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Question 1
The admitting doctor may have forgotten to administer the right treatment to prevent such occurrence. He or she did not order prophylaxis to prevent the formation of a DVT. The process entails application of blood thinners such as heparin or enoxaparin. Upon a patient’s admission to the hospital, they usually receive such kind of treatment to prevent the formation of blood clots as they lie on the hospital beds. The process of administering prophylaxis could probably be cumbersome, may be that the reason it was avoided. The main cause of the error could likely be that the hospital relies on the admitting doctor to remember these steps among other decisions that concern the management of acute medical conditions.
Question 2
The improvements that need to be updated in the system is the inclusion of digital administration options as part of the admission orders, electronic order systems, to smoothen the admission process and prevent any errors which may result due to oversight. Through having an admission process that is easy in ordering a common therapy for patients, the task of being alert to remember all the activities that a physician has to perform is relieved. Patients who take anticoagulants should also have a label or tag as a supplementary reminder to the digital system so that if they are not in a position of explaining their medical, medical attendants will always be alerted.
Question 3
Mr. Clayson had not been given his medication, levetiracetam, the daytime nurse indicated that the medication was not available. Moreover, the nurse did not alert the pharmacists that the required dose was not taken and the medical system did not have an automatic alert. The physicians were also not aware that the patient did not take his medication. The night shift team had not familiarized well with the patient, therefore, it took sometime before they realized a medication error for the patient, which led to the occurrence of a seizure and probably delayed other therapies to prevent further seizures which could have led to the unnecessary testing.
Question 4
Failures in communication. It is not clear why there was no coordination between the daytime nurse and the overnight team, information could just have flown smoothly between the two parties to aid the recovery of the patient. The nurse on day shift failed to communicate effectively concerning the patient, that he needed extra attention on his medical condition. The physician and the pharmacists are also not aware that the patient did not take the required medication and that it was not available. The nurses should have notified all the involved parties on any matter that needed attention. The handing over the system from day to night shifts in the hospital is not that effective, for they do not seem to pass essential information that can lead to the success of their activities. There is also the technological failure since minor alerts could be easily facilitated by advances in technology. The physician at times was not aware when to administer a certain treatment to a patient. 
Question 5
During Clayson’s visit to the hospital, the member from the environmental sciences (housekeeping) did a good job, when he found the patient lying on the floor of his room, by alerting the nurse concerning the patient. The scenario showed that the member was appropriately trained and was quick to act and got the patient the attention he needed. He was a good role model through bringing the picture that everyone in the health system plays a vital role in the provision of quality care. The nurse and the health staff, on the other hand, responded very fast and attended to the patient's seizure very fast and were able to stabilize the patient. They also examined him for possible trauma and other complications that could be forthcoming.
Question 6
As the nurse manager, I would associate the problems that came up with failures or shortcomings in the healthcare system. I would emphasize the significant role of effective communication between health practitioners and the role communication plays in the excellent provision of care services and in preventing errors like those faced by Mr. Clayson. It could entail strategizing on how to improve communication, like involving a team of physicians and nurses and allocate time when nurses and doctors would exchange vital information for their mutual patients to avoid future errors.
 Further, I would form a team form the involved departments: doctors, nurses, and pharmacists and come up with quality improvement mechanisms to assess the specifics of the medical errors and commit to identify and implement changes in the system to prevent such errors in the future. I would also recognize the housekeeping member for the good work and reward him accordingly. I would ask the team to identify the error that was not disclosed to the patient, own it and accept to move on cautious not to be involved in such errors in the future (Berry, 2004).
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