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Case Study: An Extended Stay
Summary of Case
The case is about a patient, Stanley Londborg, a 64-year-old man who was admitted to the emergency department with wheezing and difficulty in breathing. Mr. Londborg has had a history of seizure disorder, hypertension, and chronic obstructive pulmonary disease (COPD). While admitted, Londborh received medication with oral steroids and inhaled bronchodilators. However, throughout the month, Mr. Londborg started complaining about acute pain in his left leg, which was diagnosed with a resident physician as a blood clot. After confirming the presence of a blood clot, Londorg was subjected to blood clot treatment. However, this was not the end of the problems as he missed some medications due to operational and systemic failures in the hospital. Fortunately, he was brought back on track to treatment and was discharged from the hospital after ten days. 
1. The patient did not receive standard treatment to prevent the formation of a DVT. What are some possible reasons why this error occurred? Identify these errors within the context of measuring performance under the quality of care measures.
Some of the possible reasons for this kind of error include misdiagnosis. Misdiagnosis is associated with incompetency of the physician involved in the diagnosis or unreliability of the diagnostic tools. As mentioned in the case, Mr. Londborg underwent routine blood work, which only showed an elevation of his creatinine, which a sign of kidneys is functioning harder than normal due to his infections. As Spath (2018) explains, quality care is defined by its reliability, which is the “ability of the device or system to perform its prescribed function without failure” (p. 3). According to the author, quality is dynamic, and therefore, caregivers must understand what constitutes or defines quality parameters. In Londborg’s case, the diagnostic process was unreliable and that is why the physician who diagnosed Mr. Londborg may have missed the fact that he should have ordered prophylaxis for DVT to determine the blood clot.  
2. Unfortunately, Mr. Londborg 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 in detail.
First, this mistake could have been contributed to staff negligence and incompetence. As mentioned in the case, the nurse who worked during the day failed to administer one medication, levetiracetam, to Mr. Londborg, for the reason that the medication was not available in the automatic medication dispensing system on the floor. Upon realizing that the medication was not available, the nurse did not even bother to inform the relevant authorities like the physician or pharmacist on the shortage. This is one of the grave mistakes which the nurse made leading to the seizures and it could have been avoided had the nurse informed the one relieving her from her shift. The mistake of negligence can also be coupled with communication error from the nurse. There has to be better ways of handing over duty to another nurse in hospitals and in this case the nurse failed to honor the basic rules of handing over. 
Secondly, the failure may have been contributed by systemic and operational failure. As mentioned in the case, apart from the nurse’s inability to report the shortage of essential medication to a patient, the floor lacked an automatic medication system alert, which could have alerted the concerned or relevant departments like the pharmacy of the shortage. Therefore, this problem was caused by different factors. Thus, the systematic failure in hospitals leads to poor quality of medical care. In this case, the lack of administration of levetiracetam to Mr. Londborg is both a hospital error much as it is an error of the nurse who just noted that it was lacking and did not make proper communication about. As mentioned, the hospital lacked proper notification systems which would keep track of the stock of medicine in their facility. The fact that there levetiracetam was missing in that hospital speaks volumes about how dangerous it is to be going to that hospital. One, it means that the hospital is not able to know which medicines are missing, which of the available medicine has expired or which surgical tools are missing. Systematic errors cause injuries to patient just as seen in the case of Mr. Londborg or at worst cause deaths. Thus, much as everybody would like to bash the nurse on duty for not making proper communication to the hospital department for lack of levetiracetam to dispense to Mr. Londborg, the hospital is having a systematic error.  
3. 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. Londborg’s seizure? In this meeting discuss how you would prepare the team to plan for the future implementation of a quality improvement program. Be specific in outlining your mission/purpose statement, your vision, and SMART goals for improvement. Make sure to include the details and steps of the improvement model and what your expected outcomes of the improvement model are.
Medical errors are the main cause of deaths in the U.S. Accordingly, as a nurse manager, I would conduct a meeting by having all the nurses first of all remind them of the gravity of making errors especially like misdiagnosis, lack of drug administration, or poor communication when handing over shifts. I will therefore stick to the following procedure to ensure that I get my point across to all nurses without angering anyone. 
· I will not talk to the nurses but I would like to have a discussion with them. I would discuss with them the importance of improving the healthcare in the hospital without specifically attacking the nurses who in one way of the other might have made errors. 
· I would also ask many open ended questions. The questions will center on what can be done to improve miss-diagnosis as well as how communication should be improved in the hospital to better provision of healthcare. I would also want to know which steps we as nurses can take when we realize that we do not have some medical doses in our inventory or even surgical tools in the hospitals which are used from time to time. 
· I would give speak about Mr. Londborg’s seizure incident though in passing and at least say how it could have avoided. 
This meeting will focus on the microsystems in the hospital. My model is based on looking at the institution as a system with smaller interrelated units (microsystems) that must work together to achieve success. My meeting on the microsystem will focus on staff working together on a regular basis guided by the same clinical aims and goals. This means that each department must share information to achieve a shared performance outcome. This training will emphasize improving patient care outcomes through the following SMART goal.
SMART objective: Every staff will hand over patient details, care instructions, and assessment notes to the next shift nurse before completing his or her shift, using an assignment checklist every time a shift ends and begins. 
From this objective, it is easy to understand that I would like to have all nurses under my department informed. Being informed means that there will be minimized cases of misdiagnosis. Nurses will be encouraged to take all medical procedures seriously. Additionally, the flow of information in the department will be taken seriously. Nurses also will be encouraged to give all details about the patient they have attended to while on shift for the incoming nurse to know where to start from. There is also need to create a team in the nursing department. Regular meetings and even bonding escapades among the nurses will be necessary so that they will have to know each other and forge a working relationship that will be devoid of barriers to communication. 
This process will be done before every break to ensure that patient details are noted and all the instructions are followed by the next person taking the shift. This goal is aimed at improving patient care services as well as help nurses understand the areas of interest for patients to take into consideration while performing their clinical responsibilities. The goal of the microsystem model is to enhance and foster an emphasis on small, functional service systems, and refine the systems by ensuring that every staff understands how the smallest measurable cluster of activities contribute to the general patient wellbeing. 
As a solution, the hospital should create a systematic and data-driven approach to reduce the length of patient’s stay as well as improve care coordination between physicians, pharmacy, and nurses. As the case shows, the currently existing system lacks coordination and collaborative capabilities, which means that what nurses do is not consequential to what the physicians have done or the pharmacy should have done. This lack of coordination is also what contributed to further complications of Mr. Londborg and his long stay in hospital. Therefore, adopting a systematic and data-driven will help the hospital reduce the length of stay as well as improve patient care (through improved diagnosis and treatment). This system will also enhance coordination between physicians and nurses. 
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