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Risk and Quality Management
Basic concepts of quality improvements in the health care industry
Quality improvement, QI, is an approach whose purpose is to analyze healthcare industries' practice performance and initiate efforts to improve performance in the industry. Quality improvement is founded on the grounds of establishing a culture of quality in the health care industry. The practices in quality improvements aim to instill the health care workers with adequate and quality information to facilitate the delivery of quality services in the health care sector. One of the basic concepts of quality improvement in the healthcare industry is consumer focus. This concept implies that healthcare should be patient-centered. Patient-centeredness includes aspects such as handling patients with dignity and respect and also ensuring that they are involved in various decisions regarding their health (Eklund et al., 2019). Another basic concept of quality improvement is quality improvement culture. Based on this concept, healthcare providers should always uphold quality as a major aspect of healthcare. All employees should have certain responsibilities for quality improvement. Other basic concepts include the use of evidence-based practice and proper coordination of care.   
Concepts of risk management in the health care industry
	Risk management concepts embrace and identify, monitor, and mitigate threats to an organization. Risk management in the health care industry involves a combination of systems and processes applied in the health sector to understand, control, and prevent risks and threats in the health care sector (Catalyst, 2018). The concept of risk management in the health care sector in the health sector is aimed at proactively and methodically enhancing patient safety and that of the organization. By improving the safety on and around the various entities in the health sector, medical errors generally incurred are eradicated, thus contributing to the industry offering quality services advocated or on quality improvement.  Clinical and patient safety is a major concept in this area. Healthcare providers should always ensure that they uphold the safety of the patients and health professionals at all costs. 
Information needed for the decision-making process in risk and quality management in the health care industry
	The information needed for decision-making in the risk and quality management in the health care industry may be classified into several stages, with each indicating what has to be done. The information includes a statement of the problem where the risk confronting the organization is identified and outlined. Secondly, the objective of risk management is developed, and a framework of possible solutions to the risk is created. Data collection related to the risk is essential, after which an action plan has to be developed and implemented. The development of alternative solutions to the action plan is, in many circumstances, necessary. 
Risk and quality management tool used in the health care sector
1. Failure Modes and Effects Analysis (FMEA)
Purpose: FMEA is a structured procedure used to evaluate a strategy to establish how and where the system's functionality might fail and identify the impacts that result from such failure to identify those segments that need to be adjusted. The tools serve three critical roles; identifying possible defect areas, cause of defection, and impacts of the failure (Simsekler et al., 2019). 
Advantages
The tool can detect possible failures, causes, and impacts thus are crucial in the future development of a more effective product/tool/equipment. 
The ability t detect possible areas of defect, causes, and effects enable the designer to reduce or eliminate possible causes of failures (Simsekler et al., 2019). It also allows the designer to identify those sections that should receive considerable attention during the development phase of the product
Disadvantages
The process of tracing failure is long and tedious, especially when applying FMEA charts. Also, the tool is used after the development phase has phased out and does not, therefore, affect the design process, thereby rendering it ineffective. 
2. Root cause analysis
Purpose: This is a risk analysis tool to identify the key/root cause of problems and challenges and develop a mechanism to respond to such. The agency ensures that issues are curbed long before they emerge, thus working on the principle of prevention (Peerally, Carr, Waring & Dixon-Woods, 2017).
Advantages
Help identify and a significant cause of problems and thus facilitate finding a long-lasting solution to these problems.
The tool is critical in developing a logical approach towards solving the healthcare sector's problems by identifying what causes that specific problem. 
Disadvantages
The tool focuses on only one problem cause thus cannot be entirely reliable as the problem may have multiple causes, which, if ignored, will emerge later on.
The tool focuses only on the negative side of the organization's tools and equipment and ignores the positive side in which, if considered, will give a clue of areas that need to be improved on for practical functionality of these tools and pieces of equipment. 
3. IHI global trigger tool for measuring adverse events
Purpose: Institute of health improvement tools are those instruments and techniques used to identify and measure harmful events and adverse conditions over a given period. IHI is an essential tool in it enables the health care workers to determine if the alterations made can meet the safety care standards set in the health sector. 
Advantages
The method is helpful in that it enables the healthcare workers to identify the potential harm to the patients.  The tool can locate damage long before it emerges, which allows the health care works to initiate measures to curb the same (Schildmeijer et al., 2013). 
Disadvantages
The tool fails to incorporate all the health care officers in the hospital by selectively considering the harms that might occur from the physician's point of view, thereby ignoring the other critical part of it, the nursing perspective. 
4. Situation background assessment recommendation 
Purpose: Communication is critical in the health care industry. Situation Background Assessment Recommendation (SBAR) is a risk and quality assessment tool whose purpose is to ensure effective communication between healthcare teams on the state of their patient(s). 



Advantages
Improved communication in the healthcare sector ensures that high-quality services are offered as more understanding is established between the workers. Also, time delays are eradicated as relaying of messages and information is improved. 
Disadvantages
The application of the tool demands that all the healthcare staff be well trained for effective communication and understanding, which is time-consuming and expensive altogether.  Again, the application of the device requires an overhaul of the culture both by the medics and the institution as a whole which might not entirely be realized (Shahid & Thomas, 2018). 
Challenges in making risk- and quality-management decisions in the health care industry
The non-compliance by some patients may cause some challenges in making decisions related to risk and quality management. Patients reserve the right to withdraw some consents agreed with the hospital. When they decide to exercise their right not considering the state of their health, in other circumstances, patients may fail to give information relating to their health. In both cases, it becomes challenging to mitigate risks and offer quality services with no adequate information about the patient and their condition. 
Emergency cases like accidents pose a risk to quality management decisions. In emergency cases, the health care provider has to deliver quality services within the shortest period, and consent is less regarded. Another major challenge is the inability of the healthcare providers to ascertain the patient's state of mind at a glance. The failure to determine whether the patient can make informed decisions confronts the medics with a challenge that demands a second option: consulting the psychiatrists. 

References 
Catalyst, N. E. J. M. (2018). What is risk management in healthcare? NEJM Catalyst.
Eklund, J. H., Holmström, I. K., Kumlin, T., Kaminsky, E., Skoglund, K., Höglander, J., ... & Meranius, M. S. (2019). “Same same or different?” A review of reviews of person-centered and patient-centered care. Patient Education and Counseling, 102(1), 3-11. 
Peerally, M. F., Carr, S., Waring, J., & Dixon-Woods, M. (2017). The problem with root cause analysis. BMJ quality & safety, 26(5), 417-422. 
Schildmeijer, K., Nilsson, L., Perk, J., Årestedt, K., & Nilsson, G. (2013). Strengths and weaknesses of working with the Global Trigger Tool method for retrospective record review: focus group interviews with team members. BMJ Open, 3(9), e003131.
Shahid, S., & Thomas, S. (2018). The situation, background, assessment, recommendation (SBAR) communication tool for handoff in health care–a narrative review. Safety in Health, 4(1), 1-9.
Simsekler, M. C. E., Kaya, G. K., Ward, J. R., & Clarkson, P. J. (2019). I am evaluating inputs of failure modes and effects analysis in identifying patient safety risks. International journal of health care quality assurance. 
Taylor, E., Paikes, D., Geonnotti, K., McNellis, R., Genevro, J., & Meyers, D. (2020). Quality Improvement in Primary Care. Ahrq.gov. Retrieved 4 July 2021, from https://www.ahrq.gov/research/findings/factsheets/quality/qipc/index.html.




