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Quality Improvement Initiative Evaluation For Hospital Acquired Pressure Ulcers. 
	In healthcare, quality improvement essentially refers to the structure used to improve patient care in a systematic manner. Quality improvement processes or initiatives have characteristics that can be measured, controlled, analyzed, or even improved. Quality improvement involves continuous efforts aimed at achieving predictable results, that is, to improve the process outcomes for patients and healthcare providers (Foley & Vale,2017). Achieving a continuous quality improvement needs commitment not only from healthcare professionals but also from the healthcare organization’s management. The main purpose of quality improvement is to enhance safety, efficiency, and effectiveness in care. Therefore, restructuring the healthcare system requires the use of specialized tools, methods, and initiatives known for improvement. Healthcare providers' activities are cyclic and require continuous improvement to achieve higher performance (Cantiello et al., 2016). Upgrading healthcare activities continuously can help shift healthcare providers from inefficient and ineffective traditional methods to more efficient technologies and tools hence achieve better health outcomes. 
	Quality improvement is interrelated to the efficiency of care, patient satisfaction, service delivery approach, and outcomes. A successful quality improvement initiative enhances the level of performance and a successful healthcare system. This paper presents an analysis of a quality improvement initiative implemented in Hennepin County Medical Center to prevent and reduce hospital-acquired pressure ulcers. Prevention of hospital-acquired pressure ulcers of great significance because of the implication it has on patients and healthcare organizations. Hospital-acquired pressure ulcers extend patient's lengths of hospital stay, increase the risk of mortality, and decrease patients' quality of life (Deng, Yu& Hu, 2017). For healthcare providers, pressure ulcers cause cost pressures and dents their reputations. According to the Agency for Healthcare Research and Quality (2020), there are 2.5 million patients affected by hospital-acquired infections in the United States costing up to $11.6 billion annually. The reported incidence of hospital-acquired pressure ulcers in the United States is 4.5% and is often associated with extended hospital stay and increased mortality rates (Jackson et al., 2019). These low incidence rates show a potential opportunity to prevent and reduce the avoidable harm caused by pressure ulcers. Hospital-acquired pressure ulcers affect critical care patients mostly due to numerous risk factors such as immobility, incontinence, inotropes, and mechanical ventilation. Additionally, tissue perfusion often caused by organ failures and poor oxygenation make these critical care patients be at a higher risk of developing pressure ulcers. A large percentage of patients at Hennepin County Medical Center show these risk factors and are at a higher risk for developing pressure ulcers. Healthcare professionals and other staff attitudes have also proven to be a challenge and pressure ulcers are often considered unavoidable in critically ill patients because of the complexity of their health condition and other risk factors. 
Analysis of Quality Improvement Initiative at Hennepin County Medical Center
	Pressure ulcers are among the most reported health events in the United States. Pressure ulcers cause injuries to the skin and tissues to increase the risk of developing infections, other complications, and extended hospital stays. These adverse health event reporting has helped healthcare organizations and the Minnesota Department of Health identify risk for pressure ulcers that were unknown and make considerable steps towards addressing them. Over the years, the department of health and individual healthcare organizations have taken measures to prevent and reduced pressure ulcer rates. However, despite the prevention efforts, taken to prevent these injuries, pressure ulcers at Hennepin County Medical Center continued to be high therefore highlighting the need to take considerable steps to prevent and reduce hospital-acquired pressure ulcers. To prevent hospital-acquired pressure ulcers, Hennepin County Medical Center formed a skin team to help educate and increase awareness on the wound and skincare. The skin team also empowers nurses to take necessary actions to provide care for critically ill patients. The team is made up of nurses from the in-patient unit besides physical therapy, dietary, physician, and occupational therapy. Given the complexity of the issue, Hennepin County Medical Center implemented various practices to help prevent pressure ulcers. The practice includes the implementation of a care bundle that involves combining various best practices in a systematic way. Some of the interventions considered in the quality improvement initiative include nurses conducting a comprehensive skin assessment on each of their patients,  performing pressure ulcer risk assessment, providing education on pressure ulcers and how they can be prevented, including pressure ulcers in the multidisciplinary team’s discussion items, developing an expectation list for nurses and requiring them to sign it to show their understanding and commitment for pressure ulcers prevention, involving more nurses in pressure ulcers root cause analysis and care planning to address risk areas.
	Most healthcare facilities have skin and wound care teams that care for patients' wounds and help in preventative practices. Hennepin County Medical Center wound care team engages in various practices such as providing educational activities to patients, their families, and other healthcare professionals, they also help in developing hospital procedures and policies for pressure ulcer prevention and treatment, identifying and providing care to pressure ulcer patients and those who are at a higher risk. The team also organizes incidence and prevalence auditing, documentation by unit staff, care planning, and examining clinical practice. Hennepin County Medical Center focused on raising pressure ulcer awareness and enhancing communication between healthcare professionals. The multidisciplinary team spread knowledge and information to various units within the medical center therefore creating discussion and awareness on what could be done to prevent or reduce pressure ulcer incidences. 
Benchmarks and Outcome Measures
	The National Database of Nursing Quality Indicators (NDNQI) benchmarks pressure ulcer rates for a large number of hospitals nationwide and reports these rates by similar hospital size. In order to interpret, replicate, or benchmark against any of those studies, one must compare and contrast various populations and appearance at variations within the sources of knowledge. A fundamental principle of quality measurement is that, if it cannot be measured then it cannot be improved. Thus, the performance of pressure ulcer performance ought to be tracked and measured as a component of the quality improvement initiative. By measuring progress and performance, healthcare providers can determine whether they are making improvements, staying stagnant, or even declining in efforts to improve practice. Furthermore, continued monitoring is important in understanding where to initiate improvement. Assessment of quality improvement initiative is done on pressure ulcer rates and practices. These include pressure ulcer incidences, skin assessment, and the responsibility of supervising accurate skin assessment. There are positive outcomes as the hospital has been identified by the Hennepin County Medical Center Association to be making significant progress in preventing pressure ulcers. The hospital has developed an education plan for skin assessment especially on the accuracy of pressure ulcer risk assessment and medical devices to ensure that it identifies patients that are at an improved risk of developing pressure ulcers.
Interprofessional Perspectives Related to Initiative Functionality and Outcomes
	Skin and wound care is an aspect of nursing that as nurses we face in our everyday practice of providing care. While their prevalence is high in critically ill patients, they are preventable therefore influencing the focus of improvement programs and initiatives in healthcare settings. While it is bedside patients that provide care to critically ill patients that spend more time with time, preventing pressure ulcers requires a concerted effort from all team members. The initiative functionality is pegged on healthcare professionals' knowledge base, and how all healthcare professionals and staff of Hennepin County Medical Center are able to work together to prevent them. It is important that people are aware of the implications of pressure ulcers and how they can be prevented. The medical center should assess its staff knowledge on pressure ulcers and subsequently develop an educational plan that adequately addresses the gaps identified. Studies indicate that increasing education and awareness of pressure ulcer prevention can significantly reduce the incidences of these wounds (Cantiello et al., 2016). There needs to be a culture change from regarding pressure ulcers as unavoidable in critically ill patients to a condition or injury that can be prevented. Evidence-based practices would also be significant to the quality improvement initiative's success. Regular repositioning of immobile critically ill patients, provision of nutritional supplements have been determined as effective in wound care and pressure ulcer prevention (Gaspar et al., 2019). 
	
Effective Communication Strategies to Promote Quality Improvement
	In today’s complex healthcare system, the healthcare delivery process often involves various connections among multiple healthcare professions with different levels of education and training. As it is in the case of the Hennepin County Medical Center skin team which is comprised of healthcare professionals from different disciplines. There are numerous occasions where crucial information is shared between the multidisciplinary team members. Effective communication helps to protect patients, increase everyday operational efficiency within the medical center, and save on costs. Lack of communication between the multidisciplinary team risks patients' safety as it may lead to a lack or misinterpretation of critical information, overlooked changes, and unclear decisions and orders in providing wound care. Some of the effective communication strategies used to promote quality improvement in the Hennepin County Medical Center skin Care team include focusing on the issue of preventing pressure ulcers, all team members being open-minded, and creating a receptive environment.
Additional Indicators and Protocols
	The quality improvement initiative for hospital-acquired pressure ulcers needs to extend to include other aspects such as the use of provolone boots, TAP system, moisture-wicking pads, and chair waffles in preventing pressure ulcers. Nurses can also be educated on the use of bariatric beds and low air loss mattresses for critically ill patients. Personalized whiteboards can also be used to remind nurses about repositioning to avoid having critically ill immobile patients from staying in the same position for a long time. This will reduce the occurrence of pressure ulcers therefore enhancing their health outcomes. Skin and wound care nurses would also be consulted to develop a care plan for patients that have skin breakdown or have a high risk for developing pressure ulcers. 
Conclusion
	Since the implementation of the quality improvement initiative at Hennepin County Medical Center, the healthcare facility has experienced a significant decrease in pressure ulcer incidences. The decrease in cased of patients developing pressure ulcers has improved the patients' quality of life and healthcare professionals' morale.
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