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1. The patient did not receive standard treatment to prevent the formation of a DVT. What are some possible reasons why this error occurred?
The admitting doctor might have forgotten to order prophylaxis for DVT; this is blood thinners such as heparin or enoxaparin. This instance occurred simply because the admitting doctor had not written a list of the medications that were supposed to be administered to the patient. It is important to have a list of the medicine that is supposed to be administered to a certain patient. The other reason that might have led to the occurrence of the instance is that the doctor was already distracted by thinking on what could have caused the patient's COPD and was busy ordering for an x-ray to be carried out.
2. Can you suggest system process improvements that might reduce the likelihood of similar errors in the future?
Similar errors that be prevented from taking place in the future by having in place standard medications among other therapies after a patient is admitted. When such orders are in place, then it could be simple to recall and administer the medications. However, it is not all those who are admitted in the hospital are going to be administered with thinners, so this would be advisable to have the physicians make a conscious decision concerning whether to administer such drugs or not.
3. Unfortunately, Mr. Clayson suffered a seizure, a complication that could likely have been avoided if he had received all of the ordered anti-seizure medications. Identify at least two specific errors that contributed to this mistake?
The physician who was treating Mr. Clayson was not notified that the medication, that is, levetiracetam, was not in stock and so it had not been administered as it was supposed earlier on.
The overnight resident was not familiar with the patient, and so it was not possible for the first-year resident to note that there was a medication that had not been administered.
The medication, levetiracetam, was not available at that given time.
There was lack of an automatic medication alert system, so the pharmacy was not notified about the lack the medication.
4. Based on the types of errors you just identified, can you identify systems issues/failures that affected Mr. Clayson's hospitalization? 
There were communication failures since no one knew that Levetiracetam had run out of stock. Also, there was no proper handing-over between the day time resident and the first-year resident since he appeared not to know the condition of the patient, Mr. Clayson. 
There arose the issue of technology since the hospital lacked an automatic medication system that could have indicated that there were no certain medicines.
5. Identify at least one thing that went well during Mr. Clayson's visit to the hospital.
There was a certain housekeeper that appeared to have been well trained following the way he alerted the nurses after he found Mr. Clayson lying on the floor. The team of nurses and the night resident arrived immediately.
The night resident and the nurses responded quickly and administered medication to Mr. Clayson, hence making his medical condition to stabilize quickly.
6. Pretend you are the nurse manager on the ward where this adverse event occurred. (In most hospitals, the nurse manager is responsible for daily operations on a given floor or "unit," including the nurses and others who work there). How would you run a meeting to debrief team members in the days after Mr. Clayson's seizure?
Most importantly here is not to place blame on the people who were directly involve. Rather, I would emphasize the benefits of proper communication. If there were proper communication during this time, the incident could not have occurred. I would urge all the members to be vigilant and ensure that they have taken their time to look at what they have done and what they were required to do. I would also recognize the team that respondent to the emergence call and encourage all the other members to copy the team and assure them that all was going to be well if we work as a team.
