
Institute for 
Healthcare 

Improvement

� � � � � � � � �� �	 � � � 
��� � � �
 � � ���� �
� � � �



Pressure Ulcer Prevention 
Intervention

• Campaign Hospitals Committed to 
Pressure Ulcer Prevention – 1907
� Rural 671
� <100 beds 499� <100 beds 499

• Mentor Hospitals 12 and climbing…..

• Community Initiatives (regional/state )



Prevent Pressure Ulcers

The Goal:

Reduce the incidence of hospital-
acquired pressure ulcers by December acquired pressure ulcers by December 
2008.

Focus on “getting to zero.”



What Do we know?
• The prevalence of pressure ulcers has remained constant at about 7% over 

the past 20 years, even though considerable time and money has been 
invested in various prevention strategies. Whitfield MD, Kaltenthaler EC, Akehurst RL, Walters SJ, 
Paisley S. How effective are prevention strategies in reducing the prevalence of pressure ulcers?J Wound Care. 2000;9:261-
266.

• 1.3 million to 3 million adults have a pressure ulcer
• Estimated cost of $500 to $40,000 to heal each ulcer. • Estimated cost of $500 to $40,000 to heal each ulcer. 
• The incidence of pressure ulcers varies greatly by clinical setting. Incidence 

rates of 0.4% to 38.0% for hospitals, 2.2% to 23.9% for long-term care, and 
0% to 17% for home care have been reported. 

• Pressure ulcers in elderly persons have also been associated with increased 
mortality rates.  Lyder CH. Pressure ulcer prevention and management. JAMA. 2003;289:223-226.

• Risk is predictable.
• Skin integrity can deteriorate in hours.
• Wet skin is more vulnerable to skin disruption and ulceration.
• Continual pressure, especially over bony prominences, increases risk.
• Pressure-relieving surfaces may help. Reddy M, Gill SS, Rochon PA. JAMA. 2006;296:974-984.
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Reducing Pressure Ulcers

1. Conduct a pressure ulcer admission 
assessment for all patients

2. Reassess risk for all patients daily
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3. Inspect skin daily
4. Manage moisture – keep the patient dry 

and moisturize skin
5. Optimize nutrition and hydration
6. Minimize pressure
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Conduct a Pressure Ulcer Admission 
Risk Assessment; Reassess Daily

• Use visual cues in admission documentation for 
completion of skin and risk assessment.

• Standardize risk assessment tool/checklist across the 
institution.
� Incorporate action steps linked to risk.

• Use multiple methods to visually identify patients at risk.• Use multiple methods to visually identify patients at risk.
� Place stickers on chart, use visual cues on door and bed.

• Post compliance rates to motivate staff.
• Improve processes to ensure risk assessment is 

conducted within four hours of admission and reassess 
daily.

• Assess surgical patients.



Inspect Skin Daily

• Daily skin inspection is required for 
high-risk patients.

• Skin integrity can deteriorate in a 
matter of hours.matter of hours.
� Always look at sacrum, back, buttocks, 

heels, and elbows every time the patient is 
assessed.



Manage Moisture

• Cleanse skin at time of soiling and at routine 
intervals.
� Watch for excessive moisture due to perspiration and 

wounds.
� Use gentle cleansing agent.� Use gentle cleansing agent.

• Use moisturizers for dry, fragile skin.
• Provide under-pads that wick moisture away 

from skin.
• Keep kit of needed supplies at bedside for at-risk 

incontinent patients.



Optimize Nutrition/Hydration

• Respect patient’s dietary preferences.
• Involve dietician, use supplements as 

needed.
• Monitor hydration.• Monitor hydration.

� Offer water (when appropriate) whenever 
patient is turned.



Minimize Pressure

• Turn/reposition patient at least every two hours.
� Use alerts and cues to remind staff to turn patient.
� Protect skin when turning patient (use lift devices or 

“drawsheets,” heel and elbow protectors, sleeves and 
stockings; do not “drag”).

• Use pillows and cushions strategically.• Use pillows and cushions strategically.
• Use static and/or dynamic pressure-relieving support 

surfaces.
� Static surfaces include well-designed mattresses, mattress 

overlays filled with water, air, gel, foam, or a combination of 
these. 

� Dynamic surfaces include devices that vary pressure beneath 
the patient, reducing duration of pressure at any given skin site.



Tips for Getting Started

• Rapid Cycle Change (PDSA)
� Small tests of change
� Meet Weekly

• Form a multidisciplinary improvement team.• Form a multidisciplinary improvement team.
� Nursing
� Education
� Quality 
� Dietary
� Materials management staff
� Patient



Tips for Getting Started

• Set Up a Pilot
• Start on a ward with high-risk patients and 

a clinical champion
• Standardize • Standardize 

� Use standard assessment tools, checklists, 
cues, alerts, and reminders.

� Allow staff to build tools 
� Build reminders and monitors into routine 

documentation.


