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Interdisciplinary Plan Proposal
Medication error, which is a harmful event involving medication, is one of the leading medical errors and often are preventable, which can occur at different stages of patient treatment. This assessment will elaborate on the causes of medication errors, what types of medication errors occur, in what stages of prescription and ways to prevent them (Yousef, N., & Yousef, F, 2017.) It is essential for Health care provider, which includes Physicians, Nurses, Pharmacist and more, to limit medication errors and near misses to ensure safe and sufficient treatment in patient care. 
Objective
Throughout the interview, it was getting clear that most of Jamie’s concerns, such as medication errors, hostile work environment, overtime, short work and extensive workload, stem from shortage of staff. I believe the interdisciplinary approach would be helpful if outside help would come to reeducate the staff, staff training would have to be put in place. If the team which includes, housekeeping, medical, social workers, administrations and higher management cannot work together then every implementation will be for nothing as things will fall back to place. 
An interdisciplinary approach is not only reasonable but also necessary. The facility should consider creating an anonymous reporting system, to obtain a more realistic image of what is currently going wrong, then analyze the complaints and then hold a meeting with staff and have everyone put in ideas. The middle and higher management then filter out the most viable ideas and start implementing. Using the positive deviance would facilitate to interdisciplinary work, leadership growth and improved work performance as explained in Ferracini, F. T., Marra, A. R., Schvartsman, C., Dos Santos, O. F., Victor, E., Negrini, N. M., Filho, W. M., & Edmond, M. B. (2016) article. Doing so will attack the issues that concern the staff directly as they will feel involved. The theory is specific to the facility, as the staff are not happy with the current situation and feel mostly over looked, by involving them in the decision making they’ll start seeing themselves as part of the organization and not just the organization as a means to obtain income. Using the Positive The source appears to be reliable, it was released on an accredited medical site, is peer reviewed and it has been released in 2016 making it still relevant. 
Deviance method facilities behavior change as used in Johnson, F. M., Best, W., Beckley, F. C., Maxim, J., & Beeke, S. (2017) article. All the articles I chose were chosen within early 20115 until 2017 to ensure that the they are still credible and relevant today. The articles had to be peer-reviewed, a minimum of three pages and correlating to the health field. 
Questions and Predictions
How will increasing the staff-to-patient ratio affect the individual worker? Increasing the staff will lower the workload for each individual, allowing more time for higher quality patient care, it creates a saver work environment and the decrease in stress should increase the satisfaction of the staff. 
What affect will implying an anonymous have on the work culture? It allows staff to admit to their own mistakes, report coworkers and/or leaderships faulty actions such as not following guidelines, creating a toxic work environment and whatever else could be bothering the employees. The team to tackle the complaints then can review them, addressee it at meetings and adjust.	 

Change Theories and Leadership Strategies
An interdisciplinary solution can be achieved using the Plan - Do - Study - Act (PDSA) method as the change theory.  Donnely and Kirk (2015) found that PSDA “is an often used process to help teams improve the quality of care,” which is always about “improving quality and making healthcare safer, more efficient, patient-centered, timely, effective and equitable” (p. 279). The PSDA method will be used to answer the proposed questions. Thus is done by formulating a plan to focus on creating an environment that will promote teamwork and effective communication. 
Monthly meetings will be essential during the Do phase. The meetings will be focused on new team building programs and exercises and problem solving. It will be critical for the shift managers to meet prior to each shift to dispense on certain aspects of the operation details for the day. An analysis of the results will be conducted during the implementation period to determine the changes to be made to ensure the solutions arrived at remain effective (Shirey, 2013). The PDSA method will further promote teamwork and collaboration by analyzing the solution as a team and determining what factors have been successful. 
	The role of leadership in ensuring the success of the solution cannot be underestimated. Leaders should create an environment that supports the ideas through the use of authentic and transformative leadership style, used in combination. Transformational leadership can be exercised by the leader by “being visible and accessible, including learning staff members’ values and needs and advocating for them to higher-level leadership” (Bergstedt & Wei, 2020, p.51). It is crucial that leaders prioritize accessibility in order to prevent a harmful environment that lacks leadership (Bergstedt & Wei, 2020, p.52). With the authentic leadership strategy, the leader is empathetic and recognizes the emotions of others. The authentic leader promotes a work environment that fosters shared decision-making among staff. “Nurse leaders can build authentic leadership characteristics by participating in self-reflection, seeking regular feedback, and listening to others’ perspectives” (Bergstedt & Wei, 2020, p.52).  An increase in teamwork and job satisfaction has been connected with leaders who practice authentic leadership (Bergstedt & Wei, 2020, p.52).
Team Collaboration Strategy
· The Chief Nursing Officer and department leaders will work together to discuss challenges related to ineffective teamwork. 
· Directors of departments will exercise authentic and transformational leadership by spearheading shared decision-making and encouraging staff feedback. 
· Floor charge and Emergency Room Nurse will arrive 30 minutes prior to the start of shift. This will necessitate the identification of the needs during the shift including bed capacities and the number of patients eligible for discharge. 
· Floor unit staff nurses will use effective communication to promote teamwork within the department. The staff nurses will discuss with their unit charge nurse any problems that may arise and possible solutions to the problems. The floor unit staff nurse will use effective teamwork strategies to work with the emergency department nurses to further promote quality care. The nurses will effectively communicate needs of the patient and facilitate the transfer of the patient to the unit in an expedited manner if applicable.
· Effective communication will be used by nurses to communicate and promote teamwork within departments. Any problems will be discussed with their unit charge nurses. This will enhance quality care and address any pertinent issues and allow collaboration and knowledge sharing. 
Team building is a critical method in enhancing collaboration in interdisciplinary teams. This method allows healthcare professionals to use open communication and support in providing solutions to medical issues. Encouraging interdisciplinary approaches minimizes conflicts as well as wrong use of resources. Besides, “team building is about creating a balance between the individual, group and organizational needs, paving the way for the achievement of shared goals” (Ciasullo et al., 2017, p. 334).
Required Organizational Resources
The facility will have to incur an extra cost by planning mandatory monthly meetings and needing the shift supervisors to arrive 30 minutes prior to the start of the shift. Each staff will be designated an estimated duration of one hour for the monthly staff. Given that one staff would cost $30/hr and there are 100 staff nurses, the facility will spend $3,000 to have all staff attend monthly meetings. Additional funds will be spent by the organization to have the shift managers attend shifts 30 minutes before time. If a shift supervisor makes an estimated $34/hr, $17 is spent per half hour. If there are a total of 6 units in the hospital and 2 shift supervisors per day, the organization will spend approximately $204/day and $6,120/month. 
The overall budget of $9,120 results from this arrangement. The money will be used to pay staff to attend different meetings and enhance communication between units and staff thereby minimizing medical errors as well as try to solve the issue of work load due to staff shortage. Should this plan not succeed, the organization is poised to lose $180, 000 annually. Nevertheless, using the PSDA methodology would minimize such loses as the method focuses making initial changes by reviewing the initial plans. Loses are only made if plans don’t play out as expected.

References
Arlinger, S., Nordqvist, P., & Öberg, M. (2017). International Outcome Inventory for Hearing Aids: Data From a Large Swedish Quality Register Database. American Journal of Audiology, 26, 443–450. https://doi-org.library.capella.edu/10.1044/2017_AJA-16-0123
Bergstedt, K., & Wei, H. (2020). Leadership strategies to promote frontline nursing staff engagement. Nursing Management (Springhouse), 51(2), 48–53. doi:10.1097/01.numa.0000651204.39553.79
Ciasullo, M. V., Cosimato, S., Gaeta, M., & Palumbo, R. (2017). Comparing two approaches to team building: a performance measurement evaluation. Team Performance Management: An International Journal, 23(7/8), 333–351. doi: 10.1108/tpm-01-2017-0002
da Silva, B. A., & Krishnamurthy, M. (2016). The alarming reality of medication error: a patient case and review of Pennsylvania and National data. Journal of community hospital internal medicine perspectives, 6(4), 31758. https://doi.org/10.3402/jchimp.v6.31758
Donnelly, P., & Kirk, P. (2015). Use the PDSA model for effective change management. Education for Primary Care, 26(4), 279–281. doi:10.1080/14739879.2015.11494356 
Ferracini, F. T., Marra, A. R., Schvartsman, C., Dos Santos, O. F., Victor, E., Negrini, N. M., Filho, W. M., & Edmond, M. B. (2016). Using Positive Deviance to reduce medication errors in a tertiary care hospital. BMC pharmacology & toxicology, 17(1), 36. https://doi.org/10.1186/s40360-016-0082-9
Gorgich, E. A., Barfroshan, S., Ghoreishi, G., & Yaghoobi, M. (2016). Investigating the Causes of Medication Errors and Strategies to Prevention of Them from Nurses and Nursing Student Viewpoint. Global journal of health science, 8(8), 54448. https://doi.org/10.5539/gjhs.v8n8p220
Johnson, F. M., Best, W., Beckley, F. C., Maxim, J., & Beeke, S. (2017). Identifying mechanisms of change in a conversation therapy for aphasia using behaviour change theory and qualitative methods. International Journal of Language & Communication Disorders, 52(3), 374–387. https://doi-org.library.capella.edu/10.1111/1460-6984.12279
Kumar, S., Adhish, V. S., & Deoki, N. (2014). Making sense of theories of leadership for capacity building. Indian journal of community medicine : official publication of Indian Association of Preventive & Social Medicine, 39(2), 82–86. https://doi.org/10.4103/0970-0218.132721
Austin, M. J., & Claassen, J. (2008). Impact of organizational change on organizational culture. Journal of Evidence-Informed Social Work, 5(1–2), 321–359. doi:10.1300/J394v05n01_12
Clarke, V., & Holtslander, L. F. (2010). Finding a balanced approach: Incorporating medicine wheel teachings in the care of Aboriginal people at the end of life. Journal of Palliative Care, 26(1), 34–36.
Labuhn, J., Almeter, P., McLaughlin, C., Fields, P., & Turner, B. (2017). Supply chain optimization at an academic medical center. American Journal of Health-System Pharmacy, 74(15), 1184–1190. https://doi-org.library.capella.edu/10.2146/ajhp160774
McHugh, Meaghan & Margolis, Lewis & Rosenberg, Angela & Humphreys, Elizabeth. (2016). Advancing MCH Interdisciplinary/Interprofessional Leadership Training and Practice Through a Learning Collaborative. Maternal and Child Health Journal. 20. 10.1007/s10995-016-2129-3.
Rhodes, N. J., Gilbert, E. M., Skoglund, E., Esterly, J. S., Postelnick, M. J., & McLaughlin, M. M. (2016). Prediction of inventory sustainability during a drug shortage. American Journal of Health-System Pharmacy, 73(14), 1094–1098. https://doi-org.library.capella.edu/10.2146/ajhp150532
Shirey, M. (2013). Lewin’s theory of planned change as a strategic resource. The Journal of Nursing Administration, 43(92), 69–72. doi:10.1097/NNA.0b013e31827f20a9
Yousef, N., & Yousef, F. (2017). Using total quality management approach to improve patient safety by preventing medication error incidences*. BMC health services research, 17(1), 621. https://doi.org/10.1186/s12913-017-2531-6

1

2

