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Quality and Safety Gap Analysis-Pressure Ulcer Reduction
I. Introduction
The healthcare field strives to achieve high-quality patient care and safety. Patient protection principles are vital in the delivery of quality services in healthcare. The creation of a welfare culture includes all precautions and measures made for the elimination or reduction of injuries and errors that may result in adverse consequences to patients in medical treatment and diagnosis. The quality of care and safety offered to patients requires a continuous improvement to adapt to the changes in the modern world. Patient well-being is critical to healthcare value, and it is a crucial parameter that is examined by all healthcare administrations (Lippincott Solutions, 2017). Due to the type of job, nurses play a significant part in promoting and maintaining a custom of patient well-being (Mckew, 2018). Nurses play a significant role in ensuring that they support a culture of safety and support through collaboration in leadership, communication, inter-professionalism, and evidence-based practices.
II. Problem Contributing to Adverse Quality and Safety Outcomes
Pressure ulcers are a common problem in the field of healthcare. Although it is a potentially preventable condition, it can impair functional recovery. The epidemiology varies depending on the setting, but the rate of incidents can range from 0.4 % to 38% in acute care. Pressure ulcers can result in an overall poor prognosis, and substantial financial impacts are experienced when treating the disease. Pressure ulcers can be prevented, and hospitals have placed safety agendas at the forefront. Pressure Ulcer Prevention (PUP) has the potential substantial improvements that can help in saving millions of dollars spent in the healthcare system. The costs incurred by the United States in the therapeutics of pressure ulcers are estimated to be $11 billion annually. Besides, legal consequences result in a targeted preventive approach that can be less costly compared to treating established pressure ulcers. High-risk patients and examination of interventions are addressed based on significant risk factors such as mobility and nutrition. Staff is educated to assist in the identification of risk factors and have knowledge regarding the current interventions to prevent and identify pressure ulcer development.
III. Specific Practice Changes to Improve Quality and Safety Outcomes
Healthcare systems struggle with varying quality and rising costs. Treatment and diagnosis are designed for typical patients, and the delivery of care has been fragmented and focused on volume. The practices that can be used to advance quality and well-being results include the expansion of precision medicine, the transformation of care delivery, and the digitalization of healthcare and improvement of the patient experience Several precise practice modifications can be applied to increase quality and well-being results in patients with pressure ulcers. They include prior identification and evaluation of threat influences for the improvement of pressure ulcers, interdisciplinary coordination, interventions, and often implementation to support target patients with poor mobility, and staff education. The practice changes can bond the gap between present and anticipated performance. 
IV. Prioritized Proposed Practice Changes
Early evaluation and identification of risk factors for pressure ulcer development such as nutrition, mobility, and skin healthcare are significant in early prevention and intervention (Padula et al. 2015). Assessments should be present upon admission, and a complete evaluation should follow for every shift in the course of the stay at the hospital. Braden Scale assessments are based upon transfer and mobility, moisture, elimination, ability to change position, and nutritional factors. The appraisals are triggered on a Braden Scale based intervention or recommendation for intervention and change of condition.
Interdisciplinary coordination such as dietary and nutrition should be used to identify patients with inadequate intakes, and no oral intakes. Also, patients with Percutaneous Endoscopic Gastronomy feeding tubes or Total Parental Nutrition should be identified as components of nutrition. Without proper nutrition, the body does not heal quickly, and it is exposed to higher risks for skin breakdown. Physical therapy teams can be used in evaluating patients believed to have impaired acute or chronic mobility issues. Patients and the therapy team should recognize that transfer and mobility statutes can fluctuate throughout the patients stay in the hospital (Whitty et al. 2015). Thus, daily evaluations and assessments are needed. The frequent treatment of incontinence is another significant component in the inferior mobility prevention aspect. Interventions in support of target patients like support surfaces can result in a decrease in pressure on the bony prominence. Also, repositioning schedules is another crucial aspect that can be considered for most pressure ulcer prevention protocols.
Staff education involves face-to-face monitoring, support at the bedside, and consultation through the certified nursing staff. Clinical monitoring is necessary for encouraging behavior change and ensuring compliance with pressure ulcer reduction. Staff at all levels are allowed to provide feedback on quality improvement strategies. Besides, the rate of hospital-acquired pressure ulcers is as well shared. Additionally, pocket guides are developed for skincare and reference guides for patients at risk. Individual evaluation is needed to determine the impact of every single component allowing for the possibility of publication bias in a care setting studies and multi groups.
V. How Proposed Changes Will Foster a Culture of Quality and Safety
The changes will ensure that a patient-centric environment is created to assist clinicians in learning about the perspectives of the patients' care. Reporting surveys and suggestions and clinical monitoring ensure that a culture of quality care is fostered within the facility.  Focusing on the patient's journey before, during, and after treatment through clinical monitoring is essential to the quality of care. The safety of patients is the cornerstone of quality care, and the interactions between staff and patients are very crucial. Patient safety can be achieved through the culture created when healthcare professionals speak up after witnessing patients with safety issues.  Clinical monitoring ensures that information about the quality of care provided in the facility is gathered and shared with clinicians. Quality is also improved through advances in communication between clinicians and patients. Team approaches make the patient as part of the team, creating a culture in which all the participants share the responsibility of quality care.
VI. How a Particular Organizational Culture Affects Quality and Safety Outcomes
Every organization has a unique culture, and positive organizational cultures are related to better patient outcomes. Similarly, negative organizational cultures result in poor safety and quality outcomes. The held characteristics, behaviors of people, goals, thinking, and values of people in a health care facility affects the quality of and safety outcomes differently. The consistent practices, beliefs, and attitudes within a general practice group or the whole hospital, aged care facility, and other institutional settings affect outcomes of quality and safety. Positive workplace and organizational culture are significantly associated with system-related patients, mortality rates, pressure ulcers, readmission rates, patients’ satisfaction, and well-being outcomes. The positive consequences of patient care include satisfaction with care and reduced length of stay while the adverse effects include hospital-acquired infection and disability. The types of care accessed include the judgment and technical skills provided by physicians and interpersonal care from healthcare professionals. 
VII. Necessary Changes concerning Function, Processes, Behaviors
The education of staff, intervention, and often implementation and early assessment are vital changes that can help in preventing Hospital Acquired Pressure Ulcers (HAPU's). Nurse leaders need to recognize areas where safety and quality may be failing to meet the required necessities to implement evidence-based interventions and improve the safety culture among the staff. The practice is instrumental in improving the outcome of patients and creating an environment in which the most excellent quality of care can be provided. According to Demarré et al. (2015), the collaborative action of early intervention and prevention, as well as education, can assist in decreasing healthcare costs across the organization and implementation of new or improved pressure ulcer reduction tools and resources.
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