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Quality Improvement
            Healthcare Quality Improvement (HQI) is the systematic approach used by healthcare organizations to monitor, assess, and improve healthcare quality standards. A report from a 2000 Institute of Medicine shows that in the United Staes, almost one million individuals are annually harmed and die of medical errors in the hospitals. There is a circle of activities taking place in healthcare organizations that needs continuous improvement to achieve a higher performance level. The safety measure is effective in reducing medical errors, deaths, infections, and falls which are sentinel events (Allen,2013).  All quality improvement successful programs start with a deep understanding of the problem and have four main elements: the problem, goal, aim, and measures. Knowing the cause of a problem and equally having quality improvement tools will lead to successful health care.
          Most health systems experience a challenge in determining the best quality improvement goal. It’s often for nurses to go after incremental improvement gains in the same area, they need to target on cost-benefit analyses and return on investment (ROI). They should focus on key questions about quality improvement goals like what will have the biggest impact on patients, areas with the largest variation, and whatever will have a huge impact on costs. The goal of achieving work is broken into manageable pieces by aims (Hughes,2008). Baseline measuring is so important because it gives the health systems an opportunity in determining the presence of improvement and whether and how the quality improvement is correlated to intervention.
          According to the Institute of Medicine (IOM), most of the errors are not caused by individuals but are as a result of faulty processes and failure system. Health insurances, inefficient and variable processes, changing patient's case-mix, education provider and experience differences are some of the factors that contribute to health care complexity. The IOM also realized that today’s health care industry functions are at a lower level than they should be, and it hence put the following six healthcare aims: Efficient, timely, safe, effective, equitable, and patient-centered (Wulff,2011). Simplification and standardization relation is the benefits potential of using information technology as a way of implementing checks and defaults, and automation to reduce the number of error or their possibility and improve quality. This is effective in decreasing an individual's decision-making reliance.
           Human error can be reduced through using the right redundancy ways such as double-checking in case of certain errors like dosing. Information can be used to reduce human error through standardized protocols, automation, standardized medication concentrations, using computer-enabled calculation while dosing and order clarity. Health caregivers are guided by reminders and alerts in providing quality care. Medication safety is improved through barcoding implementation and computerized order entry providers (Kohn,2000). Indicator monitoring and database integrations are used to track performance, this is because, for a health care organization to keep pace with technology, procedures and workflow should be revised. Many organizations are committed to understanding the cause of errors and investing in technology for quality improvement. It is easier to assess problems in healthcare centers when there is better care documentation and hazardous conditions, errors, and near misses are often reported. 
         Hospital administrators should also encourage more initiative evaluations which should mainly focus on cost-effectiveness, patient satisfaction, and outcomes assessment. Interventions and initiatives that will decrease costs and increase the length of stay of the patients at the hospital should be invented. Health system payment models and financial incentives have to go hand in hand with its quality improvement initiatives. Misalignment often leads to well-intentioned decisions that result in operational inefficiencies, unnecessary clinical variations, and overall waste. Making sure that those implanting initiatives receive enough training or education is very important. The staff should be educated on chronic pain assessment improvement protocols, pain management guidelines, staff understanding improvement, documentation and assessment, pain management, and patient and family satisfaction. All staff nurses are educated on cental line’s assessment and intravenous (IV) site care and assessment. Complications and costs are reduced through improved patient satisfaction.
         Some of the factors that lead to patient safety risks include lack of basic nursing care concerning pressure, hydration and feeding care, misdiagnosis which are mostly caused by communication difficulties and diagnostic overshadowing, delayed investigations, and treatment, non-treatment decisions, inappropriate DNAR orders, which may be as a result of a patient's quality of life assumptions and Mental Capacity Act misuse which includes capacity assessment's problems and lack of staff knowledge. Medication ‘s harm may arise from medication errors such as the wrong dose, wrong timing, and wrong medication as well as unintended consequences (Cronenwett,2007). Patient safety and quality inadequate nursing education, fatigue, excessive workloads, staffing inadequacies, flowed dispensing systems, illegible provider handwriting, and drug labeling problems, nurses receive a problem in making sure that their patients get the correct medication at the right time.
        Nurses can help coordinate care to increase patient safety with medication administration and reduce costs by being in charge of their leadership roles in care coordination opportunities' identification and implementation. Care Coordination strategies and models should be patient-centered, including in-process and outcome measures of the family and patients as well as all the initiatives that are taken to educate them (Robinson,2010). Inter-professional care teams should be developed to make sure that care coordination is promoted for each health care setting and population. Patients starting their care should together be educated with their families about care coordination and how it may affect their participation and treatment process.
         The stakeholders with whom nurses would need to coordinate to drive quality and safety enhancements with medication administration include the Senior Medicaid and agency leadership, provider community, Governor’s office, legislature, Centers for Medicare and Medicaid Services (CMS), and the patient and advocacy community. They should be involved during each of the program’s stage to build its support, give suggestions for its design, and be part of the quality improvement continuos activities’ evaluation (Richardson,2012). They also contribute to early buy-in, success, and establishment of the program. They should be involved in the champion's identification, regular stakeholder's communication, and relationship's establishment and care management program expectations management.
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