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Adverse or Near Miss Events
Serious adverse events unfortunately still occur in hospital despite the best efforts of pharmacist and nurses in organizations to prevent harm in medicine. When these adverse or near miss events occur, the priority of health care providers is to ensure that the patient’s condition is managed appropriately (Brook, 2015). It is essential that all disciplines involved both as individuals and as a part of organizations, learn from such events and make appropriate changes to decrease the likelihood that such events will recur (Brook,2015). Medication errors are preventable events that may lead to a patient’s harm while the medication is in the control of the nurse. Adverse drug events may lead to a major threat to patient safety. Sanchez (2017) It has been estimated that when adverse drug events occur in the hospital setting, they increase the patient’s length of stay by an average of 4.6 days and the cost to the approximately $4685 per event. Fortunately, many medication errors are preventable, and the implementation of health information technologies, such as bar code medication administration (BCMA) systems help to elevate such harm (Shah,2016). 
Analysis of Missed Steps and Protocol Deviations 
During my professional nursing experience, I have witnessed an adverse medication drug event. The staff nurse involved was relatively new and was assigned a patient in alcohol withdrawals although this was not his admitting diagnosis. The patient was in his seventies and rather belligerent and difficult and was requiring extra staff for his health care and subsequently a high level of stress and anxiety for the nurse caring for him. The assessment of this patient revealed that he had underlying medical conditions. He was admitted for altered mental status as his family found him at home confused and disoriented. On this shift, the nurse was given Ativan and Haldol to control his behavior. She had given him Ativan 1mg IV, at least twice during this shift. The patient had become agitated and combative and the nurse removed Ativan from the medication refrigerator this last time and gave the dose that she thought she had given previously. During this time, the medication Ativan was in the refrigerator and had to be removed by key and not signed out the Pyxis system initially. It was not uncommon for a nurse to remove this medication from the refrigerator and then sign the dose out later by entering the dose administered in the profile. There missed steps and protocol deviation related to this event included the nurse assuming the patient’s dose based on previous doses, removing the medication, and giving the medication without scanning the dose first. Missing information for her currently, was his previous medication reaction history and his underlying chronic obstructive pulmonary disease history. Unfortunately, the nurse had given Ativan 2mg IV this time, and with the previous doses this and his age and underlying medical history the patient experienced respiratory distress and had to be transferred to the intensive care unit and subsequently ventilated.	
Analysis of the Implications of the adverse event for all stakeholders
 The implications for all the stakeholders in this event include the harm caused to the patient the reporting and disclosure of the event to the family, communication with the interprofessional team to include the physician, pharmacy and nursing administration and the impact on the community and the reputation of the organization. The immediate step after a harm event is to manage the patient’s condition and protect the patient to ensure precipitating cause is removed and he returns to a hemodynamic state. Sequential steps in managing an adverse event, include if an injury has occurred to a patient, all immediate attention must be focused on managing the patient’s condition and limiting the extent of injury (Brook, 2015).  Immediately after the event, it is necessary to disclose the event to the patient and to the family members responsible for the patient’s care. It is also necessary to report the event via the organization’s reporting system for such events that require incident reporting. It is also necessary to providing support to the nurse involved. Leaders should not underestimate the emotional effects a serious adverse event can have on staff members, who in many instances represent a “second victim” (Brook, 2015). (Brook, 2015). Organizations should ensure that appropriate emotional support is available during this time. Staff may need to be excused temporarily from clinical service and be assured that the event will be thoroughly and fairly investigated within a “just culture” framework (Brook, 2015).
Evaluation of Quality Improvement Technology 
Barcode medication administration systems are designed to reduce medication errors by electronically verifying the five rights of medication administration—right patient, right dose, right drug, right time, right route—at the patient’s bedside (Shah, 2016). When the nurse scans the medication to be administered, the data is delivered to a computer software system where algorithms check various databases and generate real-time warnings or approvals. Most systems then automatically document, in real time, the administration of the medication in an electronic medication administration record(Shan, 2016). One of the barriers to the use of the barcode medication administration systems includes the lack of definitive evidence that the systems  actually reduces preventable medication errors. The ability to use a work around, especially in hospitals that are already using other safety systems add to this lack of evidence. Also, the ability to use a work around when using an automated dispensing device that increase the chances of an adverse event such as this medication error has an impact on the evaluation of quality improvement technology. The quality improvement technologies related to this event include the use of the barcode administration system and how effective this system is in reducing medication errors. This can be measured by recording each nurses’ medication scan rate and then evaluating the number of medication errors. The use of the automated dispensing device can record the medications that are scheduled to be administered and whether the medications are administered according to policy especially narcotics as in this case. 
Quality Improvement Initiative to Prevent Future Adverse Event or Near Miss       
To create a quality improvement initiative to prevent future adverse events it is necessary to consider which solutions can be implemented immediately and which solutions need preparatory work and resources and thus can be implemented only later. Organizations must learn from adverse events and make the changes necessary to prevent events from occurring in the future. To decrease the likelihood of future events it may be necessary to use a widely accepted structured process called the root cause analysis to real this goal. The solution to any problem depends on the circumstances and the spectrum of root causes (Brook, 2015). 
The quality improvement initiative for this adverse event would include policy changes. It will be necessary to change the way the IV narcotic medication are dispensed. The nurse would have to access the automated dispensing device prior to being able to access the medication. It would require development and implementation of a new policy, along with training and monitoring compliance with that policy. To implement, monitor, and manage the change process, it will be necessary to get team involvement from the necessary stakeholders involved in this process. The organization must be committed to change the process with immediate policy change. The interprofessional team to include pharmacy and nursing must agree to implement the change as quickly as possible. A monitoring system must be in place such as monitoring future medication error and outcomes to effectively monitor progress. Improvement efforts require dedication to achieve a safe culture and safe processes.  Smaller solutions should be implemented immediately. Health care practitioners do not work in isolation. It is important that experiences be shared and that individuals learn from others without having to experience the same adverse events (Brook,2016).







  












References
Brook, O. R., Kruskal, J. B., Eisenberg, R. L., & Larson, D. B. (2015). Root cause analysis: learning from adverse safety events. Radiographics, 35(6), 1655-1667.
Sanchez, J. A., Lobdell, K. W., Moffatt-Bruce, S. D., & Fann, J. I. (2017). Investigating the causes of adverse events. The Annals of thoracic surgery, 103(6), 1693-1699.
Shah, K., Lo, C., Babich, M., Tsao, N. W., & Bansback, N. J. (2016). Bar Code Medication Administration Technology: A Systematic Review of Impact on Patient Safety When Used with Computerized Prescriber Order Entry and Automated Dispensing Devices. The Canadian journal of hospital pharmacy, 69(5), 394–402. 
.
