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Introduction
Root cause analysis is a useful method of understanding the problem and providing solutions. It is the process of identifying negative areas, looking at the complex system of the problem than identifying the key areas of failure and finally determining whether the solutions to address the critical problems tackle the issue.
The number of emergency departments is increasing, so the rules and regulations keep changing. There is the need for them to stay abreast with these rules. It is also important for hospitals to have rules and minimum standards that will guide the hospital in their day to day activities. There should also be consequences in place for bridging these standards. (Stamatis, D. H. 2003, 113).
In this case, the emergency department is understaffed. On that day, there were two nurses, one RN and one LP, one secretary, and one emergency department physician. Considering that this is a sixty-bed hospital, the number of staff cannot perform to the expectation. This group of people leaves room for negligence, as the nurses will attend only to those they thinks are the most critical patients, and this is an emergency department where most patients are critical. It also leaves room for mediocre services, as the ration of a nurse to patient is not up to standard. According to the policies and regulations of Freestanding Emergency Departments, there should be adequate and qualified personnel in emergency departments.
The hospital has a policy that requires patients to remain on continuous B/P ECG and pulse ox meter throughout the sedation process until discharge. During the sedation process, the patient appears not to be responding to the sedation, and different drugs are administered to achieve this. Despite achieving pain control and sedation, the patient undergoes torture. It is after the administration of so many drugs that the doctor notes that the patient's weight and regular use of oxycodone are the causes for the difficulty for the sedation. It appears that the patient was placed on the B/P machine after the sedation and is still sedated after the process, which is not in agreement with the policy of the hospital.
Emergency Departments should also have agreements and policies in place to provide a smooth transfer and discharge process. On that day, there were two patients whose treatment order and discharge were pending. One was examined and received treatment, but his release was pending. The other one had been reviewed, but his laboratory tests were pending. These patients would have been discharged to leave beds for other patients who are critical. This means that patients who need emergency and immediate attention may miss beds because of the pending cases.
At the arrival of other emergency patients, nurse J and LPN nurse were all busy dealing with other emergency patients. The patient was left under the care of machines and a son who is not a professional or even aware of what is happening. The patient’s condition was still critical and deserved attention and care. While one nurse is busy clearing patients, the other one is dealing with the new patients. There is some level of negligence on the part of the LPN nurse. At the detection of low O2 saturation, which is now at 85% from 92% , the son alerts the nurse, but the LPN comes to the room briefly to reset the alarm and B/P reading. She does not respond to the real issue at hand. The nurse is not as qualified as nurse J, and that is the reason why she only reset the alarm and not give solutions on the lowering level of oxygen. Nurses at Emergency Departments should be qualified personnel able to handle all situations at all times. At this time, nurse J who is the qualified nurse is busy dealing with other patients. The patient’s O2, later on, lowers to 79% and is not breathing at all. This situation could be saved by the LPN nurse.

Process Improvement Plan
Sedation Process
The aim of sedation is to reduce pain and give patients comfort during a painful procedure. In this case, the patient underwent torture by administration of different drugs that led to deep sedation instead of minimal one. First, the nurse should carry out all the examinations to know different situations that may cause difficulty in sedation. Mr. B was a frequent user of oxycodone and overweighed, which should have been noted before the sedation process. Secondly, the hospital should place patients on B/P, ECG and ox meter during the procedure to know the changes in the B/P and oxygen levels during the procedure. Mr. B was placed on this machine after the procedure had been administered. Thirdly, the process should be slow but sure. The doctor too should know whether he is to administer minimal, moderate, or deep sedation. In this case, the doctor should have administered slow sedation but ended up with deep sedation.
Staffing
The hospital should be adequately provided with qualified and well-trained personnel. The facility should have an adequate number of staff able to meet the number of emergencies procedures and the needs of the facility. In this case, there is only one nurse and a physician who can meet this standard. The hospital seems to have some support staff as compared to the critical personnel. The hospital should recruit more nurses and physicians.
Qualification and Training
The nurses should be at all times registered and with a minimum requirement on cardiac life support and pediatric life support. Even after the alarm of low O2,  the nurse only reset the alarm but did not do much on the O2 level. There should also be a continuous training of the LPN nurses on the basic and emergency procedures. They should be equipped to handle emergency situations
Management
The administration of the hospital is key to the success of healthcare system. The management should have top nurses and doctors in charge. They should teach and give advice to the young doctors. The management should also be ready to implement new ideas and changes.
Plan Testing
It is important for the leading team to test the process improvement plan to know if the plan is workable and how efficient it is. First, they will have to do an introduction of the plan to the employees. Then, teach them on the new changes and let them know the importance of new modifications. Secondly, select a number of people to carry out a pilot test. This will be useful in alleviating the unforeseen problems. A pilot test will be done, and the results or data from the test will be taken. The team will then discuss the problems encountered by the pilot test and recommendations will be given. Lastly, the recommendations will be included in the process improvement plan that will be then introduced to the hospital.
Change Theory
The theory of change defines the long-term goals by outlining the necessary pre conditions. One should have a set goal in mind and have the process, procedures and ways of achieving this goal. In this case, the goal is to minimize chances of reoccurrence of such an incident, and the preconditions are the process improvement plan. There should also be a distinction between the desired and the actual outcome.
There are three types of forces. Driving force that pushes to the direction of change. Restraining forces that counter driving strength and finally equilibrium that is an equal force of both driving and restraining force. Theory of change ensures a distribution of forces dynamics.  Some employees may be ready for change and may be the driving force while some may not be ready for change and may be the restraining force. The management should be willing to be the equilibrium force and help in the achievement of the goal.
Change theory states the management of behavior. It is important for the management to prepare the employees on the process improvement plan. Let them be aware of the changes and the implementation procedure. Explain to them the importance and the reasons for the change. This will help reduce resistance and will improve good will to change.
Failure Mode and Effects Analysis
Members of the Interdisciplinary Team
It will be a six-member team that will see the implementation of the plan. It will include:
1. One top management official. The improvement process procedure involves the management. There needs to be one official to report to the management.
2. Emergency department physician to report on the changes and the issues of the physicians.
3. A senior nurse who will be the head of the nurses and ensuring implementation of the changes in the nurse's department.
4. One LPN nurse to be a representative of the nurses.
5. A member of the support staff who are crucial in the successful implementation of the process improvement plan.
6. Human resource department representative to help in the training and recruitment of the employees.
Pre-steps
· Show the scope of the Failure Mode and Effects Analysis with a clear illustration of the process to be studied.
· Select a team that will lead the process.
· Graphically describe the process.
The first step explains the scope that the FMEA will cover. In this case, it will cover the process of admitting patients and sedation to the staff. There is also a six-member team in place to manage the process. The graphical design will involve developing flow diagram, focus on the manageable part of the process and concentrate on the sub processes too.
Process
· Conducting of Hazard Analysis
	In this step, list the failure modes. Determine the level of severity and probability and use a decision tree to help in decision making then list the failure mode causes.
Post process
· Actions and Outcome Measures
This stage aims at eliminating, controlling or accepting the failure mode cause. It will also describe an action for each failure mode cause and finally identify the outcome measures that will be used in analyzing and testing the re-designed plan.
Identify an individual with title to complete the recommendations
Show whether the top management has agreed with the recommendations.
Three Steps
The three main steps are severity, occurrence, and detection. In the process improvement plan, sedation is one of the areas that is focused on. In a case where the proper examination of the patient is not done as is supposed to as in the process improvement plan, there will be some problems in sedation.
Severity. This is the more severe effect for a failure mode which is the lack of detection of a problem during an examination. This should be foreseen without any chances of detection or an occurrence (Krasker, 2004). The severity, in this case, will be an overdose of the sedation drugs which will cause either deep sedation. Chances are death might occur if the situation is not well managed. The use of ranks or numbers will help in identifying the level of severity. The greater the number, the higher the level of severity.
Occurrence. This is the ranking number that shows the level of likelihood that the presented failure mode is likely to occur. (Krasker, 2004). In this case, if the person doing the examination is not well trained, then there are chances that some important details will be left out. This increases the likelihood of an occurrence, and it is ranked higher.
Detection. This is the probability of the cause of failure to be known before failure. It is the ranking number of detection type controls.( Krasker, 2004). At some instances, a problem may be detected. An example, in this case, is the failure in examination machine which will give inaccurate results. Once identified systems need to be in place to put things right. Machines will therefore be ranked higher in detection.
Interventions
There should also be control measures that either detect or prevent failures. However, there is that failure that is unavoidable. In this case, is important to have planned actions in place to either eliminate, reduce or eliminate the risk when a problem happens. Risk priority numbers need to be in place to help in a numerical ranking of risks.

Key Role of Nurses
Nurses play a crucial role in ensuring the quality of healthcare is maintained. It is important for nurses to take a leading role in their places of work because they are the foundation of quality healthcare in hospitals. Those with higher and better skills/qualification should teach other nurses so that they can be better in their work. They should have a duty roster and timelines on the ward rotations. Rules and regulations in place to govern the nurse's conduct and nurses, on the other hand, should have self-initiative to follow the rules and regulations (Green, 1999)
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