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Cause Effect PHARMACY -

One of India's top providers of integrated Medication dispensing has a direct impact on [ ] [ ] e Assign only designated staff for dispensing,
healthcare services is Fortis Healthcare Limited, patient safety and treatment results, making it a ;nffj;gisha”d'e * No indent train GDAs on proper handling and motivate
an IHH Healthcare Berhad company. With 28 crucial procedure in clinical operations and fiiﬁjlr:?;?eg;ndents ¢ Same systen staff via recognition and role clarity.
medical facilities, 4,500+ operational beds nospital supply chains. A Quality Improvement ased for same operations, leading e Add separate systems for indenting & other
(including O&M facilities), and more than 400 Project (QIP) was required at Fortis Memorial * Lackof saf tooverioad. tasks and alert system for indents, especially
diagnostic centres (including joint ventures), it is Research Institute (FMRI), Gurgaon, a tertiary care motivation Medication -
among the biggest healthcare organisations in multispecialty hospital with NABH accreditation, — aD:(I’awEr:mrs e Separate counters for returns and dispensing,
the nation. due to an increase in near-miss dispensing errors N | improve interdepartmental communication
In the IPD pharmacy. harmacist wtored insame bor channels and fix tat for processing and
communication. e High-risk meds left . . .
VISION AIM Wipadriint o delivering indents. |

. ) Unsafe. e Store each med in separate containers, lock

To create a world-class integrated healthcare To improve the efficiency of IPD medication [ ] ( ] high-risk/high-value meds and adjust racks to

delivery system in India, entailing the finest dispensing practices.
medical skills combined with compassionate

patient care OBJECTIVE NURSING STATION -

e The IPD pharmacy's goals are to identify the

M ISS I O N root causes and lower the number of

fire-safety standard.

Cause Effect e GDAs to handle only transport, not dispense.
To be a globally respected healthcare organisation dispensing.errors. | { ] train nurses c?n c.orrect indenting & stat gse.
known for Clinical Excellence and Distinctive Patient * Todetermine the elements causing the + GDAs deloy [_Th — | ® Ensure funcjuonlng computers at all stations
Care. pharmacy's IPD dispensing delays. medication delivery ot vocated and and set reminders for capsule return.
e To determine the causes of the IPD nurses' o ewmedto e Fix mc?ent.tlmlng by shift and improve
delays in administering medication. medignesyduring * Computer coordination between nurse & pharmacy.
emergenc systems not -
» Nurses writing oroperly functional e | abel and categorize meds clearly and label
Non- STAT .
I —— M ETH O DO LO GY Medicines as STAT Medication and categorize meds Clearly.

Delays

DIRECTORS

v e Direct Observational Study * Disorganized and Errors
DIRECTOR . . . medication shelves
e Root Cause Analysis: Fishbone Diagram N or drawers been . _
. . . . . * vianualwriting dispensed st G | ESigesnt T AiET | =
L eBICAE (Ishikawa) to identify factors contributing to of prescriptions. « No separate e T e wever imag i B
delavs and errors * Overlapping storage for e — ~ v ] ; | . _‘ | 1 5 i;l | .
CLINICAL DEPTS y . | | . '::::;;;;‘{ISE& fnn;zz’cg:t?oci urgent | | \ g ;‘,/h | ‘ Ik_i i 'I.‘ | ,I': ;'g = . - ,
e Staff Interaction: Interacted with pharmacists, [ ] | ] Beeas | e i

prsesand GbAs o ungerstand enienses ) NURSING STATION |
and workflow patterns.

THEORETICAL / \
PRACTICAL LEARNINGS CHALLENGES OBSERVED SUGGESTIONS MAJOR LEARNINGS
LEARNINGS « Use of digital indenting « Manual handling of
cole of oo Manual systems create delays system rescriptions and labeling
. | TAT is not consistentl . . L. oLe OT cross-verirication in _ . . * Existing SOPs and Lean e Highd d GDAs f
Turnaround Time (TAT) is y Manually written prescriptions reducing medication errors and errors-automation is methodology framework m'sdiciir;i':a:;:jrf“ s for
a measurable indicator tracked across ' neccessary. o Blrsigt e st e e « Poor shoot system operations
£ £fi i departments, especially . ::Zhnﬂj::i:;tiﬁfsn pharmacy and delayed returns
of process efficiency during night shift. Lack of communication within o ch medicat ould b GDAs should be trained and SW
, departments causing ach medication shou c limited to transport roles.
| ean methodolo SOPs exist but are often < understand stored in separate container OT
oroves efﬂciefz g not followed due to time misunderstanding. Night shifts need better
recg)uces Wastage Y pressure or manpower o . planning, as limited staff often
g icsues Limited access to data due to Mandate Continuous Staff leads to increased errors. . Aummatt;on of :ispberfing . Tgeri:?f;ﬁ; :f’pf’;fe:“ta:afew
—— confidentiality Training process through robotic or ) | T .
Communication gaps Inter-department coordination _ IS:WH;IIE?;:;?E;SG}?ZZZdE ;”;;ifﬁﬁntfr miss events It
uality improvement between pharmacy and , , . nurses, pharmacy, GDAS based tracki d « Risk of legal and regulatory
thols l?/ke Fl:i)shbone nursing leixd o y GDA mishandling/sliding of Conduct workshops for better ( Vs a hzge ole iyn timel) g V:f}:mtriii e non-compliance
medication packets and safe handling. Py Y » Staffre-training and upskilling

medication errors safe medicine de[ivery. \ on SOP compliance /




