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Root Cause Analysis Summary
To begin with, Root cause analysis is a popular and very often utilized technique that much help individuals such as healthcare professionals the questions of why a specific problem occurred in the first place. Root care analysis was much essential in this case situation since it helps us identify the origin of the medication error that occurred in the first place. The Root cause analysis provided us with the steps that were intended to be taken in the first place which placed a clear picture of how the smooth operation of the drug administration could have been carried out more effectively.  
Additionally, the Root cause analysis helps us identify the step that did not occur as intended, which helps us now start to focus on that or those steps to identify the root cause of the problem. Since this case involved the administration of a drug which for effective administration equipment performance, environment and treatment team effectiveness remains to be a key focus. Root Cause analysis helps us identify the available equipment’s that were not effectively utilized as they should be hence depicting the source of the medication error (Annie, 2014). 
Also, root cause analysis helps us identify how effective treatment team was especially their communication in which it was identified that their communication about the drug information was poor hence being another cause of the medication error. Lastly, root cause analysis in this case also helps us to identify some environmental factors that could have to cause the medication error to occur. Apart from the root cause analysis helping us explore the root cause of the medication error in this case, it provides us with a chance to explore areas within the facility where the same error can occur hence helping the appropriate personals to be much more vigilant and responsible for the same not to occur again (Latino, Latino & Latino, 2016). Root cause analysis also, in this case, helps us to provide suggestions to the facility on the technologies and well as re-designing that they might assume to help them reduce the risks of medical error in the future.  
Quality and safety of patient care remain to be a key focus in the health industry. Various tool and strategies much impact the quality and safety of patient care for quality improvement and patient safety, including RCA, FMEA, and PDSA (Blackhurst & Blackhurst, 2018). 
PDSA helps in the precise establishment of a functional or even a causal relationship between changes in the process and the outcome (Blackhurst & Blackhurst, 2018). Before any process or project is implemented to help in patient care, PDSA helps in identification of the goal often project/process, the evaluation technique of achievement of the project/process goal, and what will be the way forward after the project/process goal has been attained. 
RCA on the other had much impacts quality and safety of patient care since it helps in the identification of the cause of a problem which leads to better strategies being put in place for the same problem not to happen in the future (Latino, Latino & Latino, 2016). RCA can help in assessment human errors and improve system understanding, which is some of the critical focus in patient care quality and safety. 
FMEA on the other hand much helps in the improvement of the quality and safety of patient care via the identification and elimination of known or potential failure, errors, problems from healthcare systems (Blackhurst & Blackhurst, 2018). 
In conclusion, Tools like RCA, FMEA, and PDSA if well utilized can help much in the improvement of quality and safety of patient care. One a risk factor is identified using any of these tools, strategies need to be put in place to eliminate the risk factor from the area identified as well as in other areas. 
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