≤ 1 Hour. 
 
PROCESS OF GATHERING INFORMATION: 
A cross-sectional study of all cerebrospinal fluid (CSF) full examination and microscopic examination 
(FEME) test was done at Microbiology Unit, Kajang Hospital, from January to December 2016 and April 
to September 2017. The data for sampling were obtained from Perpat forms, HKJ-PAT 66 forms and 
from records available in the Omega and I Lab System. 
 
ANALYSIS AND INTERPRETATION: 
Verification study in June 2016 showed that the percentage was 91.6%, this was because the samples 
were placed together with other routine specimens. In July 2016, the percentage was 94.4%, this was 
because the staff were not aware of CSF having arrived at counter receiving area (CRA) and failed to 
prioritize CSF sample sent during peak hours after office hour.  
 
STRATEGIES FOR CHANGE: 
Several steps in the work process of cerebrospinal fluid (CSF) full examination and microscopic 
examination (FEME) test were modified according to model of good care. HKJ-PAT 66 form was 
invented, clinicians were to inform regarding collection of cerebrospinal fluid (CSF) full examination and 
microscopic examination (FEME) sample to medical officer (MO) in Pathology beforehand in order to 
alert CRA staffs and medical laboratory technologist (MLT) in Microbiology Unit. Clinicians to send 
samples separately, CRA staff and MLT in Microbiology Unit were alerted regarding arrival of samples 
to the lab. 
 
EFFECT OF CHANGE: 
The percentage of CSF full FEME test with laboratory turnaround time (LTAT) ≤ 1 Hour has increased to 
100% after implementation of the strategies. It also facilitated to better manage the samples. 
 
THE NEXT STEP: 
To continue the model of good care and to practise continuous audit, and to emphasize these to the staff 
and clinicians. 
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“The definition of quality is conformance to requirements, the system for 
causing quality is prevention, the performance standard is zero defects and the 

measurement of quality is the price of nonconformance”  
                                                                                             

 Philip B. Crosby  
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Increasing The Percentage Of Completely Filled Therapeutic Drug 
Monitoring (TDM) Request Forms Received At Clinical Pharmacokinetic 
Unit (CPU) In Tengku Ampuan Rahimah Hospital (HTAR), Klang 
 
2017 – Pharmacy Department, Tengku Ampuan Rahimah Hospital, Klang 
 
A. Aliza1, C.T. Lim1, S.I. Siti Mahanim1, S.N. Lin1, H.S. Tan1 et al. 
 
1Pharmacy Department, Tengku Ampuan Rahimah Hospital, Klang 
 

SELECTION OF OPPORTUNITIES FOR IMPROVEMENT 
Incomplete TDM request forms and inaccurate information may increase the risk of dose 
misinterpretation resulting in increased risk of mortality and morbidity, prolonged hospitalization and 
wastage of reagents. Data collected in January to March 2016 showed that only 5.5% of TDM request 
forms received were completely filled. 
 
KEY MEASURES FOR IMPROVEMENT 
The indicator was percentage of Completely Filled TDM Request Forms with standard set at 100%. We 
used Pareto and Bubble Chart analysis to identify contributing factors. The main factors were low 
compliance in filling the form by prescribers, limited involvement of ward pharmacists and forms that 
were not user friendly.  
 
PROCESS OF GATHERING INFORMATION 
This was a cross-sectional study involving TDM requests received from four adult medical wards (Ward 
7A, 7B, 8A and 8B) during office hours. Both the verification and post-intervention studies were carried 
out over 3 weeks and a validated audit checklist form was used for data collection. 
 
ANALYSIS AND INTERPRETATION 
The verification study showed that out of 303 TDM request forms, only 12.5% were completely filled and 
the Achievable Benefit Not Achieved (ABNA) was 87.5%. From a self-administered questionnaire to 
prescribers and pharmacists, 75% requested for a user guide and 82% prefer for a briefing or teaching 
session to be conducted. In another questionnaire to ward pharmacists, 100% were not involved in filling 
the form as it was not specified in the work manual and 65% stated that a possible limitation was because 
they were not always available in the ward. 
 
STRATEGY FOR CHANGE 
We introduced a change in the work process whereby involvement of ward pharmacists in filling the 
TDM request form was reinforced. This included introduction of a TDM referral form and assigning 
pharmacists on a stand-by roster. Several tools were introduced to facilitate the new work process such as 
a reminder label for drug sampling and a stamp for recording sampling time recommendation. A Pocket-
Sized user guide for filling the TDM request form was developed and TDM workshops for pharmacists 
were also carried out. 
 
EFFECTS OF CHANGE 
Statistics showed a marked improvement in percentage of completely filled TDM request forms from 
12.5% to 87% and ABNA reduced to 13%. There was a reduction in time spent to process TDM requests 
from the wards with a time saving of 2.5 hours/month. Results also illustrated a cost saving of RM1,296/ 
year due to reduced wastage of reagents which may have been used to analyze samples with inappropriate 
sampling time. 
 
THE NEXT STEP 
Our team plans to implement the new work process and the tools designed to be used out-of-office hours 
and other wards in the hospital.  
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Improving The Timeliness Of TB Culture Positive Result From Referral 
Laboratory To Clinician In Selayang Hospital 
 
2017 – Pathology Department, Selayang Hospital 
 
Masura Mohd Yatim1, Lee Yee Voon1, Norisah M1, Azuan Muhafiz AK1, Yuhin Karina Y1, Suriati AY1, 

Zahrah T1 et al. 

1 Pathology Department, Selayang Hospital 
 
SELECTION OF OPPRTUNITIES FOR IMPROVEMENT: 
In Selayang Hospital, only 32% of Tuberculosis (TB) culture positive result reached clinician within 5 
working days in year 2015 after the results were released from the referral laboratory (via SIMKA on-
line). Timely results need to reach clinician to prevent treatment delay, thus avoiding TB infection in the 
community. 
 
KEY MEASURES FOR IMPROVEMENT: 
The aim is to achieve 80% timeliness of TB culture positive results released within 5 working days. The 
timeliness is defined as the period (days) between the test result released (SIMKA online), verified and 
released in Hospital Information System (HIS) to clinician in Selayang Hospital. 

PROCESS OF GATHERING INFORMATION: 
A cross-sectional study was conducted from January 2016 until March 2017 (verification study and post-
remedial action phase; Cycle 1, Cycle 2 and Cycle 3). Data were retrieved via SIMKA online and HIS to 
evaluate the effectiveness of the remedial measures. 

ANALYSIS AND INTERPRETATION: 
Results in verification study shows only 33% of TB culture positive results released within 5 working 
days. The major contributing factors to the problem were lack of awareness among the staffs regarding 
procedure of processing TB culture results, no updated or specific related Standard Of Procedure. 

STRATEGIES FOR CHANGE: 
The remedial actions included improvement of knowledge/procedure by conducting Continuous Medical 
Education (CME) and training of new staff, improvement of workflow via introduction of steps such as 
separate document trays for positive and negative TB results, checklist and alert reminder. Staff 
management has also been improved by assigning a specific staff for TB and a mandatory replacement for 
absentee.  
 
EFFECT OF CHANGE: 
Upon implementation of the above strategies, the timeliness of TB culture positive results released within 
5 working days had increased in Cycle 1, Cycle 2 and Cycle 3 to 63%, 77% and 83% respectively. ABNA 
had improved from 47% in verification study to 17% in Cycle 1, 3% in Cycle 2 and finally -3% at the end 
of Cycle 3. This achievement has boosted staff morale. 
 
THE NEXT STEP: 
Pathology Department, Selayang Hospital planned to reduce the timeframe to three days. To promote to 
other hospitals which have similar problem. For interlaboratory comparison between hospital and 
discussion in tackling arising problem within the same peer group. 
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To Improve Medication Safety Practice Of Intravenous Drug Administration 
In Emergency Department, Serdang Hospital  
 
2017 – Emergency Department, Serdang Hospital 
 
Sherin Intan Abu Bakar1, Tengku Suriani Tengku Ismail1, Nursuraya Aini Ismail1, Syarfa Dan Adnan1, 
Maria Zakaria1 et al. 
 
1 Emergency Department, Serdang Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Poor Practice in Drug Safety will lead to high incidence of medication error or near-missed incidence and 
can cause morbidity and mortality. In Emergency Department (ED), Serdang Hospital, we noticed that 
there are still poor medication practice from prescribing, dispensing and administration of the medication.  
 
KEY MEASURES FOR IMPROVEMENT: 
Our main objective is to improve medication safety practice of intravenous drug administration in ED.  
 
PROCESS OF GATHERING INFORMATION: 
40 staff were randomly selected including doctors and paramedic and their medication practice was 
observed by our team using observation check list that has been created. The same group of staff were 
also interviewed using questionnaire to assess their knowledge.  
 
ANALYSIS AND INTERPRETATION: 
During verification study, we found that only 25% of the staff interviewed could give correct answer to 
all the questions. That showed their knowledge on good medication practice was still poor. During 
observation on staff’s medication practice, none of them follows all steps required in good medication 
practice. 
 
STRATEGIES FOR CHANGE: 
We created a work process on steps in good medication practice in ED. Regular training, teaching and 
reminder were given during CME, CNE and ward rounds. A clinical pharmacist placed in ED to help. 
Drug dilution book was updated and placed in a dedicated medication room.  
 
EFFECT OF CHANGE: 
During second phase, we found that 73% of the staff interviewed were able to give correct answer to all 
the questions. It shown their knowledge on good medication practice were improved. We also found that 
68% of our staff observed, able to follow all steps required in good medication practice. 
 
THE NEXT STEP: 
We plan to conduct an audit on current medication practice and further improve our medication practice 
in Emergency Department, Serdang Hospital. 
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Improving Critical Value Notification Performance In Pathology Department, 
Serdang Hospital  
 
2017 – Pathology Department, Serdang Hospital 
 
Roslina Omar1, Roslan Abd Aziz1, Shajaratul Dura Mat Ali1, Norafaedah Mohd Nor1, Adlina Mohd 
Razali1 et al. 
1 Pathology Department, Serdang Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
A low percentage of critical value notification was noted in the hospital. A critical value is part of 
indicator that the patient is in imminent danger unless appropriate treatment is promptly initiated. Thus, 
the reporting of laboratory critical results is a crucial responsibility of the laboratory personnel. Our study 
aimed to identify issues and to improve the operational effectiveness which affects patient safety. This 
critical value is monitored in Patient Safety Goal no.8. Serdang Hospital data revealed that the average 
yearly percentage of critical value notification in three consecutive years since 2014 was 14% (2014), 79% 
(2015) and 74% (2016). 
 
KEY MEASURES FOR IMPROVEMENT: 
All critical result according to Malaysian Patient Safety Goal no 8: To improve clinical communication 
by implementing a critical test and critical value programs must be notified. We have identified 6 main 
critical steps, namely check result, check sample integrity, check location of requester, check previous 
result, notify critical results (phone/ SMS), record notification in LIS. The indicator is all result of critical 
value is notified within 30 minutes after result is verified. The standard is 100%. 
 
PROCESS OF GATHERING INFORMATION: 
A cross sectional study was conducted in Pathology Department, Serdang Hospital from March to 
September 2017. Verification study was done from Mac to May 2017. Data collected from LIS and SMS 
system. Remedial measures were done from Jun to July 2017. The evaluation of remedial measures was 
done from August to September 2017. List of test critical values to be notified: Data was analysed using 
Microsoft excel. 
 
ANALYSIS AND INTERPRETATION: 
During verification study (March to May 2017), the percentage of notification was 65.7% (1764 critical 
results out of 2715).  
 
STRATEGIES FOR CHANGE: 
We have introduced various strategies for change: Alert System (Colour Coded results), Critical Result 
Rack System, Sample Integrity System Check, implementation of second critical result verification step, 
to modify the existing standard operating procedure, quick guide reminder, to update list of SMS and 
telephone contacts, to give awareness program for laboratory staffs through series of CME, training and 
competency assessment. 

EFFECT OF CHANGE: 
After remedial action, there was significant improvement in percentage of notification of critical values 
from 65.7% to 95.0%. The ABNA was successfully reduced from 34.3% to 5.0 %. (68 results out of 1359 
were not informed). 
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THE NEXT STEP: 
We aim to further improve the performance to achieve standard of 100% of critical value notification. 
The next steps: To differentiate the units (Chemical Pathology/ Haematology) contribute to the 
percentage of non-reporting of critical values. Identifying individual staffs involved in non-reporting of 
critical value. The monthly performance will be presented during department CME or meetings for 
continues awareness, monitoring and reminder for all laboratory staffs. 
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Improving Percentage Of Patients Receiving Enteral Nutrition Product (ENP) 
Within 24 Hours Of Dietitian Prescription In Selected Wards Of Serdang 
Hospital   
 
2017 – Ward 7C (Medical), Ward 7E (Orthopedic) and Ward 6C (Surgical), Serdang 
Hospital 
 
Irne Jumat1, Siah Pek Jia1, Nurliyana Naharuddin2, Halimatun Saadiah Sohami2, Roslinda Mohamed 
Safri2 et al. 
 
1 Dietitian Department, Serdang Hospital 
2 Nursing Department, Serdang Hospital  

 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Dietitians will prescribe enteral nutrition product (ENP) to ensure patients receive sufficient nutrient 
intake. A survey was conducted for 2 weeks in early of February 2016 (n=30) in these 3 selected wards 
and the results showed that only 56.4% of the patients received ENP as prescribed by dietitians within 24 
hours. Appropriate timing is necessary whereby patients should receive ENP within 24 hours after 
prescription was done by dietitians in view that some studies had shown that initiating nutrition support 
within 24-48 hours is beneficial. 
 
KEY MEASURES FOR IMPROVEMENT: 
The key indicator for improvement was measured using the prevalence of patients receiving enteral 
nutrition product within 24hours of dietitian’s prescription. The standard is 90% based on consensus. 
 
PROCESS OF GATHERING INFORMATION: 
A cross-sectional study was conducted using universal sampling of patients in 3 selected wards (Medical, 
Surgical and Orthopaedic Wards) with total subjects more than 139 for each phase (verification study and 
post- remedial action phase; Cycle 1 and Cycle 2). Data collection was done using the audit form to all 
patients who served with enteral nutrition product (ENP). 
 
ANALYSIS AND INTERPRETATION: 
Results in verification study shows only 59.3% patients received enteral nutrition product (ENP) within 
24hours of dietitian prescription.  The contributing factors were the product not being served to patients 
(27.1%), not indented accordingly (9.3%), not being collected from dietetic department (2.1%), not being 
processed (1.4%) and wrongly indented by staff (0.7%). From the Pareto Chart, the possible factors that 
needed to be resolved are the first two reasons. 
 
STRATEGIES FOR CHANGE: 
In Cycle 1, the remedial actions were establishment of dietetic chart for feeding monitoring, provides 
formatted dietetic board for easy referral for indenting diet/ enteral nutrition products. Then, we reviewed 
and updated Standard of Procedure (SOP) in work process and conducted continuing nursing education 
(CNE) at ward level to create awareness and enforcement on delivering services efficiently. Meanwhile, a 
few other strategies were suggested in Cycle 2 such as including nutritional section in new formatted 
nursing report through ISBAR checklist, involving Pembantu Perawatan Kesihatan (PPK) in distributing 
the ENP, bedside teaching to the nurses regarding dietetic chart usage and bedside tagging reminder. 
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EFFECT OF CHANGE: 
Upon implementation of above strategies, the prevalence of patients receiving enteral nutrition product 
(ENP) had increased in Cycle 1 and Cycle 2 to 85.4% and 95% respectively within 24 hours of dietitian’s 
prescription in those selected wards. ABNA had improved from 30.4% in verification study to 4.6% and 
finally -5% at the end of Cycle 2. 
 
THE NEXT STEP: 
The team will ensure the patients who have been prescribed with enteral nutrition product (ENP) will be 
served accordingly within stipulated time. As a team, we will continue to monitor and make sure the work 
process will be done efficiently through regular education (CNE and bedside teaching) and monitoring 
(ISBAR checklist). The remedial action will be expanded to other wards in Serdang Hospital and we 
would like to share our experience with other hospitals in the country. 
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Improving Resolution Of Hyperglycaemic Emergencies In 24 Hours In 
Medical Wards Serdang Hospital 
 
2017 – Medical Wards, Serdang Hospital 
 
Tay Jiann Shyang1, Ng Yoke Mui1, Wendy Tan1, Tan Yi Jun1, Kahmini Kandasamy1 et al. 
 
1 Medical Department, Serdang Hospital 

 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
A low percentage of resolution of hyperglycaemic emergencies within 24 hours was chosen as our project. 
The incidence rate of diabetic ketoacidosis (DKA) is 5.47% for multi-ethnic diabetic population in 
Malaysia with the mortality rate of >5% in the elderly group. Hyperosmolar hyperglycaemic syndrome 
(HHS) has a higher mortality than DKA with the complications such as myocardial infarction, stroke or 
peripheral arterial thrombosis, infection and cerebral oedema. Thus, the failure for the hyperglycaemic 
emergencies to be resolved within 24hours will increase the morbidity and mortality of the patient. 
 
KEY MEASURES FOR IMPROVEMENT: 
The indicator was the percentage of hyperglycaemic emergency patients whose ketonaemia and acidosis 
resolved by 24 hours was monitored and standard of 100% was set based on consensus. There were six 
critical steps in order to improve the resolution of hyperglycaemic emergencies within 24hours in Medical 
Wards Hospital Serdang which included clerking and assessment of the patients by doctors upon referral 
or admission, initiation of fluid resuscitation and insulin therapy, identification of the precipitating causes 
and to treat accordingly, availability of baseline blood / radiological / urine investigations, monitoring the 
fluid regimen and reassessment of patient’s clinical condition. 

PROCESS OF GATHERING INFORMATION: 
A cross-sectional study was conducted from December 2016 till August 2017 using universal sampling 
and was divided into 2 phases: Verification Phase and Cycle 1. Data was collected from eHIS Hospital 
Serdang, ward admission books and also questionnaires to medical staffs. The data was analysed using 
Microsoft Excel. 
 
ANALYSIS AND INTERPRETATION: 
During the verification study, the percentage of hyperglycaemic emergencies resolution within 24hours 
was 63.3%. Factors which lead to the low percentage of hyperglycaemic emergencies resolution within 24 
hours were inadequate knowledge and experience in medical staffs, lacking in patient’s monitoring and 
reassessment, and patient’s poor insight in their diabetes control. 
 
STRATEGIES FOR CHANGE: 
Several strategies have been developed to improve the services which included DKA/ HHS Management 
Protocol, establishment of ‘Specialist Adult In-Patient Diabetes Team’, ‘Pocket-Size Management 
Booklet’, Diabetes In-patient education class, DKA/ HHS teaching in the form of CPG/ CME/ CNE/ 
Morbidity & Mortality. 
 
EFFECT OF CHANGE: 
There was remarkable improvement from 63.3% to 94.7% in resolution of hyperglycaemic emergencies 
within 24hours after the implementation of the strategies. Apart from that, it can be seen that knowledge 
of the doctors has improved, and patients have gained better insight regarding their clinical condition, 
which further prevented them from readmission for hyperglycaemic emergencies. 
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THE NEXT STEP: 
Medical Department Serdang Hospital was planning to do 3-monthly Continuous Medical Education 
(CME) and also Mortality Review on Diabetes Mellitus. Poster of DKA/ HHS will be placed in 
Emergency Department and Medical Wards. Medical Department will also improvise the Management 
Protocol and Monitoring Chart 6 monthly and will collaborate with Emergency Department to improve 
the initial management and monitoring of hyperglycaemic emergencies.  
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Improving Respond Time Of New Paediatric-Psychiatric Case In 
Occupational Therapy Clinic  
 
2017 – Rehabilitation Medicine Department, Serdang Hospital 
 
Natrah Zakaria1, Doreen Shamala Selvarajoo1, Nurulhayati Ab Halim1, Nor Zaliha Abu Bakar1, Nadiyah 
Muhammad1 et al. 
 
1 Rehabilitation Medicine Department, Serdang Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Long response period for new Paediatric-psychiatric case referral in Occupational Therapy (OCCT) 
Clinic was chosen as our study topic. The national key performance indicator (KPI) for response time for 
new case in OCCT pediatric clinic is >95% within 3 working days, but our response was within 30 days. 
OCCT divided the paediatric clinic into Paediatric-physical (paeds-psy) and Paediatric-psychiatry (paeds-
psy) clinic. It was found that paeds-psy (215) had a higher number of new cases compared to paeds-psy 
(174). Children deprived of early therapy may encounter social, emotional, and psychological secondary 
disabilities. These will impact on later functioning in school setting, community and workplace. 
 
KEY MEASURES FOR IMPROVEMENT: 
The key indicator for measurement is the percentage of outpatient referred cases to OCCT Peds-psy 
responded within 3 working days. The standard is >95% according to national KPI. 

 
PROCESS OF GATHERING INFORMATION: 
A cross sectional study was conducted using universal sampling of all new cases at the OCCT paeds-psy 
clinic. The verification study was from October until December 2016 while cycle 1 was from April until 
June 2017. Data were collected via referral letters, appointment books and the eHis system. Inclusion 
criteria were Malaysian, child below 18 years old and newly referred outpatient cases. Those above 18 
years old, non-Malaysian, private centre or inpatient referrals, specific date requested by caregiver, and 
paed-psy cases were excluded from this study. 
 
ANALYSIS AND INTERPRETATION: 
Our verification study showed only 64% of new cases get an appointment within 3 days. ABNA was 31%. 
Our study identified 5 main factors that could be improved: Lack of human resource due to no specific 
task allocation, prolonged consultation time and untrained new staff; an unfavourable working 
environment due to limited consultation room; a poor hospital IT system due to lack of slots in the eHIS 
and unavailability of a proper screening form; incomplete referral letter and wrong information given due 
to lack of knowledge among staff and uncooperative patients or caregivers due to lack of awareness and 
low education among them. 

 
STRATEGIES FOR CHANGE: 
Strategies implemented were simplifying the assessment process using the pediatric initial assessment 
(PIA) form. Improvising therapy approach by creating group therapy session for follow up cases to save 
space/ consultation room, time and human resource, another improved therapy approached was to 
increase appointments/ therapy slots in computer system (forced booking for IT hospital). Thirdly, we 
organised work distribution by improvising rotation/ pass over schedule to assign staff with specific work 
and as a substitute for colleague on leave. Another strategy was to improve awareness and knowledge by 
distributing leaflet to medical officers and house officers to guide them referring a case; organise unit 
CMEs  for staff; to educate parents/ caregivers regarding importance of therapy and to better understand 
the patient. 
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EFFECT OF CHANGE: 
Post cycle 1 showed an improvement from 64% to 85% with ABNA reduced to 10%. The number of 
patients seen within 3 working days increased from 32 to 63 and the usage of the PIA form reduced 
assessment time from 20 to 5 minutes. Group therapy can cater up to 10 patients at one time. We learned 
that our strategies had improved response time by better utilizing our space and time with PIA Form. 

 
THE NEXT STEP: 
Further measures include the for the rehabilitation doctor to generate a ‘scout list’ for newly referred in-
patient paeds-psy cases with the potential for outpatient follow up, for the OCCT ‘ respond team’ to 
review referred cases upon discharge from paediatric ward and to provide education leaflets at the 
paediatric ward for doctors and caregivers. We also plan to implement similar strategies for paeds-psy 
cases. 
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Improving Complete Documentation During Passing-Over Report In 
Obstetrics And Gynecology Department, Sungai Buloh Hospital 
 
2017 – Nursing Unit, Sungai Buloh Hospital 
 
Harnake Kaur Mehar Singh1, Sanisah Husin1, Zuraine Zolkpli1, Roslina Supadi1, Emi Hussien1, et al. 
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SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Nursing documentation is a vital component of safe, ethical and effective nursing practice. 
Communication problem is the major cause of sentinel events because when a nurse fails to pass over 
complete information or clinical report of a patient, the nurses working in the next shift may not get a 
complete clinical picture of the patient’s current condition which can lead to a patient safety incident. 
ISBAR (Identify-Situation-Background-Assessment-Recommendation) process has proven to be an 
effective communication tool in acute care settings to structure high-urgency communication, particularly 
in between nurses and thus it will be used to improve the passing over report among nurses. 
 
KEY MEASURES FOR IMPROVEMENT: 
The objectives of this study was to improve nursing documentation during passing over report in 
Obstetrics & Gynecology (O&G) Department, Sungai Buloh Hospital. The indicator was percentage of 
complete passing-over report using ISBAR among nurses in O&G Department. 
 
PROCESS OF GATHERING INFORMATION: 
A verification study was conducted retrospectively in General Medical Ward, O&G ward, Neurology 
wards and PKKN wards in January 2016. A prospective post-intervention study (1st cycle) was conducted 
in the O&G wards (6A, 6B, 6C, 6D, 9C) in July 2016. The study tool used for pre and post intervention 
was form JKNS-UKJ-008.  
 
ANALYSIS AND INTERPRETATION: 
Verification study on complete passing-over report using ISBAR among nurses noted O&G Department 
has the lowest percentage of 0%, followed by Medical Department (54%), Neurology Department (68%), 
and PKKN Department (75%). O&G Department was chosen to be the target group for 1st cycle study 
(post-intervention study) due to its low percentage of complete passing-over report using ISBAR. 
 
STRATEGIES FOR CHANGE: 
Kardex Form was created for more systematic passing over report. Awareness to staff nurses regarding 
how to use Kardex Form and ISBAR was done. The template of Kardex Form was made accessible in 
Public Folder. Session with staff nurses was conducted to get feedback regarding Kardex Form. 
 
EFFECT OF CHANGE: 
There was an improvement of in the percentage of complete passing-over report using ISBAR among 
nurses in O&G Department from 0% to 60%. 
 
THE NEXT STEP: 
Future plans have been made for the betterment of passing over report among nurses including placing a 
TAG to alert surrounding staff that passing-over report is in progress, to reinforce on time of passing over 
report that it should be done 15 minutes before the next shift, cross-audit by nursing manager and to 
create a user friendly system that integrate ISBAR with current nursing report. 
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SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Sharp injury has been recognized as one of the occupational hazards among healthcare workers. It can 
expose the health care worker to blood borne pathogen such as Hepatitis and HIV which may lead to 
seroconversion. Junior staff was noted to have a high prevalence of sharp injury among other job 
categories. 
 
KEY MEASURES FOR IMPROVEMENT: 
The indicator is the percentage of incidence of sharp injury among House Officers in Sungai Buloh 
Hospital, the standard was 0%.  
 
PROCESS OF GATHERING INFORMATION: 
For pre-intervention analyses, retrospective data were reviewed for reports from Jan-Dec 2015; while for 
post-intervention review, analyses were performed based on prospective sharps injury database.   
 
ANALYSIS AND INTERPRETATION: 
Pre-intervention for Jan-Dec 2015, the overall incidence of sharps injury among house officers was 7.4%. 
From our process of care and the Model of Good Care (MOGC) analyses, the critical steps included 
handling of sharps and disposal of sharps and used clinical equipment. Thus, we implemented specific 
remedial strategies to address these gaps in our service provision. 
 
STRATEGIES FOR CHANGE: 
Remedial strategies were performed in stages from 2016 through 2017 and these included awareness 
initiatives, serial training and workshops, scheduled visit to clinical areas with Infection Control and 
Radicare, introduction of proper guidelines, standard operating procedure (SOP) and protocols were 
implemented and placed in strategic clinical areas. 
 
EFFECT OF CHANGE: 
Post-intervention first cycle review showed an improvement of percentage of incidence of sharp injury 
among House Officer to 4.1%. 
 
THE NEXT STEP: 
We planned to do customized teaching for department with high rate of sharps injury and established 
warning letter from Hospital Director to any health care worker who breeches the SOP. 
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SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Severe early childhood caries (S-ECC) is an aggressive form of tooth decay, mostly involving the primary 
incisors and molars. The carious process in some teeth can be so rapid that it leads to early pulpal disease 
and pulp death necessitating extractions. Timely restorations of carious teeth can prevent extractions. A 
single session general anaesthesia (GA) for S-ECC treatment is preferred for young children who are very 
anxious. However, it was noted that at the time of treatment under GA, a significant number of children 
whose teeth were initially planned for restorations eventually had extractions instead and it further 
worsens the quality of life among these children. .    
 
KEY MEASURES FOR IMPROVEMENT: 
The critical steps identified included delayed initial referral, limited GA time (maximum utilization), long 
waiting list and late cancellation of elective admissions due to respiratory tract infections (URTI). The 
key measures for improvement were to address the long waiting list and to reduce the rate of unplanned 
tooth extractions for children placed on the GA waiting list. 
 
PROCESS OF GATHERING INFORMATION: 
Pre-intervention, retrospectively medical records of all children treated for S-ECC in year 2016 were 
retrieved and analyzed for GA waiting time, decayed missing filled extracted teeth (dmft) score at 1st visit 
and actual treatment under GA. Post-intervention, the same set of data was collected prospectively for the 
period Jan-June 2017. 
 
ANALYSIS AND INTERPRETATION: 
A retrospective analysis of medical records during pre-intervention phase noted the total number of S-
ECC children was 103 (Mean Age 3.5 ± 1 ), mean GA waiting time was 171 days, out of which 60% of 
children had > 4 months waiting time. 24.4% of children had unplanned extractions among those with 
waiting < 4 months, while 72.6% of children had unplanned extractions with waiting time > 4 months. 
 
STRATEGIES FOR CHANGE: 
Remedial strategies were performed in stages from January 2017 through June 2017. These included a) 
promotion of early referral from primary care dentists, b) prioritization of S-ECC based on severity of 
molar caries, c) selective placement of intermediate restorations at 1st visit for children with S-ECC. 
 
EFFECT OF CHANGE: 
The mean GA waiting time improved by 28% from 171 days during pre-intervention phase to 123 days 
post intervention. For children who were treated within 4 months of being in the GA waiting list, the 
percentage of unplanned extractions was about 24%. However, post-intervention, there was a 7.2% 
reduction in unplanned extractions for children treated after 4 months in the GA waiting list. Therefore, 
the calculated risk of unplanned extraction per child with S-ECC was 160% pre-intervention and 62% 
post-intervention. 
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THE NEXT STEP: 
The outcome of this QA study was used to justify an additional weekly GA session to help reduce the GA 
waiting time. A new waiting time has been proposed to meet the Standard of 2-3 months as described by 
New South Wales, Australia. Int J Paediatr Dent 2000. The next QA study will analyse the impact of the 
additional GA slot and proposed new waiting time standard on the risk of unplanned extractions for 
children with S-ECC. 
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SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
The total number of TB deaths in the country was found to have increased by 5.8%, from 1,603 deaths in 
2014 to 1,696 cases in 2015. Pharmacists play a key role in ensuring patients’ adherence to TB treatment.  
However, a low number of counselling was recorded due to poor counselling referral. 
 
KEY MEASURES FOR IMPROVEMENT: 
Based on the standard set by ‘Jawatankuasa Kecil Klinikal’ Selangor (JKK Selangor), we targeted to 
achieve at least 50% of TB counselling for newly diagnosed TB patients.   
 
PROCESS OF GATHERING INFORMATION: 
A cross-sectional study was conducted from November 2016 to January 2017. Total number of 182 
patients started on Akurit-4 were identified, whereby each patient was screened for counselling notes and 
referral from eHis. Data was collected and analyzed using Microsoft Excel. After an intervention period 
between Feb 2017 until May 2017, the post intervention study was done from June to August 2017. 
 
ANALYSIS AND INTERPRETATION: 
The pre-intervention study showed that only 32% of newly diagnosed TB patients was counselled by 
pharmacist and only 10.4% was referred for counselling. A lack of awareness among doctors and nurses 
was found to be the main factor for these problems. Poor standardization of documentation was also 
identified during this process. 
 
STRATEGIES FOR CHANGE: 
A pop-up reminder box was created with the help of IT department, to prompt physician to refer for 
counselling when prescribing Akurit-4. Furthermore, desktop advertisement and reminder in Infectious 
Disease (ID) forum WhatsApp group were created to increase awareness among health care providers. 
Briefings were conducted for pharmacists for standardization of documentation process. 
 
EFFECT OF CHANGE: 
Percentage of TB counselling done by pharmacist had increased from 32% to 54% and counselling 
referral has improved slightly from 10.4% to 21%. 
 
THE NEXT STEP: 
Continuity of the implemented remedial actions to ensure all TB patients are counselled by pharmacists, 
in order to promote adherence and reduce risk of transmission and resistance. 
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SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Improper and incomplete documentation of physically restrained patients was noted in the psychiatric 
ward and was chosen as the opportunities for improvement in our project. 
 
KEY MEASURES FOR IMPROVEMENT: 
The documentation of restraint chart was monitored. The decision (physical restraint) should include care 
of the patient during physical means of restraint, and the information to be recorded by the medical officer 
or registered medical practitioner. Complete documentation of restraint chart includes identification 
(name, age, sex, ID number); name and signature of the person who approved restrain; name and 
signature of the person who monitors patient; duration of time on restraint; and list of injuries and 
complications. The variables were total number of incomplete restraint charts, and the number of restraint 
charts corresponding to the number of restraint events. 
 
PROCESS OF GATHERING INFORMATION: 
Verification audit was conducted retrospectively on restrained female patients in female psychiatric ward 
from 1st April 2015 to 31st March 2016. 1st cycle was a prospective study on restrained female patients in 
female psychiatric ward from 1st April 2016 to June 30th 2016. 2nd cycle was a retrospective study on 
restrained psychiatric patient in both male and female wards from 1st May 2017 to 31st July 2017. The 
sampling tool used was the restraint chart, source of data was from e-HIS and medical records. The 
exclusion criteria was those patients who were restrained during transfer to the admission ward (e.g. from 
Emergency Department to Psychiatry Ward), and patients who were restrained but not documented in the 
clinical notes or physical restraint record book. 
 
ANALYSIS AND INTERPRETATION: 
Verification audit revealed that the total number of incomplete restraint charts was 76.9%. 
 
STRATEGIES FOR CHANGE: 
Department CME (Continuous Medical Education) and CNE (Continuous Nursing Education) on 
awareness of the necessity of proper documentation of physically restrained patients. User friendly 
restraining chart was introduced and implemented. Proposal for seclusion room in each psychiatry ward 
for the purpose of a less restrictive method of treatment to calm the patient. To make sure availability of 
correct restraint materials are available in the psychiatric wards. Adequate and easily accessible restraint 
charts in the ward. 
 
EFFECT OF CHANGE: 
The total number of incomplete restraint charts has improved from 76.9% (verification phase) to 41.67% 
during 1st cycle. It further improved to 17.2% during 2nd cycle. Multiple factors attributed to shortfall of 
17.2% such as incomplete patient’s identification, incomplete documentation of list of injuries and 
complications to patient. 
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THE NEXT STEP: 
To publish report for wider dissemination, to re-audit to further improve outcome, and for potential 
replication in other facilities with similar problems. 
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SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
A high number of unnecessary and repetitive blood investigations taken preoperatively in ASA I and 
ASA II patient undergoing non-major elective surgery was noted. 
 
KEY MEASURES FOR IMPROVEMENT: 
We aim to achieve <30% of non-indicated preoperative investigation in ASA I/II undergoing non-major 
elective surgery. 
 
PROCESS OF GATHERING INFORMATION: 
The verification study was from October-November 2016 while the re-evaluation study was conducted in 
August 2017. The data was collected using a data collection form for preoperative investigation data 
obtained from patients’ record. 
 
ANALYSIS AND INTERPRETATION: 
Verification study (October – November 2016)          

 Re-evaluation study in August 2017 
 

STRATEGIES FOR CHANGE: 
All patients especially ASA I /II to be reviewed in anaesthesia clinic prior to operation date. Educate 
Medical Officers from anaesthesiology and other departments. 
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EFFECT OF CHANGE: 
Reduction of repetitive blood investigation. Reduction of unnecessary blood taking in ASA I/II 
undergoing non-major operation which will minimise medical cost. Reduction of the risk of needle prick 
injury and reduce patient’s anxiety. 
 
THE NEXT STEP: 
To emphasize more on early anesthetic clinic referral once decided for surgery and conduct an audit on 
the new practice. 
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SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
A high percentage of diabetes mellitus (DM) patients under MOPD Kajang Hospital follow up was not 
screened for target organ damage. 

KEY MEASURES FOR IMPROVEMENT: 
This study aims to achieve100% of the DM patients seen at MOPD are screened for target organ damage. 
 
PROCESS OF GATHERING INFORMATION: 
Data regarding screening of target organ damage in diabetic patients was obtained from patient MOPD 
files. The data was analysed using Microsoft Excel. 
 
ANALYSIS AND INTERPRETATION: 
Pre-remedial phase noted that the percentage of diabetic patients screened for target organ damage was 
30%. 
 
STRATEGIES FOR CHANGE: 
Diabetic target organ damage screening form was created and made available at clinic counter. Doctors 
reviewing patients with diabetes mellitus were required to take and fill up the screening form. Doctors 
must screen all diabetic patients for target organ damage using the screening form provided and enclosed 
in patients’ MOPD file. Specific doctor and nurse were assigned to insert diabetic target organ damage 
screening form into patient’s folder a day prior to MOPD appointment. 
 
EFFECT OF CHANGE: 
There was an increase in the percentage of diabetic patients screened for target organ damage from 30% 
to 87%. 
 
THE NEXT STEP: 
To address other components of the model of good care. 



 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 
 
 
 
 

JABATAN KESIHATAN NEGERI SELANGOR 
  

QA PROJECTS 
2016 



C o m p e n d i u m  o f  Q u a l i t y  A s s u r a n c e | 61 

M e d i c a l  C a r e  Q u a l i t y  S e c t i o n  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

“Quality is doing the right thing right the first time and doing it better the next”  
                                                                                             

 W. Edwards Deming  
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SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Non-compliance to Standard Operating Procedure (SOP) in blood taking and blood transfusion together 
with heavy workload have contributed to increasing number of near misses which increases the risk of 
actual blood transfusion error that results in increase mortality and morbidity. 
 
KEY MEASURES FOR IMPROVEMENT: 
The key indicator measured is the number of near misses and the number of actual blood transfusion error 
for all inpatients that require GSH/GXM, with the standard set for near misses is <10x /year and standard 
set for number of actual blood transfusion error is 0.  
 
PROCESS OF GATHERING INFORMATION: 
The data was collected through incident reporting (IR) for near misses and transfusion error that had been 
reported as well as number of GSH/GXM ordered through blood bank census. The data was collected by 
the Quality Unit coordinator and blood bank officer. Verification study was conducted in 2016 with cycle 
1 in April- August 2017 and cycle 2 in December 2017- April 2018.  
 
ANALYSIS AND INTERPRETATION: 
Based on the verification study, the common errors occurred during pre-analytical stage of GSH/GXM 
process, i.e. non-compliance to standard operating procedure (SOP) of blood taking including wrong 
sample labeling, wrong patient identification for blood taking, and mixing of samples when piled together 
prior to labeling. 
 
STRATEGIES FOR CHANGE: 
The proposed remedial measures to be taken was for GSH/GXM specimen bottles to be a controlled item 
which was achieved by labeling them with special labels (cost: 41000stickers/RM180) which were held 
by sisters or nurses in charge. This was then followed by a second verifier (sister or nurses in charge of 
releasing the specimen bottle) to accompany the doctor and aid in patient identification process. Besides 
that, a video presentation on compliance to blood taking SOP was given to increase awareness. 
 
EFFECT OF CHANGE: 
The compliance to the new SOP for blood taking has resulted in reduced number of near misses and 
actual transfusion error as observed in Cycle 1 and Cycle 2. We managed to eliminate actual blood 
transfusion error and reduced the number of near misses by 73% with achievable benefit achieved was 4 
(Standard <10/year).  
 
THE NEXT STEP: 
We will continue to improve and monitor compliance to the SOP of blood taking to ensure that the 
standard for number of actual transfusion error and near miss is achieved.   
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SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
One of the problems identified was the long duration of time taken for counselling a patient in ward.  Our 
aim was to complete referred counselling within 2 hours. However, when motion study was done in 2015, 
the percentage of referred counselling completed within 2 hours was only 42.4%. By shortening the 
duration of referred counselling, it may enhance patient and staff satisfaction. 
 
KEY MEASURES FOR IMPROVEMENT: 
Based on Ideal Process of Care, 3 main critical processes were identified, which were prescriber filling in 
the counselling referral form, time taken for forms to reach the Inpatient Pharmacy and the screening of 
completed counselling forms. The indicator for improvement was the percentage of counselling 
completed within 2 hours and the standard was ≥80%. 
 
PROCESS OF GATHERING INFORMATION: 
A cross sectional study was conducted using universal sampling technique and was divided into three 
phases: verification study, Cycle 1 and Cycle 2. Data was collected from 2 manual forms which were the 
time motion study form and pharmacy counselling form from March 2015 until October 2015. 
 
ANALYSIS AND INTERPRETATION: 
In the verification study, only 42.7% (n=363) of counselling were completed within 2 hours. One of the 
factors was the incomplete forms that had to be clarified by the pharmacist prior to counselling.  
 
STRATEGIES FOR CHANGE: 
The strategies taken were creating a web-based counselling referral form with compulsory data to be 
filled, including a live status update on the web for nurses and prescribers to check, and promoting these 
efforts through education and e-mail reminders. 
 
EFFECT OF CHANGE: 
After cycle 2, the percentage of counselling completed within 2 hours had improved from 42.7% to 
89.5%. The number of completed forms had increased to 100%, and the time taken to receive a filled 
form at the pharmacy had reduced with the implementation of a web-based form. Indirectly, ward staff 
can also know a patient’s counselling status quick and easy. 
 
THE NEXT STEP: 
We plan to improve the web-based referral form for ease of filling in and carry out yearly surveillance to 
maintain and further improve the system and also provide continuous refreshment course for new staff. 
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PEMILIHAN PELUANG UNTUK PENAMBAHBAIKAN: 
Masalah tempoh masa yang panjang untuk menyempurnakan proses perolehan sebut harga telah dipilih 
berdasarkan kriteria SMART. Sebanyak 29 bilangan sebut harga ubat dan bukan ubat telah berjaya 
disiapkan di unit Farmasi Logistik Hospital Serdang bermula November 2014 sehingga Jun 2015. 
Walaubagaimanapun, hanya 3% daripada jumlah sebut harga tersebut berjaya disiapkan dalam tempoh 40 
hari. Penambahbaikan proses perolehan sebut harga mampu mengelakkan masalah  penangguhan 
penerimaan stok dan kekurangan stok sedia ada. 
 
PENGUKURAN UTAMA PENAMBAHBAIKAN: 
Empat proses kritikal utama telah dikenalpasti iaitu menyediakan dokumen spesifikasi sebut harga dan 
menentukan tarikh Mesyuarat Penentuan Spesifikasi; menyediakan dokumen & menyelesaikan kedua-dua 
Mesyuarat Penilaian Teknikal dan Mesyuarat Penilaian Harga; menyediakan dokumen sebut harga & 
menyelesaikan Mesyuarat Pemilihan; dan keseluruhan proses perolehan sebut harga sehingga Surat 
Setuju Terima (SST) dikeluarkan. Indikator adalah peratusan sebut harga yang disiapkan dalam tempoh 
40 hari. Standard yang ditetapkan adalah ≥ 50% sebut harga disiapkan dalam tempoh 40 hari berdasarkan 
konsensus yang dipersetujui oleh semua ahli  kumpulan.  

PROSES PENGUMPULAN MAKLUMAT: 
Projek QA ini merupakan kajian tinjauan silang (‘Cross-sectional study’) dengan teknik persampelan 
universal yang dibahagikan kepada 2 fasa: Kajian Verifikasi (Julai sehingga September 2015) dan Kitar 1 
(Oktober – Disember 2015). Data yang diperolehi telah dikumpul menggunakan 2 rekod, iaitu Daftar 
Pergerakan Sebut Harga (‘Microsoft Office Excel’) dan Borang Kaji Selidik terhadap AJK Sebutharga 
bermula Julai sehingga Disember 2015. 
 
ANALISIS DAN INTERPRETASI: 
Daripada 10 bilangan sebut harga yang diproses semasa Kajian Verifikasi, hanya 20% (n=2) sebut harga 
yang berjaya disiapkan dalam tempoh 40 hari. 75% (n=15) responden berpendapat cara yang paling 
berkesan untuk mengetahui tarikh mesyuarat adalah melalui ‘WhatsApp Group’. Kami mendapati 
masalah ketiadaan medium penyampaian maklumat yang berkesan dan kekurangan komunikasi antara 
ahli dan pihak urus setia menyumbang kepada kelewatan keseluruhan proses sebut harga. 

STRATEGI PENAMBAHBAIKAN: 
Memperkemaskan proses kerja. Penggunaan‘WhatsApp Group’. Kalendar Pergerakan Sebut Harga. 
Pelantikan dan penambahan ahli Jawatankuasa Sebut Harga. Mengenalpasti item yang jumlah pembelian 
terkumpul menghampiri RM50,000 & membuat perancangan sebut harga. Pembelajaran berterusan 

 
KESAN PENAMBAHBAIKAN: 
Peratusan sebut harga yang berjaya disiapkan dalam tempoh 40 hari telah berjaya ditingkatkan daripada 
20% kepada 80% selepas melengkapkan Kitar 1. Penggunaan ‘WhatsApp Group’ sebagai medium 
komunikasi utama antara urusetia dan AJK sebut harga secara tidak langsung berjaya mempercepatkan 
keseluruhan proses sebut harga.  
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LANGKAH SETERUSNYA: 
Kami merancang untuk sentiasa memantau pergerakan sebut harga. Kami juga bercadang untuk 
memastikan strategi penambahbaikan berjalan lancar. Maklum balas daripada AJK Sebut Harga juga akan 
dikumpul dari semasa ke semasa. 
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Improving The Accuracy Of Triage For Patient Presented With Chest Pain 
Among Paramedics In ED Serdang Hospital 
 
2016 – Emergency Department, Serdang Hospital 
 
Tengku Suriani Tengku Ismail1, Alia Suzana Asri1, Muhammad Farez Rosli1, Gheshaleni K 
Logananathan1, Nadwatul Husna Abdullah1 et al. 
 
1 Emergency Department, Serdang Hospital 

 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
As a front liner, inability to do proper triage and make accurate triage decision may lead to delayed 
treatment thus causing high mortality and morbidity rate. Retrospective analysis for patient presented to 
Emergency Department (ED) with chest pain from January to March 2016 noted that there was high 
percentage of under-triage of about 32%. Under-triage can cause delay in giving lifesaving treatment to 
patients and over-triage will lead to patients overflowing in critical area and compromise optimum patient 
care to other critical patient 
 
KEY MEASURES FOR IMPROVEMENT: 
We aim for 100% of patient who presented with chest pain to ED Serdang Hospital is accurately triaged 
by the paramedics.  
 
PROCESS OF GATHERING INFORMATION: 
A set of questionnaire on chest pain triage accuracy test was created. There were 8 clinical scenarios 
based on real cases. 19 paramedics (11 PP and 8 staff nurses) were randomly selected. 
 
ANALYSIS AND INTERPRETATION: 
Out of 19 paramedics surveyed, there was none that could answer all correct triage for the 8 scenarios 
(0%). We noted that paramedics perform triage based on their own knowledge and most paramedics were 
not aware or forgot about the department standard operating procedure on chest pain triage flow chart. 
They were also unable to identify few ECGs that are crucial, and they need guided checklist triage.  
 
STRATEGIES FOR CHANGE: 
We created “Serdang Guided Chest Pain Triage Score” based on Malaysian CPG on chest pain, as a guide 
for the paramedics and re-survey the same paramedics on ECG interpretation over a period of 3 months, 
and credentialed them as an ECG trainer to other paramedics (trainer of trainer). Regular CME on triage 
were given to paramedics every Wednesday. Regular M&M review on chest pain under-triage or 
overtriage.   
 
EFFECT OF CHANGE: 
16 paramedics could answer all triage scenarios correctly that contribute to 84% improvement when they 
use “Serdang Guided Chest Pain Triage Score” as a guide to the scenario given.  
 
THE NEXT STEP: 
To implement usage of “Serdang Guided Chest Pain Triage Score” as a guide to paramedics to triage all 
patients who present with complaint of chest pain at secondary and primary triage and to create area for 
chest pain unit to fast tract patients with chest pain.  
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VALUE ADDED FEATURES (FOR ONLY NIA PROJECT) 
Future improvement on department KPI on STEMI patients and for future clinical audit project to see 
improvement on real cases.   
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Meningkatkan Peratusan Tuntutan Anggota Badan Pesakit (Amputee) Dalam 
Tempoh 14 Hari Selepas Pembedahan Di Jabatan Perubatan Forensik, 
Hospital Serdang 
 
2016 – Jabatan Forensik, Hospital Serdang 
 
Salmah Arshad1, Fatimah Md Isa1, Razak Mohd Diah1, Hairul Nizam Idris1  
 
1 Jabatan Forensik, Hospital Serdang 
 
PEMILIHAN PELUANG UNTUK PENAMBAHBAIKAN: 
Jabatan Perubatan Forensik bertanggungjawab mengendalikan bahagian anggota badan pesakit (amputee) 
yang diterima dari Dewan Bedah atau Jabatan Kecemasan. Kadar tuntutan bahagian anggota badan 
pesakit (amputee) oleh pesakit atau waris yang rendah menyebabkan ruang penyimpanan khas penuh dan 
terpaksa disimpan di dalam peti simpanan mayat. Perkara ini telah mengurangkan kapasiti penyimpanan 
mayat di Jabatan Perubatan Forensik. 
 
PENGUKURAN UTAMA PENAMBAHBAIKAN: 
Pada tahun 2015, kadar tuntutan bahagian anggota badan pesakit (amputee) adalah 43% daripada jumlah 
anggota badan yang diterima. Projek ini menyasarkan peningkatan kadar tuntutan kepada 80% dalam 
tempoh 14 hari selepas pembedahan. 
 
PROSES PENGUMPULAN MAKLUMAT: 
Kajian secara cross-sectional telah dijalankan dari 1 Januari 2015 hingga 31 September 2015 bagi 
menyemak peratusan tuntutan dan mengenalpasti faktor penyumbang kepada kadar tuntutan bahagian 
anggota badan pesakit (amputee) yang rendah. Borang pengendalian anggota badan (amputee) telah 
diwujudkan dan digunakan untuk proses pengumpulan data demografik  pesakit dan status tuntutan. 
Tindakan penambahbaikan telah dilaksanakan bermula 1 Julai 2016 sehingga 30 September 2016. Kadar 
tuntutan dianalisa pada 30 September 2016. 
 
ANALISIS DAN INTERPRETASI: 
Sebelum tindakan penambahbaikan, kadar tuntutan anggota badan (amputee) adalah 43%. Faktor – faktor 
yang mempengaruhi kadar tuntutan adalah; tiada proses kerja, kurang kesedaran di kalangan kakitangan 
Forensik dan wad, pesakit atau waris tidak mendapat makluman berkenaanproses tuntutan dan status 
tuntutan tidak dapat dikenal pasti. ABNA adalah 37%. 
 
STRATEGI PENAMBAHBAIKAN: 
Proses kerja tuntutan bahagian anggota badan pesakit (amputee) telah diwujudkan bersama-sama borang 
kebenaran pengendalian anggota badan (amputee) yang wajib diisi oleh pegawai perubatan, jururawat dan 
pesakit atau waris di wad sebelum pembedahan. Pesakit perlu memilih sama ada ingin menuntut atau 
tidak mahu menuntut anggota badan berkenaan dan ditandakan pada borang tersebut. Taklimat diberikan 
kepada pegawai perubatan dan jururawat yang terlibat semasa Continuous Medical Education (CME) atau 
Continuous Nursing Education (CNE). Label yang seragam disediakan pada bahagian bawah boring. 
Kakitangan dari Jabatan Forensik hanya akan menerima anggota badan yang lengkap berlabel yang 
disertakan bersama dengan borang kebenaran pengendalian anggota badan (amputee) dan sijil 
pengebumian.  
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KESAN PENAMBAHBAIKAN: 
Kadar tuntutan bahagian anggota badan pesakit (amputee) telah meningkat daripada 43% kepada 75% 
selepas tindakan penambahbaikan. Terdapat segelintir pegawai perubatan dan pesakit atau waris yang 
masih keliru dengan pemilihan tuntutan pada borang. Ini mengakibatkan kadar tuntutan bahagian anggota 
badan pesakit (amputee) tidak mencapai peratusan yang dikehendaki. 
 
LANGKAH SETERUSNYA: 
Borang tuntutan diubahsuai dengan menggunakan ayat yang lebih mudah dan ringkas. Borang baharu 
diguna pakai bermula 1 Oktober 2016 dan data dianalisa semula pada 31 Disember 2016. 
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Reducing Unnecessary Lactate And Venous Blood Gas Monitoring In Stable 
Dengue Patients During Febrile Phase in Ward 7D Serdang Hospital 
 
2016 – Medical Department, Serdang Hospital 
 
Ng Yoke Mui1, Wendy Tan1, Tan Yi Jun1, Kahmini Kandasamy1, Rozaini CM1 et al. 
 
1 Medical Department, Serdang Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
It is approximated that 80% of patients admitted for dengue had unnecessary lactate and venous blood gas 
monitoring during febrile phase of illness. This increased the workload of healthcare team and healthcare 
cost and lead to wastage of resources.  
 
KEY MEASURES FOR IMPROVEMENT: 
The indicator was the percentage of unnecessary lactate and venous blood gas monitoring in stable 
dengue patients. The standard was 10% based on a consensus meeting in the department. This standard 
aims to reduce unnecessary blood tests ordering for the patients.  
 
PROCESS OF GATHERING INFORMATION: 
A cross-sectional study was conducted (pre- and post- interventional) using universal sampling of dengue 
inpatients admitted to Ward 7D Hospital Serdang during the febrile phase of illness. Data were extracted 
from eHospital Information Systems (eHIS) from November 2015 to December 2016.  
 
ANALYSIS AND INTERPRETATION: 
80% of the patients had unnecessary lactate and venous blood gas monitoring. The top two contributing 
factors were the lack of a standardized and comprehensive dengue clerking template and lack of 
knowledge and confidence in the doctors. Based on these findings, strategies were implemented to reduce 
unnecessary blood monitoring, in line with the aim of the Health Ministry to utilize laboratory resources 
efficiently without wastage. 
 
STRATEGIES FOR CHANGE: 
The Dengue Clerking Template was revamped to be comprehensive and thorough. The new 
comprehensive Dengue Clerking Template was displayed in the Public Folder and accessible to all. They 
were made available at in Ward 7D. Teaching sessions in accordance to the Management of Dengue 
Infection in Adults 2015 (3rd edition) were carried out routinely for the house-officers. Educational efforts 
were also expanded to the medical officers and specialists. The physician was sent to Hospital Sungai 
Buloh for attachment in Dengue Ward and ICU. An ‘Easy-memory’ pocketsize reference card was 
developed and provided to the House Officers to act as a quick source of information. 
 
EFFECT OF CHANGE: 
Percentage of unnecessary lactate and venous blood gas monitoring in dengue patients reduced to 10%. 
This brought a positive impact on the appropriate usage of laboratory resources and cost-savings. 
 
THE NEXT STEP: 
We aim to increase the standard to 5% and expand our Dengue Clerking Template to Hospital Serdang 
Portal. We also plan to conduct monthly Dengue Teachings as the House-Officers changes fairly fast. 
New Dengue Clerking Template to be rebranded as e-Dengue for the Hospital Serdang Portal. To explore 
the possibility for this  Dengue Clerking Template to be incorporated into clinical practice guidelines 
(CPG).  
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To Increase Percentage Of High Risk Postnatal Patients Attending Postnatal 
Clinic Follow Up In Serdang Hospital  
 
2016 – O&G Department, Serdang Hospital 
 
Nur Aqilah Alias1, Khadijah Ahmad1, Irma Raheeda Ishak1, Noraishah Ibrahim1, Rokiah Razali1 et al. 
 
1 O&G Department, Serdang Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
There was a high rate of defaulters among high risk postnatal patients at the postnatal clinic in Serdang 
Hospital and this was chosen as the opportunities for improvement. 
 
KEY MEASURES FOR IMPROVEMENT: 
The objective of this study was to improve the process of care indicated by increasing percentage of high-
risk postnatal patients attending postnatal clinic follow up in Serdang Hospital. The indicator was the 
postpartum clinic attendance rate. 
 
PROCESS OF GATHERING INFORMATION: 
A cross sectional study was done using simple random sampling. Data collection was done using a 
questionnaire.  
 
ANALYSIS AND INTERPRETATION: 
Our study showed that the percentage of postpartum clinic attendance was only 54%. 30% of clinic 
defaulters was because of lack of awareness and patient education. 
 
STRATEGIES FOR CHANGE: 
The strategies implemented included a new clinic appointment workflow process, a discharge checklist, 
appointment card and having a defaulter tracing system. 
 
EFFECT OF CHANGE: 
There was an increment in the postpartum clinic attendance rate from 54% to 63%.  
 
THE NEXT STEP: 

• To implement the new standard policy and postpartum care team 
• Written information/ pamphlets basic postpartum care to all postpartum patient 
• Reminder of the patient’s appointment date (SMS/ call) 
• To collaborate with health side for proper continuation of care 
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Improving The Blood Conversion To Transfusion (CT) Ratio For Patients 
Undergoing Caesarean Sections In Hospital Sungai Buloh 
 
2016 – Obstetrics and Gynecology, Sungai Buloh Hospital 
 
Norhana Mohd Kasim1, Sarojini Maniam2, S. Rozainee Abdul Rahim1, Rafizah Abdul Rahim1, Sita 
Maniam1, Kamariah Muhammad1, et al. 
 
1Obstetrics and Gynecology, Sungai Buloh Hospital 
2Pathology Department, Sungai Buloh Hospital  
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
O&G Department has the highest blood conversion to transfusion (BCT) ratio of 3.7 in year 2015, the 
standard of blood conversion to transfusion (BCT) ratio based on Ministry of Health guideline is < 2.5. 
 
KEY MEASURES FOR IMPROVEMENT: 
To ensure that the management of blood conversion to transfusion rate comply with current guidelines 
and to reduce the laboratory cost and to reduce wastage.   
 
PROCESS OF GATHERING INFORMATION: 
All patient who undergone caesarean section in Sungai Buloh Hospital in March 2016 and July 2016 were 
analysed by tracing back records from respective areas. Factors that were taken into consideration were 
high risk case, health system & health care provider. 
 
ANALYSIS AND INTERPRETATION: 
The analysis noted that staff’s knowledge regarding blood conversion to transfusion did achieve the 
standard target. However, staff were not aware of the policy and protocols needed to be followed.   
  
STRATEGIES FOR CHANGE: 
The strategies for change include to improve knowledge and skill by having CME and orientation for 
house officers (HO), upon reporting for duty for all new HOs and fortnightly for existing HOs. 
Introduction of new workflow and posters in various places where GSH and GXM is taken i.e. PAC and 
antenatal wards. There is a need to follow policy by adherence to MSBOS. Questionnaires were given to 
house officers to assess knowledge and adherence to MSBOS and new workflow. To create awareness of 
blood transfusion protocols among staffs, including anaesthesiologists and Blood Bank officers and 
regular interdisciplinary meeting (O&G, Anaesthesia and Blood Bank) 
 
EFFECT OF CHANGE: 
BCT ratio has reduced from 12.3 in March 2016 to 4.1 in July 2016. This reduces the laboratory cost and 
wastage of resources.  
 
THE NEXT STEP: 
Strict implementation of MSBOS by ALL departments. Identify specific situations (esp. local/ internal 
causes) where MSBOS not adhered to and reasons why. Formulation of a new MSBOS in accordance to 
local setting. Audit on adherence to MSBOS. To audit on BCT ratio post intervention. To expand audit to 
other areas (e.g. labour room, wards, etc.) to improve overall BCT ratio of O&G Department. 
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Improving the Percentage Of Complete e-His Nursing Documentation In 
Medical Department 
 
2016 – Nursing Unit, Sungai Buloh Hospital 
 
Harnake Kaur1, Sanisah Husin1, Chithradevi Kannan1, Faridah Embong1, Che Suriati Che Abdullah1, et al.   
 
1Nursing Unit, Sungai Buloh Hospital  
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Nursing documentation is a vital component of safe, ethical and effective nursing practice, regardless of 
the context of practice or whether the documentation is paper based or electronic. It is used as a tool to 
monitor a client’s progress and to communicate with other healthcare provider. It also reflects the nursing 
care that is provided to a client. 
 
KEY MEASURES FOR IMPROVEMENT: 
The main objective of this study is to increase the rate of complete e-HIS documentation among nurses in 
Medical Ward to 80% based on plan of action standard set by Selangor State Health Department. 
 
PROCESS OF GATHERING INFORMATION: 
The verification study was a retrospective study while post remedial measure study (post 1st cycle) was a 
prospective study). The study included patients who were admitted to medical ward and stayed more than 
6 hours, while those admitted to medical ward for less than 6 hours were excluded. The sampling was 
universal while the study period was from march (verification study) to July (1st cycle). 
 
ANALYSIS AND INTERPRETATION: 
The rate of complete e-HIS documentation among nurses during verification study (March 2015) in the 
Medical Wards was as follows: 

Ward CCU 4A 4C 4D 7D 
Percentage 52% 7% 29% 29% 1% 

 
STRATEGIES FOR CHANGE: 
Continuous awareness program and training was done. Discussion session also done with Information 
Technology (IT) department to make the IT system user friendly. Task delegation was made from 2 
nurses to 4 nurses to do nursing documentation. Reward was given to the ward which scores the highest 
in complete e-His nursing documentation. 
 
EFFECT OF CHANGE: 
The rate of complete e-HIS documentation among nurses in post 1st cycle (July 2015) in the Medical 
Wards has improved as illustrated below: 

Ward CCU 4A 4C 4D 7D 
Percentage 94% 22% 34% 47% 81% 

 
THE NEXT STEP: 
To integrate passing over report with nursing care plan in order to reduce multiple complicated clinical 
entry format in the system. To enforce the practice of documenting nursing care plan, by making it 
mandatory for nurses to do nursing care plan prior to authorize nursing report in the system.  Allocate 3 
new computers to strengthen nursing documentation. It is mandatory for all nurses to attend Nursing care 
plan awareness and courses. Daily audit has to be done by ward manager on call based on schedule in 
order to maintain good nursing documentation.  
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Improving Post Spinal Cord Injury Neurogenic Bladder Management In 
Sungai Buloh Hospital 
 
2016 – Rehabilitation Medicine Department, Sungai Buloh Hospital 
 
Akmal Hafizah Zamli1, Nor Azira Ismail1, Sumayya Shaharom1, Akmal Haziq Arshad1 

 

1 Rehabilitation Medicine, Sungai Buloh Hospital 
 
SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
Neurogenic bladder dysfunction (NBD) is a common impairment in patients with spinal cord injury (SCI) 
with universal prevalence of about 81%. If left untreated it may lead to potentially serious complications 
such as urosepsis, hydronephrosis, urolithiasis and eventually renal failure and death. 
 
KEY MEASURES FOR IMPROVEMENT: 
The indicator is the occurrence of ultrasound diagnosed neurogenic bladder complication in patients with 
SCI, standard is less than 10%. 
 
PROCESS OF GATHERING INFORMATION: 
For pre-intervention analyses, retrospective data were reviewed; while for post-intervention review, 
analyses were performed based on prospective SCI database.   
 
ANALYSIS AND INTERPRETATION: 
Pre-intervention analysis (Jan-Dec 2013) revealed that the overall occurrence of ultrasound diagnosed 
neurogenic bladder complication in patients with SCI lesions was 22.8%. From our process of care and 
the Model of Good Care (MOGC) analyses, the critical steps included delayed referral, sub-optimal 
bladder surveillance studies and inefficient neurogenic bladder program implementation. Thus, we 
implemented specific remedial strategies to address these gaps in our service provision. 
 
STRATEGIES FOR CHANGE: 
Remedial strategies were performed in stages from 2014 through 2016 and these included awareness 
initiatives, promotion of early referral, serial trainings and workshops, introduction of structured 
education session and educational materials, and established innovative technique to evaluate bladder 
pressure. 
 
EFFECT OF CHANGE: 
Post-intervention from the first to third cycle reviews showed improvement to 17.4%, 10.5% and 9.6% 
respectively. 
 
THE NEXT STEP: 
We planned to establish educational videos on neurogenic bladder management in dual languages to 
further enhance patient education. 
 
VALUE ADDED FEATURES (FOR ONLY NIA PROJECT) 
The remedial measures have potential application by other KKM and non-KKM rehabilitation facilities 
faced with similar problems. 
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To Reduce The Percentage Of Expired Red Blood Cells In Transfusion  
 
2016 – Pathology Department, Kajang Hospital 
 
Thamillarasi Athimoslam1, Azura Abdul Hamid1, Maryam Jameelah Aizuddin1, Helen Naomi 
Thangapandi1, Eza Basir1 

1 Pathology Department, Kajang Hospital 
 

SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
The percentage of expired red blood cells (RBCs) was noted to be persistently high. This was a shortfall 
as the Malaysian National Indicator Approach (NIA) standard is less than 5%. Cost estimated according 
to Society For The Advancement Of Blood Management (SABM) for acquisition of one blood bag is 
RM884-1326 (USD200-300). Therefore, estimated wastage cost due expired blood bags during January to 
March 2015 was RM55,692. 
 
KEY MEASURES FOR IMPROVEMENT: 
The indicator was the percentage of expired RBC, the standard was less than 5%. Several steps in the 
work process of daily blood collection especially whole blood from Pusat Darah Negara (PDN) were 
modified. The process involved were to identify daily inventory status, update status of uncollected 
crossmatched blood and cancellation of blood collection from ward. 
 
PROCESS OF GATHERING INFORMATION: 
This was a cross-sectional study of all the expired RBCs in Transfusion Unit, from period of January to 
December 2015. Data was obtained from all the crossmatched forms and records available in the Darah 
Link System. 
 
ANALYSIS AND INTERPRETATION: 
Factors that contributed to high expired RBCs were high whole blood (WB) bag retention due to frequent 
blood collection from PDN, cancellation of requested blood bags by clinicians due to improvement of 
diseases process, long period of reservation in blood bank and high demand of fresh whole blood. 
 
STRATEGIES FOR CHANGE: 
During the first cycle, the strategy was to collect whole blood from Pusat Darah Negara (PDN) on 
alternate day. However, the percentage of expired RBCs was still high and had increased from 3.5% to 
6.6%. 2nd cycle  involved case by case whole blood collection from Pusat Darah Negara (PDN), blood 
request according to Dengue Guidelines 2015, continuous information sharing via “WhatsApp” 
application and meetings regarding usage of packed cell for dengue cases and emphasis to blood bank 
staff on First in First Out (FIFO) system & to optimize the pack cell usage. 
 
EFFECT OF CHANGE: 
The above strategies taken have reduced the percentage of expired RBCs to 0.6% with the amount of 
expenses saved was RM92,820. It also helped us to manage our inventory well. 
 
THE NEXT STEP: 
The model of good care and continuous audit which has been practiced will be continued and emphasized 
to the staff and clinicians. 
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Increasing The Number of Dietition Referral For Diabetes Mellitus Patient In 
Outpatient Department Tengku Ampuan Jemaah Hospital 
 
2016 –Tengku Ampuan Jemaah Hospital, Sabak Bernam 
 
Mohd Amirul Husaini bin Ibne Walid1, Aziatul Nadia Ahmad2, Noor Azlina Hasan1, Hapidah Sapran3, 
Syarizad Akmar Mohd Eksan4 et al. 
  
1 Unit Dietetik dan Sajian, Hospital Tengku Ampuan Jemaah Sabak Bernam, Selangor 
2 Unit Pesakit Luar, Hospital Tengku Ampuan Jemaah Sabak Bernam, Selangor 
3 Unit Obstetrik dan Ginekologi, Hospital Tengku Ampuan Jemaah Sabak Bernam, Selangor 
4 Unit Pesakit Dalam, Hospital Tengku Ampuan Jemaah Sabak Bernam, Selangor 
 

SELECTION OF OPPORTUNITIES FOR IMPROVEMENT: 
The prevalence of Diabetes Mellitus (DM) continues to rise in an exponential rate around the world. In 
Malaysia, the prevalence of Type II Diabetes Mellitus (T2DM) among adults aged 30 years old and above 
now stood at a staggering incidence of 14.9%. The role of dietitian in the management of diabetes is 
paramount. Individuals with diabetes should receive individualized medical nutrition therapy to assist in 
achieving blood glucose, lipids and blood pressure goals. 
 
KEY MEASURES FOR IMPROVEMENT: 
The dietitian’s monthly census showed only 39 patients from outpatient department were seen by dietitian 
in 2015. Our study is aimed to increase the number of dietitian referral for DM patients in Outpatient 
Department (OPD) HTAJ and therefore to achieve the treatment goals and reduce risk of complications. 
The standard is 100% referral to dietitian as stated in Clinical Practice Guidelines Management of Type 2 
Diabetes Mellitus 5th edition. 

PROCESS OF GATHERING INFORMATION: 
A cross sectional study was conducted from March to August 2016 to identify DM patients with regular 
follow up in OPD HTAJ and to investigate the contributing factors. This was followed by implementation 
of remedial measures. 
 
ANALYSIS AND INTERPRETATION: 
During pre-remedial phase, 39% of the total DM patients were referred to the dietitian. Important 
contributing factors identified include no specific room for DM patients, doctors’ non-adherence towards 
the clinical practice guidelines, patient’s DM book and dietitian’s referral form were not up to date. The 
ABNA was 61%. 
 
STRATEGIES FOR CHANGE: 
A specific room with two doctors in OPD which only review diabetic patient was implemented. 
Organized method for documentation and specific section for dietitian referral was created. Each diabetic 
book was equipped with a specific tag to ensure doctor would not miss any important aspect while 
reviewing patients. Monthly audits were done in OPD to ensure each patient was treated according to 
correct guidelines. Continuous medical education sessions were conducted to update the latest treatment 
goals in CPG for DM patients. 
 
EFFECT OF CHANGE: 
The percentage of DM patients referred to the dietitian increased to 65% following remedial actions. 
Hence, the percentage shown did not achieve the standard of 100%, but there is significant improvement 
in referral of DM patients to the dietitian. 
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Not A Destination” 
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