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Incident
Patient identification error 
 	On 20/6/2020 a middle-aged man teacher with type 2 diabetes and chronic dementia was admitted to Vila Health facility. The patient was brought by his son. The son revealed that the patient had for the past one month experienced blurred vision, fatigue, memory loss, and which had affected his teaching career. The attending physician assessed the vital signs and the presenting complaints and which were within the normal limits. The blood pressure ranged within 130/78 mmHg and with a pulse rate of 88 bpm. The physical examination by the physician revealed well oriented in place, time, and location. The patient was then admitted after being checked by the attending physician for close monitoring. The attending physician requested for nurses to monitor the patient. 
The day time nurses on shift were informed by the physician with the complaints and the information of the new patient and which they well filed in the nursing station. The two nurses on the night shift while administering the daily routine medications administered the anti-hypertensive drug to the patient whereas the attending physician had not indicated. The anti-hypertensive treatment regimen had been indicated for another adjacent patient in the same unit. The two-night shift nurse picked the wrong file in the nursing station. The two-night shift nurses reported the incident to the nursing service manager who later reported the incident to the quality control management department where I worked as the quality manager
Who was involved?
	In the incident, the nurses on night duty were involved in the whole process of administering the anti-hypertensive drug to the patient. The nurses on the night shift did not enquire further about the identification details to confirm what was on the admission file. Also, it is important to deduce that the day time nurses did not exhaustively provide clear patient identification procedures and which led to the confusion by placing the file in the correct shelf as per the dates of admission. Patient identification is important in preventing wrong administration of drugs and surgical procedures.
During what process (clinical, communication, operational) did the issue occur?
 The wrong administration of the anti-hypertensive drug to the patient occurred in three phases. The clinical, communication, and operational phase is attributed to have contributed to the incident. It was during the clinical phase of the administration of anti-hypertensive that the incident occurred. It is usually important for nurses to confirm the patient details before administering any drug. Moreover, poor communication between the night and daytime shift nurses is a factor that contributed to the incident. Clear mode of communication plays an important role in mitigating surgical and medical errors that occur due to miscommunication. The operational phase contributed to the incident has the nurses failed to follow the laid down operation plan of identifying patients before any surgical or medical interventions.
When did the issue occur? During a particular shift? On a particular day? During peak hours? Under certain clinical circumstances?
	The administration of the wrong antihypertensive drug to the patient occurred during the night shift. The incident is reported to have occurred on 2300hrs of 20/6/2020. As per the incident occurrence report, most of the wrong identification errors occur at the late-night hours. The incident command investigation of the hospital attributed the incident occurred due to the huge workload of the nurses at the time of the incident. The clinical and admission register at the time, show the huge number of patients admitted at the time of the incident. From the incident occurrence book, wrong medications, medical errors, and administration of overdose were reported on the same night shift. The nurses on duty on the day the incident occurred are reported to have burnouts and which might have led to wrong patient identification.
Where did the issue occur?
The incident occurred in the male ward of the Vila Health hospital where the patient was under close monitoring for his condition. The male ward at the time of admission of the patient was full of patients. The congestion in the male ward leads to confusion during the arranging of the admission file. The identification process for patients is easy when the files are arranged according to the dates and the condition for admission. It helps nurses to identify and prioritize care as they transfer care to the other medics. The attending nurses in the male ward and other clinicians were few, and many of them experienced burnouts and fatigue. 
What additional data about the incident would you like to collect and analyze?
 It is important to identify the number of nurses required to meet the demands of the patients. The few nurses who were available at the time contributed to the incident. I would also examine if exhaustion, fatigue, and burnouts might have contributed to the confusion in tagging and administering the wrong medication in the hospital. Moreover, I would like to investigate the knowledge and practices of nurses on the importance of observing patient identification processes. I would want to explore how the nurses were involved in designing patient identification protocols.
Which best practices may not have adhered to that may have contributed to the issue?
	Verification of patient identification information was not adhered to, in the hospital. The nurses on night and day duty should have solely informed the patient of his actual date of birth or name to confirm the identity before administering the anti-hypertensive drug.
 Empowering the staff and the patients contribute to informed decision making in matters affecting their health. Even though the patient had dementia, it was important to empower the patient through the signing of the consent form and which might have contributed to the early identification of wrong information on the admission file. 
 	Nurturing and adopting a safety culture in the hospital might have mitigated the incident. The nurses in the hospital should have been educated on the importance of adhering to safety protocols and which forms a habit in the hospital. 
 	The utilization of electronic health records in the hospitals could have minimized the patient identification error. The electronic information captures patient identifiable information and which avoids the common errors reported with physical tag. 
Issue Summary
How would you summarize the key elements of the incident that occurred?
The Affected.
Regarding the incident, the affected is the middle-aged man patient admitted with type 2 diabetes and chronic dementia admitted to Vila Health Facility for only close monitoring. In the incident, the affected people in the incident help the responding authority to plan for action. The incident occurred at 2300hrs of 26/6/2020. The responsible people for the incident are the four nursing officers who were on night and day time duty. The two nurses who were on day time shift were responsible for misplacing the file of the patient whereas the two nurses on the night shift are culpable for the administration of the wrong medication   
Witnesses
In the incident, there are two witnesses, the male ward hospital guard and the adjacent patient who was close to affected. The incident was reported by the hospital security guard, attached to the male ward. Also, the adjacent patient to the affected is the second witness of the incident who saw the attending nurse administering the antihypertensive medication to the patient. The CCTV camera also serves as the exhibit for the incident.
Environment
The incident took place in the male ward of the Vila health facility. The male ward wing of the hospital at the time of the incident was full of patients.
Actions
The two nurses on the night shift reported the incident to the head in charge of nursing services and who later reported to me as the quality manager. As a quality control manager, I undertook a situation analysis survey of the incident. The survey findings indicated that the four nurses on duty during the time of incident engaged in professional negligence and which as the quality manager I instituted disciplinary measures. To mitigate future patient identification errors, as a quality control manager, I advocated for safe patient safety culture among the nurses.
What is your goal in addressing the issue?
The prime aim of my quality control department is to achieve optimum care of patients and which is free form medical errors arising from patient identification errors in Vila Health services.
Which two to three key items will be your focus?
Working
The long working hours for nurses in Vila Health Services contributes to burnouts and fatigue. The majority of nurses on long shift hours are more prone to medical errors as compared to the nurses on short shifts (Akman et al., 2016). As a leader with empathy, I will consider reducing the number of working hours to the nurses on long shifts.
Staffing 
The limited number of nurses working in Vila Health services might have let to the incident to be reported. As a quality control manager, I will carry out human resource analysis to determine the number of nurses needed in each department of the hospital and plan for hiring more nurses (Brewster et al., 2016).
IHI Triple Aim
Triple Aim of IHI postulates that there is a need to design and develop three models to improve healthcare services. Patient-centered and experience of care is one of the Triple IHI of the Vila Healthcare services. The needs of the patients will are the priority of the program. As a quality control manager, the population needs assessment and community diagnosis is the strategic aim of Vila Healthcare services. The services are also affordable to the targeted population (Merry et al., 2017).
How does the IHI Triple Aim apply to this specific incident?
The IHI Triple aim relates to the incident where the patient was admitted to the Villa health services and received poor quality services by the nurses. The patient was therefore not satisfied with the services he received in the hospital. The incident is described by the Triple Aim of how the quality services must satisfy the client as reflected in the satisfaction and repeat visit for care. The care provided must be also affordable and which is reflected in the incident the patient accessed the service of the hospital at the hospital (Merry et al., 2017).
What IHI Triple Aim elements will you incorporate into your organizational improvement strategy?
The best Triple Aims I will incorporate in the organization will be improving patient satisfaction and reduce the cost of health care services. Improvement of patient satisfaction is achieved through the provision of quality healthcare services and at an affordable cost (Merry et al., 2017).
Culture
What is culture?
Culture is the shared norm, values, beliefs practices that the organization practices and w shapes the institution tradition (Crane et al., 2016).
Why is culture a critical organizational priority for safety and quality?
The culture controls how the employees of an organization interact. As for Vila Health, good culture helps the nurses to report patient identification errors to the quality control department. The culture of reporting errors improves the quality of services in Vila Health. Culture is also significant in building good morale in the work environment and hence improving the work output. Nurses with good positive morale in Vila Health perform good quality work and which reduces the work hazards and hence improve the quality of healthcare services (Crane et al., 2016).
Based on the knowledge you have about the selected issue, what do you know about the existing organizational culture?
Based on the patient identification error incident in Vila Health, I can attest that the poor communication practices among the staff, is linked to the incident. Organizational culture in Vila Health is compromised and which is linked with poor management.
What are some of the evidence-based strategies you are considering you could employ to cultivate a culture of safety?
Open communication is an important practice of cultivating safety culture in Vila Health. The open communication and reporting platform help the nurses to report the incident to their immediate supervisor. The open communication practice will be adopted by many employees in the organization and hence improves the culture of safety (Crane et al., 2016).
Collaboration
Which key departments need to be directly involved with the corrective action process?
 The quality control and nursing services department will be involved in the corrective action process. 
What is your rationale for selecting these departments? 
	The quality control department is involved to assess the quality parameters and standard operating procedures followed by nurses in the hospital. The nursing services department is involved in the process to assess the professional conduct of the nurses involved to initiate disciplinary action if it is deemed fit.
Which specific senior leader, front line staff member, and a clinical expert will you include in your action plan and hold accountable for implementation?
The nurse matron in charge of the nursing services will be involved in the plan. The purpose of involving the matron is to help monitor and evaluate the efficacy of the plan.

What are the implications of not engaging with all departments toward making safety and quality top of mind? 
 The departments with quality control in the hospital will perform well as compared to the departments without quality control. Patient identification errors are minimal in the departments using quality control.
How might you involve other departments in addressing the specific issue and the cultural issue?
I will create a conducive environment whereby all the nurses in the hospital trust one another. Trust in an institution creates an environment whereby nurses share patient identification information freely without hiding anything from colleagues. Trust in an organization lead to open communication and which is the culture of Vila Health
Leadership
Which specific leaders within the organization could assist you in addressing this issue and in making patient safety and quality top of mind throughout the organization?
The chief executive officer and the patient safety director are the important leaders in addressing patient identification errors in Vila Health. 
What role do you expect these leaders to play in addressing the specific issue and the issue of culture?
The chief executive officer of Vila Health is responsible for lobbying of finance to implement patient safety protocols and train nurses on patient identification protocols. The patient safety director is tasked with ensuring safety in the hospital environment.
What best practices would you employ to enlist their aid in the improvement effort? 
 I would build a good reporting culture of incidents among the nurse in the hospital. Many incidents are underreported in the hospitals and which affects the policy and decision-making process. Also, I would encourage the nurses to utilize professionalism while handling the incidents (Donaldson et al., 2017).
What role does the organization's governing board have in terms of quality and safety in the organization?
Development of patient safety procedures, rules, and standards in the hospital. The safety procedures are drafted to aid nurses while discharging their duties in hospitals. The governing body also investigates the causes of the safety incidents in the hospital (Donaldson et al., 2017).
How could you enlist the governing board's aid in your improvement initiative?
 As the quality control manager, I will ensure that the provisions, procedures, and protocols issued by the governing board are followed by the clinical team to reduce incidences that compromise patient safety. By ensuring all provisions are adhered to, the incidents of patient identification errors will be reduced in Vila Health (Donaldson et al., 2017).
What additional information could you provide them to increase their involvement in the organization's safety and quality improvement efforts?
	As a quality control manager, I will provide monthly reports of the incidences of safety hazards that have occurred in Vila Health. I will also provide the location of the frequent incidents reported in the department (Donaldson et al., 2017).
Leadership Action Plan
What are three evidence-based actions you recommend that would help to solve the incident that arose?
As a quality manager, I will first recommend the identification and selection of the incident response team. The incident response team will include the patient safety leader, the matron nurse, and the security and the nurse in charge of the male ward unit of the hospital. I will assign each person in the team roles and responsibilities (Donaldson et al., 2017).
As the quality manager, I would then recommend identification of the incident and entails identifying the possible causes of wrong medication and name tagging (Donaldson et al., 2017).
Lastly, I would recommend the identification of containment and eradication of the incident. The response team will identify the complications of the drug administered. The nurses responsible for the incident will be educated on patient identification protocols and patient safety culture (Donaldson et al., 2017).
What are three evidence-based best practices you recommend to address the issue on an organizational level?
I would recommend continuous medical education on patient safety to nurses to equip them with the best skills and practices. Many nurses who undergo continuous medical education practice safer patient safety protocols while handling the patient (Escher et al., 2017).
Recommendation of system thinking approach in all the operations of the Villa Health. The individual elements of Vila ranging from human resources, technology, and operations are holistically integrated and eliminates the chances of patient identification errors (Escher et al., 2017).
 I would also recommend the establishment of a clear communication platform between the nurses and their superiors. Clear communication platform eliminates confusions that may arise leading to patient identification errors. Each department in the wards must have a clear organogram of communication (Escher et al., 2017).






Part two: Application of Risk Management Principles
Risk Description
 In Vila Health services, a patient was admitted on 20/6/2020 with chronic dementia and type 2 diabetes and the attending physician indicated admission for close monitoring. The nurses on night shift administered antihypertensive drugs, contrary to the indication of the physician. The administration of anti-hypertensive to the wrong patient in the male ward is one of the risks the night shift nurses performed. The patient is at a higher chance of developing complications resulting from the wrong administration of the anti-hypertensives.  
Which potential risk to your organization from the Vila Health: Patient Safety simulation are you analyzing? These included patient identification error, medication error, and a HIPAA/privacy violation.
	Regarding the incident that occurred, patient identification error is one of the incidents that occurred in Vila Health. The night shift nurses administered the wrong drug regimen to the patient. The anti-hypertensive drug administered was not indicated for the patient referred to in this incident. The potential risk associated with wrong drug administration includes drug dependency, headaches, nausea, drowsy and erectile dysfunction. The Vila Health services risk losing operation licenses in instances the patient sue the hospital for the wrong administration of drugs by the nurses. The hospital is also at higher chances of being sued for professional negligence due to the commission the nurses performed. The quality of services offered by the hospitals is at a higher chance of being compromised by the nurse's practices. Moreover, there are higher chances of developing complications arising from administration of the antihypertensive drugs.
Risk Implications
 The Vila Health service license will be withdrawn by the quality control regulator. As the quality control manager, to avert withdrawal of operation license, I would initiate a risk identification strategy of the incident to identify the root cause. As a quality control, I would examine the number of nurses to patient ration to ascertain the number of nurses required to provide quality of nursing services required. I would recommend the addition of more nurses to the male ward, to increase work efficiency and reduce the workload in the male ward. 
	The hospital is at a higher chance of being closed due to the incident that the night shift nurses committed. The Vila Health service is at a higher chance of being closed due to the incident and the quality of nursing services provided by the nurses. The quality parameters stipulated in the policy statement contradicts the services provided by the nurses. To mitigate the imminent risk of closure of the hospital, as the quality control manager, I would initiate an investigation to ascertain the causes of patient identification errors. I would assess the process of admitting the patients in the hospital.
What are the risks to patients, employees, and the organization if this particular risk is not addressed? In other words, what could happen if the organization chooses to do nothing?
	In instances the patient identification is not addressed, more medical errors are more likely to occur in Vila Health Services. The patient identification filling errors in the admission department might lead to patients assigned wrong drug regiments. The administration of wrong drugs to the wrong patients might lead to death or injury to the patient.
 The patient identification errors might result in the dismissal of the employees. The wrong administration of drug regiments attracts the disciplinary process (Escher et al., 2017). The disciplinary verdicts might indicate the dismissal of the employees found culpable of the incident. The two nurses on night duty are more prone to be dismissed from the work station due to professional conduct.
	The reputation of the Vila Health services will be compromised by the incident. The hospital reporting patient identification errors will taint the quality of services offered in the facility. In instances the hospital does not address the patient identification errors, the good reputation of the facility will be compromised.
Risk Identification
 Identification of the potential risk is an important step in risk management strategies (Escher et al., 2017). Concerning the patient identification error incident in the Vila Health Services, as the quality control manager, I would request for the patient identifies in the admission register of the hospital. The patient identifies I would request include the name, phone number, the address, the physician indications, date of admission, date of birth, and the medical history of the patient. All the information from the admission as reflected in the patient identifiers will aid in auditing the incident. Also, I would initiate the interview process of the security personnel attached to the male ward at the time of the incident. The CCTV cameras mounted in the male ward will serve as the prime investigative tool of ascertaining the circumstances that led to the incident.
What risk management strategies and techniques will the organization employ to identify this type of risk in the future?
 As the quality manager, I would recommend the utilization of information gathering of all incidents occurring in the hospitals to institute preventive measures. All the clinicians in the hospitals would be interviewed to assess all the possible hazards in the hospitals. The information gathered about the causes of patient identification errors will aid in identifying the potential solutions to the risk. 
 The checklist system will serve as an important tool for mitigating patient identification errors. A checklist system is a tool for identifying potential hazards and risks in the hospital (Escher et al., 2017). The checklist system identifies the potential risks in the hospitals and relates to the department in which the risk occurred. The checklist maps the potential sources of the risks in the hospital and rates in terms of occurrence. As the quality control manager, the checklist system will serve as the reference point of identifying potential risks in the hospital. The checklist system is the best risk management I would recommend, as it highlights the rate and place of the high occurrence of risk in Vila Health System and which makes it easy to institute mitigate the risk identified.
Risk Reduction/Elimination
 Establishment of patient identification protocols in the hospital. The patient identification protocols in the hospital highlight the required details of the patient to avoid confusion which may occur during and after the admission (Escher et al., 2017). The patient identification protocols elaborate on the admission criteria and the details of the patient. The patient details include the date of admission, name, the ward admitted to, the bid number, the medical history, and the physician drug indications and contraindications. As the quality control manager, I would recommend the utilization of patient identification protocols in Vila Health to avoid the occurrence of patient identification errors in the future.  
	Engagement of patients in the identification process is an important step in mitigating patient identification errors. The patients should be encouraged to freely communicate their perceptions and feelings about the services (Escher et al., 2017). During the clinical rotations, the nurses and doctors should confirm from the patients of the socio-demographic information in the admission files.
What steps would you take to implement your plan to eliminate or reduce your selected risk?
 As the quality control manager, I would initiate the risk identification process of all the potential sources of patient identification errors in Vila Health. The risk identification process entails an assessment of hazards through interviews, the use of CCTV, and information gathering from key informants. 
 Establishment of mitigation strategies to control risks associated with potential patient identification errors. To help reduce the imminent risk, I would recommend the utilization of current technological advancement. The technological advancement will reduce the errors arising from confusion during admission of the patients in Vila Health. Also, the assessment of the content of continuous nursing education will be important in educating the nurses on the importance of minimizing patient identification errors as the old practice does not address the risk. 
 Monitoring and evaluating mitigation measures is important in assessing the status of patient identification protocols. The monitoring and evaluation process maps the parameters used to evaluate the mitigation process. As the quality control manager, I would initiate utilize incidence rate to monitor the efficacy of the mitigation measures put in place. 
Conclusion
 The incident of admitting a middle-aged man with diabetes and chronic dementia and who was later was put on anti-hypertensive drugs requires a leadership action plan to solve the issue. As a quality manager in Vila Health, the recommendation of identification of response team, incident details, containment, and eradication plans are important in responding to the incident.
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