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Why a root cause analysis was appropriate
The case study for Multifactorial Medication Mishap is about a 50-year-old man hospitalized while recovering from uncomplicated spinal surgery. Therefore, the root cause for this situation is important in identifying the patient's performance and responding to the treatments.  First, the patient was recovering from spinal surgery, but he had moderate pain where; the clinician decided to change the medication over his discharge, but he developed nausea. These were developed by the pills given that reacted to his body before the liquid opioid he had taken earlier. Therefore the root cause in this first situation helped identify the best opioid that could be used to relieve his pain.
Additionally, the root cause was important in this situation as it helped prescription. Pills opioid reacted to the patient, thus making him unconscious, but he had earlier responded well with a liquid opioid. It helped monitor why the patient could react well with liquid opioids but reacted worse with the pill. In this case, it also helped identify the professionalism of the nurse, physician, and pharmacist in response to the treatments administered to the patient. The physician searched for liquid oxycodone in the computerized prescriber order entry (CPOE) system that the nurse could use to treat the patient.
Continually, the root cause was appropriate as it helped identify errors in the system, thus indicating where changes need to be made. It permits the detection and correction of mistakes before harm occurs. Thus, in this case, the nurse could be told to read the medication label and electronic medication administration record (eMAR) pharmacist to give clear instructions. The physician could be more careful using the CPOE system. These could help prevent human error, thus giving the best and qualified services to the patient. Patient information I medication is also important as the pharmacist and the physician could have the information about the patient liquid opioid his condition could not have worsened.
The impact of using tools like RCA, FMEA, and PDSA on the quality and safety of patient care
RCA, FMEA, and PDSA are important tools for the quality and safety of patient care. Root cause analysis (RCA) helps identify the cause of the patient's problem or any challenges associated with the patient either from the experts. Therefore, problem identification helps in treating certain diseases with the help of the patient history on the drug reaction to his body. RCA I is significant in identifying FMEA, which allows in medication plans. FMEA looks ahead to what could happen in the organization if relevant preventive measures are not taken. It also helps identify weaknesses and improvements that need to be done to strengthen the services and organization.
Finally, The Plan-Do-Study-Act (PDSA) method is a way to test a change that is implemented. It facilitates individuals, organizations, and teams with learning experiences essential for the hospital's plans. Therefore, using PDSA cycles can help clinicians deliver improvements in patient care through a structured experimental approach to learning and tests of change. For instance, in this case, the clinician learned how to use CPOE that could help in improving the treatment measures for patients through using the right drugs. The issue is also knowing that could help the whole group improve their performance through the case study experience.
