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Root-cause Analysis and Safety Improvement Plan
Introduction
Root-cause analysis is the examination of the causes of an issue or sentinel event and development of a systematic approach to respond to such an issue or sentinel event. A root-cause analysis helps a healthcare center to pinpoint the contributing factors to an issue or a sentinel event. My root-cause analysis will be exploring patient falls as a sentinel event evident in many healthcare settings. The World Health Organization defines fall as "an event that results in a person coming to rest inadvertently on the ground" (Boyles, 2017). The World Health Organization also adds that patient falls are the second leading cause of unintentional injury deaths globally. In addition, around 646,000 persons die annually as a result of falls worldwide, with the developing and less developed countries being the most victims (Boyles, 2017). Adults aged 65 and above are the highest affected population by falls.
Root-Cause Analysis of Falls for Geriatric Inpatients
The sentinel event for which the root-cause analysis is being conducted is falling amongst the geriatric patients. While people of all ages can suffer from falls, older patients of 65 years and above are the most affected by falls (Bergen & Eckstrom, 2018). Falls among adults are expensive both to individuals and countries. For instance, the Center for Disease Control and Prevention reveals that the United States spends around 50 billion US dollars on non-fatal injuries from falls and 754 million US dollars on fatal falls annually, and the figures are projected to keep on escalating as the number of older adults increase (Bergen & Eckstrom, 2018). Patient falls threaten patient safety, lead to an extended stay in hospitals, and increase healthcare costs. Following the persistence of patient falls, a case study was conducted to determine the prevalence of falls among geriatric patients with communication disabilities. The root-cause analysis was as a result of increased patients sustaining regular physical injuries that increased their suffering and stay at hospitals.
The objective of the study was to examine the effects of a patient's communication problems on their risk of falling in a healthcare setting. The review was conducted on 61 studies in various hospitals (Hemsley et al. 2019). Nurses from the various hospitals had become wary of the increased number of patient falls recorded, plus the higher rates of injury sustenance from the falls. The review revealed that the sentinel event affected not only patients, but also nurses. Nurses had increased responsibilities of treating the injured patients, and one critical case involved a patient who fell in a hospital's staircase and broke a leg and arm. The sentinel event affected patients in that they experienced more suffering, had to stay in hospitals for long, and had to pay higher costs for the extra treatment of sustained injuries. It was revealed that the majority of the patients, from 42 out of the 61studies, with communication disabilities, also had a stroke, while 19 had cognitive impairment or dementia. According to Hemsley et al. (2019), the review revealed that cognitive impairment was a contributing factor since such patients could not remember instructions. Additionally, a third of the accidents could not be classified due to a lack of witnesses. Neurological deficits and the presence of aphasia were highly associated with falls. Patients with aphasia were unable to express themselves and had to get to washrooms and other areas by themselves, and this increased their chances of falling. Unavailability of nurses to the patients, especially at night, was also a contributing factor.
Improvement Plan with Evidence-Based and Best-Practice Strategies
With an effective improvement plan, the rate of patient falls in the various healthcare centers is still preventable. One of the contributing factors to the increased rate of falls for geriatric patients was the absence of nurses, especially during the night. This was due to limited nurses serving the night shift (Hemsley et al. 2019). Therefore, part of the improvement plan includes the recruitment of enough healthcare workers and nurses in particular. The ratio of nurses to patients during the night could not sustain an effective healthcare delivery system. Hiring or ensuring that there are enough nurses would limit the number of falls. An available nurse can identify when a patient is about to fall through observation or direct reporting from the patient. As a result, the nurse is able to take corrective measures to prevent falls, and ultimately enhance the quality of life. In addition, the presence of a nurse increases the patient's confidence, and they are able to explain the contributing factors to their falling, and the nurse can act accordingly. 
Aging is associated with problems like body weakness; visual impairments and weakness of muscles, and walking for the older patients become a problem. As a result, some of the reported patient falls were due to patients struggling to move from their beds to look for assistance. Therefore, another part of the improvement plan should include the installation of electronic alarm systems near the patient's beds. Berry, Kiel, Schmader & Sullivan (2017), stated that the installation of an alarm system would be a feasible and effective safety improvement strategy to minimize the number of falls in the various healthcare settings. Some hospitals have larger patient wards, and hence the alarm systems should be connected to nurse's offices for effective notifications to nurses. An electronic alarm system depends on electricity as a source of power, and sometimes organizations may experience power outages. Therefore, healthcare organizations should consider installing an alternative source of power supply for the consistent functioning of the alarm system.
Besides, the systematic review revealed that some of the accidents were not reported due to a lack of witnesses. Therefore, various healthcare settings should install closed-circuit television or video recording systems within healthcare settings. Effective video recording systems would capture the details of patient falls (Callis, 2016). Then the management would analyze the recorded information to determine what caused a patient to fall. The various healthcare centers should have an effective risk assessment, and implementation team that monitors all the risks in the hospital settings develops the appropriate solutions and implements such solutions. A risk assessment and implementation team would help identify the contributing factors to patient falls and work towards implementing effective measures to minimize falls, and this would enhance patient safety ultimately improve the quality of life for the geriatric patients. The goals of such measures would include improving patient safety, improving the quality of life, and enhancing the public image of the various healthcare settings. The developed improvement plan would take approximately 6 months to 1 year to develop and implement.
Existing Organizational Resources
The various healthcare settings have established information technology departments, and they should utilize their personnel from such departments to install effective alarm and video recording systems in their organizations. Information technology personnel can also sustain the maintenance of such systems, and this would save the organization's operation cost. The available staff from the various departments should also form the risk assessment and implementation teams. Leveraging on the available human resources would be efficient in implementing the improvement plan. However, various hospitals may be required to hire additional nurses for the effective monitoring of patients.
Conclusion
The World Health Organization notes that patient falls are now the second leading cause of unintentional injury deaths globally, with an estimation of 646,000 deaths annually. Adults aged 65 and above are the highest affected population by falls. A systematic review was conducted to determine the contributing factors to falls for a geriatric population with a communication disability. The results revealed that cognitive impairment, absence of nurses, neurological deficit, and presence of aphasia were contributing factors. An improvement plan involving the hiring of extra nurses, installing an alarm and video recording system, and having a risk assessment and implementation team would minimize patient falls. 
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