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Introduction 1 in 5 (19%) medication administrations. A study of

o ] workflow related to medication management by nurses
Medications are a substantial element of care forreported that 27% of nurses’ time was spent on

patients over 65. Elderly patients are prescribetem megication-related activities. This observationaidy

than 30% of all prescription drugs. Adverse drugres  fyrther found major aspects of medication-related
or reactions to medicines are implicated in 5% %4 activities as follows: Obtaining and  verifying

of inpatient admissions, but even more medication medications 7.4%, medication delivery  6.7%,

difficulties could be prevented by monitoring drug information retrieval 3.9%, management of physician
therapy and identifying patients at risk (NQMC, 21 orders 3.9% and documentation of medication
Medication use in the patient over age 65 is aadministration 2.8%. Medication administration is a
significant topic for research and directed Quality complicated procedure frequently performed by rairse
Improvement (QI) in clinical practice. There aremo  and the opening for error increases significantihthe
than 2 million severe adverse drug reactions amyual number of medications to be administered and patien
and about 100,000 deaths due to medication problemsacuity (Johnson and Young, 2011).
Noncompliance, non-adherence, the difficulty of  |n an environment of limited resources and high
communication between patients and providers ard th demands on improving healthcare quality, many
burden of taking multiple medications can resulting providers and organizations alike worry that
interactions, adverse drug events, drug overusedangl  transparency of processes and outcomes may lead to
underuse. Adverse drug events are a leading cause @etribution, decline in referrals (whether selfeghls
morbidity and mortality. As of January 2009, the or other provider referrals) and presentation odmg
Institute of Medicine (IOM) reported that annually data. To address the worry of retribution,
between 44,000 and 98,000 deaths result from mledicagrganizations must encourage transparency and open
errors; while an estimated 7,000 deaths result fromreporting so that individuals can learn from their
adverse drug reactions. If medication reconciliasio mistakes and provide appropriate assurances that
were used however, adverse drug events can beutcomes will not be used for disciplinary acti®ata
targeted. In one such study, the use of medicationfor accountability and pay performance can be sshjo
reconciliation forms led to a drop in the percertad counted and expectations set (Meredith, 2011). Hewe
patients affected by adverse drug events from 36.9%he expectations must be appropriate and fair.
to 9.3% (NQMC, 2011). Presentation of correct, risk-adjusted data with
Nurses play a key role in administering medications comparison or benchmarking with like organizations
for inpatients. Some reports identified errors byses as  is necessary to earn staff buy-in and support for
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transparency. Dashboards, scorecards, or repog oéten
used for financial or operational measures arewsstul in
quality measures. While real-time may not be asifgignt
for outcome measures as for operational ones,itiessl is

a must. Providing information to the staff at thanp of
care helps detect problematic areas and gainsbatgdin,
improvement and sustainment (Meredith, 2011). Al
right performance improvement program, the agenitly w
have a head start on improving its processes.

are not doing right, train them how they could éttdr and
return them to work. Sometimes, if appropriatekected,
this educational method may result in initial imggments,
but in the hectic world of health care, it is toasg to
unconsciously return to old ways. The failure ohgie
education is exemplified to use the education ofesito
reduce medication mistakes. While the interventizade
initial improvement, within two years of the intention
not only were all improvements lost, but the hadpit

As the baby-boomers age, the elderly are deciding t recorded a quarterly rate of medication mistakghéetithan
stay in their own homes rather than seek care in aany seen in the past four years (Glasgow, 2011).

residential home or nursing home. The demand for

Several adverse drug events can occur with topical

nurses and medication management in the home baseghalgesic patches. A study was conducted to datermi

environment is most dire. On average, most ressdarg
taking between five and seven medications. Medioati

management therefore, in a nursing home, takes URsing

approximately 47% of staff’'s time. Proper dispeiusat
of medication is necessary to ensure safety fadeess

carefully to determine what tool is used to measur
successful medication runs. For home-based patients

home health nurses need a reliable measuremeniotool
quality assurance as well. Although they are natiy
handling medications three or four times daily,sthe

Okeporting system. Pharmacy records were

quality indicators in the environment that would/@ahe
potential to identify probable risk factors for jeats
topical patches such as fentanyl and
buprenorphine. All incidents concerning drug report
were consolidated from 2004-2011 to a regional
used to
determine adverse events. It seemed to be an ieffect
system for keeping track of adverse events for the
facility. The three most common errors were wrong
administration time, wrong dose and omission ofedos

home health nurses are teaching about medicatinss a (LOVPorg etal., 2014).
side effects (Wright, 2014). A discussion on the yealth Education

background and problem, review of quality indicator
process and an explanation of the quality indicator

chosen for a case study on medication administratio
prevent medication errors will be presented in shisly.

Logistics and Quality Management

Health care is still quality-driven and is in astsi
even after introducing quality management. The tlast
National Healthcare Quality Reports have indicatet

Change is very lasting when the individuals who
provide frontline care are involved and really ¢adi
about the QI they helped develop. While it is very
significant that the individuals who make the sigit
plan for an organization make it clear that theljp®and
support Ql, the health care system does not apgdyf i
to the necessary carrots and sticks for manageioent
easily affect change. Instead, it must be the firmnt

quality improvements have been slow and subject toleaders who identify a problem in quality, explaie

noteworthy unpredictability across regions andirsgst

need for a change and inspire individuals arouedtto

Further, a recent analysis by the CMS predicted tha meet and overcome the challenge. Furthermore,titeis

13.5% of Medicare beneficiaries experienced an ragve
event during a hospital stay (Glasgow, 2011). Taik

individuals who understand how a process reallyucecc
and can best detect the waste or potential sowtes

of improvement is concerning, especially in any mistake. Only when there is real energy at thetflioes

hospitals where Quality Improvement (Ql) is a unsad
activity. This raises the question of whether cotrél
methods are not sufficient for effecting widespreal
change. Plan-Do-Study-Act (PDSA) is the leadingleyc
that forms the basis of most QI activities. The RDS

cycle is akin to the scientific approach because i

for facilitating a change is it possible to obtiing-term

d quality (Glasgow, 2011).

In one Quebec hospital, there were 37 adverse €vent
however, at that time 10 of the events were fatahine

tout of 10 emergency department visits, seven vedated

presents an overlying background for approaching at© medication events and at least 70% were prebienta

problem, but does not plainly exclude the best oudh

Nurses can be proactive by educating patients paor

for solving a problem. Lean and Six Sigma put PDSA discharge, at medication administration and progdi

within a specific context that should present adied
focus for optimizing the QI process (Glasgow, 2011)

Public Health Management

educational sessions during inpatient stays, peatiy for
insulin. To gain a better perspective, E-safe fileare
created for adverse events, flagging them as tbeyrrced
(Au et al., 2014). Figure 1 (Arinadt al., 2014) indicates a

A frequent solution that improves quality in health nurse placing medications in a lock box within the

care is to round up a group of people, tell theratvthey
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patient’s room in a hospital.
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Fig. 1. Medication cabinet and stocked supplies

Errorsand Economics of early identification of situations that couldat to
medication errors such as name alerts, criticak car
units where many errors happen and insulin. To etark
this approach, the WHO PV marketing should be
geared towards behavioral changes that will promote
adverse drug reaction (ADR) reporting (WHO, 2011).
Marketing can be enhanced using the media and other
public initiatives. The impact of PV marketing eff®

well as the reputation. Beyond that, the patienthis should be measured by analyzing prescription data

most important and subjecting patients to poor weddi before_ and aft_er, analyzing media coverage and
care is the most important economic factor to avoid 25S€ssing behavioral changes (WHO, 2011).

The_ Joint Commission has standards of care set iNCultural Factors which Influence Error Rate

National Patient Safety Goals for medication

management. First the nurse must identify the patie ~ Health care will never be made substantially shier
by two identifiers such as name and birthdate. All focusing after the fact on individual providers.
medications in basins, syringes and cups must beAdditionally, naming, blaming and shaming indivitkia
labeled. Extra precautions are used with patientsfor doing things we are all capable of, never makes
receiving blood thinners. The nurse is to record an System safer-and may have the opposite effect.thieal
reconcile correctly a patient's medications priar t care organizations that try to restore public ateice
admission and at discharge (JC, 2012). Theseby punishing individuals suffer from the *“vulnerabl
environmental musts are necessary to ensure qualitpystem syndrome.” (Flemons and Avies, 2011). The

For administrators and nurse leaders, -cutting
medication errors is essential to safe patient ceue
compliance with the Joint Commission (JCAHO), CMS
standards and third party payers. There is no
reimbursement to care for the patient who is aimicf
a medication error (JC, 2012) and the CEO must
closely watch the financial viability of the fadili as

care for the inpatient. syndrome is characterized by three elements: Blamin
) frontline individuals, denying the potential for
Market in Error Advocacy catastrophes and mistakenly pursuing the “wrong tyfp

excellence” with a focus on production and finance
performance targets. That does not mean that duajua

: : o . o post-event performance is not significant. Howevee,
patients. If a hospital has a high inpatient metibca most important cultural aspect of this is the “ardt of

error rate, the quality of care is not very higld @atients  gatety” Through continual evaluation and perforoen
will most likely request to be admitted elsewhefe.  jmprovement, a “culture of safety” can be cultivhtey
marketable image is more than valuable in healih.ca  preventing errors before they occur. An organizatio
The World Health Organization (WHO), in must have the ability to have a reporting systeat th
conjunction with many agencies from around the @orl includes close calls and actual events. While tgn
is promoting pharmacovigilence. Pharmacoviligence just culture means reprimanding those who ignore
(PV) involves quickly targeting medication errorsda  organizational standards or intentionally harmegas, it
training staff and appropriate personnel how toictioe also means having recourse to remediate those who
errors in the future. It also involves promotingystem make mistakes. People within the organization shbel

The hospital with the least amount of published
errors is going to be the one with highest popofatf
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commended for providing information related to that these programs are reliable and can indicatdems
medication errors, not judged harshly. A just cidtu areas where they exist (Iselat al., 2011). Managers
also means having the means that organizationddshou must be vigilant in applying evidence-based practic
have the ability to draw conclusions about what is that they choose a workable and theoretically sound
needed in terms of reform. One example is that powe model for use in their facility.

may shift to the top level executive during a tiafeCrisis McMillian  (2011) argues that performance
(CEO). Organizations that have evolved this wayehav improvement for managers today has improved ower th

developed a flexible culture (Flemons and Davié$1 years to include more pertinent data and bettdeinn
Politics that Influence Errors processes. Having data collected that is pertiterhe
organization’s daily function is important becatisat is
how managers will see problems develop and betable

US, the Obama administration is earmarking $500ill intervene k_Jefore the problems Pec_ome too advanced.
dollars for health IT to capitalize on the docursent Retrospective factors such as reviewing the case die

efficiencies and safety improvements EHR implententa  fact and finding evidence that targeted behaviaggevin

can bring. Safety improvements, better healthcamsity ~ ©rror can be useful in improving care. The same tman
and reduced costs are several of the advantages &@me for prospective and concurrent reviews. With
implementing EHRs (Cannoy and Carter, 2011). Thedo  prospective reviews, reviewing the case before
of the Cannoy and Carter study was the human nktwor something happens can prevent a costly error and
of stakeholders who must cooperate to decide themanagers can rest easy knowing a crisis has begtedv
policies, procedures, laws and technological festdor (McMillian, 2011). For medication errors, it woulse
how EHR information will be exchanged electronigall  pest to have a prospective review if possible &vent
EHRs increase the safety of medication administnati errors from occurring, however, most likely the oty

by putting in place safety checks that people whoof medication errors fall under retrospective rexie
administer medications cannot avoid. The Cannoy andyjanagers need to take action review documentation,
Carter research focuses on the information polltlcslook at medication administration techniques arfieot

related 1o EHR |mplementa_t|_ons In complicated factors involved in medicating patients. It is ornhen
network environments. Politics involves how . . . .
will prospective reviews be effective.

individuals negotiate decisions and objectives uhfo
relationships of control and influence. It has been . .
shown that politics plays a key role in health Medication Errors and Information

information networks (Cannoy and Carter, 2011). Technology

The use of Electronic Health Records (EHRs) has
received a lot of attention during the last decddehe

. f i di In 2001, the Institute for Medicine announced that
Review of Quality Indicator Process Information Technology (IT) is going to be criticad

Performance reporting is important in contemporary quality improvement and data collection with poiti
organizations. Iselinet al. (2011) suggest that the outcomes in the coming years. This prediction falet
choice of performance indicators is one of the mostthe electronic medical record and data gatherirtfpimvi
critical challenges facing organizations. Perforo@n the technology. Computerized order entry is progdse
reporting is significant in motivating employees to make medication administration safer for patierits;
improve performance and is a necessary element of aexample, problems with legibility and unclear osler
organization’s control system. Iselnal. (2011) argue  would be eliminated. Early IT focused however, ooty
that present performance reporting does not covefmedication administration using barcodes and uttiya

information a_bout .future _pgrformance Qrivers, sésh  Radio Frequency Identification (RFID) technology
customer satisfaction, efficiency of the internedbqess (Cheungget al., 2014).

and employee morale and capabilities. Performance
reporting has traditionally been in financial terms
However, there has been more and more criticism of
financial reporting. The main criticisms are tha¢gent

In current health care, infusion pumps, ventilators
and other interfacing data systems will help manage
medication safety. Quality indicators for patients,
financial reporting is historic and is not a reasiole residents and home patlents 1S to mine the data
predictor of future financial performance. It is a 9athered from medication administration logs, order
reference to examples of past main corporate cadigp €Ntry logs and as needed medication logs. Gettiagjty

in which present financial information did not indte ~ data for QI means policing the IT system for errors
impending financial disaster. There are a number ofcommitted by the human users (Cheustgal., 2014).
reasons managers might adopt a traditional perfccsma Figure 2 shows the process of medication error
improvement program. Evidence-based practice iteica prevention (Carayost al., 2014).
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Medication errors

Potential
ADEs

Not preventable

Preventable

Fig. 2. The process of medication error preven{i®@DEs: adverse drug events)

Clinical indicators evaluate particular health
structures, processes and outcomes. They candseorat
mean-based, presenting a quantitative basis
improvement in quality, or sentinel, detecting dwits
of care that trigger further investigation. Theynca
evaluate aspects of the structure, process, oome®f
health care. Additionally, indicators can be gemeri
measures that are related to most patients or stisea
specific, indicating the care quality for patientsth
specific diagnoses (Mainz, 2003). Evaluating theeca
quality has become more and more significant to
providers, regulators and purchasers of care. Rigcen
providers were interested in evidence-based medicin
and purchasers began to focus on the cost-effectgse
of health care in generating health outcomes. atdis

for performance and outcome assessment allow the
quality of care and services to be evaluated. This

evaluation can be performed by creating quality
indicators that measure the performance that odours
particular patients or relevant health outcomes thiet
assessing whether patients’ care is consistent thith
indicators according to evidence-based standardaref

Indicator measurement and monitoring can have many
purposes. It has been made possible to: Document th

quality of care; perform comparisons (benchmarking)
over time between places (hospitals); perform juelgis
and set priorities (selecting a hospital or surgery
organizing medical care); facilitate accountabjlity
regulation and accreditation; make quality improeein

events occur after a patient takes a wrong medicatnd
has an adverse reaction to it. A study by Hameichl.

for(2009) found that 78% of clinicians were not regting

to questions related to patient drugs upon
administration. At least 68% were not informing
patients of new medications and 51% were not
informing patients of medication changes at all
(Hamrick et al., 2009). These alarming rates identify a
problem where clinicians are simply not taking timee

to answer questions and involve the patient inrtbein
care. A simple thing like this could cut out mamugl
errors. However, the Hamriclet al. (2009) study
found that the one indicator most often looked @t f
medication errors was the adverse drug event forms.
Wrongly medicating a patient who does not have an
adverse event may or may not go unnoticed. Self-
reporting may be on the honor system. More strihgen
reporting methods should be implemented to allow fo
better capture of medication error data.

Quality Improvement Plan

Mississippi Baptist Hospital (MBHS), a for-profit
organization which houses approximately 367 patient
daily, recognizes the need to be foremost in hezdtie

in this current society of health care competitimd
strict reimbursement. In order to meet these goals,
MBHS has issued a new performance improvement

and respect patient choice of providers (Mainz,00 Program to combat the increase in medication errors
Indicators can make professionals and organizationg®ligned with the vision of MBHS, the program wiletp

monitor and assess what happens to patients regulti
from how well professionals and organizational eyst
function to meet the patients’ needs. But indicatare
not a direct quality measure because quality

Baptist become the “premier provider of health care
the Jackson area” and meet one of its 10 stratguats
set for 2012 (MBHS, 2011). The MBHS Board of

is Trustees formed an ad hoc quality measurementwevie

multidimensional and many different measures arecommittee that was responsible for determining majo

required for understanding quality well.
The indicator most often used to measure for
medication errors is adverse drug events. Adverag d
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health care quality indicators and benchmarks and
suggesting implementing plans to evaluate and arghan
MBHS quality of care. The ad hoc committee staited
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task before the release of the first report of Ittsitute
of Medicine’s (IOM) Committee on Quality of
Healthcare in America and finished its responserpo
the release of the second IOM report (Ballard, 2008
guarantee that MBHS quality care programs in theréu
align with national directions of health care gtyalthe

evaluate the level of medication errors at MBHSvptb
an early opportunity to test these clinical indicatin
examining drug underuse, overuse and misuse (Eress
well as Adverse Drug Events (ADE). In each case BH
used the indicators to create baseline data, aféh a
specific quality improvement process was perforrard

ad hoc committee applied the 2010 IOM definition of the indicators were used to measure its efficiency.

quality care as the degree to which health services

As CEO, the responsibility for ensuring the ad hoc

people improve the chance of desired health outsome Committee functioned appropriately and the clinical

and are consistent with today’s professional kndgte

indicators were reported accurately could be désetyi

The committee combined perspectives of the IOM andthe chief nursing officer or not. If it is delegate
the RAND (research and development) organization byhowever, it is important to keep in mind that ie tnd,

creating a health care strategy as one that wasdaned
a must to the extent that it would not be suitafalee not

it is the CEQO'’s responsibility for the results betdata
and keeping a close eye on the program may be

to recommend the strategy, that the strategy had #referable than delegation. The CEO must realize th

suitable likelihood of providing patients with bédite
and that the potential benefits were great (Ballagd3).
Table 1 (Carayoset al., 2014) illustrates a description of
patients and medication errors.

real time reporting is essential in capturing matiom
errors and many errors slip by as nurses are abhid
punitive actions, dismissal and losing their lices)sso
they do not report medication errors unless theeha.

The ad hoc committee report recognized three majorMany medication errors go unreported. It is the GEO
elements of an implementation plan to evaluate and'€Sponsibility to change this and foster an atmesph

enhance quality of care in MBHS primary care center that will encourage reporting of all medicationazsr so

and hospitals. The first was creating a dedicat&HS
entity to prioritize and commit necessary resourzed
successfully implement system-wide health
improvement initiatives by assimilating the effod$

administrative, nursing and physician leadershipisT

resulted in forming the MBHS Best Care Committee,

which would develop project concepts, perform desig
handle budgets, coordinate the progress of projeitks

MBHS operating units and document and report ptojec
results to MBHS accountable leaders. Members of the

Best Care Committee are: The vice president foltihea
care improvement (as chair), the extant qualiteators

from each MBHS hospital and the employed physician 5o

care

that data will be correct and first and foremostigra
safety will not be jeopardized.

Conflict Management Strategies

Leaders have a critical responsibility for managing
conflicts when they arise, whether it is betweeffsir a
patient issue, a supplier issue, or a reimburseissne.
Understanding the main methods of conflict
management will help the manager become better
prepared to deal with conflicts when they do arise.
Conflict management strategies should begin with
understanding the basics of conflict managementérédh
five basic conflct management strategies:

group, the MBHS vice-president of risk management, competition, avoidance, compromise, accommodation

representatives of the MBHS chief information affic
and chief financial officer, physician quality lead and

and collaboration. Competition involves using atbser
uncooperative approaches to a conflict to develapna

nursing leadership council members and the physicia |ose situation (Borkowski, 2009). For example, the
and pharmacist leaders of the MBHS pharmacy andsupervisor may use negative performance evaluations
therapeutics committee. The MBHS chief executive gnd persuasion of his or her supervisor to manhge t

officer, senior vice-president of clinical integoat and

conflict to his or her desire. This type of cortflic

senior vice-president of health care research andmanagement leaves little balance and control fer th

improvement/chief quality officer were invited tttend

employee. Collaboration involves highly assertive,

the committee meetings and received all committeecooperative behavior and develops a win-win situmati

materials (Ballard, 2003).

For example, if the issue is complex, the managay m

The ad hoc committee also recommended creatingseek input from the employees to find alternative

incentives to facilitate the expedient achievenofri@est

solutions. Compromising uses both assertive and

Care objectives. One such incentive used healtk carcooperative behaviors; both partners typically gupe
improvement performance management compensatiorsomething to reach an agreement. For exampletyibés
tools in the extant MBHS performance compensationof conflict management would be appropriate wheth bo
program, which was performed according to fiscal parties cannot find a suitable agreement and thk en

performance and patient satisfaction measures. athe
hoc committee insisted that such incentives beelinto
specific clinical indicators, such as who had tbedst
scores among medication mistake reporting. The teed
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result brings both or one better than or at leastvarse

off than they were before the conflict began.
Accommodating uses unassertive and cooperative
behaviors and is the opposite of competing.
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Table 1. Description of patients and medicatiorecsd

Items AICU CicU Total
Number of admissions 304 326 630
Number of unique patients 294 322 610
Patient age in years: mean =+ SD 59+18 64+13 61+16
Patient gender: % Female 44 43 43
Patient ethnicity: % White 94 96 95
Days in the ICU: mean + SD; range 9+9; 1-67 5+451-3 7+7; 1-67
Study period in days 119 72 191
Patient-days 2643 1504 4417
Medication orders 27,817 17,841 45,658
Orders per patient-day: mean + SD 11.4+4.4 12.445.0 11.9+44.8
Orders per admission: mean + SD 91.5+88.0 54.7+46.8 72.5+72.1

This style is best used in short-term situationeengh  organizations including disrespecting a new empoye
temporary solutions are needed quickly to eliminate misjudging someone’s credentials and group distrust
potentially  volatile situations. Avoiding uses What Dr. Yee, Mrs. Garcia-Chavez and Mr. Lauderback
unassertive and uncooperative behaviors and is thdelt was a combination of group distrust, disresipgca
opposite of collaborating (Borkowski, 2009). Manege new employee and misjudging someone’s credentials.
that use this style typically want the conflictwork it Conflict, however, is a powerful modifier for chang
out without interference. (Bakhare, 2010). Mr. Pittman’s role, along with @lar
Yeager, the Chief Legal Consultant and Marcus
Positive Response for School Nurse Mission  Bertrand, the Chief Financial Officer, was to decitbw
to manage the conflict that arose as a resulte@sthool

Most research on conflict management is focused omurse in in the ER. Using the conflict management t
understanding the conditions under which the manage of collaboration, they began to try to discover féets of
successfully resolves the conflict and comprehatgiv  the conflict and resolve some of the issues sudimgn
examining the dispute that may affect the outcoofes  the incident, which was the appropriate step anthoae
the negotiation. Strategic decisions are sometimesvianagers can use collaboration to affect positfteces
based on anticipation of future outcomes andin conflicts by instituting change, avoiding group
consequences of the qu|5|ons made Wlth_ln theiconfl  thinking, fostering creativity and innovation, ctieg a
management process itself. When a conflict ocabes,  minimal level of conflict and raising and addregsin
management method may have a significant impact orproblems. Mr. Pittman and the others were using a
the outcome of the conflict (Melin, 2011). Itis tjpthe  tactic called goal sharing where clear cut goalsewe
manager to decide the appropriate method to hahdle oytlined and identified. This technique is useftien
conflict, but the manager must be careful to agply ~ managers have employees who violate rules and need
fundamentals of conflict management in an appré@ria reminders of goals and objectives and help with
and professional manner. ) ) clarification (Bakhare, 2010). A combined use of

The players in the Riverbend City Hospital School cojlaboration and goal clarification would be sussfel
Nurse Mission were varied in their opinions on htow  in managing this conflict. A punishment would hawe
approach emergency credentialing. Unfortunatel\Dfior - be delivered to the three staff members for viaathe
Yee, Mrs. Garcia-Chavez and Mr. Lauderback wereemergency plan. In addition to the punishment stiaéf
relying on the Good Samaritan Law to protect the would need to be acknowledged as valued leaders and
hospital from liability despite the request made thg caregivers in the organization.
Emergency Coordinator, Jodi Lundquist and the Chief
Executive Officer, Eugene Pittman, to send all Conclusion
volunteers to emergency credentialing. Although Mr.
Lauderback was not at the meeting, Mrs. Garcia-€pav ~ Public health of the US patient population is a
and Dr. Yee were and clearly heard both Lundquist a primary target for QI programs targeting adversegdr
Pittman discuss the importance of emergencyevents. Itis the role of management to develomaale
credentialing. During the conversation in the Emery ~ programs to educate and protect the patient papnat
Room (ER), Dr. Yee made inappropriate remarks aboutthey are responsible for. A combination of conflict
Jodi Lundquist and the fact that she was new to themanagement strategies and negotiation efforts used
position and did not know her job duties. The three by the leaders at Riverbend City Hospital to marthge
employees blatantly ignored the requirement to getconflict caused by the nurse Mary Jackson who wbrke
emergency credentialing for Mary Jackson. in the ER without the proper emergency credengglin

Conflict can arise from personality differences, The leaders used the appropriate collaborativeliconf
differences in beliefs and stem from many sources i management techniques to handle the conflict. $heei
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