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Abstract

This case study is about a student that just completed a course in Statistical Thinking for 
Business Improvement. In this particular study, I assume the character of Ben Davis and is 
attempting to provide an understanding of the issue concerning prescription errors that are 
mishandled at the HMO pharmacy.  In the health care field, many types of medication errors 
including missed dose, wrong dosage forms, wrong time interval, untimely routes, are a big deal 
for better patient care (Pharm, 2010). Today, problems related to medications are common in the 
healthcare profession and are responsible for significant morbidity, mortality, and cost. Mr. 
Davis’s concerns are valid concerns for many patients and doctors across the world.  While 
researching this case, there are standard errors that were found in prescribing faults, prescription 
errors, transcription, dispensing, and administrative errors. These areas can arise at any given 
time, but it is paramount to bring attention to them so that patients can benefit physically, 
mentally and emotionally from taking the rightly prescribed medication.










PROCESS MAP
If an insured belongs to an HMO (Health Maintenance Organization), they may be 
required to use an on-site pharmacy (at the location of the HMO), or the HMO may require you 
to use a particular medication list drugstore. Your insurance company may have a pre-
determined list of drugs listed in the contract (Hoerl & Snee, 2012. Listed below is an example 
of getting a prescription filled at an HMO pharmacy using a flowchart: 
Several omissions can be encountered from the time the patient drops off the order to the 
time it’s filled. The patient is given the wrong remedy for the ailment. Dispensing errors in 
which a patient is given incorrect medication include any inconsistencies or disparity from the 
instruction for the order, such as dispensing the incorrect drug, dosage form, wrong quantity, or 
inappropriate, improper, or inadequate labeling. Also, understanding the doctor’s penmanship 
can cause errors in processing a prescription (Phelps, 2016) All of these issues can happen while 
the prescription is being filled. Using the (SIPOC) model, has been proven that the HMO 
providers can untrained with errors from all levels of the business technique(Hoerl & Snee, 
2012). The distribution of the medication, the process being followed into the system includes 
doctors, pharmacist, pharmacy techs and all participants of a pharmacy industry. The customers 
of the HMO pharmacy are last in the process due to the attention the pharmacy will get 
because of the discrepancies they’ve caused to other clients.







SIPOC MODEL

Possible root causes of the problems could be identified in the transcribing and 
administering of the medications. The tech entering the wrong prescription can be the start to the 
root of the problem because the prescription is entered wrong to begin with. Patient identifiers 
should be intact so that common errors can be eliminated with the knowing of the patient’s age, 
last medications filled by the pharmacy and so forth can rule out the wrong medication being 
given to a customer. The administering or dispensing of the drug is another root cause of 
problems in the pharmacy. If there is any ambiguity of abbreviations or dosage amounts, the 
pharmacists should contact the doctor or prescriber before dispensing the medicine to clarify 
what is being asked from the prescriber. These two issues can be easily solved by a rechecking of 
what’s to be clarified before  prescription needs should be given to a customer. Patient 
identifiers in the system would be a common cause and the ambiguity of abbreviations and 
dosage amounts would be a special cause.
MAIN TOOLS
The main tool that I would use to collect data to analyze the business process would be from the sales representatives that market the drugs for the drugstore. I would suggest that the pharmacies company host a lunch and learn sessions for their staff so that they can recognize common trends when they’ve made a mistake (Pharm, 2010). Also, this is a way for the staff to meet and greet the sales representatives from their area.  While state governance, the PhRMA Code on Interactions with Healthcare Professionals and companies' guidelines have brought greater attention to reps bearing meals, it remains a proven way for getting doctors, pharmacist, and their location to stop for a moment and learn (Pharm, 2010).
SOLUTIONS
Through various research, I would suggest that pharmacies thoroughly check prescriptions before they are disbursed with a structure that involves checking and rechecking written orders with the prescriptions in the computer.  First, I would propose an electronic system where the doctor can send prescriptions over electronically to any pharmacy within its boundaries.  The intricacy of the determining procedure should be reduced by introducing automated systems or uniform prescribing charts to avoid transcription and omission errors***.  Evaluation control systems and immediate review of prescriptions, which can be performed with the assistance of a hospital pharmacist, are also helpful. Audits should be performed periodically. Micromanaging the entries of the clerk from more than one person should also be inserted into the company’s protocol for filling prescriptions. Employees that input data enters the prescription in the computer should be checked by the seasoned supervisor in their department that knows what to look for in traditional data entry. 
The strategy used to measure this solution should be an electronic signature requiring a type of verification in which the person who enters the prescription should have to sign a form stating the all the ground rules have been followed. There is an old saying “Two eyes are better than one,” in which two people will serve as a check and balance before any prescription given to the customer. The information entered could eliminate errors and common mistakes with a system that makes employees accountable when it comes to people’s lives. This will protect the company’s image and the customer's health.
[bookmark: _GoBack]In conclusion, this case study has brought attention to the behind the scenes aspects of dispensing pharmaceutical drugs. Furthermore, this study has highlighted the need to be careful for the clients trust the pharmacy to know and do what is right. Clients put their lives in doctors, nurses, lab clerks and pharmacist to have an up – to date knowledge of dispensing medicine. This trust can’t be taken lightly because of the grave danger that is associated with it. Juan is a supervisor position but he needs to honor the duty of it and not the privilege of the title and be teachable and not last minute effort to save face.
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patient recieves treatment and prescription before leaving the physician office


patient take prescription to their pharmacy to get filled


patient hands prescription to the clerk and is given a time of wait on recieving the prescription


Clerk hands prescription to the pharmacist to validate and fill


patient receives filled prescription and leaves the store to complete health regiment
















