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Introduction
Root Cause Analysis (RCA) provides the necessary tools to help nurses study the conditions, either human-error, the attributes of the patient and the organizational structure that result in the fall of patients in hospitals. Based on the assumption that any action is a result of a buildup of activities that ended up with the problem. Tracking these activities in a retro-prospective way helps to establish the cause (Charles et al., 2016). This technique will provide the necessary answers to the case of the rise cases of falls in this unit. The unit recently reported three cases of falls in the past months compared to the previous cases the past three years. Using the isolated case of the fall of an eighty-five-year-old woman, an RCA will assist to establish the cause of this sudden change. This analysis will assist in understanding and recommend the possible solutions to this emerging situation
Problem Statement
	The rising cases of the patient falling in this unit were as a result of several factors. These factors may either be the errors of the nurses responsible for handling the patient, the condition of the patient and the failure of the organization of the hospital to provide adequate personnel.
The Condition of the Patient
	The patient report indicated that she eighty five years old had an early condition of dementia and was admitted with Transient Ischemic Attack (TIA). These attributes form the risk factor that exposed the patient to her fall. At the age of eighty-five, the strength of any human being is highly reduced. To add on to her age, the early stages of dementia and suffered from TIA which also rendered her weak. Dementia is not a disease by the lack of mental capacity that prevents an individual from living a normal life. On the other hand, TIA is a mild stroke that lasts for a couple of minutes but has no permanent damage (James, 2013). Patient with such conditions required maximum attention. The patient’s critical condition puts her at very high risk of death, for instance; TIA puts the patient at the risk of a major stroke if there was no medical attention administered promptly.
The Error by the Nurses
	The fall of the patient and other patients may be as a result of some errors by the nurses who attended to the patient. From the case study report, there was a wheelchair in the room. It is a requirement that nurses should not leave wheelchairs in the rooms where patient rest because it may trip the patient or any person in the room (Serrat, 2017). Also, if patients need assistance when moving or any or of any form they usually alert the nurses using devices fixed on the bed. The patient may have called the nurse, but the nurse did not receive the message due to audibility or malfunction of the alarm (Charles et al., 2016). For this reason, the patient decided to move without aid from the nurses, and in the darkroom, she was exposed to a lot of danger. There is also a likelihood that the nurse did not conduct a safety assessment. Half of the nurses admitted had not gone through a risk factor assessment to understand the safety regulations in the hospital working environment.
Administrative Failure
	The unit was also going through a crisis due to a shortage of staff. There were some nurses transferred from the unit without replacement. As a result, the remaining staff was forced to work on double shift which significantly affected their morale. The shortage of nurses may be the reason why the patient was not attended to. Supervision of the patient with critical conditions is very vital in medical care (Shaqdan et al., 2014). The failure of the administration to replace the transferred nurses shows that there is a flaw in the management of the hospital. Also, there is a flaw in the hospital administration evident from the policies of admitting new nurses with following the standard procedure. Before nurses start working, it is necessary that they are taken through a series of training that equips them with the necessary skills to aid them to maintain safety in workplaces (Serrat, 2017).
The Main Problem and the Solution to the Problem
The failure of the management of the hospital is the major source of the problems facing the hospital. In most cases, an efficient medical care system is determined by the efficiency of its organizational structure and the capability of the management (James, 2013). During the period of the rise in the number fall of patients. The administration transfer several staff out of the unit and no replacement was done. It was the joint effort of the staff in the unit that ensures the fall of patients was minimized. From the report. There were only two patients who died the previous year in the hospital (Holdsworth et al., 2015). It is normal for transfers to happen within units of hospitals but this should occur in an orderly manner. The hospital should formulate a transfer policy that allows a smooth transition during this period. Another flaw in the organization of the hospital is the failure to enforce fundamental policies of admitting new staff. The float personnel sent to support the unit did not undergo the required procedure.
The hospital should adopt policies that allow the units in the hospital run smoothly even during transfer cases to solve this situation. Before any transfer is made, it is necessary that the head of the unit is notified in advance. This move will allow the unit to restructure itself to handle the situation as they wait for a replacement which also should take the shortest period as possible. Since RCA is a very vital tool in maintaining safety within the hospital, it should frequently be conducted (Charles et al., 2016). The unit should review its risk assessment and make it mandatory. This procedure should include both the experienced staff and novice staff. These regulations should be placed in strategic places where staff meet for example looker rooms and the cafeteria.
Implementation of the Solutions
	In engaging the hospital management in the formulation of a transfer policy where a unit is informed early to make arrangement is the crucial policy in the general organizational structure. During this period the unit distributes various roles that prevent a crisis. Therefore each unit member will be aware and assume duties they are a designation on an interim basis. This procedure is long-term and will be implemented the next time any transfer is done (James, 2013). The long-term goal of this implementation is to ensure that the staff is maintained for about six months before the transfer is done.
Implementing the safety policy will be achieved by preparing a list of some of the regulation in the nurse’s locker room and the cafeteria to ensure the float staff remembers the regulations. A checklist will also provide for them during the first days of the work so that they sign every time they are handling patients with the hospital. On the checklist, they will tick all a list of things they were supposed to do (Holdsworth et al., 2015). For example, they check whether the alarm is working, ensure there is no wheelchair in the patient room. The goal of this implementation is to ensure that every nurse working in the unit is conversant with the risk awareness two weeks after admission.


Evaluation of the Effectiveness of the Solutions
To test if the implemented solution is working, two key parameters that will act as an indication of improvement. The first is an evaluation test for the new nurses to find out if they have grasped the safety procedure. This evaluation will be informed of a practical test administered to the nurses. In the test, they would be asked to identify some errors that may be risks. A score of above seventy percent would imply that the procedure was a success.
Another parameter to measure the effectiveness of the solution is the impact of the implementation one the number of falls. The reduction in the number of fall within the following six months would indicate that the methods used are successful
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Conclusion
RCA is a technique used in nursing for analyzing the safety of the working environment. With this tool it is possible for nurses to understand some of the physical conditions and error that may lead to the fall of patient. In this situation, the fall of the patient was mainly cause by the failure of the organization structure of the hospital. The management had no proper procedure for handling situations where the number of staff had reduced. Also, the management did not have strict compliance with risk assessment training for novice nurses. I therefore recommended a procedure for all the nurses to go through that will allow understand the safety regulation. To evaluate the efficiency of the solution, nurses should undergo a test both through practical and sitting for an exam.
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