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Why We Care:
The Compelling News About Pressure Ulcers

• Considered a never event (almost)

• PU rates Nursing Quality Indicator

• Prolong hospital length of stay

• Painful

• Debilitating
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• Debilitating

• Mortality 60,000 lives lost every year from pressure related injury

• Resources

• Expensive $70,000 to treat full thickness injury

• Changes in re‐imbursement 

(IHI, Dec 2011)
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Our Experience: We had this bump in rates
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Prevalence vs Incidence (explain the difference)

Prevalence 

• Ulcers present on admission

• A snapshot or sample at one point in time

• Not a clear indication of the quality of a 

Incidence

• Ulcers that develop in house while a 
patient is being cared for by nursing

• Injury occurs while under direct nursing 
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particular unit or organization  care

• Rates are linked to quality of care on that 
unit 
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Our Plan

• Spike in Pressure Ulcer Rates

• Action Plan

• Benchmarks

• Formed Skin Care workgroup

• Consulted Organizational Experts 

VETERANS  HEALTH  ADMINISTRATION

on wound and skin management

• Focused on capturing admission 
skin and risk assessment

• Educational needs assessment

• Night USL assessment and 
collection of incidence  for data 
base

• Participation in  PUP studies
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Educational needs/Action plans

• What were our learning needs? 

– Skin and risk assessment

– Charting inconsistencies

– Documentation within 24 hours 

• Where did we need to focus our energy?
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gy

• Look to the literature for guidance
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Room for Improvement
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Assessment
Documentation
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Pressure ulcer data base 
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Maintaining the focus

• Night Unit Shift Leader skin assessment 

• Daily collection of incidence data

• Identifying patients at risk in the ICU:

– Over weight / under weight

– Restrained
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Restrained

– Poor nutrition

– Decreased mobility

– Vasopressors

– Prolonged mechanical ventilation

– Braden Scale score of 18 or less
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PVAMC CCU Pressure Ulcer Incidence
Number of Unique Patients with 

Pressure Ulcers Stage II‐IV; Not Present on Admit to CCU

Total number of  PVAMC CCU Patient Care Days 
Jan 10→ Aug 11 = 12013
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CCU Target = 3.5  / 1000 patient days
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3Q09  2Q10  4Q10  2Q11 

Critical Care Unit 15.0 0.0 0.0 13.3

National Comparative: Magnet Facility 5.2 4.8 4.4 4.2
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Future Actions: 

• Individualized plan of care for identified at risk patients

• Tracking the number of days since last unit acquired pressure ulcer

• Assessment of new devices and dressings on the market

• Frequent unit based PUP studies

• Nurse lead wound/mobility rounds
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• Nurse lead wound/mobility rounds
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