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	FEMA and RCA 
A
Root Cause Analysis (RCA) is an essential method of solving problems which aim at exploring the root cause of the incidents or problems. It is primarily grounded in the principle that the problem can be addressed by correcting the root manifestations as opposed to the other techniques which underpin the fundamental symptoms of the problem. As stipulated by IHI, there exist six steps involved in the RCA process. First, the root cause of the problem or the instance that occurred is examined. It is assessed in an acute and complete manner. A strategy is successful to accomplish the step which is incorporating diagram in detail and establishing teams to identify the issue. Second, the occurrence which would have occurred in the ideal case is evaluated. Third, the evidence and data are classified until an incident or the eventual problem are located. Each deviation in any form of action, condition, behavior and passivity ought to be recorded in the investigation. Fourth, the plausible causes are determined in an attempt to explore the elements which directly contribute to the issue. For the responsible factors, diagrams as Ishikawa are drawn to supplement the addition of experts in the method. Fifth, it is one of the most crucial steps which include the detail of suggestions and actions to pre-empt the occurrence of such instances in the future. A wide range of categories is utilized to list the suggested actions. The extent of these categories is significant and can incorporate a wide range of changes. In the sixth step, the process of summarization takes place. A comprehensive summary of RCA is written and shared with the stakeholders. 
[bookmark: _GoBack]Mr. B was critically sedated with hydromorphone and diazepam noticing that he was under an opioid medication like oxycodone. The consequences of the drugs could have been severe in those circumstances. The withdrawal impacts of the sedatives besides the oxycodone and Mr. B’s health caused the death. Primarily, the doctor T and nurse J should have assessed the medical history of the patient before recommending sedatives. The choice of other sedatives with pleasant impacts was also a potential option. These were the findings of the team and the team will further view incident reports to stipulate the consequences in case precautions were pursued. Mr. B should have been placed on the Pulse Ox and automatic B/P machine before scheduling the sedation. Upon finding the challenges associated with sedating the patient, the nature of narcotic should have been revisited. However, none of these steps were observed and the contrary took place. These steps can be manifested in the suggested actions to pre-empt the problem in the future and in the end, a summary of the process is shared with the stakeholders involved in the case. 
B
	Kurt Lewin created the Lewin process in the 1960s which is deemed to be the earliest manifestation of the change theory. It comprises three stages as unfreeze, change and freeze. Whenever a sentinel event takes place in hospitals, the root cause analysis becomes imperative to be performed. The first stage in the process is unfrozen. In this stage, the organization may be pursuing the procedure which has become unchanged and standard. The staff ought to rejuvenate the working plan and shun the protracted methodologies to move in this stage. In the current scenario, the LPD, MD and RN are all responding without a systematic procedure. The LPN has instinctively cycled the blood pressure and silenced the alarm without knowing the purpose of the alarm. The RN, MD and LPD must be receptive and open to changes in the procedure. Change is the second stage in the process. Essentially it refers to a transition period. Investment is necessary to witness change and with the existing RN, MD and LPD, they need to comprehend the purpose of the change and responsibilities needed to be observed. The key is revisiting the moderate sedation policy. Adding the essential ECG after and during the procedure will ensure the enhanced safety of the patient. Education is significant in the process as increasing the staff will take place when the staff is comfortable with their roles. The last stage is to freeze. Change can only be efficient if it is permanent. Once the staff becomes competent in procedures and change has occurred, opportunities are offered to the employees to thrive. As the RN, MD and LD are advancing to change and have a clear policy to follow, the mortal of the staff will accelerate and the patient satisfaction will rejuvenate. 
C. 
The Failure Mode and Effect Analysis (FEMA) is an essential tool utilized to address and identify the problems of the system before adversity occurs. It aids in advancing new procedures, policies and locating the unintended manifestations before the implementation. The following are the seven steps involved: 
Choose a Process to Asses with FEMA
	It is a crucial stage as not every technique can be viable here. The processes comprising few sub-processes are the standard procedures to be associated in the stage. 
Recruiting a Diverse Team
	A multi-disciplinary team constitutes the individuals who are involved in the entire process.
Collaboration in the Team to Note the Steps
	The process will require successful collaboration among the team members. It can take days to formulate the peculiar steps to be incorporated in the process and making diagrams makes the wok further easier. 
Listing Causes and Failure Modes
	All the plausible causes and failure modes are explored and identified in this stage. Afterward, the elements which enhance the likelihood of the failure of the process are explored by searching for solutions in each step. 
Assigning Numeric Value (RPN) for Every Failure Mode
	To prioritize the potential actions, it is necessary for the team to assign numeric values. During the assignment of these numerical values, teams ought to consider the elements as the probability of detection and occurrence of the severity.
Assessing the Results
	The calculations of the risk priority number (RPN) is accomplished by multiplying the likelihood of detection, occurrence, and severity in an integrated manner. For instance, the RPN of the whole process is attained after summing up the findings. 
Utilizing RPN to Establish Process Improvement Metrics
	As per the results, the action plan is established to address the three key factors discussed earlier. Viable steps should be constructed for the enhanced unlikelihood or likelihood of their occurrence in the lasts step. 			
D
	One of the primary manner to utilize the improvement plan from Part B would be using the Plan Do Study Act (PDSA). It is a concise way to test and manage the change. First, a committee will be established to set a goal and defining the metrics to calculate the collected data and making a protocol list for the critical process of moderate sedation. Second, it is essential to set a date and convey it to the emergency room staff and putting the checklist in action. Third, the results should be observed to evaluate if the physician and nurses find the changes to be effective or there exists a need to modify the checklist. Fourth, when the data reflects satisfactory results, the plan of moderate sedation will be improved from the knowledge acquired in the process. It is always significant to test the changes to assess the enhancement which can be expected and decide whether or not the recommended change will yield the desired outcome. 
E
Promotion of Quality Care
	Nurses should ensure quality care is sustained by raising the standards of care. Conducting research and involvement in the strategic plans which aid in quality enhancement will prove beneficial for the quality. 
Improving Patient Outcomes
	It is the responsibility of the nurse to not only assist the patient to recover but also help their general well-being. Thus, nurses ought to persistently remind each other of the essential responsibilities and the fundamental role they are required to fulfill.
Influencing Quality Improvement Policies 
	 The integration of both quantitative and qualitative research in healthcare is imperative. After becoming an integral part of the decision-making process, nurses can contribute toward dispensing quality care to the patients. 
1.
	The involvement of nurses in FEMA and RCA processes manifests their role in handling the processes in hospitals. Besides, both processes involve the identification of methods to enhance nursing practices. For instances, nurses will be offered the platform to participate and change the structure of healthcare. Identifying challenges in hospitals, coming with potential solutions prioritizing them and above all, modeling profound leadership practices are the key steps to enhance the potential of nurses. 
