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Best Practices

e Best practices are those
care processes—based
on literature and expert
opinion—that represent
the best ways we
currently know of
preventing pressure
injuries in the hospital.

 AHRQ Patient Safety
Network (PSNET)
https://psnet.ahrg.gov/



https://psnet.ahrq.gov/

Module 3 Goals

* |dentify opportunities for improvement:
— Which pressure injury prevention practices to use
— How to perform a comprehensive skin assessment
— How to conduct a standardized assessment of
pressure injury risk factors
— How to incorporate risk factors into care planning

Note: At various points during the module, we’ll discuss
which best practices you want to include in your
prevention program.




Bundle of Best Practices

* Pressure injury prevention practices checklist:
(J Comprehensive skin assessment
J Standardized pressure injury risk assessment
d Care planning and implementation to address
areas of risk




BEST PRACTICE

COMPREHENSIVE SKIN
ASSESSMENT




Comprehensive Skin Assessment

e Examine the

P Background: This sheet summarizes the elements of a correct ¢ hensive skin

You could, for example, integrate them into your documentation system or use this sheet for staff

entire skin (from e ot s e o

« Ifthe skin quickly
« Ifthe skin does nol

skin turgor finding| Skin Temperature
ead to toe) for L
Most clinicians use the back rather than the palm of their hand to assess the temperature of a

have connective tis

patient’s skin.
° ° Skin Integrity N N . . . . . )
that d skin temy can be a sign of fever or impending skin problems
a norl I Ia I IeS * Look to see if the such as a Stage | pressure ulcer or a diabetic foot about to ulcerate.
. »  Determine whethes
s Identify signs of pf «  Touch the skin to evaluate if it is warm or cool.
+  Determine whethes « Compare symmetrical body parts for differences in skin temperature.
«  Identify whether th{
*  Note any disruptiof Skin Color
-

——
|| - _.-J[ I O O I 3 B ifa shin digropticy «  Ensure that there is adequate light.
many different etig - . . ; . .
\ Use an additional light source such as a penlight to illuminate hard to see skin areas such as

problem will need
the heels or sacrum.

moisture-associate
Know the person’s normal skin tone so that vou can evaluate changes.
Look for differences in color between comparable body parts, such as left and right leg.
Depress any discolored areas to see if they are blanchable or nonblanchable.
Look for redness or darker skin tone, which indicate infection or increased pressure.
Look for paleness, flushing, or cyanosis.
Remember that changes in coloration may be particularly difficult to see in darkly pigmented
skin.

. s 8 0

Skin Moisture

Touch the skin to see if the skin is wet or dry, or has the right balance of moisture.
Remember that dry skin, or xerosis, may also appear scaly or lighter in color.

Check if the skin is oily.

Note that macerated skin from too much moisture may also appear lighter or feel soft or
hoggy.

Also look for water droplets on the skin. Is the skin clammy?

Determine whether these changes localized or generalized.

Skin Turgor

« To assess skin turgor, take your fingers and “pinch™ the skin near the clavicle or the forearm
30 that the skin lifts up from the underlying structure. Then let the skin go.
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How To Do a Skin Assessment

Video Clip of Skin Assessment




Skin Assessment Frequency

Not a one-time event
Repeated on a regular basis
Optimally done daily in a
systematic manner by a
single individual at a
dedicated time

May be integrated into -
routine care—any time the g

patient is cleaned or turned




Medical Device Skin Assessment

‘ Best Practices for P reve ntion of

NATIONAL

o Medical Device-Related Pressure Ulcers

PANEL

v Choose the correct size of medical device(s) to fit the individual

v Cushion and protect the skin with dressings in high risk areas {e.g., nasal bridge)

v Remove or move the device daily to assess skin

v Avoid placement of device(s) over sites of prior, or existing pressure ulceration

v Educate staff on correct use of devices and prevention of skin breakdown

v Be aware of edema under device(s) and potential for skin breakdown

v Confirm that devices are not placed directly under an individual who is bedridden or immobile

Trach Ties Retention Sutures

Anterial Line Wrist Splint

Oxygen Tubing = CPAP Mask

Caopyright (& Febromry 2013 by Mo Pressore Ulcsr Sdizory Pandd . Al rights resened.




Reporting and Documenting

e Skin assessment results must be documented
in the medical record. Then staff must be
made aware of the assessment.




Barriers to Practice

* Finding time for skin assessments

* Determining correct etiology of wounds
e Using inadequate documentation forms
* Lacking ways to empower staff to report

abnormal skin findings:
— Consider using Tool 3C: Pressure Ulcer
|dentification Pocket Pad.




ID Pocket Pad

PRESSURE ULCER IDENTIFICATION POCKET PAD m__ s
Place the patient's/resident's name on the top of the pad, date '@" TO O I 3 C
it and place an “X" on the area on the body where you see the \

skin concern. Give this to the nurse and ask him or her to check
the patient/resident. They will follow up as needed.

Date: Time:
Patient's/Resident's Name:
Reporter:
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Practice Insight

[ Annotated Images (BODY IMAGE-ADMISSION)
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Improving Assessment Practice

* Ask a colleague to confirm skin assessment.
Perform skin assessment with an expert.

Ask for clarification.

Use available resources.
See tips for making assessments part of the

routine. Eﬂa

Page 42




BEST PRACTICE

PRESSURE INJURY RISK
ASSESSMENT




Pressure Injury Risk Assessment

* Next step in prevention
* Goal: to identify patients at risk




Risk Assessment Scales

* Only one part of risk assessment
* Meant to be used in conjunction with a review

of other risk factors and clinical judgment
— More factors to consider @ Page 44

* Especially helpful in identifying patients at
mild to moderate risk

 Two widely used scales:
— Braden Scale (Tool 3D)
— Norton Scale (Tool 3E)




Braden Scale

e Six subscales, scored

from 1-4 or 1-3:

— Sensory perception
— Moisture

— Activity

— Mobility

— Nutrition

— Friction/shear




Risk Assessment Case Study — Mr. K




Patient's Name

Braden Scale — Mr. K

Braden Pressure Ulcer Risk Assessment
Evaluator's Mame

SENSORY
FERCEPTION
ahlity % respond
maaninglully ia
prassum -miaad
ciscomian

1. Completely Limited:
Unmsporsive jdoas nol maan,
findh, or grasp ) 0 painful stimul,
dua o diminkshad laval of
comsciousna s or sadation,

DR Ernited akilly o feal pain o
mas of bady surface.

Z Very Limited:

Razpands anly o painkul sSmuli
Carmaol commuricate dscomian
acap by maaning ar
MRS s,

QR has a sensary impainmant
which limils the abiliRy o feal pain
or discamiort owver 142 af body.

3. Slightly Limite d:
Respands o verbal commands,

but cannat abways communicate
discamiont ar naed o ba umed, {
QR has sama sansary mpalmmant
winich limits akility 1o tad pain or
dismaamiart [FI=

ant
4 irmmeni; T~
ands lo vabal cormands,
hias no sersary defict which would
liemit abligy 1o e el or volga pain or
discaomion,

MOISTURE
dagrea i which
ki = anposed 0
MisElra

1. Constantly Moist:

Skin ks kapt makst almast constaniy
by parsgiraion, udne, @i,
Dampnass is dawctad evary Bma
patierd & moved or umesd.

2 Very Moist:

. Docasi onally Moist:
Shin s o coasion ally maist,
rexquiring an exira Inen change
mxdm

\

ACTIVITY
dagraa of
physical actiity

1. Bedfast:
Corfined o bad,

Sxin B ofan, but not always, mast,
Linan must ba changad al laast

Z Chairfast:

Abllisy towalk sawanaly limiad o
nan-aeistant, Camnot baar welght
andhor must be assisted ima ohan
ar whaadchair.

4. Rarely Moist:

Skin ks usually dry, Inan anly
Fexjuines enanging o Fouling
inlervals,

A Walks Cooaerenay: . N
Walks acoashanaly dl.lhg day, but
for wary shor distancaes, with or
wilhoul assistanca. Spends

jadty of aadh shift inbed or
[=F =

4. Walks Froguenthy:
\Walks outsida tha mam at laas

a day and insida room at baast
ance evary 2 hours during waking

hours.

MOBELTY
anlity o changa
and eamtml bady
pasdion

1. Complo ety Immobile :

Does not maka aven slight changes
in bady oF exrarmity pasiion witou
AsaiElan Ga.

onca a shifl,
ﬂr} Lt d: N
Makes occasional sight changas

i by oF etmmily postion bul
sithe % Make Wequentof

3. Shightly Limhed:
aoas frequant haugh slight
angas in body of admmily
csifion independently.

4. No Limitations :
Makas major and frequant changes
i poslion wWithoul assistance.

HUTRITION
wmral food intaks
pakam

1. Very Poor:

Mavar aats a camplata maal, Ramly
aats mara fan 1/ 3af amy foad
allemd. Eats 2 sarvings o bess ol
prtain {maat o dairy prod s p
dary. Takes fuids paorly. Does nat
takon @ lcuid distary supp lamant,
QR B MNP D and or maintainad an
claar liquids ar 1V's for mara han 5
darys.

r i

raly @ats acomplata maal a
ganerally aats anly about 1/2 of
any lood aflerad. Protain intake
indudes anly 3 servings of mast ar
dairy pmducts per day.
Oocasionaly will lake a delary
supplamant.

macaias bess han oplimum
af liquic] clied or fube

3. 1
Eats owar hall of mosi maak., Eats
a total of 4 sardngs of protein
aal, dairy products) each day.
acasionally wil refuss a maal, bt
usually e a supplement il
Hamd,
R i an aluba laading or TPM
regiman which prba by meea s
rmasd of nuirlional neads .

4. Excellent

Eats most of evary maal, Mawver
rafusas amaal, Usually aals atotal
ol 4 or mare serdngs of maal and
dairy products. Oocminnaly aats
betwoan maals. Does not mouine
supphaman aton .

7P robdem:
Raquires modarma o maxm
assistanca in moving. Complata
Tifing withoul sliding agsinst she
s impassitle, Frquently sides
dioan in bad or chalr, recquining
fmquent repasiioning with
masmum assistanca, Spasicly,
conmcres of agitation kead

Mowas haltturrem ol L
assistanca . During & mova skin
prabably shdes (o some adent
aganst shaets, char, msrans, o
ofner davices, Maimains relativaly
gaad posiion n chair or bad most
of T mea bul oscasionaly slides
.

3. Ho Apparent Problem:

Mawas in bad and inchar
indepandanty and has sulficken
mische sirengih to lup
campletaly dudng mawe. Mantans
ghc:!d pasiSon in bad arch air af all
timees,

Nguﬂmlﬁrl friction.
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How Often?

e Recommendations vary.

* |[n general acute care settings, do risk
assessment upon admission, then daily or
with a significant change in condition.

* |n critical care settings, frequent assessments
should be done, such as at every shift.

* For risk assessment in pediatrics. [&) [Page 46




Documentation

 Have computerized (or paper) form in medical
record.

* |[ncorporate results in daily patient flowsheet.

* |Include results in patient report or handover.




* Knowing which patients are at risk is not
enough; you must also do something about it.
e Care planning guides what will be done to

prevent pressure injuries.




BEST PRACTICE

PRESSURE INJURY CARE
PLANNING




Care Planning

* A process to transfer the patient’s risk
assessment information into an action plan to

address his or her needs:

— Implement care practices so that your patient does
not develop a pressure injury.

— Develop a care plan for any area of risk.

— Tailor the plan to fit the patient’s needs.

— Modify as needed to capture your patient’s
response to interventions and any changes in
condition.




Patient and Family

ducation

Find out how you can help prevent
pressure ulcers:

n Inthe nursing hame; in the |'=c|sp'h:||; and at hame

Key Steps to
Pressure Ulcer Prevention
Protect your skin from injury:
LT PRESSLRE

L] |F you are -Jn:IIDIE o move 'YOIJ[SE” n h?d SOMecns
should c|'cnge your posifion ot least every two hours.

[ ] |chuure in a chair, your position should be .Fanged
at beast every howr.

[ ] |F you are able to shift WO CRAT wegh} you should
do = avery 15 minuies while siffing.

ReDUCE FRCTION

[ Wl‘uer' shifi ing posdlcr' of moving in your bed, dan't

pJ o d yourse acoss the shests. Alo, don't
push or prchnh your heeks or albows.

u Awoid rapeditive movements such as ml:l:ung your foot
on the sheats to scralch an ih:"ry speot.

n Auvoid doughr-.ﬂ-shaped cushions - I'|'|Ey oan c‘.duu”y
couse injury ho 'CIEEP fissues.
Take care of your skin:

n Allow o member of your healhcars eam 1o inspect
your skin at least ones per ch.

ulf you nofice amy reddened, purple. puinfu| or sane

areas, noEFy YOUr MUISE O5 500N a5 poss le.

u Clean your skin righr awy if wou get urine or stool on
it.

n Prevent dry skin by using creams or oils.

u Don't wb or massage skin over reddened, purp{a ar
sone paris D{'yuur bad'y

T»%?L ing Together

= Fill

\ to Make Healthcare Bm‘u

"]

-avi-\- renp n

Help Us Protect Your Skin

Informing you and your family abour pressure wlcers and how you can assist your healtheare

provieers in prevenring them.

What is
a pressure ulcer?
A pressure u|cer, zomefimesz called o 'l::ecsole,' iz infury
o the skin and ur'c:ar|yirg fissue usua”y coused l:vy unre-
liewed pressure.
Thase uleers vsually accur on the l:».ﬂk:\cks, |"ips, |'|Ee|s,
albows and shoulders.  These are bﬂdy parts that have

the mast pressurs when Wou are |y1r\g in bed or sittirg far

long pericds of time. Pressure ulcars begin as reddzned
areas, but can :I-CII’IGQB skin and muscles i not treded.

What causes
a pressure ulcer?

Pressue uoers oo when unidieved pressue on e skin

q’mﬁﬁybﬁ:ﬂdu@aﬁlsﬁds.pplyh*ﬁvﬂhrm
%*eﬂcndcssndgdmmﬁurdm}gen

hrbo H'eisa.erw:ﬁeamnpra@reulmrbrm

i
may o a presare Even ruobing o
{nchan'EJm"rrﬂy:lurugeH‘eshnarmkEammrpEa

s uker worsen.

The Hbm'ng increase the risk fcrpressure vkers:
n Cannet change pesiicns

» Wetness hom confinuous o pEricdic lass of bowsl

u Mot ealing or ::Irin'king anuugh

n Reduced mental awareness or confusion and/er blad-

ger con

Pressure ulcers are serious problems and can
keed to:

n Pain
n Slower racovery from health problems

u Possible cc:mp|iccr1ic|r5 [for ex. an infedtion, diHicuhy
walking, eic. |

Vmak ing I Ugtihu

When you
or your family mem ber
were admitted to this
looked at your skin.
This evaluation
showed that you are at
risk fr developing
a pressure tilcer.

Pressure ulcers
may be preventable

E\,r Gssisriniyour healtheare team you may be able

te reduce |

e reasans you are at risk for gelting a

pressure ulcer.

P

i o yoeur loved one is receiving Hosplce and//or
s

afiver :ﬂre, it & imporbant that you discuss the gcuLs o

care :iln n%.:;!ss.lre Ulclar evention and manoge-

imgortant ﬂ'ﬂn turning cn'd repuslhunlng if You of your
Palliative

kﬂdaﬂg ISCIPBSPIGEEI
Be sure that you:

===} puhgf
Ask quashions and help p|ar- \,lour care
Explain your needs, wanis and concems
Know what is best for you
Become an informed consumer of healihcare
Understand what and wl".y H’Lir’gs are being done

‘\ to Make Healthcare Better

‘:IN

¢<. Lo il

Tool 3G

|Ej—<—J

Updated brochure
available at:
http://www.njha.com/
media/43477/puconsu
mereng.pdf




Sample Care Plan

Tool 3F

Braden
Category Braden Score: 1
o Teachor do frequent small
sy weight,
Muohility Completely Immaohile
«  Skin asscssment and insps
#  Turnfreposition q 1-2 hours.
+  Postiuming schedule,
*  Teachor do frequent small
baoedy wezight.
#  Elevate heels.
= Consider apocialiy bed.
Nutrition Yery Pour
«  MNutrition consuht.
«  Skin mssesment and inspe
«  Offer nutrition supplements
*  Encourage Family tobring
fiooed 5.
«  Monitoer nutritional intake.
®  [FMNPO for > 24 hours, dise
M.
«  Recond dienary imtake and [
appropriake,
Frictinn Problem
amd Shear [+ Skin sssesment and inspe

*  Minimum of 2 people +
pull patient up in bed.

#  Keep bed linens clean, dry,
free.

#  Apply elbowihee | prodectors.
skin over ¢lbows and heels,

*  Elevate head of bed 30 de

Section 7: Tools

Sample Care Plan

Braden
Category

Braden Score: |

Braden Score: 2

Braden Score: 3

Braden Score: 4

Semsory
Perception

Completely limited

+»  Skin ssscssment and inspection g shifi.
Pay atiention to heels,
Elevate hecls and use projectors,
Consider spocialty mattress orbod.
Use pillows between knees and bony
prominences & avoid direct contact,

Very limited

+  Skin msscsment and inspection g shift.
Pay atlention 1o heels,
Elevate heels and use prodectors.
Consider spocialty mattress or bed.

Slightly limited

Skin asscasment and inspoction
4 shift, Pay attention 1o heels,
Elevate hecls and use protoctors

No limitation

+*  Encourage paticnt to
repor pain over bony
PTOMinGn &s.
Check heels daily.

Comstantly Maodst
*  Skin macsament and inspection g shifi.
= Use moisture barrier gintments
{protoctive skin barriers).
Muoisturize dry unbroken skin.
Avoid hot water, Use mikl soap and sofi
cloths or packaged cleanser wipes.
Check incontinence pads frequently {g
2-3h) and change a5 needed,
Apply condom catheter it appropriate.
[Fstonl incontinence, consider bowel
training and fileting afler meals or
roctal tubes it appropriate.
Consider low air loss bed

Mkt
Llse moisture barrier oinin
{protoctive barriers).
Muoisturize dry unbroken skin
Avvoid hot water, Use mikd soap and
soft cloths or packaged cleanser wipes.
Check incontinence pads frequently {g
2-3h).
Aovoidd use of diapers but iFnecessary,
check frequently (g 2- Ihjand change as
needed,
If stonl incontinence, consider bowel
iraining and toileting afier meals,
Consiler kvw air loss bad

Orecastomally Maodst

Use moisure barrier oimments
{protective skin barmricrs).
Muoisturize dry unbroken skin.
Avaid hot water, Use mikl soap
and soft cloths or packaged
cloanser wipes.,

Check incomtinence pads
fraquently.

Avaid wse of diapers but it
necessany, check Frequently (g 2-
3h) and change as needed,
Encourage patient 1o repart any
athar moisture problem {such as
under breasis),

IFstool incontinence, consider
howel training and toileting afier
meals,

Rarely Maodst

+  Encourage patient io use
lotion to prevent skin
cracks,
Engourage patient 1o
Toprt any maoisture
problem {such as under
breasts),

Bed fast

#  Skin msesmment and inspection g shifi.

#  Position prone i appropriate or elevate
head of bed noe more than 30 degrees.
Position with pillows o clevate pressune
poinits off of the bed,
Consider spocialty bed.
Elevate heels off bed andfor use heel
profecions,
Consider physical therapy consult for
conditioning and Wi assessment.
Turnfreposition ¢ 1=2h.

Post tuming schedule.

Chalrfast

=  Consider apecialiy chair pad.

+  Consider postural alignment, weight
distribution, balance, stability, and
pressure relie fwhen positioning
individuals in chair or whee kehair.
[natmeet patient o repositiong 15
minwkes when in chair,

Stand every hour,

Pad bony prominences with fpam
wedpes, rollad blankets, or towels,
Consider physical therapy consult for
conditioning and W/C assessment,

Walks Oecasionally

Prowvide structured mobility plan.
Comsider chair cushion,
Consider physical therapy
conailt, .

Wilks Frequently

+  Encourage ambulating
outside the reom at least
Tidl,
Check skin daily.
Maonitor balance and
endurance,
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Practice Insight

EHR Care Plans Triggered Based on Risk Assessment

Braden Scale for Predicting Pressure Sore Risk

SENSORY PERCEPTION | 1. Completely Limited 2. Very Limited 3. Slightly Limited 4. No Impairment
MOISTURE 1. Constantly Moist 2. Very Moist 3. Occasionally Moist 4. Rarely Moist
ACTIVITY 1. Bedfast 2. Chairfast 3. Walks Occasionally 4. Walks Frequently
MOBILITY 1. Completely Immobile | 2. Very Limited 3. Slightly Limited 4. No Limitation
NUTRITION 1. Very Poor 2. Probably Inadequate |[3. Adequate 4. Excellent

FRICTION & SHEAR 1. Problem 2. Potential Problem 3. No Apparent Problem

© Barbara Braden and Nancy Bergstrom, 1988. Used with permission. Total Score

Sensory Perception Sensory Perception Care Plan Triggered

Mobility Mobility Care Plan Triggered
Nutrition Care Plan Triggered
Friction & Shear Friction & Shear Care Plan Triggered



Presenter Notes
Presentation Notes
Care plans are “triggered” based on each individual assessment category. This approach allows early prevention to begin with as little as one risk category and does not depend on the total Braden score.


Improve Care Planning

* Ensure that staff appreciate the value of care
planning.
— Let staff know their roles and responsibilities in

reducing pressure injury incidence.
— Empower staff to carry out their roles.




Improve Care Planning

* Make care planning more streamlined—Ilink to the

assessment task.

— Document using the
computer to tie the
assessment directly to the
care plan (saves time).

— Use prompts to update the
plan as your patient’s
condition changes (helps
ensure his or her needs will
continue to be met).




Improve Care Planning

 Examples of prompts linked to routine

practice:

— Generate a reminder to conduct pressure injury
risk assessment when a patient is in the OR for
more than 4 hours.

— Order support surfaces and skin care products for
patients you identify as at risk.

— Include the care plan in shift reports and patient
handoffs.

Remember: Let all levels of staff know what is required daily so
they automatically carry out the task.




IDENTIFY YOUR BUNDLE OF

BEST PRACTICES




Identify Best Practices

 Comprehensive skin assessment

e Standardized risk assessment:
— Norton? Braden? Waterlow?
— Another validated scale?

e Care planning




Identify Best Practices

 Comprehensive skin assessment:
— Would you recommend that each admitted patient
receive a skin assessment?
— When would you recommend it get done again, if
needed?
— How do you want the assessment to be
conducted?




Identify Best Practices

* Risk assessment:
— Which standardized risk assessment scale do you
plan to use?
— When do you plan to complete risk assessments?




Identify Best Practices

e Care plan:
— Does your current pressure injury planning process
suffice for your prevention program?
— Or should it be revised? If so, who will revise it?




Best Practices

* Need to be customized:
— Each patient has a different set of pressure injury
risk factors, so care must address each patient’s
unigue needs.




-4&-] Practice Insight

Pressure Ulcer Prevention Program
ACTION PLAN: JUNE 2015 - JANUARY 2016

KEY INTERVENTIONS/TASKS

STEPS TO COMPLETE TASK AND TOOLS TO USE

TEAM MEMEBERS
RESPONSIBLE

TARGET DATE FOR
COMPLETION

Create Policy-When to Call ET Services Team Lead and LF, CT, and JL |August 10, 2015 v
Analyze Current State of ?end SE rvey - Nursing Views on Pressure Ulcer Team Lead June 12, 2015 v
Pressure Ulcer Prevention revden lon : =d . —
TP Send Su wey - Pieper Know edge Test Team Lea August 6, 2015
Data Review - Determine Target Goals DC June 17, 2015 v
Core Tesrmto Review Webinars 3-8 CORE TEAM—— August 10, 2015 v
Develop Pocket Pad with Body Qutline 1L, CS, MW, LS staff rev July 3, 2015 v
Skin Assessment on Hand-Off Nurse Worksheet L, €S, MW Jm\zow v
Project Screen Savers for Pilot Computers JL & RNs Sep 30, 2&5\ v
Reorganize Pyxis for Pressure Ulcer Products Unit RNs & Central Supply Mov 30, 2015 \ P

Skin assessment documentation each shift

Pilot 68W, 7E - Real time
documentation

N
July 31, 2015

Identify the Bundle of
Prevention Practices to be

Process for Pressure Ulcer education pamphlet
distribution to our Roswell patients

JL to discuss with 6W staff for
ideas

July 24, 2015

Used in Redesigned System

Unit Champion Selection for Pilot Units

L, CT, MV

July 13, 2015

Develop Intervention Guidelines from Braden Score
- paper to trial before building in EMR

JL, CT, MV to Review with staff

Juby 31, 2015

Create PU Note in EMR where MD and WOC
documentation will be aligned w/ ICD-10

Team Lead

January, 2016

/

Decide on Information for Quality Board & Post CORE TEAM June 26, 2015~
Develop SharePoint site for Team Members L June 22,2015
Decide on a Logo to use for Project CORE TEAM 17, 2015

fof<] e |1 < A

Patient and Staff Education

\Mpocket booklet on PU Prevention CORE TEAM / Mowv 30, 2015 P
Patient EaTCTtemea-Lressure Ulcers = August 8, 2015 v

Staff Education on AHRQ PUP Program Team Lead, LF, CT Mow 30, 2015 IP

Pressure Ulcer Prevention Bed Algorithm Team Lead, LF, CT, BS Mov 30, 2015 IP

Reliability for Braden Score between nurses Team Lead, LF, WD October, 2015 iP

Learning from Pressure Ulcer Case Reviews Post in Breakroom August 8, 2015 v

Financial Analysis on HAPUs - 2015 Data Accounting August 8, 2015 P

CORE TEAM v

Understanding Prevalence & Incidence Rates

October, 2015




Action Plan

* Discuss action steps for Key Intervention 2.
* Determine who is responsible for this task and
when it will be completed.

Pressure Ulcer Prevention Action Plan Date:

Improvement Objective:

Team Members
Steps To Complete Task and Tools Responsible for Task | Target Date for Task
Key Interventions/Tasks To Use Completion Completion
1. Analyze current state of pressure
ulcer prevention practices in this

organization.

mtify the bundle of prevention
practices to be used in redesigned ) Refe r to yo u r
— =
3. Assign roles and responsibilities g = Act i O n P I a n

for implementing the redesigned
pressure ulcer prevention

practices. Te m p I ate .

4. Put the redesigned bundle into
practice.

5. Monitor pressure ulcer rates and
practices.

6. Sustain the redesigned
prevention practices.




* We reviewed:

— Comprehensive skin assessment.

— Braden and Norton risk assessment tools.

— Care planning.
* You identified best practices for your hospital.
* You completed Key Intervention 2 of the

Action Plan.
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