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The healthcare system has been drastically infiltrated by safety and quality improvement measures (Hord, Hays & Chu, 2017.) The aim of such an initiative is the achievement of quality healthcare based on the efficiency, equitability, timely, and integration principles. In most healthcare organizations, insufficient processes and systems contribute to the medical errors happening on a daily basis. The inefficiency and variability of healthcare processes combined with numerous health risk factors contribute to the healthcare complexity, making it difficult for staff to navigate. According to Hord et al. (2017), the Institute of Medicine (IOM) associates the current healthcare performance with inefficient safety and quality improvement initiatives. Healthcare professionals such as nurses, physicians, and other stakeholders should consider a process-of-care measure for safety and effectiveness in healthcare organizations. The paper will examine the role of experts specialized in the medical field attempts to restore safety and quality healthcare improvements of the patient safety risks imminent in the healthcare sector. Also, best, evidence-based practices will be explored in the pursuit for realizing patient’s’ safety while keeping costs low.	Comment by Jocelyn Dunnigan: Remember to put a title at the top of the first page of text. Thanks.
The quality and effectiveness of healthcare services are determined by the degree of patient safety and satisfaction. Källberg et al. (2017) suggests that an ineffective healthcare program has various risk potentials to the patients. The causes for those risks stem from basic nursing care insufficiency, inadequate teamwork, misdiagnosis, delayed treatment, and investigations among other factors. Inefficient process care system in most healthcare has led to the creation of more mistakes that have posed patients' health, at times their life, at risk. Several cases have been reported where patients receive wrong medications due to mix-up on similar packaging, drug name and using only one patient indicator. In that set-up, different levels: ward doctors, the pharmacy dispensing the dose, and nurses administering the wrong prescription are held accountable. Putting an effective processing system would improve quick identification and correction of such errors which then reducing the risks on patients.	Comment by Jocelyn Dunnigan: What are these risks? Can you name at least one and provide evidence to support your claim that it is a safety issue?	Comment by Jocelyn Dunnigan: Perhaps you mean risks?	Comment by Jocelyn Dunnigan: This would be a good patient safety risk to focus on in this paper.
Evidence-based healthcare solutions are prudent and meticulous approaches used in line with the current best healthcare practices to check on patient safety measures are prudent (Boustani, Azar & Solid, 2020.) These are randomized controlled empirical proofs in addition to qualitative and descriptive research reports from expert opinions, which boasots the clinical expertise and therefore improved patient care. Such scientific principles, expert opinions, and prompt information on patient-related issues help in salvaging delays in inpatient treatments and investigations. The guidelines and practices help the provision of the necessary resources for the treatment of diagnosed patients based on the recommendations of scientific research. In that aspect, the patient’s early diagnosis helps in dealing with some of the chronic diseases at their early stages. The process becomes a cost-effective venture, since the huge cost that would otherwise be used in the treatment of a severe form of the same disease shall have been reduced.
Nurses play a crucial role in the healthcare system as in most settings they are the primary contact person for the patient and give reports to doctors. Nursing assumes a frontline force as the nurses are tasked with the attentive bedside role with a patient (Andersson & Hjelm, 2017) A nurse coordinates with clinicians, doctors, and patient's family members for patient safety measures. Therefore, the nurse's coordination ability may be compromised by the increased number of patient's assignments due to a patient to staff ratio being out of balance. Healthcare systems ensure care delivery efficiency through the coordinated nurse's role by monitoring patients to detect any errors, help them understand care processes and most importantly check on clinical declines. Putting a patient's preferences to be known early on facilitates prompt actions on their needs. Also, through timely communications, the message reaches the doctors stands a better chance of providing effective, appropriate, and safe services to the patient. The nurse's role thus helps cut costs resulting in inadvertent risks or errors that may result in human suffering and loss of resources.
Nurses perform their coordinated tasks through a series of connections and considerations. Andersson & Hjelm (2017) describes nurses as a common figure at the patient’s bedside who interacts with pharmacists, physicians, and doctors. The nurse acts out the role of the healthcare team captain, as they are the coordinators by default. In addition to working with the healthcare team, the nurses extend their area of interactions to reach the family members of the patients as well as other healthcare team members for enhanced and quality care. This coordinated act enhances the healthcare process effectiveness whereby the weakness of the system can easily be detected in their earlier phases. Some of the patients will show positive change simply by the care and attention provided by this essential healthcare personnel. All these processes create a harmony in quality healthcare delivery. 
The healthcare quality process and patient safety stem from a successful enactment of various factors. Good leadership capacity, clarity of the policies, adequate data on safety measures, sufficient staffing, a skilled and professional healthcare worker, and effective patient care coordination makes an ideal and effective healthcare unit. Ideally a patients' preferences and needs determine high-value and high-quality healthcare. Therefore, healthcare personnel and organizations should embrace the use of specific and broad care coordinated activities to improve healthcare information processes and delivery. Those approaches should include teamwork, availability of health information systems, assessment of patient's goals and needs, among others. 
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Thank you for submitting the first course assessment of enhancing quality and patient safety outcomes when delivering care. You did a good job of generally outlining the need for patient safety and improvement initiatives. This is a great start. I would encourage you to review the assessment directions and evaluation guidelines again to better understand the purpose of this assessment which is to identify a particular patient safety issue and discuss this. Please consider a patient safety issue such as medication errors, falls, or other issue that directly involves nursing care. Please see my comments below for further feedback, and let me know if you have questions. 
If you decide to revise this assessment and resubmit it, please highlight the changes you make in yellow. Thank you.
I look forward to reviewing your next submission. 

Explain factors leading to a specific patient safety risk.: You did a good job of speaking to the general problem of patient safety risks and mention medication errors as one of these. Could you please focus more on medication errors and discuss more completely the factors that lead to this patient safety risk using evidence to support your claim? This is needed for a higher performance score here.

Explain evidence-based and best-practice solutions to improve patient safety related to a specific patient safety risk and reduce costs.: Please discuss specific evidence-based best practice solutions to reduce the incidence of medication administration errors in practice. You mention that similar drug packaging and failure to adequately identify the correct patient as problems. Could you also discuss specific evidence-based measures that could be used to ameliorate these problems, such as policies for 2 step patient identification? What about medication barcoding to ensure the correct medication is being administered?

Identify stakeholders with whom nurses would need to coordinate to drive quality and safety enhancements.: Although you noted that physicians, pharmacists and nurses all play a role in medication safety, it was unclear how nurses would need to work with these stakeholders in order to implement a safety improvement measure to reduce medication administration errors. Could you be more specific about how nurses would work with these healthcare persons?

Explain how nurses can help coordinate care to increase patient safety and reduce costs.: You made a good case for nurses as the primary contact person for patients. Could you relate how nurses could coordinate evidence-based improvement measures for a specific patient safety risk such as medication errors. I liked that you noted safety improvement measures are cost-effective since "huge cost" is incurred in the treatments needed because of safety failures. Could you provide some specific data of the cost of medication errors?

Communicate using writing that is clear, logical, and professional, with correct grammar and spelling, using current APA style.: The tone of your paper was very professional! However, I did note some errors in sentence structure, word usage and spelling that detracted from the readability and clarity of the paper. Please see my comments on the paper. I would also encourage you to review APA formatting resources such as Academic Writer: http://apastylecentral.apa.org.library.capella.edu and the writing center: https://campus.capella.edu/writing-center/home . These may help you.
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