Professional Nursing Trends

Week 2 Assignment: Peer Review Case Study
Overview: Peer Review Case Study (Minor Incident or Not?)
Each year, many nurses undergo peer review at their employing facilities and other nurses sit on the facilities’ Peer Review Committees and evaluate the conduct and practice of their colleagues. It is important that the peer review process follows legal mandates so that a fair peer review will be held for the nurse under investigation.  You will read a fictitious scenario and identify pertinent facts in deciding if the peer-reviewed nurse needs to be referred to the Texas Board of Nursing for license investigation. In doing this, you will apply the Minor Incident Rule (Board Rule 217.16)
Rubric 
Use this rubric to guide your work on the assignment, “Peer Review Case Study”.
	Task
	Accomplished
	Proficient
	Needs Improvement

	Pertinent Facts 
Answers questions for each of the case studies. 

(Total 20 points) 
	Correctly answers all 6 questions for the of the 4 case studies
(20 points)
	States pertinent facts for most of the questions.
(10-18 points)
	Does not answer most or any of the questions. 
(0 points)

	Rationales  
Provides clear rational of why the pertinent facts for each case study should or should not be reported to the board.  
20 points per question
(Total 80 points)
	Provides clear explanation of why the facts support or do not support reporting to the Board.  
(70-80 points)
	Provides explanation for only 2-3 case studies or explanations are not clear. 
 (40-60 points) 
	Does not provide rationales or explanations not clear for most of the cases.  
 (0-30 points)




Peer Review Assignment
Minor Incident Rule Case Studies

Refer to the Board rule 217.16 when answering these 6 questions about 4 incidents to determine if the nurse in the case study must be reported to the board.  

Complete the assignment in the template provided below. You will first answer 6 questions for each of the 4 incidents described below.  Then you will determine if the nurse needs to be reported to the Board and provide your rationale for why or why not you think the incident is reportable. For each of the 4 incidents below, these are the questions you will answer;  

1. [bookmark: _Hlk535152020]Did a deficit(s) in the nurse’s knowledge, judgment, skills, professional responsibility, or patient advocacy contribute to the incident? 

2. Will remediation address any identified deficit(s)? 

3. Did factors beyond the nurse’s control contribute to the incident?

4. Would the error still have occurred if there were no factors beyond the nurse’s control that contributed to the error?

5. Did the nurse have more than 1 minor incident (regardless of time frame)?  

6. Does any conduct fall into the must report category?  Must report conduct includes the following; 
[bookmark: _Hlk535152020](1) conduct that ignores a substantial risk that exposed a patient or other person to significant physical, emotional or financial harm or the potential for such harm;
(2) conduct that violates the Texas Nursing Practice Act or a Board rule and contributed to the death or serious injury of a patient;
(3) a practice‐related violation involving impairment or suspected impairment by reason of chemical dependency, intemperate use, misuse or abuse of drugs or alcohol, mental illness, or diminished mental capacity;
(4) a violation of Board Rule §217.12 with actions that constitute abuse, exploitation, fraud, or a violation of professional boundaries; or
(5) actions that indicate that the nurse lacks knowledge, skill, judgment, or conscientiousness to such an extent that the nurse's continued practice of nursing could reasonably be expected to pose a risk of harm to a patient or another person, regardless of whether the conduct consists of a single incident or a pattern of behavior.


Case Studies 

Provide your answers in the template below. 

1. Nurse A receives a medication from the facility’s pharmacy with a custom drug label that obscures the original label from the manufacturer. Nurse A follows the usual procedure for safe medication administration, checking all of the “medication rights” and using the facility’s medication scanning system. The patient has a mild reaction to the medication. Nurse A notifies the patient’s physician and stabilizes the patient. It is later determined that the wrong medication was administered as the medication label from the pharmacy was incorrect.

	[bookmark: _Hlk535757042]Question 1
	Answer Yes/No

	1. Did a deficit(s) in the nurse’s knowledge, judgment, skills, professional responsibility, or patient advocacy contribute to the incident?
	

	2. Will remediation address any identified deficit(s)? 

	

	3. Did factors beyond the nurse’s control contribute to the incident?
	

	4. Would the error still have occurred if there were no factors beyond the nurse’s control that contributed to the error?
	

	5. Did the nurse have more than 1 minor incident (regardless of time frame)?  
	

	6. Does any conduct fall into the must report category?  

	



[bookmark: _Hlk535757127][bookmark: _Hlk535153539][bookmark: _Hlk535152044]Next steps: Does the nurse need to be reported to the Board? Yes or No
Provide your rationale for why or why not the nurse should be reported to the Board. 
[bookmark: _Hlk535153539][bookmark: _Hlk535152044][bookmark: _Hlk535153539][bookmark: _Hlk535152044]
[bookmark: _Hlk535757127][bookmark: _Hlk535757127]



2. Nurse B is assigned to pass medications to 30 patients and has a medication cart with the medications for all 30 patients. When administering medications to one patient, Nurse B fails to check the medication packaging carefully or use the scanning system, accidentally giving the wrong medication to the patient. Nurse B later notices the wrong medication was given to the patient and notifies the patient’s physician. The physician orders Nurse B to monitor the patient for adverse reactions. The patient does not have any adverse reactions.





	Question 2
	Answer Yes/No

	1. Did a deficit(s) in the nurse’s knowledge, judgment, skills, professional responsibility, or patient advocacy contribute to the incident?
	

	2. Will remediation address any identified deficit(s)? 

	

	3. Did factors beyond the nurse’s control contribute to the incident?

	

	4. Would the error still have occurred if there were no factors beyond the nurse’s control that contributed to the error?
	

	5. Did the nurse have more than 1 minor incident (regardless of time frame)?  
	

	6. Does any conduct fall into the must report category?  

	



Next steps: Does the nurse need to be reported to the Board? Yes or No
Provide your rationale for why or why not the nurse should be reported to the Board. 





3. Nurse C works at a facility where patients reside for extended periods of time. Nurse C is familiar with the routine medications ordered for patients. On one of Nurse C’s shifts, the medication scanning system and the electronic medical record are not functional for a two-hour period. It is during this time that Nurse C administers one of the patient’s routine medications. When the computer system comes back online, Nurse C documents the medication administration and discovers that there was a recent medication dose change in the system from the patient’s physician. Nurse C contacts the doctor and reports the dose error. There are no new orders received and the patient is stable without any negative effects. Nurse C also completes an incident report.










	Question 3
	Answer Yes/No

	1. Did a deficit(s) in the nurse’s knowledge, judgment, skills, professional responsibility, or patient advocacy contribute to the incident?
	

	2. Will remediation address any identified deficit(s)? 

	

	3. Did factors beyond the nurse’s control contribute to the incident?

	

	4. Would the error still have occurred if there were no factors beyond the nurse’s control that contributed to the error?
	

	5. Did the nurse have more than 1 minor incident (regardless of time frame)?  
	

	6. Does any conduct fall into the must report category?  
	




Next steps: Does the nurse need to be reported to the Board? Yes or No

Provide your rationale for why or why not the nurse should be reported to the Board. 





4. Nurse D has orders to administer an intravenous (IV) medication to a patient every eight hours. When Nurse D proceeds to hang the next dose of the medication, the medication bag will not scan using the facility’s medication scanning system. After several failed attempts to get the new medication to scan, Nurse D retrieves the medication bag that was last administered from the trash can to scan the label on that medication bag, and it scans successfully. The patient has a moderate reaction. The next shift discovers the wrong medication hanging and notifies the charge nurse. Upon investigation of the incident by Nurse D’s manager, Nurse D only admits to this conduct after initially trying to conceal it. Nurse D reluctantly admits to the supervisor that the medication would not scan, so the prior bag from the trash can was used to bypass the system and get the medication to scan.










	Question 4
	Answer Yes/No

	1. Did a deficit(s) in the nurse’s knowledge, judgment, skills, professional responsibility, or patient advocacy contribute to the incident?
	

	2. Will remediation address any identified deficit(s)? 

	

	3. Did factors beyond the nurse’s control contribute to the incident?

	

	4. Would the error still have occurred if there were no factors beyond the nurse’s control that contributed to the error?
	

	5. Did the nurse have more than 1 minor incident (regardless of time frame)?  
	

	6. Does any conduct fall into the must report category?  
	



Next steps: Does the nurse need to be reported to the Board? Yes or No

Provide your rationale for why or why not the nurse should be reported to the Board.
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