Option #2: Failed Improvement Project Memo
First, read the failed improvement project 
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Then, conduct a literature review and Internet search for risk reduction strategies aimed at preventing and managing heel ulcerations.
For this assignment, you will write a brief memo addressed to the Chief Nursing Officer. In the memo, identify and discuss two or three specific process changes that could be implemented to achieve 80 to 90 percent reliability in preventing and managing heel ulcerations. Then identify and discuss two or three additional process changes that would be needed to reach 95 percent reliability. Finally, discuss how you would measure the effectiveness of the changes.
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The memo should be well-written and meet the following requirements:
· Be two pages (single-spaced) in length plus a title page and a reference page
· Includes at least three references from the peer-reviewed articles. The CSU-Global Library is a good place to find peer-reviewed articles.
· Conforms to CSU-Global Guide to Writing and APA
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Many patients in the hospital were developing heel ulcerations. More than 13 percent of patients aged 18 or older developed a
heel ulcer within four days of admission. This rate was higher than the national average. so an improvement team was formed
with representatives from nursing, physical therapy, and wound care services to reduce the incidence of heel ulcers by 50
percent within one year. The team evaluated current practices and implemented the following stepwise actions to improve the
process:

1. Nurses were trained to use an assessment scoring system to identify patients at risk of heel ulcerations. A poster
board showing assessment instructions was made available for five days in each nursing unit.
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After reviewing the training material, nurses took a test to determine their proficiency in assessing a patient's heel
ulcer risk. A score of 90 percent was required to pass the test.

3. Once all nurses had taken and passed the test, a new protocol was implemented that required use of the risk-
assessment scoring system at the time of a patient's admission, 48 hours after admission, and whenever a significant
change was seen in a patient's condition.

4. The hospital's computerized health record system was modified so nurses could add the patient's uleer risk score into
the patient's record at the required intervals.

5. Patients at moderate or high risk of a heel ulcer were started on a protocol of ulcer prevention that included
application of a thin dressing or heel protectors on reddencd arcas and clevation of the patient's heels with pillows.

One year after the actions were completed, the incidence of hospital-acquired heel pressure ulcers had not significantly
changed. An analysis of current practices found that staff nurses were not consistently completing the periodic risk
assessments and that heel ulcer prevention interventions were not always employed. A lot of work had been done by the
improvement team. the people who had created the training and post-training exam, and the people who had modified the
computerized record system, yet no significant improvements oceurred.

Everyone involved in improvement projects wants performance to improve. But good intentions are not enough to
ensure good outcomes. To achicve better performance that is reliable, human factors science must be taken into consideration
when making changes.
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Exirr 9.5

Type of Action Intervention Examples of
Standardizationis  + Reduce thevariaty of IV solutions available as floor stock to !r';‘“""’"’":;
pervasive those most frequently used ‘f e
+ Use only standard concentrations of IV solutions Reliability of
«  Make only one kind of IV medication pump in each class Administration of
available in the hospital IV Medications and
« Develop and implement standard IV physician orders Selutions
Decision aids and « Label all IV solutions that do not come from the pharmacy
reminders are built with a tag displaying the nurse’s name, date, name of
into the system solution, and rate of administration

The desired action is
the default

Habits and patterns
are studied and used
inthe design

Process risks are
specified, and
actions for reducing
risks are articulated

Scheduling is used
to advantage

Redundant processes
arein place

Independent backup

Place on each IV bag a drug-specific label containing flow
rate calculations.

Program standard IV orders into the computerized order
entry system

Use IV pumps with forcing functions to prevent
programming errors

(Change the arrangement of the medication access control
device so only one injection is available per drawer

Include discussion of risks and interventions in the annual
staff competency assessment process to reduce these risks

At change of shift, double-check all potentially hazardous
Vs (medications, pump settings, and IV tubing) for failure

Place on each IV bag a drug-specific label containing flow
rate calculations

Have two nurses independently double-check all IV

madicatiane numn cattinae and IV tuhine hafara
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Independentbackup  Have two nurses independently double-check all IV

is in place medications, pump settings, and IV tubing before
administration and before patient transfer to another
location

Compliance is « Gather data on compliance with the new process and

measured and the number of incidents involving IV medication and

results are shared IV solutions; regularly evaluate results and share with

‘everyone involved in the process




