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NURSING

Excellence in Patient-Centered Care




Announcement of Top 10

 2013 Office of Nursing Services Innovation Awards 

The Office of Nursing Services (ONS) is pleased to announce the 2013 winners of the prestigious Office of Nursing Services Innovation Awards!  A list of the winning innovations and their accompanying narratives may be found on the Office of Nursing Services Intranet site at:  http://vaww.va.gov/NURSING/nationalawards.asp.

Twenty-five entries were submitted from across VHA utilizing this year’s theme, Prevention of Hospital Acquired Pressure Ulcers: GETTING TO ZERO.  While the winners in the table attached represent the “best of the best,” all submissions described creative and valuable programs or initiatives led by VA nurses.    
All award recipients will be recognized in multiple venues In addition, each of the award recipients will receive a team award of $10,000 to be distributed equally among members.

The Office of Nursing Services recognizes all teams for their submissions, and applauds each of them for their innovation and commitment to quality patient care!  We also extend a sincere “thank you” to the individuals who volunteered as reviewers during this important selection process.
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Christine Engstrom PhD CRNP AOCN
Interim Chief Nursing Officer 

Attachment: 2013 Office of Nursing Services Innovation Awards Recipients
2013 Office of Nursing Services Innovation Awards Recipients

	Title of Submission
	VISN/Facility
	Primary Author
	Contributors
	Submission

	Strategies to eradicate unavoidable pressure ulcers: how we made a difference
	VISN 4 / VA Pittsburgh Healthcare System
	Kayla Vidal RN MSN CWOCN
	Kathleen Graham RN BSN CWCN CWS
Kim M. Loughry RN BSN CWON

Margie Claypool RN MSN CNOR

Jocelyn Farley RN MSN CNOR
Karen Morris CRMST ASCP
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	Prevention & Assessment of Wounds and Skin (PAWS) Pressure Ulcer Prevention Awareness Campaign
	VISN 6 / Charles George VA Medical Center (Asheville, NC)

	Shawn Hogan BSN RN CWON
	Pamela Brown BSN RN CWOCN
Joyce Lewis RN WCC

Jennie Boothroyd RD
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	Reducing Incontinence Associated Dermatitis Using the VA-TAMMCS Improvement Model
	VISN 7 / Birmingham VA Medical Center
	Debra Litton DNP RN MBA
	Rebecca “Suzie” Miltner PhD RN CNL NEA-BC
Jeremiah Newsom MD MSPH

Charly Murphree MSN RN

Beverly Bell MSN RN CNS-BC

Joanna Hannah MD DABPMR

Chris Offord MSN RN 

Tracie Sears ADN RN

Bonnie Keisler MSN RN CRNP CWOCN

Betty Reid MSN RN ACNS-BC CWOCN

Terry Logsden
	
[image: image5.emf]Birmingham (521)  Innovation Awards Application.pdf



	Achieving and Sustaining Zero Pressure Ulcers: One Health Care System’s Cultural Transformation Aimed at Closing the Interprofessional Knowledge and Accountability Chasm
	VISN 9 / James H. Quillen VA Medical Center (Mountain Home, TN)
	Mona M. Baharestani PhD APN CWON FACCWS & IPUT Chair
	Stephanie Cox RN BSN CWCN
Kristi Marshall RN MSN

Polly Whitaker RN BSN CWS

Diana Moore PTA

Jacqueline Foster RN BSN CWON

Misty Bennett RN MSN CNL
	
[image: image6.emf]Mountain Home 2013  Innovation Award Prevention of HAPU-Getting to Zero.pdf



	Hospital Acquired Pressure Ulcers: On the Road to Zero
	VISN 11 / VA Illiana Health Care System
	Vicki Elwell RN BSN-BC CWCN
	Yvette Glenn NP CWS
Brett Jacobs OTR

William Free PT DPT

Jennifer Mast RD

Debra Martin RN MSN
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	“CHASING ZEROES FOR OUR HEROES”: An Interdisciplinary Team’s Journey Towards ZERO Hospital Acquired Pressure Ulcers (HAPU)
	VISN 16 / Central Arkansas Veterans Healthcare System
	Karen J. Baris APN
	Sandra A. Foster RN
Pamela Dugle RN

Shawnda Swearengin

Rhonda Cox Martinez

Carrenthia Atkinson

Dottie Gann

Katie Inebnit

Vicky Nabors RN

Kristen Dillman RN

Emily Martin RN

Sheila Cox-Sullivan PhD RN VHA-CM

Renee Mihalko-Corbitt CNS

Dana Freeman RN

Nancy Karol Anderson MD
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	Prevention of Hospital Acquired Pressure Ulcers: GETTING TO ZERO
	VISN 21 / VA Palo Alto Health Care System
	Cheryl Bowers CNS
	Helema Walton RN 
Chun Zhang RN

Teresa Hudec RN

Ann Mallari RN

Julie Kohlmeister RN

Heidy Garcia RN

Cris Munar

Thearesa Minx

Michael McIntosh

Rodel Bulatao

Susana Luciano

Darlene O’Campo

Perlas Balela

Jaimini Shah
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	Getting to Zero – Order Sets for Pressure Ulcer Prevention and Wound Management
	VISN 22 / VA San Diego Healthcare System

	Teresa Russell RN ANP-BC CNS CWON-AP MSN MPH
	Kathy Dunn RN CNS MSN
Tausha Beard RN BSN CWON

Laura Dolota RN FNP-BC

Kevin Broder MD

Mary Ellen Dellefield PhD RN
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	Pressure Ulcer Prevention Teamwork
	VISN 23 / Minneapolis VA Health Care System
	Mary Murphy RN CWOCN
	Umar Choudry MD
Paula Newinski RN

Alison Frey RN CWOCN
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	Road to Zero: An Interprofessional, Facility-wide Approach to Reducing Hospital Acquired Pressure Ulcers (HAPU)
	VISN 23 / VA Central Iowa Health Care System

	Bret Renshaw RN BSN CWCN
	Jacqueline Perkins ARNP FNP CWON
Karan Willoughby RN BSN WCC

Kristen Ganfield OTR/L

Teri Collins RD
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_1444036296.pdf
Department of Memorandum
Veterans Affairs

Date: April 29, 2013

From: Associate Director Patient Care Services/Nurse Executive (598/003), Central Arkansas Veterans
Healthcare System, Little Rock, Arkansas 72205

Subj: 2013 Office of Nursing Services Innovation Awards Application - Prevention of Hospital Acquired
Pressure Ulcers: Getting to Zero.

To: Chief Nursing Officer (10A1), VA Central Office, Washington, DC 20420

1. This memo is to certify that the Central Arkansas Veterans Healthcare System (598) Associate Director
Patient Care Services/Nurse Executive and the Medical Center Director endorse the submission of the
innovation noted below to the Office of Nursing Services, VACO (10A1) for consideration as a recipient of
the 2013 Office of Nursing Service Innovation Award.

2. Title of Innovation: “CHASING ZEROES FOR OUR HEROES™: An Interdisciplinary Team’s Journey
Towards ZERO Hospital Acquired Pressure Ulcers

3. Primary Author: Karen Baris APN

4. Primary Contact Name (if different from the Primary Author): Sandra Foster MNSc RN, Chief Nurse
Executive/Nursing Service (501) 257-6178.

/&)/JU A. BRA%, MSN, R’\], NE-BC

Concur

MICHAEL*R. WINN
Medical Center Director

cc: Network Director (10N16), South Central VA Health Care Network, Jackson, Mississippi 39216





Office of Nursing Services Innovations Awards Checklist

Office of Nursing Services
Annual Innovations Awards Checklist

1. Completed Application Form includes:
__x__ Title of submission
Facility Name

Facility address
VISN name and number
At least two (2) authors/contributors are listed with-
X Names

__x__Titles of positions

_ x_ Telephone numbers and extensions

X E-mail addresses

X
.
.
_X

2. Submission Narrative includes:
_ x__ Title

|

X Summary of initiative
x__ Date of implementation

__ X Identifies each rating category being addressed with an applicable narrative
X Uses Times New Roman font; no less than 11 point

X Does not exceed five (5) pages in length

X Includes attachments

x__ Excludes references

:x_ No embedded documents

3. Electronic Endorsement Memo or Equivalent Electronic Message includes:

X Submission title

X Primary author

__x__ Contact person if different from primary author

__x__ Chief Nurse Executive initiates memo of endorsement/electronic message
x__ Endorsed by Facility Director/designee
x__ Notification of VISN Network Director/designee

4. Submitted to designated contact person in Office of Nursing Services, VACO

X Application form
__X__ Submission narrative
__x_ Endorsements of:
X Chief Nurse Executive
__x_ Facility Director/designee

Notification of VISN Network Director/designee
Meets timeframe for submission
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Office of Nursing Services
2013 Annual Innovations Awards
Application Form
PREVENTION OF HOSPITAL ACQUIRED PRESSURE ULCERS: GETTING TO ZERO.

Title of Submission “CHASING ZEROES FOR OUR HEROES”: An Interdisciplinary Team’s
Journey Towards ZERO Hospital Acquired Pressure Ulcers (HAPU)

Facility Name and Address
Central Arkansas Veterans Healthcare System
4300 W. 7" St.

Little Rock, AR 72205

VISN # 16

Names of Team Members (Note: At least two (2) team members are required.)

Primary Author Information

Name Karen J. Baris, APN (Karen.baris@va.gov)
Title of Position WOCN APN
Telephone Number 501 - 257 - 5955 Extension:

Please provide the following information for the other team members. Use a separate sheet if necessary.
(Important Note: Only those making significant contributions to the initiative should be listed in this section as
the 310,000 award will be divided equally among the team members)

Name Sandra A. Foster RN (Sandra.foster3@va.gov)

Title of Position Chief Nurse Executive/Nursing Service

Telephone Number 501 -257—-6178 Extension:

Name Pamela Dugle RN (Pamela.dugle@va.gov)

Title of Position Associate Nurse Executive, Medicine/Surgery
Telephone Number 501 - 257 - 6182 Extension:

Name Shawnda Swearengin RN (Shawnda.swearengin@va.gov)
Title of Position Assistant Nurse Manager Step-Down Unit

Telephone Number 501 - 257 - 4655 Extension:

Name Rhonda Cox Martinez (Rhonda.cox-martinez@va.gov)
Title of Position Clinical Applications Coordinator

Telephone Number 501 - 257 - 3101 Extension:

Name Carrenthia Atkinson RN (Carrenthia.atkinson@va.gov)
Title of Position Assistant Nurse Manager Step-Down Unit

Telephone Number 501-257-4647

Name Dottie Gann RN (gann.dottiel@va.gov)

Title of Position Performance Improvement Manager

Telephone Number 501-257-6165

Name Katie Inebnit (Katie.inebnit@va.gov)

Title of Position Clinical Registered Dietitian

Telephone Number 501-257-6281
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Name Vicky Nabors RN (Vicky.nabors@va.gov)

Title of Position Wound Ostomy Continence Nurse

Telephone Number 501-257-5900

Name Kristen Dillman RN (Kristen.dillman@va.gov)

Title of Position Staff Nurse, Step-Down Unit

Telephone Number 501-257-4662

Name Emily Martin RN (Emily.martin3@va.gov)

Title of Position Staff Nurse

Telephone Number 501-257-4673

Name Dr. Sheila Cox-Sullivan (Sheila.sullivan2@va.gov)
Title of Position Associate Nurse Executive/Research

Telephone Number 501-257-5106

Name Renee Mihalko-Corbitt (renee.mihalko-corbitt@va.gov)
Title of Position Clinical Nurse Specialist APN

Telephone Number 501-257-4594

Name Dana Freeman RN (dana.freeman3@va.gov)

Title of Position Staff Nurse, Step-Down Unit

Telephone Number 501-257-4662

Name Dr. Nancy Karol Anderson (nancy.anderson3@va.gov)

Title of Position

Physician

Telephone Number

501-257-6857
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Title: “CHASING ZEROES FOR OUR HEROES”: An Interdisciplinary Team’s Journey Towards
ZERO Hospital Acquired Pressure Ulcers (HAPU)

Summary of Initiative: HAPU became a focus for improvement after the Step-Down Unit’s (SDU) HAPU
incidence rate sharply increased from 2.4 to 6.3 during FY 12 2™ Quarter. An interdisciplinary group (HAPU
Prevention Taskforce) comprised of Nursing, Medicine, Nutrition & Food (N&FS), and Performance
Improvement representatives formed to develop an evidence-based plan to improve the HAPU Nurse Sensitive
Indicator (NSI). Later, Logistics Service and Office of Information and Technology Service (OI&T) were added
to the team. Assessment of the problem and brainstorming of potential improvements led the HAPU Prevention
Taskforce to develop visual reminders with a turn clock and a HAPU bundle of nurse driven interventions.
Improvements included reconfiguration and availability of wound care supplies, a “Three B” campaign with
turn clocks, changes in beds/mattresses, a HAPU-specific care plan, a HAPU order set, CPRS templates to
document nursing interventions and initiation of an evidence-based HAPU Bundle. These changes were piloted
on the SDU and resulted in a remarkable decrease in the HAPU rate from 6.3 (above benchmark) to below
benchmark at 0.7, which is the lowest rate in eight consecutive quarters.

Date of Implementation: The HAPU Prevention Taskforce, initiated and led by a Registered Nurse, convened
in April 2012 and met weekly during the planning/implementation stage. The goal was to decrease HAPU to
ZERO or at least below national benchmarks through nurse driven interventions supported by the medicine
provider team. The “Three B” turn clock and reconfiguration of supplies began in June 2012. Nursing staff and
the Wound Ostomy Continence Nurses (WOCN) performed an assessment of the existing beds and mattresses
available to the patients. The WOCNSs investigated the best bed and mattresses available, and Nursing Service
included this in the business plan for purchase. Leadership submitted a proposal for purchase of Hill-Rom Sport
beds with turning and respiratory modules for the SDU. New mattress overlays/beds were placed in
August/September 2012. The HAPU order set and care plan were developed in September/October 2012 and a
thirty day HAPU bundle pilot occurred on the SDU in November 2012. Following successful results from the
pilot, CPRS templates were developed to support documentation of nursing interventions.

Adoption of the Innovation: The HAPU Prevention Taskforce was chartered following a sharp increase in
the HAPU incidence rate on the Step-Down Unit from 2.4 to 6.3 during the 2" Quarter of FY12. The WOCN
Advanced Practice Nurse (APN) met with all SDU nursing staff on all shifts to share the unit’s HAPU data.
The nurses identified key problems for their unit: (1) a lack of proper equipment/supplies in unit OmniCell, (2)
a need for higher level of specialty bed surfaces, (3) a need for a standardized list of nursing actions, and (4) a
need for a policy related to care of the patient at risk for pressure ulcers. Following an extensive literature
search, the WOCN APN developed a pressure ulcer prevention bundle. She brought the customized bundle to
the HAPU Prevention Taskforce to determine the best course of action in developing the HAPU pressure ulcer
bundle template, the care plan, the pilot nursing policy, and the data tool for interventions. The concept of
using the evidence-based practice of a pressure ulcer prevention bundle was introduced. The SDU nursing staff
agreed with the recommendation of HAPU bundle development and volunteered to participate in a pilot to
evaluate the actions recommended by the taskforce.

PHASE ONE involved an educational PowerPoint along with the development of a turn clock focusing on
“The Three Bs™ and encouraging staff to intervene proactively in areas of nutrition and bed /mattress
utilization. This visual reminder including the THREE Bs: Be Active in turning the patient and encourage
range of motion; Bridge heels to prevent breakdown and support knees; and Boots (apply Posey boots to help
prevent heel and ankle breakdown), was the first step in addressing the increase in HAPU. The turn clock
provided a visual cue to remind staff to turn the patient from left, to right, to back. Three thought provoking
questions were included on the turn clock: (1) Have we ordered a Nutrition Consult? (2) Have we ordered a
Wound Care Consult? and (3) Would the Veteran benefit from a specialty bed? Phase One also involved the
evaluation and reallocation of available supplies to treat and prevent HAPU. A collaborative meeting with the
taskforce and Logistics Service resulted in a recommendation to revamp the OmniCell supplies available for
pressure ulcer treatment. The WOCNSs created picture cues to attach to the OmniCell helping staff identify
wound care supplies available. Having appropriate wound care supplies easily identifiable and conveniently
located on the unit in the OmniCell prompted increased use. A draft policy was developed covering the basic
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steps and responsibilities of activating the bundle. Phase One concluded with HAPU education, the
reconfiguration of the OmniCell, and implementation of the 3Bs turn clock with triggers. The educational
components included: the draft policy, the HAPU order set, data collection methodology, and how to
document the nursing assessment and interventions. With a change in practice for the nursing staff, pre-
decisional planning with the labor partners ensued resulting in the recommendation to proceed with the pilot.

Figure 1: Turn Clock with “Three B” triggers

Figure 2: OmniCell picture cues for wound supplies
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PHASE TWO involved the following evidence based practices: a bundle order set including both activity and
nursing interventions, an initial pressure ulcer prevention treatment plan, and the updated care plan for

prevention of pressure ulcers.

Figure 3: HAPU Pressure Ulcer Prevention Bundle
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The bundle included activity levels, nursing interventions such as dressing changes, application of Posey boots,
turning, bridging heels, absorbent pad selection, offering of fluids, head of bed elevation, transfer methods,
moisture barrier intervention, incontinence care and nutrition consults (Refer to Figure 3). Although the bundle
is based on nurse driven interventions, nursing collaborated with the medical staff in the development of the
bundle. At first, because the interventions were nurse-driven, the providers suggested that nursing staff be the
sole discipline to activate the bundle orders. After further discussion between nurses and providers, it was
recommended that nurses could initiate the bundle per nursing policy, but providers would order the bundle for a
Braden less than 18, thus increasing the communication and collaboration between disciplines. The care plan
known as the Prevention Treatment Plan included individualized goals and objectives set for each patient based
on the nursing assessment and needed interventions. The updated care plan/treatment plan is reviewed daily by
the RN and deviations from the care plan are discussed with the provider and the WOCN. The Treatment Plans
are beneficial in providing day to day progress, and promoting individualization of care.

Figure 4: HAPU Pressure Ulcer Prevention Plans (Care Plans)
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PHASE THREE involved the development of a template
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Figure 5: HAPU Prevention Intervention Template
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Nursing Leadership and Collaboration: The HAPU Prevention Taskforce was led by a Registered Nurse and
included all levels of nursing to include the Chief Nurse Executive, Associate Nurse Executive, Nurse Manager,
WOCN APN, charge nurse and staff RNs. Interdisciplinary representation included Medicine Service, N&FS,
Logistics Service, Legal Counsel and OI&T. The WOCN, APN was instrumental in developing the CAVHS
customized, nurse-driven interventions which included a HAPU Prevention Bundle, Prevention Treatment Plan,
and Updated Prevention Plan. The WOCN, APN was also instrumental in providing education to the nursing
and medical staff. The Performance Improvement Nurse was instrumental in developing tracking records for
compliance. OI&T was included on the team to develop the templates and bundle sets for CPRS. A N&FS
registered dietician was influential in providing recommendations for adding the pre-albumin and nutritional
consult to the template and developing thought provoking triggers to the turn clock signage. The ANE/Research
provided guidance in the development of the Evidence-Based Practice (EBP) guideline and obtaining a
designation of non-research from the local Institutional Review Board. Providers were an integral part of the
planning and implementation stages. CAVHS has an active Unit Level Shared Governance (ULSG) structure.
ULSG nurses for the pilot unit were included in the initial planning and their input was vital for the success of
this endeavor. During the pilot, staff nurses provided input into the implementation and identified areas for
improvement to the template. The HAPU team presented findings from the pilot to various facility service
meetings such as Nurse Leadership Council, Administrative Forum, and Management Board.

Scope of Initiative: With the increase in the HAPU on the SDU, the taskforce identified a need for EBP
involving a HAPU bundle for all patients who scored 18 or less on the Braden score on admission or at daily
reassessment. The work of this group then included treatment/care plans. The initial plan was to include the
remainder of the inpatient units after the pilot was completed. However, the taskforce identified an additional
need to document the nursing actions taken by the implementation of the HAPU Bundle. This need led to Phase
Three, the development of a nursing documentation template, known as the Prevention Intervention Template
(See Figure 5). The success of the bundle pilot has resulted in approval for all phases of the HAPU bundle to be
implemented on all inpatient units which includes Med/Surg, Telemetry, Hospice & Palliative Care,
Hematology/Oncology, Community Living Center and Critical Care. Excerpts from the bundle have been
incorporated into walking rounds for increased handoff communication between nursing teams. One area’s
improvements have blossomed throughout the facility to improve the quality of care for our Veterans with hopes
of progressing to the final goal of ZERO incidents of HAPU at CAVHS. The taskforce’s efforts have been
shared as a Best Practice and the team was submitted for consideration as the CAVHS representative for the
Arkansas Federal Team of the Year for 2013. Abstracts are being submitted for the Arkansas Nurses
Association annual convention and for inclusion into a scholarly journal.

Impact: HAPU has received national attention due to increasing costs for treatment and the prolonged length
of stay for the Veteran who acquires a HAPU. One study at Stony Brooks University Medical Center presented
data that 1.3 to 3 million adults will develop pressure ulcers with treatment costs ranging from a few hundred
to thousands of dollars in care (Baldelli and Paciella 2008). The HAPU bundle program has resulted in a
marked improvement for the HAPU Nurse Sensitive Indicators. All recommendations by nursing staff were
included in the analysis, and revisions to the bundle were made based on staff recommendations. A thirty day
pilot occurred in November 2012 to test the effect of Phases One and Two. Changes to the templates were
incorporated into the pilot on three separate occasions.

The pilot and progress of the HAPU Prevention Taskforce resulted in a dramatic improvement in the
HAPU rate, which dropped to 0.7 during first quarter FY 13. Since refining the bundle, there have been
ZERO new incidents of HAPU on the Step-Down Unit. In fact, the HAPUs which previously occurred prior
to revising the Bundle have decreased in stage, indicating healing. Processes developed during the creation of
the bundle have also had an impact. Patients and families are educated using the pamphlet entitled: “How to
Prevent Pressure Ulcers”. The turn clocks also serve as a reminder for family as a valuable member of the
healthcare team. Education is currently in process for all areas within both campuses of the medical center.
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Figure Six demonstrates the significant effect of the HAPU Bundle and related interventions. To date, ZERO
incidents of HAPU have occurred since revision of the Bundle. To date, the overall quarterly rate for 2" Qtr
2013 is 0.4.

Figure 6: HAPU Incidence for Step-Down Unit
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Figure 7 represents the actual number of patients with Stage 2 or greater HAPU on the Step-Down Unit. The
graph’s sharp decline in patients with HAPU on the Step-Down Unit reiterates the success of the HAPU
Prevention Taskforce’s recommendations; the effect of the processes implemented; and summarizes the Journey
Towards ZERO Incidents of Hospital Acquired Pressure Ulcers (HAPU).

Figure 7: Patients with Stage 2 or Greater HAPU
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Title
REDUCING INCONTINENCE ASSOCIATED DERMATITIS USING THE VA-TAMMCS
IMPROVEMENT MODEL

Summary of Initiative

Patients with incontinence are at high risk of developing Incontinence Associated Dermatitis
(IAD) which can easily progress to pressure ulcers (PU). This project utilized the VA-TAMMCS
Framework for improvement to identify an effective process to eliminate IAD. The baseline rate of IAD
in the MICU at the Birmingham VA Medical Center (BVAMC) was 50% for incontinent patients. The
literature recommends that effective prevention and treatment for IAD include a cleanser, moisturizer,
and moisture barrier. Three Plan-Do-Study-Act (PDSA) cycles were conducted to develop an JAD
bundle of care and as a result, IAD incidence was reduced to nearly zero. By reducing IAD, the risk of
PU development was reduced.

Date of Implementation
Project was chartered 8/5/11. Project start date was 10/11/11. Intervention implemented hospital

wide on 12/17/12. Sustainability work continues.

Adoption of the Innovation
The reported Hospital Acquired Pressure Ulcer (HAPU) rate in the Aspire dashboard for the

BVAMC has consistently been in the red at greater than 3 HAPU per 1000 patient days. An
interprofessional team was chartered to evaluate the state of pressure ulcer prevention at the BVAMC.
Our first task was to compare the Pressure Ulcer Prevention Handbook with our current policies and
practices within the organization. While we were generally in compliance with the handbook,
opportunities for improvement were discovered by the team. For example, the Wound Ostomy
Continence Nurse (WOCN) commented that she is frequently consulted to provide PU treatment plans,
‘only to find out after the evaluation that the patient did not have a PU but rather IAD. An evaluation of
skin care consults at the BVAMC from July through September 2011, found that 38% of the referred
patients had IAD. Thus, an opportunity was found to reduce IAD and subsequently HAPU rate.

A literature review of IAD was conducted to better understand the IAD phenomenon and its
relationship to PU development. There has been limited research examining IAD as a distinct skin
disorder, however, moisture has been identified as one of the major risk factors for PU development
(Kring, 2007). The skin care literature suggests that many Stage I and Stage II PU could actually be
attributed to IAD, misleading PU incidence (Arnold-Long, Reed, Dunning, Ying 2011; Sibbald, Krasner,
& Woo, 2011). Manifestation of IAD is characterized by diffuse, swollen, superficial, fluid-filled blisters
(Beeckman & Schoonhoven, 2010). The patient becomes vulnerable to IAD when moisture from urine or
feces comes in contact with the skin and begins to macerate the skin in the perineum, buttocks, and
sacrum area (Beeckman & Schoonhoven, 2010). Thus, after multiple incontinent episodes the patient’s
skin integrity worsens causing increased pain, discomfort, bleeding, and itching (Bliss et al. 2011).

There are many skin care products available for treating IAD making it difficult to decide what
will work best in a specific setting. However, moisture from incontinence requires the nurse to provide
good skin cleansing, moisturizing, and application of a moisture barrier (Beeckman, Schoonhoven,
Verhaeghe, Heyneman, Defloor, 2009). Grey et al. (2007) suggests that combining all of these steps is
possible by using products that incorporate all necessary active ingredients in a thick, soft disposable
cloth. He notes that by utilizing combination products, the nurse is able to reduce steps in managing the
incontinent episodes, which in turn, encourages adherence to a structured skin care regime. Based on this





literature review, the team sought to implement a performance improvement project as a pilot in the
Medical Intensive Care Unit (MICU) which represents the sickest and most vulnerable patient population
in the medical center.

The team utilized the VA-TAMMCS (V ision-Analysis-Team-Aim-Map-Measure-Change-
Sustain) improvement model to implement this project. The systematic framework provided a variety of
tools and techniques for process improvement, systems redesign, and other quality initiatives. For this
clinical process, the team interviewed front line nurses, physicians, and patients to identify what treatment
plans were currently being used to prevent and treat IAD The current process showed wide variation for
incontinence care including no standardized product use. The team also observed the process for cleaning
the patient which enabled the team to map the current and ideal process for preventing IAD. The team
used the Plan-Do-Study-Act (PDSA) cycle to implement and test changes to improve prevention of IAD.

Baseline analysis of patients in the MICU revealed that 50% of patients were incontinent and
50% of those patients had IAD, indicating a real opportunity for improvement. An ideal process map was
developed to guide implementation of standardized processes.

The team identified a bundle of care IDEAL PROC ESS MAP

to prevent IAD w.hwh mdud?'d Standa".hzed Indicates a Standardized Practice Process
cleanser, moisturizer and moisture barrier

products and a wicking pad. We used three
PDSA cycles to test the bundle. The first
PDSA test of change was implementation of

Incontinence
Management

. it Admission

a three product process for cleaning a essment IAD Bundle of Care

. . . . Assess for | 1ner
patient’s buttocks and perineal skin after an Nursieg Handof Raport et LA
. . N . Ask Patient or Family 2. Cleanse Sk
incontinent episode that included separate patient or Fanmily Report TR s L
cleanser, moisturizer and moisture barrier. R e Assessmunts gioms (it
The facility had the three products needed. toc Same as Nursing et

Admissio
The cleanser came from the supply system. e Assessment
However, the moisturizer and moisture smel ¢
. . . Diaper color change 1AD or
barrier came from the pharmacy requiring a Observe it SRR
« . . . Patient Activity = >

physician’s order, and the moisture barrier Medication Review irom MICU

also required a non-formulary request. We

found these systems issues impaired usage of the products and adherence to the structured process for
IAD.

In the second PDSA test of change, we used a three-in-one wipe product that embeds the
cleanser, moisturizer and moisture barrier into a disposable cloth that can be kept at the bedside. In the
third PDSA test of change we incorporated a wicking pad product to be placed under the patient that
draws moisture away from the patient’s skin, reducing the effects of incontinence. We were not able to
continue the use of the three in one wipe during this test of change due to lack of availability of the
product, so this final test of change used the wicking pads and a return to the three product process used
in the first PDSA.

Nursing Leadership and Collaboration

Nurse participation was evident at every step of identification, assessment, planning,
implementation, and evaluation of the problem. The project initially grew from the Evidence Based
Council (EBP) of the Nursing Shared Governance structure. The EBP’s goal was to improve the HAPU
rate. The EBP chair formed the interprofessional group to evaluate the PU prevention program at the
BVAMC. The team consisted of Certified Wound Ostomy Continence Nurses (CWOCN), nurse
managers, registered nurses, nursing assistant, nurse educators, supply technician, dietician, internal





medicine physician, physiatrist, pharmacist, and fellows from the VA Quality Scholars Program. In
addition, nurses from the other two Nursing Shared Governance groups, the Quality and the Clinical
Practice Councils, were included so there would be a link between this group and the work of the other
councils.

To assess the problem, nursing team members were involved in conducting the voice of the
customer interviews; specific questions were asked of RNs, LPNs, NAs, physicians, and patients to
determine the patient needs and potential gaps in the process. For example, patients were asked, “Since
you have been here, have you had a problem getting to the bathroom or using the bedpan or urinal in
time?” Patients spoke of being dependent on assistance from nurses to get to the bathroom or having to
go to the bathroom more frequently due to medications or treatments. Nurses were asked, “If you have an
incontinent patient, what makes it hard or easy to take care of them?” Nurses suggested the need for more
resources such as assistance with turning, having the right supplies in place, and physician orders for skin
care products and fecal collection systems. Physicians were asked, “What is your involvement in
managing patients with incontinence?” We were surprised by their responses as they reported deferring
to nursing colleagues for incontinence issues. One said, “I do not typically deal with this in inpatients, so
I don’t really do much unless it is a new problem and then I will do some targeted work up.” It was clear
from the respondents that patients and physicians rely on nursing staff to address challenges with
incontinence in hospitalized patients.

Front lines nurses on the team were instrumental in development of the current process map and

the ideal process map. Prior to implementation of the first PDSA, education was provided to the MICU
- front line nurses on IAD and the VA

TAMMCS improvement model. While
conducting each PDSA cycle, daily
' auditing of incontinence and IAD
development was completed by the
MICU charge nurses. In addition, the
MICU nurses providing incontinence
care were asked to complete a Staff
Perception Survey to provide feedback
on each step of the process.

Results of the PDSA audits and
Staff Perception Surveys were reported at the team meetings, through the EBP Council meetings, and
through to the Nurse Executive Council. In addition, after each PDSA cycle the results were displayed on
poster storyboards and placed in MICU so the staff member were aware of progress.

Nursing has disseminated the results of this project to the wider healthcare audience through
multiple venues. At the facility level, PowerPoint presentations were delivered to the Quality
Management Council and the facility Executive Leadership Team. In addition, poster presentations were
conducted during Research Week at the BVAMC in May 2012 and 2013. Regionally, the work was
presented at the Clinical Nurse Leader Conference at the School of Nursing at the University of Alabama
at Birmingham in April 2012. Lastly, the IAD project was presented at the Institute for Healthcare
Improvement (IHI) as a storyboard at the 24" Annual National Forum for Quality Improvement in
Healthcare in Orlando, Florida, in December 2012.

Scope of Initiative

Three core elements of success in this project were leadership, collaboration and evidence based
practice. The leadership of the team was guided by the EBP Council chair and faculty consultants from
the University of Alabama at Birmingham School of Nursing (SON). The BVAMC has integrated SON





faculty into each of the shared governance councils through its partnership with the VA Nursing
Academy (VANA) to provide guidance, mentorship, and scholarship to all council projects. The IAD
project was unique because the SON faculty member was a Veteran and had insight into the needs of
veterans and families. The SON faculty advisor provided valuable education to team members
throughout the project and assisted in keeping the team focused on improving the process of IAD
prevention and treatment. A real partnership developed between nursing, pharmacy, nutrition, physicians,
rehabilitative medicine, and the supply technician in accomplishing team milestones. The team
collectively set ground rules at the beginning of the project that included commitment to resolving
conflict, call safe moments if conflict arises, be on time to meetings, and commit to active participation
from all team members. We scheduled four hour workshops to accelerate the work; half of the workshop
was dedicated to educating team members on the VA TAMMCS tools and techniques, and the second
half was dedicated to using the tools to prevent IAD and PU development. The team set out to find the
best evidence on skin care risk assessment parameters, elements of documentation, skin care products,
and IAD classification. There was a true sense of purpose that developed with team members that
fostered a shared desire to meet the skin care needs of the Veteran. As a result of leadership,
collaboration, and the use of evidence based practice, the team successfully implemented an IAD bundle
of care facility wide.

The scope of the IAD project is consistent with the following “Eight for Excellence” strategies:
* Ensure an engaged, collaborative, and high-performing workforce to meet the needs of
Veterans and families,
¢ Excel in research & development of evidence-based clinical care & delivery system
improvements to enhance health & well-being of Veterans, and
¢ Promote health within the VA in collaboration with academic affiliates.

The outcome of the strategies proved effective for the MICU patient population and the initiative
is currently being spread throughout other critical care and medical/surgical units in the facility.

Impact
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Cost per incontinence episode was calculated. The use of the currently available three products
solution cost $1.31 versus $1.14 for a box of three-in-one wipes per episode of incontinence. In addition,
it took two staff members an extra 4.5 minutes each to use the three products due to the location of the
products and the bar code medication administration requirements. Using $30 per hour as an estimate of





the average hourly rate of pay for nursing, we found that this cost an additional $4.50 in nursing time
costs that could be used in other activities. The use of the three-in-one wipe was the most cost effective
solution to incontinence care. This interprofessional team utilized the VA TAMMCS framework for
improvement and found a clearly superior, and less costly, process to prevent IAD and reduce PU
development.

A lesson learned from the tests of change revealed that the process with three separate products
was complicated by system issues including the need for a provider order for two of the pharmacy
products and a requirement to use Bar Code Medication Administration. The team also found that having
one product readily available at the bedside for incontinence care like the three-in-one wipes improves
utilization by the caregivers in part by removing the BCMA barrier. These data were presented to hospital
leadership with the recommendation that the three-in-one wipes be placed in the supply system for use for
all incontinent patients in the facility. These were available throughout the facility in late 2012.

The success of this project has had greater implications than the reduction of IAD. Several
projects have been initiated in the last two years to support PU prevention. The first is another VA
TAMMCS project working to maintain mobility in inpatients to reduce deconditioning associated with
hospitalization. Again, this is an interprofessional team led by nursing with the goal of having all
inpatients without contraindications ambulate a minimum of 100 feet and ideally 300 feet per day on the
pilot unit. Some of the same participants in the IAD work are also on this team. The small tests of
change include having providers write specific ambulation orders, goal setting with patient using
motivational interviewing, and staff education. The second project is the reinstatement of prevalence
surveys within the organization. The BVAMC reports high compliance with documentation of skin
assessment and reassessment through the standardized templates, but this work helped us identify
opportunities for improvement in documentation of pre-admission pressure ulcers. In the third project,
one member completed a scholarly project reviewing a random selection of wound care consults which
uncovered an opportunity to improve documentation of consult findings through a more structured
template to ensure more comprehensive documentation of skin condition. This attention to PU prevention
is indicated by decreasing HAPU rates reported in the Aspire Dashboard; we have gone from 5.28 HAPU
per 1000 patient days in FY 2009 to 4.20 HAPU per 1000 patient days in FY 2012. Our currently
reported rate in Aspire is 4.15 HAPU per 1000 patient days in FY 2013.

There are also larger implications to this work. Our examination of documentation and processes
revealed inconsistency in processes of care that are being addressed systematically in this facility. In
addition, we do not think our findings are unique to the BVAMC. Other facilities may also be struggling
with the processes of care to improve pressure ulcer prevention, and our lessons learned may be helpful in
their own journey to zero pressure ulcers.

This project focused on eliminating IAD and it was the first use of the VA TAMMCS model
within this facility. Hospital leadership has highly encouraged other teams to use our approach as a
model for improving processes within the facility. Our team members have acted as facilitators and
consultants to new improvement teams including work by interprofessional teams to improve work and
clinical processes in the newly formed PACT teams in primary care clinics. This spread of the
improvement techniques is creating more collaborative and engaged interprofessional teams that will
improve the quality of care for Veterans and their families.
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Title: Reduction of avoidable pressure ulcers

Summary of Initiative: Pressure ulcers (PU) have long been recognized as a source of increased
morbidity and mortality as well as pain and emotional distress to those patients who acquire them
A systematic look at the problem at VA Pittsburgh Healthcare System (VAPHS) was initiated in 2009, in
order to identify opportunities for improvement. Areas for improvement were identified as the following:

¢ Inconsistent and sporadic documentation of pressure ulcers.

¢ Need for ongoing education of the nursing staff on current evidenced based pressure

ulcer and wound care practices.
e System to enable real time data for the unit nursing staff on Veteran’s at risk for pressure
ulcer development.

¢ Implementation of new products to prevent pressure ulcers.

¢ New nursing practice to prevent pressure ulcers.
Several innovations across the system were initiated as a result of this process. These included a weekly
reminder via email sent the nursing staff for weekly pressure ulcer documentation including the most
current evidence based practices in pressure ulcer prevention and wound care called “Measure
Wednesday”; pressure ulcer documentation template was added to the VANOD skin assessments for
consistent documentation; development of daily reports of each Veteran’s Braden score and the presence
of pressure ulcers for all nurse managers; monthly skin briefings on each unit to give feedback to the front
line nurses, trials of products in order to get the best preventive products, and an Operating room initiative
which calculates the risk of developing Operating Room (OR) related pressure ulcers and drives
interventions.

Date of Implementation: 2009 through present

Value and Impact: The VAPHS multifaceted approach to reducing PU across the continuums of care
including highly vulnerable patients such as in the peri-operative area utilizing evidence based practice
and trialing new products has significantly improved the Veteran’s care and decreased the hospital
acquired PU rate.

Adoption of the Innovation

Innovation is implemented in response to a designated need in the organization/Professional
literature and evidence are used to design or modify innovation.

Lyder and colleagues (2012) published a retrospective analysis of Medicare Patient Safety Monitoring
System study 2007 database in order to get a broad perspective on the scope of the problem. Individuals
who developed HAPUSs were: had a longer length of stay (4.8 vs 11.2), more likely to die during the
hospital stay (3.3% vs11.2%), more likely to die within 30 days of discharge (4.4% vs15.3%), and more
likely to be readmitted within 30 days (17.6% vs 22.6%). All statistically significant at p=<.001.
Additionally, Pennsylvania was found to have the highest incidence of HAPU at 5.9% as compared to
Wisconsin with the lowest rate at 3.1%. VAPHS draws patients from a large tri state catchment area, as
we offer the most advanced surgeries, treatments and specialty staff. The complexity of both patients
treated and procedures done at VAPHS give us a large group of patients who are at risk to develop
pressure ulcers.





Gerrie and Bours, (2004) showed that monitoring the prevalence and incidence of pressure ulcers and
giving feedback results in an improvement in quality of care and ultimately the prevention of pressure
ulcers.

In 2009, the wound care nurses (WOCN) at the VA Pittsburgh Health System noted it was difficult for the
front line staff to easily identify which Veterans were at risk to develop pressure ulcers and tracking
Veterans with pressure ulcers through the continuum of care. Working in conjunction with the IT staff, a
report was created using the data warehouse by pulling VANOD health factors. This report is generated
daily to each nursing unit listing the Veteran’s last Braden Score and the stage of any pressure ulcer
recorded during that Veteran’s admission. The report is used to alert the nursing staff of Veterans at risk
of developing pressure ulcers for the implementation of preventive measures and appropriate staffing. A
hospital wide report is generated to enable the WOCNSs to view the status of all patients with pressure
ulcers. The WOCN informs the nursing unit of any unit acquired pressure ulcers and discusses any
missed opportunities for prevention with the units.

A monthly skin briefing, which includes a discussion of the anatomical locations of unit acquired pressure
ulcers, is held to discuss how each unit is doing and to discuss any interventions that could improve these
outcomes. Interventions generated include:

- Getting patients out of bed for meals

- Including the Braden Score in the handoff report

- Placing preventive sacral foam dressings on at risk patients

- Using pressure redistributing seat cushions for at risk patients sitting in chairs.

- Supplying offloading heel pillow boots and stocking them in unit supply rooms

In 2009, it was noted that compliance with weekly pressure ulcer documentation stood at only 81%. A
weekly electronic e-mail reminder was developed called “Measure Wednesday.” Included in this e-mail is
current evidence based wound care practices to keep the nursing staff knowledgeable on the most current
practices.

Innovation is customized to fit needs of the organization/ Innovation uses a creative, unique, or
inventive approach or adaptation.

In 2010, the nursing staff of Surgical Intensive Care Unit during the monthly skin briefings considered
whether some of the pressure ulcers noted in their units may have started in the operating room. A
comprehensive study of this was done by the operating room staff. VAPHS does complicated long
surgeries on vulnerable patients including liver transplants.

The article, “Are we doing enough to prevent patient injury caused by positioning for surgery” by Beckett
(2010), concluded that although significant research has been conducted on pressure ulcers, most of the
research focused on floor nursing. As a result, the risk of intra-operative pressure ulcers is underreported.
There is evidence that in surgical patients, many pressure sores originate during the intra-operative rather
than the post-operative period. The development of a pressure ulcer is not associated with the Operating
Room. However, several of the risk factors for their development exist.

In August of 2010, the VAPHS Operating Room began investigating patient positioning and pressure
ulcers. Current research indicated that “pressure ulcers that originate during a surgical procedure may
appear within a few hours postoperatively, by the majority usually present one to three days after surgery”
(Cooper, n.d., p. 27). Therefore, pressure ulcers that developed within three days post-surgery, and that
lasted more than 2 hours, were said to be caused by intra-operative positioning. Every patient's surgical
positioning and pressure ulcer risk factors (length of surgery, albumin level, ASA class, age, BMI) were
investigated. Between 2010-2011 23% (13/56) of patients who had pressure ulcers could be directly





linked to the Operating Room. In response to this finding, our surgical patients are now screened with an
O.R. specific risk assessment tool, developed by Suze Scott-Willilams. Upon arrival to the pre-op holding
area an assessment tool is used to screen the patients. The tool is then placed on the chart to alert staff on
the patient's pressure ulcer risk. A silicon sacral dressing is applied if needed.

“Measure Wednesday is an interactive email that presents multimedia approach with case studies and
graphic pictures. It started out in the CLC and has evolved into a highly sought after email from patient
care services to critical care, surgical services and even behavioral health.

Nursing Leadership and Collaboration

Nurse participation in development and implementation of initiative/ Staff nurses systematically
participated in development and implementation of initiative through a wider nursing governance
structure or innovative delivery model.

This program was initiated by the three Wound Care Nurses who work across the continuum of care at
VAPHS including Acute Care, Long Term Care, and Outpatients. They identified the strengths and
opportunities for improvement in the Pressure Ulcer Prevention program. They worked with both staff
nurses and employees of multiple disciplines to develop and evaluate possible solutions to improve the
care of our Veterans.

Staff nurses on the units participate in monthly skin briefings. The staff identifies initiatives specific to
their own units. They participate in trialing new products in order to get those products most appropriate
for their patients.

The OR's positioning initiative began in August of 2010, led by a staff nurse, J. Farley RN. After noticing
the lack of emphasis placed on patient positioning, she contacted Kayla Vidal RN, the wound care
specialist, to further investigate the problem. She consulted with the SSSL Anesthesia and the OR chiefs
to present a joint in-service via teleconference with Suzie Scott Williams on October 5, 2011. Pressure
ulcers that developed within three days post-surgery, and that lasted more than 2 hours, were said to be
caused by intra-operative positioning. Every patient's surgical positioning and pressure ulcer risk factors
(length of surgery, albumin level, ASA class, age, BMI) were investigated. The OR risk assessment and
the safetac silicone dressings were targeted in October 2011 and a multi-discipline team was formed into
a committee to address the issue. The viability of the dolphin mattress was explored and brought in for
trial May 16, 2012. Unfortunately, numerous problems occurred daily and by July 2012 the mattresses
were returned. At the same time, a sample of the memory foam Pink pad was brought in for trial. A case
was ordered and the pink pads were met with great enthusiasm by surgeons and staff. They are now
available since August 2012. Pressure relieving heel boots were added to the OR’s inventory and are now
used for every liver transplant patient. The adoption of a Standard of Care for the evaluation of pre-
operative patients for risk to develop pressure ulcers and the interventions to be taken was presented to
the Clinical Leadership Council and approved.

Innovation successfully demonstrates collaboration, teamwork, cooperation and/or
multidisciplinary impact and/or involvement.

After the new products were selected and trialed by the nursing staff, the product evaluations were
presented to the multidisciplinary New Products committee, where they were approved for use throughout
the facility.

Pressure relieving heel boots were trialed and accepted into the system for suspension of heels to prevent
heels ulcers. Through the Multidisciplinary Pressure Ulcer Oversight committee, the Unit wound care





champions completed a monitor identified an inadequate supply of these boots on the weekends and off
tours. They collaborated with SPD to provide pressure relieving heel boots as unit stock with additional
supply for the weekends and off tours, available for all units. The WOCNSs and IT staff partnered to
develop a daily pressure ulcer report, which could be disseminated to each nursing unit. To condense
charting for pressure ulcers, a template was developed to be included in the VANOD skin assessments.

Nurses have disseminated findings via paper or presentations; published.

“Utilizing Electronic Health Records for Real Time Monitoring in a Pressure Ulcer Prevention Program”
submitted by Kayla Vidal was accepted as a Poster presentation for The American Nurses Association’s

(ANA) National Center for Nursing Quality at the 6th Annual Nursing Quality Conference, *“ Improving

the Odds on Quality”, January 25-27, 2012.

Scope of Initiative

Initiative impacts one or more strategies in a single area/ Initiative impacts one or more strategies
in multiple areas/ Initiative impacts one or more strategies facility wide.

VAPHS continues to work towards the goal of zero hospital acquired pressure ulcers. These innovations
impact this strategy in all of the inpatient units by providing real time monitoring of risk score and
pressure ulcer development and input from nursing staff regarding actions and products to prevent
pressure ulcers, The OR's positioning initiative is a collaborative effort between the Same Day nurses and
the O.R. Nurses. Use of the safetac silicone sacral dressing has also extended to the E.P. lab.

“Measure Wednesday” interactive e-mails continue to be extremely successful and well received. The
critical care nurses request to be added to the email education, to enhance their own learning despite their
managers feeling it was not geared to their practice. “Measure Wednesday” was identified by the OIG
and Soars consultant as a “Suggested Best Practice”.

Initiative impacts one or more strategies VISN wide.

The pressure ulcer template was added to the VANOD skin assessment notes for the weekly

documentation of pressure ulcers. This template was adopted as the “Pittsburgh Template” throughout
VISN 4.

The experience of VAPHS with creating reports from the VANOD health factors was shared with the
national VANOD group led by Mimi Haberfeld. As a result of this collaboration with other Nursing
experts, a daily national report is now available to all facilities alerting them to patients at risk to develop
pressure ulcers as well as those who were admitted with a PU or who developed one after admission.

Impact

Demonstrated measurable process improvement.

The rate of compliance with weekly pressure ulcer documentation, which was 81% in 2009 climbed to
96% for those same units in 2012. Additionally, the Critical Care units which were not previously
monitoring their documentation process monitors began monitoring them in 2011 in order to have
consistency throughout the health care system.





Demonstrated measurable impact on patient/staff satisfaction.

The patient satisfaction data collection tool at VAPHS does not allow us to tease out rates of patient
satisfaction for not developing a PU, however the reduction in PUs speaks volumes. Additionally patients
have commented that the use of our chosen products gives them relief of discomfort on sensitive areas.
Nurses are taking responsibility for not only their patients needs, but for their own learning needs with
requesting the “Measure Wednesday” informative emails. They are speaking up requesting new products
be trialed to improve patient care and decrease pressure ulcers

Demonstrated measurable long-term integration into structures and processes.

The SOC for the silicon sacral dressing for procedural ulcer prevention was developed, and approved July
19, 2012. The assessment pre-op tool has been added to the nursing assessment in same day surgery
(SDS). The SDS has been instrumental in identifying the high-risk patients and placing the dressing on
the patient prior to entering the OR.

In 2009, the rate of compliance for weekly pressure ulcer documentation was 77%. Since the institution of
the weekly “Measure Wednesday” reminder the compliance has increased to 96% for FY2012.

Demonstrated measurable impact on nursing-sensitive quality indicators and patient outcomes.

The rate of HAPU per 1000 BDOC for Acute Care went from 1.61 in FY 2009 to 1.49 in 2010 and has
remained low in 2011 at 0.88 and 2012 at 0.99.

The CLC rate of HAPU has consistently remained below the VISN 4 HAPU benchmark.

FY09 FY10 | FY11l | FY12
CLC Pittsburgh | .16 18 .20 14
VISN 4 .39 42 47 .39

Between 2010-2011 23% (13/56) of patients who had pressure ulcers could be directly linked to the
Operating Room. In 2012 .025% (1/40) of patients who had pressure ulcers could be directly linked to
the Operating Room, a reduction of 22.75%





References:

Beckett, A. E. (2010). Are we doing enough to prevent injury caused by positioning for surgery? Journal
of Perioperative Practice, 20(1), 26-29.

Brindle, C.T. (2010, January/March). Outliers to the braden scale: identifying high-risk ICU patients and
the results of prophylactic dressing use. WCET Journal, 30(1), 1-8.

Cherry, C., & Moss, J. (2011, March). Best practices for preventing hospital acquired pressure injuries in
surgical patients. Canadian Operating Room Journal, 29(1), 6-26.

Cooper, A. (n.d.). Aligning practice with policy to improve patient care. The OR Connection, 27-31.

Gerrie J. J. W., & Bours, R. J.-S. (2004). A pressure ulcer audit and feedback project across multi-hospital
settings in the Netherlands. International Journal for Quality in Health Care vol. 16 no. 3, 211-218.

Lyder, C. H., Wang, Y., Metersky, M., Curry, M., Kliman, R., Verzier, N. R., & Hunt, D. R. (2012).
Hospital-Acquired Pressure Ulcers: Results from the National Medicare Patient Safety Monitoring
System Study. Journal of the American Geriatrics Society, 60(9).

Munro, C.A. (2010, September). The development of a pressure ulcer risk-assessment scale for
perioperative patients. AORN Journal, 92(3), 272-287.

Nursing Executive Center. (2009). Safeguarding Against Nursing Never Events. Washington DC: The
Advisory Board Company.

Schoonhoven, L., Defloor, T. & Grypdonck, M.H.F. (2002). Incidence of pressure ulcers due to surgery.
Journal of Clinical Nursing, 11, 479-487.

Schultz, A. (2005, May). Predicting and preventing ulcers in surgical patients. AORN Journal, 81(5), 985-
1006.



http://onlinelibrary.wiley.com/journal/10.1111/(ISSN)1532-5415

http://onlinelibrary.wiley.com/doi/10.1111/jgs.2012.60.issue-9/issuetoc




_1444037275.pdf
Office of Nursing Services
2013 Annual Innovations Awards
Application Form
PREVENTION OF HOSPITAL ACQUIRED PRESSURE ULCERS: GETTING TO ZERO.

Title of Submission Getting to Zero -Order Sets for Pressure Ulcer Prevention and Wound
Management
Facility Name and Address VA San Diego Health Care System (VASDHS), 3350 La Jolla Village

Drive, San Diego, CA 91612

VISN # 22

Names of Team Members (Note: At least two (2) team members are required.)

Primary Author Information

Name Teresa Russell RN ANP-BC CNS CWON-AP MSN MPH
Title of Position Wound Specialist/ Nurse Practitioner

Telephone Number 858 - 552 - 8585 Extension: 6491

Please provide the following information for the other team members. Use a separate sheet if necessary. |

Name Kathy Dunn RN CNS MSN

Title of Position CNS SCI

Telephone Number 858 — 552-8585 - Extension: 3185
Name Tausha Beard RN BSN CWON

Title of Position VA San Diego Health Care System
Telephone Number 858 - 552 - 8585 Extension: 6491
Name Laura Dolota RN FNP-BC

Title of Position Nurse Practitioner

Telephone Number 858 — 552-8585 - Extension:
Name Kevin Broder, MD

Title of Position Plastic Surgery

Telephone Number 858-642-6206 - - Extension:
Name Mary Ellen Dellefield, PhD, RN

Title of Position Research Nurse Scientist

Telephone Number 858-552-8585 - - Extension: 2686

Title: Getting to Zero - Order Sets for Pressure Ulcer Prevention and Wound Management

Summary of Initiative:

Since the 2001 publication of the Institute of Medicine’s report, “To Err is Human: Building a Safer Health System,”
patient safety has been used as a framework in healthcare to promote evidence-based continuous quality improvement.!
The Veterans Health Administration (VHA) has become a national leader in patient safety, having established the VA
National Center for Patient Safety (NCPS) in 1999. Its mission is the development and nurturing of a culture of safety
throughout VHA by reducing and preventing inadvertent harm to patients as a result of their care.” Hospital acquired
pressure ulcers (HAPUS) are one such harm. To reduce and prevent HAPUs, VHA has implemented several national
strategies, including establishment of the Veterans Affairs Nursing Outcomes Database (VANOD) containing data on
pressure ulcer (PU) assessment practices and incidence; ASPIRE, a web-based dashboard that records quality and safety





goals in all VHA hospitals; and the HAPU Prevention Initiative to implement the 2011 VHA Handbook 1180.02,
“Prevention of Pressure Ulcers, and the “Getting to Zero” national campaign.®

In 2011, members of the interprofessional Task Force for PU Prevention (TFPUP) committee at VA San Diego
Healthcare System (VASDHS) initiated local prevention and wound management strategies to compliment the national
efforts. These included implementation of weekly skin rounds, specialty bed use, turning schedules, and use of an
inpatient Wound Ostomy Certified Nurse (WOCN) to teach patients and provide consultative and educational services to
staff. As part of this effort, a chart audit was initiated during July — September, 2011. Its purpose was to determine the
nature of the follow-up that physicians and nurses provided once WOCNSs completed their electronic consultation with
clinical recommendations. TFPUP members were concerned that recommendations were not being processed into nursing
orders in a timely manner. Data from the chart audits were analyzed on an ongoing basis during this time; a pattern of
delayed implementation of WOCN recommendations was identified. Based on these findings, and in consultation with
TFPUP members, the WOCNSs developed and implemented a well-designed order set for PU prevention and wound
management. Once the order set was implemented, nursing staff in medical-surgical, critical care, and community living
center (CLC) settings would be able to read recommendations from the consult and promptly initiate them to increase the
efficiency with which care was provided to Veterans. This innovation was designed to have a substantial impact on key
in-patient units.

Date of Implementation: October 1, 2011

Adoption of the Innovation:

Need in organization/data analysis: The order set for pressure ulcer prevention and wound management came out
of a need that was identified from chart audits, a desire to achieve the “Getting to Zero” campaign goals, and an interest in
promoting nurse practice to its full extent of education and training. In the summer of 2011 it was found that physicians
in the medial surgical, critical care, and CLC areas would order a wound care consult but not initiate clinical orders based
on the WOCN recommendations. At that time, nursing staff did not have a mechanism to initiate the nursing care
recommended by the WOCN. This inability significantly limited nursing staff’s ability to provide proactive and efficient
pressure ulcer prevention and wound management to Veterans. The TFPUP members recognized that a creative, unique,
and evidence-based solution was the development and implementation of the order set.

Literature support: In a recent Annals of Internal Medicine Supplement (Shekelle, et al., 2013), VHA researchers and
other colleagues identified the use of multi-component interventions to reduce PUs as one of the 10 strongly encouraged
strategies to promote patient safety. * One component of a multi-faceted approach to promote patient safety recommended
by the Institute for Safe Medication Practices (ISMP) is the development and implementation of well-design standard
order sets.” Standard order sets have the potential to integrate and coordinate interdisciplinary care, modify practice,
reduce variation, enhance workflow, and reduce unnecessary calls to physicians about orders.* Additionally,
implementation of the order set provided both the WOCNSs and staff nurses with an opportunity to implement one of four
key messages of the 2010 Institute of Medicine Future of Nursing Report - that “nurses should practice to the full extent
of their education and training.” °

Customized: The order set was developed with the specific needs of VASDHS in mind. The primary purpose of this
initiative was to prevent pressure ulcers from occurring and to prevent pressure ulcers from progressing. The secondary
purpose was to provide to the patients standard of care wound care recommendations and treatment in a timely manner.
The nursing interventions included ordering of specialty beds, wound assessment, and turning schedule. All interventions
were aimed at pressure ulcer prevention and swift wound management on existing pressure ulcers. This initiative gave the
nursing staff and the interprofessional team a keen understanding of both pressure ulcer prevention and wound
management care for existing pressure ulcers and wounds of other etiologies. Creation of the order set removed the
barriers to prompt order implementation that the TFPUP had identified.

Inventive approach: The order set for pressure ulcer prevention and wound management is a category-based
protocol used to institute pressure ulcer preventive care and/or wound care orders within 12 hours of admission or, 12
hours upon finding and assessing a pressure ulcer. The order sets were located on the Computerized Patient Records
System (CPRS) menu under Wound Care Orders. Upon completion of the staff nurse’s assessment, including review of
the WOCN’s recommendations, she selected the appropriate category, and orders were immediately transmitted into
CPRS. (See CPRS screen Wound Care Orders). Three consult options appearing, including those for plastic surgery,





wound care, and nutrition consultations. Consults were responded to within 24 to 48 hours. If labs had not been ordered
within 7 days, the nurse selected laboratory tests to be conducted, such as the CBC, CRP, and Pre-albumin. Lab orders
were made available for the physician’s signature.

4 Wound Care Orders Done
Mursing Orders Consults
+! Stage | Prezzure Ulcer Mutrition Conzult
+! Stage || Prezzure Ulcer Wwiound Care Consult
+! Stage [l Prezsure Ulcer ! Plaztic Surgery Conzult
+! Stage IY Prezsure Ulcer
! Unztageable Prezsure Ulcer
+! Deep Tizzue [njun
+! Diabetic Foot Ulcer
+! Wenous Staziz Ulcer
Labs
CELC [Only]
Other labs

All nursing staff received training on each of the categories of the order set, including pressure ulcer prevention, stage I-
IV pressure ulcers, unstageable pressure ulcers, deep tissue injury, diabetic foot ulcer, and venous stasis ulcer. Nursing
interventions included ordering specialty beds, wound assessment, turning schedules, and other interventions displayed on
CPRS screens. Examples of nursing orders from 2 categories are displayed below.

Nursing Leadership and Collaboration:

Interprofessional collaboration on an innovative project: Under the leadership of Teresa Russell RN ANP-BC CNS
CWON-AP MSN MPH, and Kathy Dunn RN CNS (chair of TFPUP), and with the approval and support of Dr. Sandy
Solem, Associate Director, Patient Care Services/Nurse Executive, we collaborated with members of the TFPUP,
including nursing, plastic surgery, nutrition, pharmacy, and physical therapy service members. Dr. Solem has worked with
staff to initiate a shared governance framework for VASDHS that inspired us to involve ourselves in a project with other
healthcare professionals while working on something that would help advance the practice of VASDHS nurses to the full
extent of their education and training. The content of the order set was consistent with clinical guidelines for pressure
ulcer prevention and wound care management. We are in the process of developing a manuscript to submit to a peer
reviewed journal and will explain how carefully designed standing orders are a most effective strategy to promote patient
safety, especially effective and efficient pressure ulcer prevention and wound care management.





=] Stage 11l Pressure Ulcer

Comments:

Comments;

Comments:

Comments:

Comments:

7. Wfith CHS approval, order prezsure reducing mattress.

2. If wound on heel, elevate and order off-loading boot,

9. Tumn patient q 2 hours.

10. Enter orders for pre-albumin, CRP, and CBEC if not done in last 7
daysz [repeat every 7 dayz). Enter conzultz for wound clinic, nutrition

] |

11, "Wound Care optionz for non-estremity shallow dry wound bed: Apply
hydracolloid dreszing and change every g3-b davs Or Apply wound gel and

Start D ate: |NEI'W' J
Stop Date: |T+3EI J

Order Sig

[ |3

1. Maotify CHE.
2. Measzure wound.

3. Photograph if poszible.

4

Accept Order

Cluat

=] Unstageable Pressure Ulcer

Comments:

Comments:

Comments:

Comments:

Comments:

B With CMS approval, order pressure reducing mattress,

7. 1f wound on heel, elevate and order off-loading boot.

8. Turn patient q 2 hours.

9. Enter orders for pre-alburmin, CRP, and CBC if not done in last 7
davs [repeat every 7 davs). Enter consults far wound clinic, nutition

[ |3

10. Apply M5 moistened sterile dud or Kedix covered with a diy dreszing
and change every 12-24 hours.

Start Date: |NI:IW J
Stop Date: |T+3EI J

Order Sig

[ |

1. Muotify CHS.
2. Meazure wound.

3. Photograph if poszible.

E4

B (X

Aocept Order

it

atl






Scope of Initiative:

Facility-wide scope:_Development and implementation of the order set for pressure ulcer prevention and wound
management included all in-patient units at VASDHS. Staff received intensive education and training in pressure ulcer
prevention and wound care management in the process of learning how to access the CPRS order set. Members of the
TFPUP contributed to this education and training. Members provided intensive training to the physicians in various
specialties. Education about effective pressure ulcer prevention and wound care management is routinely included in
nursing orientations, and quarterly on in-patient units by the WOCNSs. This project provided an opportunity for
interprofessional collaboration to occur among several specialties and the WOCNSs, including the nutrition department, in-
patient hospitalist physicians, podiatrists, and staff nurses in VASDHS in-patient units. This project is relevant for
VASDHS strategies to increase patient safety, reduce HAPUSs, increase interprofessional practice and collaboration,
support advanced practice nurses, maximize efficiencies in patient care that the possible using CPRS.

Impact:

Demonstrated measureable process improvement: Prior to implementation of the innovation, medical records
containing a wound/skin consult and recommendations were audited in July, August, and September 2011. The length of
time between completion of consult recommendations and nursing staff implementation (as measured by relevant
documentation in the medical record) was 7.5 days. Chart audit findings conducted in July, August, and September 2012
demonstrated impressive progress. 100% of the wound/skin recommendations were followed up by nurse documentation
of follow-up within 1 day.

Demonstrated measureable impact on patient/resident/staff satisfaction: Recommendations of WOCN consultations
are operationalized as nursing orders much more efficiently and effectively with the implementation of the Order Set.
Patients and residents are receiving therapeutic interventions promptly. Staff has expressed great satisfaction with the
existence of the order sets. Implementation of consult recommendations into nursing orders has become an easy and
standardized process. Staff reports that using the order set has reinforced their understanding of wound categories and
possible nursing interventions. The use of a standardized order set has enabled nursing staff to provide prompt care that is
individualized to the unique needs of the Veteran.

Demonstrated measurable long-term integration into structures and processes: In implementing the order set for
pressure ulcer prevention and wound management, we have provided a long-term and sustainable strategy. The
structure that has been integrated into routine practice is the Order set itself, including its formal and content. The process
of initiating consultations from the WOCN, identifying recommendations, and implementing nursing care orders has been
fully integrated into the CPRS system. The process is easy, routine, clear, and accessible to nursing staff. The order set
and consultation process is presented at every nursing orientation to assure system sustainability. Significantly, the
manner in which the TPUP team developed the order set avoided problems reported by other VHA WOCNSs in
implementing an effective consultation process in CPRS (National Wound Skin/VVHA ET Nurse communication 4/3/13).

Demonstrated measurable impact on nursing-sensitive quality indicators and patient outcomes: The order set
provides a means of efficiently and effectively providing care to Veterans admitted with community-acquired pressure
ulcers. Because the staff is able to obtain a WOCN consult recommendation and to implement nursing orders quickly, it is
likely that this process improvement has increased our capacity to treat and heal such pressure ulcers and other types of
wounds. In the case of hospital acquired pressure ulcers, the order set contributes to a much more rapid response to a
Veteran at risk of developing a pressure ulcer. Nurses have easy access to the order set and its very existence has
heightened staff’s awareness of the importance of quickly identifying Veterans at risk and initiating preventive measures.
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MN Hospital Association —- SAFE SKIN program

SAFE SKIN Specific Action(s)

Components

Skin Safety 1. Promote a team approach to skin safety with a designated coordinator(s): The facility
Coordination promotes a team approach to skin safety. The team has at least one team member with a

background/education in wound care.

Accurate and
Concurrent Reporting

1. Data Collection -Track all stages of nosocomial pressure ulcers for early detection and
causative factors. The facility has a concurrent reporting process in place to coliect all
stages of nosocomial pressure ulcers. There is a process in place to audit the reliability of
the reporting process on a regular basis through incidence studies.

2. Data Analysis -Measure/ evaluate effectiveness of skin safety efforts: A process is in
place to review and analyze reported pressure ulcers on a regular basis for learnings and
improvement opportunities. Pressure ulcer data is shared within the unit and across units on
a regular basis.

Facility Expectations,
Staff education and
Accountability

1. Communicate expectations and provide related education for pressure ulcer prevention
and hold staff accountable. Clinical staff are informed of expectations regarding pressure
ulcer risk assessment, skin inspection, early identification and prevention interventions
based on specific risk factors. Expectations and supporting education have been
incorporated into new employee orientation. Members of the skin care team(s) receive at
least baseline level of skin care education.

Education For Patients
and Families

1. Educate patient and families so informed decisions can be made and mutual goals can be
established: Patient/family education tools are disseminated for skin safety as appropriate.

Skin Inspection and

1. Perform and document pressure ulcer risk assessment daily: The facility requires AND

Risk Assessment has a designated place to document the Braden pressure ulcer risk assessment upon
admission and daily. Perform and document a skin inspection at least daily (remove
devices such as stockings and splints for accurate skin inspection). Risk assessment
findings are linked to specific interventions:

Keep Pressure Off — 1. Patients with impaired sensory perception, mobility and activity as defined by the

minirmize pressure,
friction and shear

Braden scale may require: Repositioning q 2 hrs, heels off of bed, minimize friction/ shear
(ie: limit HOB elevation, use transfer devices, etc, support surfaces (mattresses, beds, chair
cushions for pressure redistribution) are accessible and specialty equipment for bariatric
population is accessible.,

Incontinence/
Moisture Skin
Protection

1. Routine use of perineal cleansers and barriers. Address underlying etiology of
incontinence. Develop strategies to manage moisture.

Nutrition Is Optimized

1. Optimize nutrition that is compatible with individual preferences and patient condition.
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TITLE: Pressure Ulcer Prevention Teamwork

SUMMARY OF INITIATIVE

Pressure ulcer prevention (PUP) is now a way of life at the Minneapolis VA Health Care System. Three
years ago, pressure ulcers were considered something that happens as a complication of care. The culture
has changed and medical staff has embraced the idea that pressure ulcers are mostly preventable.
Hospital acquired pressure ulcers have dropped almost 80% in the last three years and there are continued
efforts to get to zero HAPUs.

The members of the Interdisciplinary Pressure Ulcer Prevention Committee (IPUPC) have acted as
leaders in this charge and our patient outcomes tell the story. Please consider this team for the innovation
award as they truly have taken the mission to reduce hospital acquired pressure ulcers (HAPU) to heart.

DATE OF IMPLEMENTATION
-3 year look — 2009/2010 FY to 2011/2012 FY

IDENTIFY EACH RATING CATEGORY BEING ADDRESSED FOLLOWED BY
APPLICABLE NARRATIVE

Adoption of the Innovation

The beginning of significant change in HAPU prevention began in 2009/2010 FY when pressure ulcer
data indicated over 125 HAPU with 14 of them being serious injuries (stage ITI/IV, unstageable, deep
tissue injury). The IPUPC formally known as the Hospital Skin Team at that time had a membership of a
Wound Ostomy Continence Nurse (WOCN) and Plastic Surgeon as co-chairs along with representation
from Physical Therapy, Registered Dietitian, pharmacy, social services, staff nursing and nurse managers.
A structure for change was clearly needed. The MN Hospital Association’s SAFE SKIN model (see
Attachment B) was adopted along with the National Pressure Ulcer Advisory Panel (NPUAP) Clinical
Practice Guidelines. New processes and policies were created including documentation a risk assessment
on all patients, skin inspections on at risk patients, and appropriate consults from WOC Nurses and RD
were defined. The new policy stated that WOC nurses are to be consulted for all HAPUs and a mini-RCA
is completed at that time with identified strategies for prevention and treatment. The attending physician
and nurse managers were added as additional signers to the consult note at the time of discovery of the
HAPU to ensure plan is implemented.

Over the next three years, the interdisciplinary team grew to include a Medicine physician, Occupational
therapist, Respiratory Therapist, multiple nurse managers, staff and patient educators and Clinical
Application Coordinators (CACs) which increased awareness of pressure ulcer prevention. Different
disciplines addressed different portions of the SAFE SKIN model and created staff education addressing
the changes.

Examples of staff education includes: individualized unit bulletin boards related to skin issues and
equipment changes, power points on newly developed Pressure Ulcer Protocols, skin champions
educating unit staff at staff meetings and house-wide sharing of posters. An example is a poster
differentiating skin barriers for incontinence stating “When it’s wet, it’s the green you should get, if its
poo go for the blue™.
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Logistics heard the concerns of the IPUPC and agreed to upgrade some medical products. In the next two
years they purchased new mattresses, soft oxygen tubing, repositioning pillows, nose protection for CPAP
users, heel protection boots, incontinence pads and barriers and wound care products used for prevention
and treatment. Skin champions ran the trials of the new products giving them vested interest in the
outcomes of the trials.

Skin champions created a Safe Skin Skills Fair where they taught all inpatient nurses about proper Braden
scoring and pressure ulcer prevention strategies. The skills fair was videotaped for staff who could not
attend. Staff evaluations were very positive indicating this education from their peers was a success.
Therapy, nutrition and pharmacy staff also completed yearly staff education on pressure ulcer prevention
which was wonderful. Pharmacy staff appreciated knowing about the new product changes, specifically
the use of Mepilex foam which has new evidence in working as a prevention strategy.

Nursing staff also are offered wound care education by using the National Database of Nursing Quality
Indicator (NDNQI) web based education and also new staff are given a day with the WOC nurse for 1:1
hands on education.

All members of the team are encouraged to identify opportunities to improve prevention strategies. For
example the step down ICU skin champion and staff did not like the heel protection boots that were
standard in the hospital due to their patient’s risk of falling. Logistics agreed to stock a different boot on
that specific unit to better meet their patient’s needs. Having their request heard increased participation
with other prevention strategies on that unit. That unit alone has dropped their HAPU numbers by 82% in
the last 2 years. These boots are now available hospital wide.

Nursing Leadership and Collaboration

The IPUPC is lead by a WOC nurse but has support of several nurse managers and staff nurses. Together
nursing has a voice in educating other disciplines on the how they can participate in this important patient
care issue. Other disciplines have voiced positive comments in being included in this initiative and being
able to share ideas for change. For example, the PT/OT staff has been instrumental in creating strategies
for reduction of HAPU related to w/c cushions, shower chairs, splints and other devices.

Unit based skin champions were created to promote specific changes on each unit and to bring unit based
concerns to the IPUPC. These nurses (RNs and LPNs) and nursing assistants gather quarterly for
Prevalence studies. All patients in the hospital are inspected for skin breakdown. The nursing staff is
invited to join the team so just in time education can be performed. For example, if patient’s heels were
not floated, the skin champion may go get heel protection boots and educate that staff member on the
importance of that specific strategy. A sign of culture change is the participation of unit staff who once
were negative about the skin rounds but are now are much more positive and readily asking questions of
the skin champions.

During the quarterly Prevalence studies, skin champions do chart reviews to monitor for appropriate
Braden scoring and documentation of pressure ulcer prevention strategies. The documentation of the
findings from the chart review is given to the nurse manager of the unit for follow up.

This quarterly meeting also offers time for HAPU data review, RCA review of the events (each HAPU is
reviewed), strategy planning for prevention and ideas to promote awareness of pressure ulcers.

Their ideas are shared in various ways. Some strategies that these skin champions have implemented
include: presentations to Nursing Practice council on incontinence management, presentation on Braden
scoring for SCI nurses, presentation on wound care for Rehab Nurses, posters for Nurses week on
Pressure Ulcer Protocol and Flap Protocols. Nurse’s week is a place for skin champions to submit
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pressure ulcer/buttock cakes in the cake contest. Several skin champions (with interdisciplinary partners)
have participated in other pressure ulcer prevention education opportunities including the MN Regional

Conference for Rehab Nurses, the Twin Cities Hospital Program Wound Class, VISN Conference wound
class, new hire orientation, Safe Skin Skills Fair and Pressure Ulcers related to Devices for Rehab nurses.

Scope of Initiative

The IPUPC embraced the new pressure ulcer prevention concepts and worked to spread them. Different
patient care areas are now engaged including acute care, CLC, ICU, Mental Health, Spinal Cord and
Home Based Community Care. Primary Care clinics are starting to leam about prevention options to
offer patients and are using the new patient education material. The disciplines of nursing, PT/OT, RT,
pharmacy, RD, SW, SPL, MDs, OR and Radiology staff , as well as students, residents and nurse
managers are engaged in the process of reducing pressure ulcers. Farther reaching outcomes have been
the participation of nursing staff to present the Pressure Ulcer Prevention program at the Spinal Cord Hub
and Spoke Conference and the VISN 23 Wound Care Conference. Participation in the MN Hospital
Association Pressure Ulcer Advisory Committee allows sharing of outcomes with other MN hospitals.
New WOCN from St Cloud has shadowed Mpls WOCN staff to learn the program to bring back
strategies. Spread of this initiative will continue to benefit veterans across the area.

Impact

Success of our program is undeniable. Patient care continues to improve with the creative and consistent
use of prevention strategies all over the hospital. Staff has started to create their own strategies based on
principles they have leamed along the way. For example, it was the Skin Champions’ idea to add a ‘hard
stop’ to the documentation template for pressure ulcer interventions to ensure the interventions are always
documented. What a great way for them to show their hard work.

See attachment A for a trend line showing the reduction of HAPU by almost 80% in the last 3 years.
Other indications of awareness and growth include more accurate Braden scoring, and an increase in
nutrition and WOCN consults.

Staff satisfaction is shown in various ways. One nurse at a patient safety meeting spoke up to say
“Thanks for getting us the tools so we can be successful in helping our patients avoid getting pressure
ulcers.” Staff evaluations from the Safe Skin Skills fair were very positive, thanking the skin champions
for sharing their knowledge.

Several staff has achieved their Wound Care Certification (WCC) which has lead to different
opportunities for them as leaders in the organization.

Performance outcomes like these improve confidence in our veterans that there is high quality care being
offered at our organization.

Most of all the success of the program has led to improved quality of life for our veterans.
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Attachment A
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Attachment B
MN Hospital Association — SAFE SKIN program
SAFE SKIN Specific Actiong(s)
Components
Skin Safety 1. Promote a team approach to skin safety with a designated coordinator(s): The facility
Coordination promotes a team approach to skin safety. The team has at least one team member with a

background/education in wound care.

Accurate and
Concurrent Reporting

1. Data Collection -Track all stages of nosocomial pressure ulcers for early detection and
causative factors. The facility has a concurrent reporting process in place to collect all
stages of nosocomial pressure ulcers. There is a process in place to audit the reliability of
the reporting process on a regular basis through incidence studies.

2. Data Analysis -Measure/ evaluate effectiveness of skin safety efforts: A process is in
place to review and analyze reported pressure ulcers on a regular basis for learnings and
improvement opportunities. Pressure ulcer data is shared within the unit and across units on

a regular basis.

Facility Expectations, | 1. Communicate expectations and provide related education for pressure ulcer prevention

Staff education and and hold staff accountable. Clinical staff are informed of expectations regarding pressure

Accountability ulcer risk assessment, skin inspection, early identification and prevention interventions
based on specific risk factors. Expectations and supporting education have been
incorporated into new employee orientation. Members of the skin care team(s) receive at
least baseline level of skin care education.

Education For Patients | 1. Educate patient and families so informed decisions can be made and mutual goals can be

and Families established: Patient/family education tools are disseminated for skin safety as appropriate.

Skin Inspection and 1. Perform and document pressure ulcer risk assessment daily: The facility requires AND

Risk Assessment has a designated place to document the Braden pressure ulcer risk assessment upon
admission and daily. Perform and document a skin inspection at least daily (remove
devices such as stockings and splints for accurate skin inspection). Risk assessment
findings are linked to specific interventions:

Keep Pressure Off — 1. Patients with impaired sensory perception, mobility and activity as defined by the

minimize pressure,
friction and shear

Braden scale may require: Repositioning q 2 hrs, heels off of bed, minimize friction/ shear
(ie: limit HOB elevation, use transfer devices, etc, support surfaces (mattresses, beds, chair
cushions for pressure redistribution) are accessible and specialty equipment for bariatric
population is accessible.

Incontinence/
Moisture Skin
Protection

1. Routine use of perineal cleansers and barriers. Address underlying etiology of
incontinence. Develop strategies to manage moisture,

Nutrition Is Optimized

1. Optimize nutrition that is compatible with individual preferences and patient condition.
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Title: The Road to Zero: An Interprofessional, Facility-wide Approach to Reducing Hospital Acquired Pressure
Ulcers (HAPU).

Summary of Initiative:

Pressure ulcers (PU) develop in patients throughout the health care system and include areas of acute care, long-
term care, and home care settings. The goal at VACIHCS is to provide the education and management for at risk
patients throughout the continuum of care. The development of the interprofessional skin and wound care
committee (ISWCC) made it possible to bring together experts from disciplines throughout VACIHCS to
discuss and develop strategies for management and prevention of PU. The following is a list of some of the
accomplishments that are a direct result of the ISWCC:

-Development of an ISWCC

-Development of skin champions

-Development of program for education on skin through National Database for Nurses Quality Indicators
(NDNQI), Braden risk assessment in Talent Management System (TMS)

-Development of PU treatment protocols

-Initiation of quarterly PU prevalence survey

-Development of PU audit tool

-Inclusion of wound registered nurse (RN) in orientation process

-Development of Wound Care Manual

DRevelopment of interdiseiplingry wwound care founding in community living center (CLO)
-Development of PU risk assessment for primary care. outpatient surgery and emergency department (ED)
-Development of pressure ulcer prevention bundle (PUPB)

-Development of “Turm Clock™ and “Hand Check™ posters





-Development of patient brochures on PU prevention
-Development of succession plan for ongoing wound team leadership.

The goals of the ISWCC:
To reduce the number of facility acquired PU throughout the organization.
Enhance education of all throughout the facility on prevention of PU. including patients and families
Provide evidence-based PU risk assessment of all patients throughout the organization.
Develop plan for ongoing education of wound care and wound care specialists within the organization
Decrease the number of HAPU in both the Aspire data in acute care and the Advancing Excellence
Pressure Ulcer Data in CLC

6. Ultimate goal of 0% HAPU
Date of Implementation:
Initiation ~ 2010 and are ongoing.

L O S

ADOPTION OF THE INNOVATION

Response in Qrganization:

PU create major financial and humanistic burdens to the health care system. costing the United States health
care system billions of dollars every year (Bolton. 2007). Over the last several years VACIHCS has been
consistently analyzing the occurrence of HAPU in order to determine new and innovative ways to reach the
ultimate goal of zero. The development of the ISWCC was created in 2010 to provide the most complete review
and analysis of our HAPU on a monthly basis. The committee includes members from each nursing unit,
occupational therapy (OT). physical therapy (PT), pharmacy. logistics. prosthetics. and nutrition. The ISWCC
has been instrumental in developing new protocols and procedures to aid in the prevention and treatment of PU.
Continual analysis of our HAPU coupled with evidence-based practice (EBP) has provided the foundation for a
dynamic and flexible PU prevention program. Innovations were developed to enhance staff and patient
outcomes throughout the continuum of care and include the following settings: ED, clinics, acute care, home
care, CLC, and hospice care. The committee was cognizant to the added value of having skin champions
throughout VACIHCS to act as a voice and resource for patients and staft regarding PU prevention. The
following provides a brief summary of how PU prevention has been introduced and improved throughout the
continuum.

ED: A literature review found the national average waiting time for patients admitted through the ED to be four
hours, this average increases from five to nine hours when looking at elderly patients (Naccarato & Kelechi,
2011), Data was pulled from VACIHCS Emergency Department Information System and it was determined that
VACIHCS waiting times were nearly identical to the national data. It was found that nearly 56% of patients
coming through the ED have a length of stay greater than two hours, which is the time it takes to develop a PU
(Denby & Rowlands, 2010). Based on this information, the ISWCC determined that this was an area that
required additional attention. In response, an evidence-based ED PU screening tool was developed to identify
those at risk and start interventions at the point of entry into the hospital.

Acute Care and CLC: The Braden Scale is used to determine risk of developing a PU in the acute care and CLC
setting. The Braden score helps staff determine which interventions would be appropriate in preventing PU. To
ensure the most accurate scoring of the Braden Scale all nurses are required to complete The Braden Scale for
Predicting Pressure Sore Risk training through the VA Talent Management System (TMS). To monitor
interventions, the wound team with assistance from our quality management team, has developed an auditing
tool that has been instrumental in preventing PU in acute care. The tool provides a list of patients with a Braden
score of less than 18, from this information, the wound nurse rounds on patients at risk to ensure appropriate
interventions are in place. Auditing of interventions has also provided time for the wound nurses to educate the
patient. nursing staff. OT, PT. and physicians on appropriate interventions.

In order to reduce the number of HAPUs even further, the ISWCC in coordination with logistics, has
developed a pressure ulcer prevention bundle (PUPB). The Institute for Healthcare Improvement defines a
bundle as ““a small set of evidence-based interventions for a defined patient segment/population and care setting
that, when implemented together, will result in significantly better outcomes than when implemented
individually™ (Resar. Griffin, Haradin. & Nolan, 2012, p.2). The PUPB is currently being trialed in our ICU and
palliative care floor on all patients with a Braden score of 18 or less. The PUPB will be implemented facility-
wide based on the success of the trial. The PUPB groups all the supplies (low air loss mattress. paper chucks.
Watle seavenshinn. baimier Sred. wrnlie dlogk, Honting hieglw) alomweith 8 Bt el IR enaens (6 consider
(avoiding diapers. fecal and urinary incontinence control. preventative dressing) into one bundle that is supplied
by logistics. The Turning Clock was developed by the wound team and reminds nursing staff to turn patients to
a certain side depending on where the hour hand is on the clock (i.e. from noon to two the patient would be on






their back. from two to four on their left side, etc.). The laminated poster is placed strategically in the patient’s
room where it can be easily visualized and a smaller version of the clock is placed on the door to the patient’s
room to remind all staff caring for the patient that the patient is at a heightened risk. The clock is currently being
used in acute care and CLC. The PUPB allows nursing the ability to do the right thing, right away for our at risk
patients by keeping needed products readily accessible.

Primary Care and Outpatient Surgery: In developing the ISWCC at VACIHCS it was important that all areas
throughout the continuum were assessing patients for PU. The team realized the importance of similar
assessment tools. but we also found it important that the tools be tailored to specific areas based on the type of
care and the setting that the patient would be assessed in. One example of this is the PU audit tool that was
developed for outpatient surgery. If the patient is immobile, has decreased sensation, or altered level of
consciousness the nurse is triggered to do a full skin assessment. Interventions are then initiated based on the
finding of this assessment. If the patient is at risk. has skin breakdown. or redness, the operating room will be
notified to ensure that proper interventions are continued while the patient is in surgery.

Home Based Primary Care (HBPC): Incorporating the use of community care nurses to provide ongoing
treatment when patients need that extra support and treatment in the home is essential in the continuum.
Collaboration between home care nurses, providers, certitfied wound care nurses and practitioners. pharmacy.
OT. and logistics is critical to ensuring the patient is receiving optimum care.

Facility-Wide: In the last year the ISWCC has also developed an orientation program for all new nursing staff
with a primary focus on PU prevention, assessment, and documentation. In addition to orientation, NDNQI PU
training and Braden Scale training through TMS are used and provide ongoing education to all.

Professional Literature and Evidence used to Design or Modify Innovation:

The groundwork for all of the interventions in this facility-wide initiative was evidence-based. The National
Pressure Ulcer Advisory Panel, NDNQI. WOCN guidelines. VA Handbook, and extensive literature review
searches from PubMed were used to develop a proactive approach to preventing PU. One example of utilizing
research was the development of the PU audit tool. This tool was developed to determine the cause of the HAPU
and if the PU was avoidable or unavoidable. The tool provides direction for educational needs and potential
systems problems that may need evaluated.

Innovation Customized to Fit Needs of the Organization:

EBP has shown that low air loss mattresses are effective in reducing HAPU (Naccarato & Kelechi, 2007; Pham
etal., 2011). Fifty low air loss mattress overlays were purchased to help reduce the number of HAPU. The
mattresses have been beneficial in reducing the number of PU, but after repeated use, many of the mattresses
have been found to not be properly inflating. To fix this issue, education was provided to staff and the 1ISWCC
developed a “Hand Check™ poster that reminds staff to check the mattress every shift to be sure the overlay is
inflated properly. This has resulted in many mattresses being replaced or fixed, which has resulted in improved
outcomes for patients.

Innovation uses a Creative, Unique, or Inventive Approach or Adaptation:

EDs are high paced work environments making the Braden Scale an inappropriate tool (Bjorklund et al., 2012).
In order to determine risk of the patient, the ISWCC developed an evidence-based tool that assesses the patient's
risk based on their ambulation status. any restrictions in mobility, or any alteration in consciousness. If the
patient has a positive response to any of these risk factors a skin check would be performed and appropriate
interventions would be initiated (i.e. reposition schedule, floating heels, etc). Similar screening tools were made
for outpatient surgery and primary care clinics. In acute care and CLC the Braden audits, the quarterly
prevalence studies, and the HAPU audit tool found that there were often interventions that were being missed.
The PUPB was one innovation that will help reduce the number of HAPU by standardizing interventions
initiated on patients with a Braden score of 18 or less. The development of the interventions that are utilized in
the PUPB are evidence-based and were developed based on specific needs found through VACIHCS HAPU
reviews and prevalence studies.

NURSING LEADERSHIP AND COLLABORATION

Nurse Participation in Development and Implementation of Initiative:

All initiatives were nurse-led and developed by members of the ISWCC. Nursing involvement includes at least
one member from every unit in acute care and CLC, HBPC, and ED. The involvement of nurses throughout the
system ensures input from all areas and improves compliance of new initiatives.

Staff Nurses Svstematically Participated in Development and Implementation of Initiative:
Innevations were developed to improve PU sereening and prevention measures throughout the systent. Tl
primary care. and outpatient surgery have all developed PU screening tools 1o ensure identification of PU and
initiation of appropriate interventions. A certified wound nurse, along with an RN from each of the
aforementioned areas, used research to determine the most effective screening tool and was tailored to fit the
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needs of each area. The inclusion of a staff nurse from each respective area helps in the implementation process
by acting as a resource for staff in the area. Another example of staff nurse involvement was the development of
the PUPB. which utilized nurses from each unit of the CLC and acute care in the implementation and auditing
process to improve accountability and compliance.

Innovation Demonstrates Collaboration, Team Work, Cooperation, and Interprofessional Impact:

All of the aforementioned innovations were developed within the ISWCC and approved by all disciplines that
may be affected by the change. One example of members of an interprofessional team collaborating to benefit
patient outcomes are the weekly wound rounds in the CLC. This is an interprofessional team that involves a
provider. CWON nurse practitioner (NP), certified wound nurse. dietician. and occupational therapy. The wound
nurse is able to provide recommendations for interventions such as repositioning, support surfaces, wound
products. ete. OT assists in providing suggestions regarding positioning or assistive devices (i.e. footwear, skin
protectors, pressure mapping. cushions, etc) to help reduce and prevent PU. The dietician provides insight to the
team and patients on appropriate supplementation. caloric requirements needed for wound healing, and blood
glucose control, The CWON NP and provider are then able to write orders that provide optimal care for the
patient based on the groups discussion.

Nurses Have Disseminated Finding Via Paper or Presentations:

Several PowerPoint presentations have been developed for staff education. One PowerPoint presentation was
developed for orientation, which every new nurse aid. licensed practical nurse, and RN complete. The
presentation is focused on PU preventions and identification of PU. After an increase in heel PU a member of
the ISWCC developed a heel PU presentation specific to Veterans. Several articles have been written for the
Nurse2Nurse paper that is disseminated throughout VACIHCS. One article titled “Prevention of HAPU: Goal of
Zero™ provided educational information on the prevention of PU. Another article was written to provide
information regarding the PUPB. The PUPB and HAPU audit tool developed by VACIHCS has been presented
to the VISN Skin Wound Interdisciplinary Committee.

SCOPE OF INITIATIVE

Initiative Impacts One or More Strategies in a Single Area:

The ED, outpatient surgery, and primary care PU screening tools were all developed to be appropriate for each
individual area. It was crucial to develop the PU screening tool based on each areas unique circumstance. In the
same regard it was important that the interventions for PU prevention were appropriate and cost effective.
Initiative Impacts One or More Strategies in Multiple Areas:

The PUPB has been developed to ensure that all patients on the acute and CLC units with a Braden score of 18
or less will receive a set of minimum evidence-based interventions. A list of interventions is also provided as a
reminder of additional interventions that may benefit the Veteran based on the individual needs and may be
initiated by a nurse aid. RN, OT, PT, or provider. The PUPB is currently being trialed in our ICU. telemetry, and
palliative care units with the plan to implement facility-wide. A quarterly facility-wide PU prevalence study was
started in 2010 to track both community acquired and HAPU rates and to assess the accuracy of skin inspections
and proper implementation of interventions. Every quarter the skin champions from all acute and CLC units
assess every patient’s skin for PU followed by a chart review that is focused on the patient’s Braden score and
the documentation of interventions initiated. This process directs the areas of education that are needed for staff
and the needed improvements.

Initiative Impacts One or More Strategies Facility Wide:

The ISWCC have developed protocols for PU that can be activated by all RNs and providers throughout
VACIHCS. The protocols provide frontline healthcare clinicians the ability to start treatments earlier in the
process, which aides in reducing the progression of a PU. Nurses and providers throughout VACIHCS are also
able to consult wound care through the protocols. Protocols are often used as a way to. not only provide
guidance on wound care. but also provide input on preventing PU. The PU prevention pamphlet created by the
ISWCC is another resource that ¢linicians can utilize to increase patient and family awareness of PU and is
available throughout the facility.

Initiative Impacts One or More Strategies VISN Wide:

The PU audit tool has been shared at the VISN level. The tool is used to determine the cause of a HAPU and
whether the PU was avoidable or unavoidable. The PUPB was shared (prior to implementation) with the rest of
VISN 23 and with the VISN Skin and Wound Management (SWIM) committee. The results will be reported at
the local and VISN level. The orientation PowerPoint was also shared with the rest of the VISN. Two certified
wonnd RN and an ARMP OWON seomembeors of VISN 227 SWIM commitice. Ideas havealsy beon shared ot

the VISN 23 SWIM conferences which were held yearly.






IMPACT

Demonstrates Measurable Process Improvement:

Auditing has provided useful information for the ISWCC in recognizing that staff is starting PU prevention
interventions earlier in the patients stay. thus leading to the reduction in HAPUs. There has been a dramatic
decrease in the number of PU on our acute floors, In 2011. acute care had 13 HAPUs and in 2012 the number
has dropped to S HAPUs. Over the past year there have been several month-long periods of zero HAPU
throughout the facility. The overall reduction of HAPU throughout the facility over the past several years is very
encouraging and VACIHCS is continually reassessing methods to improve and ultimately sustain the goal of
zero HAPU. The development of PU screening tools in primary care. outpatient surgery, and ED has provided
for skin risk assessment screening to having screenings to all patients entering VACIHCS.

Demonstrates Measurable Impact on Patient/Staff Satisfaction:

Prior to the development of the PU screening tools in primary care. outpatient surgery and ED there were no
triggers to assess a patient’s skin or initiate interventions. The screening tools provide the opportunity for
patients and staff to initiate proper interventions, provide education to the patient and their families, and initiate
treatment protocols and/or a wound consult. The screening tool also benefits the facility by recognizing
community acquired PU earlier in the patient's stay. leading to fewer PU being inaccurately documented as
HAPU. The development of protocols has provided staff the ability to start interventions as soon as a problem is
identified. The wound protocols and consults greatly reduced the time to initiate treatment. provide better
communication between disciplines, and improve patient outcomes.

Demonstrated Measurable Long-Term Integration Into Structures and Processes:

Wound protocols and consults are imbedded into CPRS order sets so that any RN or provider can place orders.
The CLC interprofessional wound rounds have been performed twice a week since the initiation of the team in
2010 and provide ongoing evaluation of wound patients until they are discharged. The Braden Scale for
Predicting Pressure Sore Risk and use of the NDNQI PU training has been required yearly by RNs. The wound
orientation presentation has been integrated into the employee orientation process for the past year, Quarterly
PU prevalence surveys have been critical in assessing the number of new PU and interventions provided to each
patient throughout the facility. Since 2010, the ISWCC has endorsed at least one bachelor prepared nurse yearly
to receive certification from the Wound, Ostomy, and Continence Nursing (WOCN) Society at the VA Eastern
Kansas Wound Academy. One member of the wound team is currently enrolled in class to obtain his Doctorate
of Nursing Practice to succeed the current CWON ARNP upon retirement. The ISWCC is currently proposing a
program to initiate the Wound Treatment Associate program (sponsored by the WOCN) at VACIHCS. The
didactic program provides additional training to all medical staff (from medics to provider) regarding wounds
and PU prevention. All of the above programs demonstrate the importance that VACIHCS places on PU
prevention and the dedication they have to better serving our Veterans.

Demonstrated Measurable Impact on Nursing-Sensitive Quality Indicators and Patient Qutcomes:

The system-wide approach at VACIHCS has been instrumental in reducing the number of HAPU. From 2010 to
2011 there has been a 24% decrease in HAPU and from 2011 to 2012 there was another 28% decrease. equating
to nearly a 50% reduction in the number of HAPU at VACIHCS. VACIHCS has reached the goal of zero HAPU
in multiple months over the past year. but realize that the road to zero is not an easy one. VACIHCS will
continue to strive to look for innovative solutions to improving and sustaining the current interprofessional
wound program. Just like success, the road to zero is a journey, not a destination.
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VAPAHCS Nursing Service Pressure Ulcer Prevention Program
Summary of Initiative

VA Palo Alto Health Care System (VAPAHCS) Nursing Service recognized the need to reduce facility hospital
acquired pressure ulcers (HAPU) and redesign their pressure ulcer program. Pressure ulcer awareness was low,
and prevalence audits were conducted only on a yearly basis. There was frequent erroneous reporting of
pressure ulcers prior to the redesign, and VAPAHCS was not meeting the ASPIRE performance measure.
VAPAHCS was above the national benchmark for prevalence. Teams dedicated to the reduction of HAPU’s
are now operational in all inpatient and outpatient locations. Prevalence audits are now being performed
quarterly, and our HAPU incidence and prevalence is on a downward trend. An effort was made to have
Wound Care Certified Nurses (WCC) in each location, and designated FTEE were allocated to the wound care
program to promote evidenced based wound care in all patient settings. A Wound Care Program Director was
appointed and Wound Care. Specialists were hired for inpatient and outpatient areas. Outpatient wound care
clinics were launched and inpatient wound care consult requests were developed for Primary Care Providers via
the Veteran’s Administration’s Computerized Patient Record System (CPRS).

Nursing service now has highly functioning interprofessional teams. There is daily collaboration with Medical,
Pharmacy and Logistics services. Core competencies for WCC’s were developed and they were individually
trained to become familiar with products, procedures and consult ordering for specialty equipment. A Scope of
Practice for newly Wound Care Certified RNs was approved through the Medical Management Committee and
the Professional Practice Standards Board. This ensures that WCC’s at the VAPAHCS can function using their
full scope of practice and certification. Daily pressure ulcer incidence logs are now maintained by the WCC’s
and unit based skin champions who are front line staff that participate in the skin care committee and program.
Data is entered on a secure shared folder server when new pressure ulcers are identified. All newly identified
pressure ulcers have second RN verification before the wound is documented as pressure related. Each HAPU
is analyzed at the end of the month to look for trends. This new procedure has reduced erroneous pressure ulcer
reporting. Since implementing this intervention, the VAPAHCS is now meeting the Aspire benchmark and is
below the VISN 21 average. (Please see inserted graph).

Access to evidenced based wound care has greatly improved. All VAPAHCS locations now have skin
champions readily accessible for consultation and wound care products stocked in their supply areas. Working
together with Primary Care Providers on evidence based wound care, the use of wet to dry dressings has been
reduced and evidence based wound care is now ordered for our Veterans. HAPU incidence rates in our most
vulnerable populations has decreased and wound care access has greatly improved in the outpatient setting.
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Date of Implementation: January 1, 2011
A. Adoption of innovation

Al. Innovation is implemented in response to a designated need in the organization, and

A.2. Professional literature and evidence are used to design or modify innovation:

VAPAHCS strategic plan is to reduce the HAPU incidence rate by 10 % per year over 3 years. In order to
accomplish this there were 3 identified areas of educational need: Braden Scale risk assessment, wound and
pressure ulcer assessment education, and Medical provider education. Recognizing the need to further Nursing
education regarding pressure ulcer risk assessment & documentation, a Braden Scale documentation module
was developed in the Talent Management System (TMS) and required for all RN and LVN staff. The Braden
Scale is now being documented at correct time intervals as required by the VHA directive. Braden score
accuracy is improving amongst staff performing this assessment. In patients scoring at risk, interventions to
prevent pressure ulcers are put into place before pressure related skin damage occurs. Online National Database
of Nursing Quality Indicators (NDNQI) training modules were made mandatory competency training for all
RN/LVN staff. This nationally recognized training ensures that nursing staff can assess and discern the
differences between pressure ulcers and other chronic wounds. This training reduces documentation errors and
ensures proper wound care interventions are implemented for the diagnosis. Wound care education was
provided by Nursing Service to Medical Services; including Surgical, Geriatric and Palliative Care Providers to
increase awareness of evidenced based wound care. From this effort, there has been a reduction in wet to dry
dressing orders from Primary care providers and evidenced base wound care is now being embraced.

A3. Innovation is customized to fit needs of the organization: In the effort to reduce Device-Related
Pressure Ulcers, Nursing Service collaborated with Logistics Commodities Standardization Committee and new
items were purchased for better pressure ulcer prevention. VAPAHCS purchased pressure reducing Operating
table surfaces, low air loss overlays in the ICUs and improved oxygen tubing. Nursing service took the lead in
educating staff on the importance of proper positioning and padding of medical devices and tubes to prevent
wound from occurring and our device related injuries have been reduced. The right surface is now available for
the right patient need. Wounds are healing quicker and skin breakdown is prevented when patients are placed
on the correct pressure reducing surface. In recognizing the need for additional equipment to treat the special
needs of outpatients, Nursing Service requested and obtained specialized equipment. In Collaboration with the
Administrative Officer for Ambulatory Care to work through the contracting regulations, specialized wound
care clinic chair, cameras, Doppler equipment, and ABI machines were obtained. All equipment is in place and
being used to improve the care of Veterans.

A.4. Innovation uses a creative, unique, or inventive approach or adaptation: In June 2011 funds for a
Veteran’s Integrated Service Network (VISN) wide education program on wound and skin care was approved.
Selected individuals from Palo Alto VA nursing staff were nominated to attend. Individuals selected were
given the opportunity to become the Skin Champion for their reporting unit. VAPAHCS sent 16 RNs to this
workshop. Fourteen became Wound Care Certified after successfully passing a nationally recognized wound
certification examination. All RNs who attended are now recognized as the skin care experts on their respective
units. Since 2011 the number of Certified wound care Nurses has increased to 23, increasing our champion
pool.

B. Nursing leadership and collaboration

B.1. Nurse Participation and implementation of initiative There is active Nurse participation in the
VAPAHCS Skin Care Committee from each unit. All information on skin and wound care program activities is
brought back to the unit level in local unit staff meetings. This shared communication is an effective way to
ensure consistent wound and skin care is provided to our Veterans. Task forces assigned during the Skin Care
Committee have vastly improved current templated documentation for wound care. The VAPAHCS is now
compliant with the VHA directive on documentation for Pressure ulcer assessment and healing. All RNs






responsible for the charting of pressure ulcers utilize this facility template; allowing for standardized charting
wherever the Veteran is located within the division.

B.2. Staff Nurses Systematically participated in development and implementation of initiative through a
wider nursing governance or innovative delivery model: All of the Staff nurse WCC’s ensure best practices
in wound care are carried out at the unit level. WCC’s round weekly. Skin problems are identified earlier and
prevention measures are put into place for our high risk patient population. When patients are admitted with
wounds or develop wounds the WCC’s assess and recommend proper wound care in a timely fashion, so
wounds are healing more rapidly. Medical residents rotating through our departments are able to identify the
unit Wound Care Champions and actively seek out their advice for their patients with wounds.

B.3. Innovation successfully demonstrates collaboration, teamwork, cooperation and or multidisciplinary
impact and or improvement: Nursing Service worked closely with Pharmacy and Logistics Services to
develop a list of wound care products for the WCC RNs to order. Also, working closely with Clinical
Applications, a special menu was developed in CPRS solely for the WCC’s. Since this innovation, wound care
products are more accessible to the Veteran due to the ease of ordering by the WCC RN. The ease of a
designated menu for wound care allows the WCC to order within their Scope of Practice quickly and efficiently,
thereby reducing confusion and wait times for Primary Care Providers that are unfamiliar with wound care
products. The provider’s workload is reduced, and they can focus on specialty areas not related to wound care.
This enhancement improves patient care outcomes.

B.4. Nurses have disseminated findings via paper presentations published: Each unit based skin champion
has made pressure ulcer prevention a top priority through unit education. Through the use of handouts, journal
articles, posters and bedside learning nursing staff have embraced the importance of prevention. Posters have
been posted on proper use wound care products, pressure ulcer staging, Braden Scale scoring, and
differentiation of wound etiologies.

C. Scope of initiative

C.1. Initiative impacts one or more strategies in a single area, and

C.2.Initiative impacts one or more strategies in multiple areas: Since the implementation of the wound care
program all areas of VAPAHCS have standardized the way care is delivered to our veterans. No matter where
the Veteran is located in our system he/she will have access to evidence based wound care products and be
cared for by an employee knowledgeable in wound care best practices. All Omni cells are now stocked with
VISN 21 wound care task force approved products. These same products are available in the outpatient
formulary so there is consistency when the Veteran is sent home from the hospital or clinic with wound care
needs.

C.3. Initiate impacts one or more strategies facility wide: Each patient location has a wound and skin
champion available for consultation. WCC’s are recommending the right product for the right wound
diagnosis. Wounds are healing more rapidly and patient satisfaction is high in all settings. There is now a high
awareness to reduce the incidence of HAPU'’s in the inpatient and outpatient settings. WCC’s are educating all
levels of nursing staff on the importance of risk assessment, and pressure ulcer prevention interventions.

C.4, Initiate impacts one or more strategies VISN wide: In collaboration with Pharmacy Service, Nursing
Service has added many new formulary items to ensure consistency for wound and skin care from inpatient to
outpatient settings. VAPAHCS is an active participant in the VISN 21 Wound Care Taskforce. All wound care
product trials are approved through this taskforce are added to our outpatient formulary.

D. Impact
D1. Demonstrated measurable process improvement






Wound Care Specialists have provided education to the Community Based Outpatient Clinics (CBOCs) as well
as many medical teams to help ensure that best practices are adopted in the outpatient setting. The chart below
represents the reduction in Non VA community fee based consults since the implementation of the VAPAHCS
wound care program. In FY 2011, 86 non VA consults for wound care were generated. In FY 2012, non VA
wound care consults were decreased to 35, and in FY 2013 through February, only 10 non VA wound care
consults were generated.

#Non VA Fee Base Cohsults

= 2011
m 2012

= YTD 2013 (until Feb 28,
2013)

While the Non VA Fee Base cost and workload is decreasing, the VAPAHCS Outpatient clinic workload is
increasing. The number of unique patients VAPAHCS served has increased each year. In FY 2011, there were
zero unique patients served. In FY 2012, the number increased to 118, and FY 2013 through February, the
number of unique patients served was 141and continues to rise.
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VAPAHCS has reduced non VA community fee based costs each fiscal year since the implementation of the
wound care program. In FY 2011, our non VA fee costs were $79, 035. In FY 2012 they were reduced to
$53,032 and FY 2013 through February are only $5,369.

NonVA Cost

m2011

m 2012

D.2. Demonstrated Measurable impact on patient/staff satisfaction

Staff nurses that received wound care training and subsequent certification have received recognition form
Nursing leadership and have an increased pride in practice. Recognition and respect from other colleagues for
their expertise in wound care is appreciated. Nursing staff feel empowered knowing they have the ability to
provide evidenced based wound care. For veterans that could not receive care at their local CBOC or a local
facility travel is now eliminated, since the CBOC nursing staff can now provide almost all wound care after the






veteran has been seen by the outpatient Wound Care Specialist. Patient centered care has improved. Wound care
patients previously being served in Non VA community settings are now receiving their care at the VA. This
has increased patient satisfaction as Veterans no longer have to travel to unfamiliar settings and get care locally
and can be followed by their primary care teams.

D.3. Demonstrated measureable long term integration into structures and processes

Veterans can receive initial assessment and recommendations from a VA Wound Care Specialist; this helps
ensure continuity of care within a nationwide system of healthcare providers. All patient information is
accessible via CPRS to any provider at any time; reducing risk of error in treatment CPRS eliminates
duplication of medication ordering, testing and recommendations. Costly outsourcing for wound care is reduced
or eliminated by having VA providers available in multiple locations.

D.4. Demonstrated measureable impact on nursing sensitive quality indicators and patient outcomes

Over the last 2 fiscal years VAPAHCS has seen an overall downward trend in our HAPU incidence rates and
continue to strive towards a zero incidence rate. Pressure ulcer prevention interventions are put into place for
those patients at risk quickly, reducing the number of occurrences. Improved Pressure ulcer awareness and
increased surveillance has improved patient outcomes.
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Office of Nursing Services
Annual Innovations Awards

Title Hospital Acquired Pressure Ulcers: On the Road to Zero
Summary of Initiative

Pressure ulcers (PUs) place clinical, economic, and humanistic burdens on patients and health
care systems with an annual estimated cost of 2.2 to 3.6 billion dollars for hospital acquired pressure
ulcers (HAPUS) in the United States.” Patients with HAPUs may experience increased hospital stays,
pain, limited activities of daily living, septicemia, osteomyelitis, amputations and potential death. * The
Centers for Medicare and Medicaid Services (CMS) identified that HAPUs afflict over 250,000
Medicare recipients annually at a federal cost of over 11 billion dollars.’

The Veterans Health Administrations (VHA) provides high quality care delivery to prevent
iatrogenic events such as HAPUSs. Striving for “Zero HAPUsS” remains the goal for VA at the local
facility, VISN, and National level. HAPUSs in the acute care setting are reported and tracked through
Veteran Affairs Nursing Outcome Database (VANOD) and the ASPIRE database. The HAPUs
VANOD aspirational goal is 0/1000 patient days. The FY-13 VA National average of HAPUs was
2.36/1000 patient days. VISN 11 rate was 2.44/1000 patient days, and VAIHCS was 0.95/1000 patient
days.* VHA expectations include an interdisciplinary approach to achieving and maintaining “Zero
HAPUs”.

VA llliana Health Care System (VAIHCS) has a Wound Care Committee (WCC) which met
monthly and has now transitioned to quarterly meetings. The WCC members include the Chief Nurse
of Operations, Wound Care Nurse, Surgical NP, Ward PA-C, Dietician, Infection Control, Pharmacy,
Occupational Therapy, Physical Therapy, Nursing Educator, and Nurse Representatives from
Community Living Centers (CLCs), Green Homes, Acute Care, Mental Health, Home-Based Primary
Care, Ambulatory Care, and support from the Chief Nurse Executive and Facility Director.

“On the Road to Zero” has required a focused attention on wound prevention. The following
actions have been implemented at VAIHCS:

Each inpatient unit has an identified Wound Care Nurse Champion.

Wound Care Nurse Champion educational sessions.

Assisting nursing staff with wound identification.

Improving documentation of wounds and wound care.

WCC members developing educational activities for WCC.

WCC members developing a “Pressure Ulcer Prevention Tip of The Month”

Quarterly Pressure Ulcer Prevalence Studies and Hill-Rom International Prevalence Study

NoookrowhE

Date of Implementation
VAIHCS placed special emphasis on the prevention of pressure ulcers in November 2010 and has
continued that emphasis to date.

Identify each rating category being addressed followed by applicable narrative
Adoption of Innovation
1. Wound Care Nurse Champion: Early in the quest for “Zero HAPUs’, VAIHCS recognized

the importance of designating a Nurse Wound Care Champion for each inpatient unit. The
Nurse Wound Care Champion is the person who has an major interest in reducing pressure
ulcers and has become the resource person for that patient care area. He/she reviews all
pressure ulcers every month, collects data, submits a report to the Wound Care Nurse, and
follows up with unit staff. He/She is the eyes and ears for that unit related to wound care —
providing just-in-time training when educational needs are identified, providing guidance in






documentation, assuring accurate documentation, and bringing wound care issues to the
attention of the Wound Care Nurse.

Wound Care Nurse Champion Meetings: The organization has set the expectation that the
Wound Care Nurse Champion attends monthly educational meetings. The meetings informal,
and are designed to address any issues nursing staff have identified related to wound care. The
group accents those issues which are out of the ordinary and/or not commonly seen. The result
is a group of Wound Care Nurse Champions engrossed in decreasing our HAPU rates and in
order to achieve that “Zero” designation.

Wound Identification: Early in the process of moving to “Zero HAPUs”, it was discovered
the nurses were incorrectly identifying the type of wound; (i.e.: pressure ulcers, vascular,
arterial, diabetic, etc.). Prior to November, 2010, at VAIHCS, there was no standard
educational opportunity for nursing staff which focused on the identification of wounds.

As a first step, all nursing staff was assigned to complete the National Database Nursing
Quality Indicators (NDNQI) Pressure Ulcer training modules which are nationally recognized
for the identification of wounds while also educating staff on the differences between HAPUs
and Community Acquired Pressure Ulcers (CAPU). The modules are assigned to each licensed
nursing staff for completion every two (2) years.

The second step was to provide “hands on” experience in the staging and tunneling of pressure
ulcers. The Wound Care Nurse worked closely with the Nursing Educator to provide visual
prompts for staging pressure ulcers. These classes incorporated the use of every-day food
items such as oranges, avocados, brownies, and twinkies.

Nursing Leadership and Collaboration

4.

Improving Documentation: Prior to November, 2010, documentation concerning pressure
ulcers and wound care was very fragmented and inconsistent. The Wound Care Nurse, along
with the WCC identified the need to promote consistency in documentation of the wound type,
location, and characteristics. This Committee also identified the necessity for Provider
notification of such issues. The Committee worked through the nursing management structure,
the approved health information management structure, and all appropriate committees to
address this issue. To date, the documentation of all identified pressure ulcers is now
completed on a specific template, the NUR/ULCER/WOUND note.

For all new pressure ulcers, the nurse uses the additional signer option to notify the Ward
Provider, Nurse Manager, Dietician, Wound Care Nurse Champion, Interdisciplinary
Treatment Team, and the Wound Care Nurse. Although this method encourages each member
of the team to evaluate the needs of each veteran with a HAPU, it also serves as a means of
referral for those veterans at risk of developing a pressure ulcer. The note contains a high risk
screen based on the Braden Scale. The team members are notified of those veterans with a
Braden Score of 18 or less.

Wound Care Committee Educational Opportunities: Each member of the WCC is expected
to provide an educational opportunity for the Committee members. This occurs at the WCC
monthly meeting and is rotated through the Committee members. This has provided each
member an opportunity to make others aware of how his/her service impacts wound care and
the care of pressure ulcers. For example, the Physical Therapist presented the topic of
compression garments and the criteria to determine the appropriate compression device for
addressing individual Veteran needs. The PA-C offered information on Medihoney — a wound





special new wound treatment. The Dietician provided education on diet, dietary supplements,
and how they impact wound healing.

6. Pressure Ulcer Tip of the Month: In conjunction with the educational offerings, each
member of the WCC is expected to rotate through developing a “Pressure Ulcer Tip of the
Month”. Once the WCC has reviewed this information, it is then disseminated throughout the
organization to ensure each discipline remains attentive to preventing pressure ulcers. One
example is the “Tip of the Month” provided by the MDRO Coordinator on preventing the
spread of bacteria during dressing changes. The distribution of this information ensures the
Veteran is evaluated holistically, aides in decreasing HAPUSs, and promotes wound healing
which, in turn, decreases the Veteran’s length of stay, decreases the use of supplies, and
decreases negative outcomes for the Veteran.

Impact
7. Prevalence Studies: In December, 2010, VAIHCS participated in their first Pressure Ulcer

Prevalence Study. Since that time, quarterly pressure ulcer prevalence have been conducted.
The initial pressure ulcer prevalence rate was 10.4% pressure ulcers. Since it’s onset, the rate
has decreased to 3.3%. VAIHCS continues to strive for “Zero (0) HAPUs”. The prevalence rate
remains below the National Benchmark for the VA of 12.6 set by the Hill-Rom International
Prevalence Study. While the Hill-Rom benchmark has increased over the past three years,
VAIHCS pressure ulcer prevalence has a downward trend. Historical data related to this
benchmark is depicted in the graph below.

National Benchmark Per Hill-Rom For HAPU in VA Prevalence Rate 2010-2013
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The HAPUS  rate/1000 patient days was as high as 2.1/1000 patient days in April, 2010. That
rate has also decreased to 0.3/1000 patient days in March, 2013. The current facility goal for
HAPU is 0.7/1000 patient days.
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clean hands
save lives

* Follow universal precautions that are appropriate for the health care setting and the Veteran’s
condition

Culture wounds for both aerobes and anaerobes. Avoid cultures on chronic non-draining
wounds with 100% eschar or 100% devitalized tissue

Cleanse wound with normal saline and pat dry with 4x4, moving from clean wound site to
dirty wound site

Remove gloves. Wash hands put on a new pair of clean gloves. This set of gloves can be used
to do multiple ulceration if they are in one general location. If the ulceration, is located on
different body sites attend to the most contaminated ulcer last

Using the culturette, swab into the wound cavity or the base of the wound using sterile
technique, making sure not to touch any part of the swab or outside of the culture tube with the
swab

Re-dress wound and remove gloves and wash hands

% % % %
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Title: Achieving and Sustaining Zero Pressure Ulcers: One Health Care System’s Cultural Transformation
Aimed at Closing the Interprofessional Knowledge and Accountability Chiasm
Summary of Initiative: Provision of high quality evidence-based care delivery and mitigation of

preventable iatrogenic events represent fundamental pillars upon which the Veterans Health Administration
(VHA) prides itself. Hospital acquired pressure ulcers (HAPU) as a performance based quality metric is of a
particular concern to the VHA with transparency in National, VISN and facility level reporting through the
Veterans Affairs Nursing Outcomes Database (VANOD) and ASPIRE dashboards.

While providing healthcare to a substantially older population with higher co morbidity and obesity rates
comparative to US civilians, it is the expectation of the VHA that HAPU be eliminated.

Acknowledging the high risk status of our Veteran population coupled with the expectations of the VHA to
promote increased organizational knowledge and interprofessional accountability in the prevention of
HAPUSs, the James H. Quillen Veterans Affairs Medical Center (JHQVAMOC) has spearheaded an aggressive
system-wide HAPU cultural transformation initiative focused on innovative multi-modal pressure ulcer (PU)
educational delivery across disciplines, with individual and departmental accountability, rapid response
paradigmatic risk identification, skin assessment and early preventive interventions in all practice settings.
Achieving zero avoidable HAPUs does not commence and cease at the inpatient unit level, but rather
requires an integrated, standardized high alert system that integrates all components of prospective enterprise
risk management. Establishment of a facility-wide interprofessional culture of rapid response PU risk
surveillance and early prevention has resulted in staff engagement in risk mitigation at all practice points.
Date of Implementation: October 2010 through present time

ADOPTION OF THE INNOVATION
Need in Organization/Data Analysis:

More than 170,000 Veterans living in the 41-county area of Tennessee, Virginia, Kentucky and North
Carolina receive care from the JHQVAMC. Given the geographical breadth of our services, Veterans receive
interprofessional services at multiple points of care to the JHQVAMC. Encounters occur in ambulatory
surgery, the emergency department (EDU), home based primary care (HBPC), the community living center
(CLC), acute care unit admission, outpatient primary care, and through our affiliated community based
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outpatient clinics (CBOCs) and rural outreach clinics (ROCs). At each entry point, opportunities for
triggered surveillance of PU risk, determination of need for skin assessment, provision of preventive
education and certified wound care specialist consultation exists. This innovative “Preventing Pressure
Ulcers Among Veterans Everywhere (PPUAVE)” initiative targeted each practice setting in its uniqueness,
while maintaining systems’ need awareness. Brainstorming meetings were held with staff in each practice
setting to assess educational needs and best suited delivery modalities, current skin assessment and PU
processes employed, stocked skin preventive supplies and access to pressure redistribution surfaces. A
facility-wide inventory of all beds and stretchers was performed to assess the availability of setting specific
pressure redistribution surfaces, as well as an analysis of bed rentals by type and location. Random audits
were performed in all in-patient acute care and CLC areas by certified wound care nurses relative to nursing
VANOD skin documentation, as well as medical provider documentation. The equipment inventory and
rental analysis bed revealed a need to upgrade the entire critical care area to low air loss (LAL) mattresses,
procure bariatric beds, upgrade all EDU, PACU and ambulatory surgery stretcher mattresses and to purchase
all new beds for the CLC and medical and surgical units. Initial data showed the rate of medical provider PU
documentation was found to be 0%. A five month retrospective analysis of in-patient VANOD skin
documentation by nursing revealed a 43% accuracy rate. Specifically it was found that nursing staff were
clicking on “New Pressure Ulcer” on the VANOD template when either the PU was present on admission, or
more commonly the etiology was other than pressure. In ambulatory surgery, outpatient primary care, and
affiliated outpatient clinics it was found that assessment of PU risk and skin assessment was not occurring.
The EDU which represents a Veteran population limited to the confines of a narrow stretcher revealed that
PU risk assessment; skin inspection, early preventive intervention/education and referral to wound care
opportunities were being missed, resulting in significant risk for Veterans and our facility. Environmental
resources and staff needs’ assessment results were collaboratively reviewed, analyzed and systematically
prioritized by the IPUT committee and a rapid response strategic plan of action was developed.
Professional Literature Review and Evidence Are Used to Design or Modify Innovation:

The Institute for Health Care Improvement (IHI), the National Quality Forum (NQF), the National Pressure
Ulcer Advisory Panel (NPUAP) and CMS all identify PU as a predominantly preventable healthcare
condition fraught with increased mortality and morbidity, liability, increased length of stay and exorbitant
health care costs.*® Early identification of risk status, ulcer detection, access to needed resources and
accurate staging are the cornerstones of effective PU prevention and management. Yet in examining
knowledge of PU prevention, staging and treatment Levine and colleagues’ found physician’s mean
knowledge scores to be 69% compared to nurses at 76%.

Innovation is Customized to Fit Needs of the Organization:

Based on needs assessment analyses over $1.5 million dollars has been spent by the JHQVAMC on the
purchase of pressure redistribution surfaces for stretchers, beds, overlays, wheelchair cushions and
standardized wound care carts. All wound care carts are equipped with laminated “just in time” quick
educational references. To facilitate “any-time access” to education and reference materials a Wound Care
Program SharePoint site has been established. Collaborative work with Pharmacy resulted in the
development of standardized quick reference wound care formulary cards that traverse healthcare settings.
Ongoing random audits are performed by unit based staff nurses, nursing attendants, medical providers and
the wound care team to ensure that we sustain our commitment to PU risk mitigation. A 2" Look Verifier
innovative program was developed to ensure that each practice area has nurses who have received advanced
training in skin assessment and documentation. These nurses go through a didactic course given by the IPUT
chair and then perform clinical rounds with the wound care team where their staging and assessment skill
competency is assessed. On admission and throughout Veteran inpatient stays, if any skin care problems are
identified the 2™ Look Verifier is contacted prior to documentation in VANOD, the wound care nurse is the
final validator.

Innovation Uses a Creative, Unigue, or Inventive Approach or Adaptation:

Interprofessional access to and proactive implementation of PU knowledge are essential to a successful
prevention program. Innovative strategies aimed at increasing access to PU knowledge implemented at our
Health Care System include: placing Braden PU risk scoring mouse pads at acute care units and CLC
computer pods; placing PU prevention and staging mouse pads on the computers on wheels along with
pocket-sized wound care resource rings of knowledge; stocking wound care carts with laminated educational
resources in the SCI clinic, outpatient primary care and CBOCs. Pressure ulcer education is customized to






learner’s needs and practice settings. Multi-modal educational offerings include: five to ten minute video-
streamed topics such as prevention of MDRPU; live webinars; PU lectures for Medical staff, Infectious
Disease, Geriatric Fellows, Podiatry, PMR, Nutrition and Nursing, nursing assistants and Primary care
providers; Talent Management System (TMS) on-line modules and Surgical Grand Rounds. Education is
provided during monthly unit based staff meetings, along with a review of HAPU data trending; eight hour
Nursing Wound Care Residency classes; three hour orientation PU sessions; a two week clinical wound care
rotation for Podiatry Residents and posted sessions on the Wound Care Share Point site. Integration of
simulation into PU education represents a significant innovation at the JHQVAMC. In order to assess the
knowledge base and skin assessment techniques utilized by medical staff the IPUT Chair and Chief of Staff
for Medical Education developed two landmark studies in collaboration with the College of Medicine. Using
moulage, PU were created standardized patients. Medical residents were provided a clinical history, residents
were asked to perform an exam and write up their findings along with a discharge summary. Medical
resident ulcer detection rate was 28%. In a second study, use of moulage to simulate PUs was validated by
102 international wound care experts. Findings have been disseminated nationally and worldwide. Based on
our initial work, we have been awarded an ONS research pilot grant to assess the use of simulation as a PU
competency validation tool. This two phase study is currently in progress examining nursing and provider
staff’s competency in PU detection, staging, risk identification and management.

NURSING LEADERSHIP AND COLLABORATION

Nurse Participation in Development and Implementation of Initiative:

This initiative was lead by the IPUT Chair in tandem with certified wound care nurses. Interprofessional PU
team partners included: Infection Control, the Spinal Cord Injury (SCI) Clinic Medical Director, a Social
Worker, Dietician, Respiratory Therapist, the Chief of the EDU (Co-Chair), Associate Chief of Staff for
Medical Education, a Physical Therapy Aide, a Clinical Applications Coordinator, Logistics Chief,
Pharmacist, and nursing representatives from the EDU, HBPC, Primary Care, CBOCs, the OR/PACU,
outpatient clinics, ambulatory surgery, all inpatient acute care and CLC units and nursing education. Most
critical to the success of this initiative is the ongoing support of the JHQVAMC Nurse Executive in her
vision of having our facility achieve a zero avoidable HAPU tolerance and for her and our Medical
Director’s ongoing support in securing necessary resources.

Staff Nurses Systematically Participated in Development and Implementation of Initiative Through a
Wider Shared Governance Structure or Innovative Delivery Model:

Staff nurses have enthusiastically championed numerous PU prevention initiatives in the following areas:
ambulatory surgery developed evidence-based PU triggers and hand-off alerts to the OR, as well as a power
point presentation focused on intra-operative PU and a wound care wiki. Critical care nurses worked in
tandem with wound care on the development of skin care bundles and then independently began bundling
products to facilitate medical device related pressure ulcer (MDRPU) prevention; performed regular
documentation and practice pattern audits; developed hand-off tools to capture Braden and MDRPU risk
status, community acquired PU (CAPU) and HAPU data and established a universal PU risk culture and
interprofessional alert system. Medical and surgical nursing units redesigned their charge nurse and staff
nurse hand-off report sheets to include PU prevention measures, skin assessment findings, Braden scores and
MDRPU risk, HAPU/CAPU data and investigated and purchased standardized patient signage for all rooms
to facilitate interprofessional PU risk identification. Home based primary care created PU care-plans,
documentation templates, a Standard Operating Procedure (SOP), added wound photography into their
practice and developed PU focused educational programs. In the EDU PU triggers, new templates, padding
under all medical devices and immediate placement of immobilized patients on beds with pressure
redistribution was implemented.

Innovation Successfully Demonstrates Collaboration, Teamwork, Cooperation, and/or
Interprofessional Impact:

Interprofessonal team collaboration in mitigating HAPU risk is evident from the multitude of
unit/departmental level process improvements that have emerged from this overarching initiative.
Illustratively, the Medical Director of the SCI clinic routinely screens for PU, orders LAL beds as
appropriate, consults wound care routinely and educates Veterans and their families using the Seymour
simulation buttock model. The Chief of the EDU performs random audits of his staff relative to PU
documentation and works closely with the Chair to ensure that process improvement needs are met.
Respiratory Therapy staff assesses under respiratory equipment daily, applies padding to prevent MDRPU






and informs nursing of any skin related concerns. Nutrition Services staff engage in PU prevention sessions,
are represented on the IPUT committee and developed a SOP for the nutritional management of Veterans at
risk for or who have pressure ulcers. The PMR staff routinely attend PU educational programs, serve on the
IPUT committee and routinely assess for MDRPU. The OR instituted universal PU precautions with pressure
redistribution surfaces on all tables. Medical providers and nurses in the CLC perform joint admission full
skin assessments and PU risk which leads to initiation of prevention order sets. Anesthesiology along with
PACU staff and the ambulatory surgery IPUT representative developed an intra-operative PU prevention
lecture and a wiki. Discharge planners assisted with the modification of educational templates to ensure that
PU prevention/treatment supplies, referrals and education were all addressed. The Chief of the Geriatric
fellowship program is working with the IPUT Chair on a PU educational program for Fellows. Primary care
staff attend PU lectures provided by the wound care team and Podiatry. The College of Medicine’s schedules
the IPUT chair to provide Surgical Grand Round sessions on PU prevention.

Nurses Have Disseminated Findings via Paper or Presentations; Published:

Overall programmatic outcomes were formally presented to VISN 9 Directors in December, 2012. A day
long evidence based program which featured didactic sessions, round table discussions and clinical rounding
was held in April, 2013 at the JHQVAMC and developed for Lexington VAMC guests focusing on how to
develop an aggressive interprofessional pressure ulcer program and how to achieve a zero HAPU rate. The
outcomes from two landmark simulation studies (“Assessment of pressure ulcer detection and staging ability
among medical residents using simulation” and “Using moulage to simulate pressure ulcers-validation by
wound care experts”) were presented at national and international conferences.

SCOPE OF INITIATIVE

Initiative Impacts One or More Strategies in a Single Area:

Increased interprofessional knowledge and accountability related to PU risk and skin assessment has directly
resulted in mitigation of PUs, as well as the associated mortality and morbidity. Acknowledging that
critically ill patients represent one of the highest risk populations for PU, our team instituted evidence-based,
standardized skin care bundles, an interprofessional alert notification system, skin assessment hand-offs and
huddles between staff and wound care focused on PU prevention. Given the success of their skin bundles, the
critical care staff expounded upon this concept by integrating product bundling to mitigate MDRPU.
Initiative Impacts One or More Strategies in a Multiple Area:

Based on the clinical avoidance of PU in critical care, population customized skin care bundles were
developed for the hospice and CLC practice settings. Bundles are to be rolled out for the medical and
surgical units. Similarly product bundling has been initiated on all inpatient units in acute care and in the
CLC. In order to further empower and ensure that the skin inspection findings of our CLC nursing assistants
are consistently addressed, all were provided with pocket-sized books with carbon-copy sheets having
anatomical diagrams on which they can identify new skin related findings. This well received initiative has
since been implemented in acute care and will be piloted in HBPC next. PU triggers were revised in the EDU
to mirror those instituted in outpatient primary care. The wound care team is now consulted earlier, inpatient
units receive more thorough skin related hand-off reports, documentation has improved, Veterans are
proactively placed on LAL beds in the EDU and padding is placed under/around medical devices. EDU
provider documentation improved from 0% to 72%.

The 2™ Look Verifier program which was implemented in acute care in 2011 has resulted in improved
nursing documentation accuracy for inpatients (from 43% to 100%) and has since been instituted in the CLC.
Initiative Impacts One or More Strategies Facility-Wide:

Pilot testing of each PU prevention educational and practice pattern initiative has occurred first at the unit
level, revised as needed and then rolled out facility-wide as is setting/population appropriate. The Wound
Care Program SharePoint site has provided a health-system wide portal for easy and efficient access to
educational, formularies, evidence based practice documents, policies, material safety data sheets and SOPs.
To further foster facility-wide PU educational access, collaboration with Medical library services has
resulted in online access to all of the latest wound care journals and e-textbooks for universal access. Given
the success with PU huddles in critical care, wound care rounds have been instituted on all units and daily
VANOD skin reports are generated to review the PU risk status of all patients. All HAPUs and CLC facility
acquired pressure ulcers (FAPU) result in an automatic drill-down with a report of avoidability and a
corrective action plan submitted electronically by the Wound Care Service to the Charge Nurse, Nurse
Manager, Nursing Chief and this is reported at the daily Executive Leadership morning report.






Initiative Impacts One or More Strategies VISN-Wide:

Recognizing the strength of the JHQVAMC’s aggressive outcome-driven PU prevention program, the
Lexington VAMC’s Associate Director of Nursing and Patient Care Services accompanied by nine of her
colleagues spent a full-day at our facility receiving didactic training, engaging in best practice round table
staff discussions and facility rounds. JHQVAMC unit Nurse Managers, Charge Nurses, Clinical Nurse
Leaders, providers, wound specialists, the Chief of Staff, the Medical Director and Associate Director of
Nursing and Patient Care Services enthusiastically welcomed Lexington staff and shared innovative grass-
roots strategies aimed at PU prevention. Practice areas included: the OR, critical care, surgery, medicine, the
CLC, hospice, outpatient primary care, the wound clinic and the SCI clinic. Beyond the one day visit, the
JHQVAMC continues to provide guidance to the Lexington VAMC and to other VAs nationwide in their
guest to achieve zero PU. The IPUT Chair in her role on VHA National PU Taskforces similarly shares PU
innovations and quality metric data. Our wound care nurses serve on a VISN PU workgroup where
dissemination of PU initiatives is further shared.

IMPACT

Demonstrated Measurable Process Improvement:

The cultural transformation of rapid response PU risk surveillance and early prevention transcends all
JHQVAMC practice settings, spanning from outpatient primary care to the EDU, CLC and inpatient acute
care units resulting in interprofessional staff engagement and PU risk mitigation. Achievement and
sustainment of zero avoidable HAPU PU necessitates unfaltering cross-pollination of a standardized high
alert system that integrates all of the components of prospective enterprise risk management. In fiscal year
2012 our HAPU rate plummeted to 0.2% and has remained at this level in 2013, representing an approximate
98% decrease since 2011 when the rate was 3.21%. Accuracy in VANOD skin documentation has improved
from 43% to 100%. Similarly, CLC rates have decreased and in the past six months has dropped to 0.56%.
Demonstrated Measurable Impact on Patient/Resident/Staff Satisfaction:

Veterans receiving care in ambulatory surgery, the EDU, outpatient primary care and all affiliated outpatient
primary care clinic areas are now being assessed for standardized PU triggers which if positive result in skin
assessments, provision of preventive education and wound care consultation as indicated. Through the
provision of on-site/V-tel interprofessional PU education, staff have acquired increased knowledge, resulting
in earlier, more accurate ulcer detection, preventive measure and wound consultation initiation. These were
previously missed opportunities for our Veterans and interprofessional staff. Intra- and inter-facility hand-off
processes have been greatly refined resulting in further mitigation of risk and more efficient care delivery
practices. Multiple interprofessional meetings were held to plan the expansion of telehealth related to wound
care.Tele-health equipment has been purchased to allow for synchronous and asynchronous tele-wound
consultation and follow-up visits for our six CBOCs and three ROCs. Wound care service expansion into tele-
health will improve the efficiency of care provided to the more than 170,000 Veterans that we serve, while
simultaneously providing opportunities for innovative education of interprofessional staff.

Demonstrated Measurable Long-Term Integration into Structures and Processes:

Cross-pollination of highly successful evidence-based practice innovations from acute care and the CLC
have been integrated into outpatient primary care, affiliated clinics, ambulatory surgery and HBPC. Pressure
ulcer clinical reminders, PU triggers, customized resource card rings, PU related educational mouse pads,
didactic and on-line educational programs, access to the Wound Program Share Point site and a breadth of
on-line wound care journals and e-books, as well as simulation models for staff, Veteran and family
education have all been provided. Throughout the process of developing a PU clinical reminder, educational
scanning was performed, staff input was garnered and integrated to ensure process efficiency, utility,
practicality and that the necessary resources were available. A full service tele-wound and tele-ostomy
program is currently in active development.

Demonstrated Measurable Impact on Nursing-Sensitive Quality Indicators and Patient Qutcomes:
The “Preventing Pressure Ulcers Among Veterans Everywhere” (PPUAVE) innovative interprofessional
program at the JHQVAMC has achieved and sustained a significant decrease in HAPU (mean 0.2% for the
past fifteen months). lllustratively from December 2011 through the present the JHQVAMC VANOD HAPU
rate has ranged from 0%-0.3% (compared to the January through November 2011 mean of 3.21%); the
National benchmark for the first quarter of FY is 2.11% and the VISN 9 benchmark is 2.81%. The
JHQVAMC VANOD skin documentation accuracy has improved from 43% to 100% while the EDU
provider documentation of PU detection has improved from 0% to 72%.
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Title of Submission PAWS (Prevention & Assessment of Wounds & Skin) Pressure Ulcer
Prevention Awareness Campaign
Facility Name and Address Charles George VA Medical Center

1100 Tunnel Road
Asheville, NC 28805

VISN # VISN 6 (637)

Names of Team Members (Note: At least two (2) team members are required.)

Primary Author Information

Name Shawn Hogan

Title of Position BSN, RN, CWON

Telephone Number 828 - 298 - 7911 Extension: 5373
Shawn.hogan@va.gov

Please provide the following information for the other team members. Use a separate sheet if necessary.
(Important Note: Only those making significant contributions to the initiative should be listed in this section as
the $10,000 award will be divided equally among the team members)
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Submissions shall be in narrative format, in Times New Roman font, no less than 11 point, and NOT exceed
five pages in length, including attachments. Submissions cannot contain embedded documents.
Submissions which are noncompliant with these criteria will not be considered. Narrative shall include (a) title,
(b) summary of initiative, (c) date of implementation, and (d) clearly identify each rating category being
addressed followed by applicable narrative. The attached template serves as a face sheet for the narrative.

All best practices shall be submitted electronically by the Nurse Executive with endorsements by the Facility
Director/designee notifications of the VISN Director/designee. An electronic copy of the attached endorsement
memo or equivalent electronic message addressed to Cathy Rick, RN NEA-BC FACHE FAAN, Chief Nursing
Officer, Office of Nursing Services (10A1), is to be sent WITH the submission to VHA Nursing Awards
(VACO), Office of Nursing Services VACO (10A1), at VHANursingAwards (vhana@va.gov). Deadline for
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Title: PAWS (Prevention & Assessment of Wounds & Skin): A Pressure Ulcer Prevention Awareness
Campaign

Summary of Initiative In September 2009, the interdisciplinary wound care committee brainstormed
ideas to re-educate staff on pressure ulcer prevention measures and to heighten awareness of at risk
patients and implementation of prevention measures. The committee decided to use popular
commercial slogans but have them revamped to apply to a pressure ulcer prevention theme, such as
"FLOAT HEELS: So Easy A Caveman Can Do It." Posters were designed utilizing staff members as
the "stars"” of the posters with a specific pressure ulcer prevention measure highlighted each month,
and these were placed in highly visible locations on each unit. A pressure ulcer newsletter entitled
"PAWPRINTS" was distributed to all staff at the beginning of each month along with a post-reading
quiz to be completed by staff, and the unit that completed the most quizzes was rewarded with a
banner that read "Only You Can Prevent Pressure Ulcers" with our CGVAMC PUP mascot to be
displayed on the winning unit for the month. The PAWS campaign continued for a span of one year
with intermittent follow-ups through unit "huddles” to address specific measures and issues. The
Charles George VAMC pressure ulcer rates have been trending downward over each subsequent fiscal
year for a current FY13 rate of 0 on the ASPIRE program.

Date of Implementation: August 2009 with continued action, measurement, NDNQI participation to
present.

Identify each rating category being addressed followed by applicable narrative:

ADOPTION OF THE INNOVATION: The Charles George VA Medical Center began to see a rise in
pressure ulcer development rates from FY2009-FY2010. FY2010 showed a 3.51 rate (per ASPIRE) of pressure
ulcer development and the need for better strategies for prevention to improve outcomes was recognized.
Discussion among staff identified a certain apathy and general unawareness of the importance of the prevention
measures to be implemented. With this in mind, the wound care committee developed a staff awareness
campaign with a focus on only pressure ulcer prevention measures. The campaign sought not only to educate
the staff but also to include them as active participants in the campaign as a means of engaging their curiosity
and of increasing their awareness and improving their practice. As described above, a PUP poster was placed on
each unit monthly along with a newsletter which included an evidenced-based "best practice tip" specifically
related to the prevention measure that was highlighted for that month. A post-reading quiz was made available,
and the unit that submitted the most completed quizzes won the pressure ulcer prevention banner for the month
to be displayed on their unit. Ancillary services were also utilized during this time to complement the PUP
campaign. The dieticians worked with staff each month through a variety of ways to educate on types of
supplements to enhance wound healing each month. One technigque used was a "taste test" of different protein
supplements and unique methods of arranging the supplements to improve taste or simply to encourage the
patient to accept the supplement. Additionally, Physical Medicine & Rehabilitation Service department began
working closely with staff on pressure redistribution seating surfaces and positioning devices to maximize
offloading.

NURSING LEADERSHIP AND COLLABORATION: A wide range and number of nursing staff, including
certified nursing assistants were enlisted and involved in implementing the PUP awareness campaign. Nursing
representatives (skin care liaisons) from each unit were members of the wound care committee which developed
the concept of the campaign and were actively involved in brainstorming for different slogans which could be
used. Once the campaign was implemented, each nursing representative on the wound care committee made a
bulletin board for their respective unit which displayed the monthly poster, the newsletter, and the pressure ulcer
data specific to their units. Additionally, several nurses, including our ADPCS/Chief Nurse Executive and one
of our vascular surgeons, were used in the pictures for the poster themes. Increased awareness of individual
units’ pressure ulcer rates and documentation practices led one staff nurse to design a poster "reminder” for





appropriate documentation practices related to pressure ulcer assessments on her unit to improve her staff's
efforts at pressure ulcer prevention. This is the "Bottoms Up" poster which is attached with this submission.
The wound care nurses developed a poster presentation which highlighted the campaign initiative and results.
This poster presentation was submitted and accepted for the poster session/display for the Southeast Region
Wound Ostomy Continence Nursing Conference in September 2010. Further, the campaign initiative was cited
as a "best practice" during a visit by the Office of the Inspector General(OIG)/SOARS (Systematic Ongoing
Assessment and Review Strategy).

SCOPE OF INITIATIVE: This campaign initiative attempted to incorporate strategies for pressure ulcer
prevention in many areas. The physical, on-the-spot applications of such things as managing moisture and
floating heels were applicable immediately at the bedside. However, the campaign used measures to impact
multiple areas that were facility-wide. One example was use of positioning devices. Through greater awareness
for pressure ulcer prevention, staff began to identify difficulties in transferring patients by ambulance for
community placement and by van for dialysis. With the assistance of the committee's physical therapist, various
positioning devices were researched. A foam positioning device was located and implemented for transfer of
these patients and which could also convert to cushion for dialysis chairs for pressure redistribution.

IMPACT: The PUP awareness campaign demonstrated many measureable outcomes, not only for improved
processes, but also on patient and staff satisfaction and on nursing-sensitive quality indicators. The final
strategy of the campaign focused on accurate documentation and ensuring correct implementation of pressure
ulcer prevention strategies, including consultations for appropriate services. With the VA-Nursing Outcomes
Database collecting and reporting pressure ulcer development rates, the campaign worked toward a theme to
"Just Do It" in an effort to teach staff to complete skin assessments accurately and completely. Education was
provided to staff on how and when to utilize the pressure ulcer template and how to accurately complete the
documentation so that reports were a true and correct reflection of the facility. By far, this was the most
challenging aspect of this campaign, but one which made an enormous impact. As noted in the attached
document, the facility's pressure ulcer rates (as documented in ASPIRE) have decreased significantly from a
starting rate of 3.51 at the beginning of the campaign to the following rates: FY2011=3.10, FY2012=1.75,
FY2013=0. Due to facility committee reorganization, the wound care committee (now the Interprofessional
Pressure Ulcer Prevention committee) now routes all pressure ulcer data monthly through the Nursing Practice
Council to provide an "as is state" which identifies how each unit is performing in regards to pressure ulcer
prevention and solicits feedback from council members on ways of improvement. Out of this process, the
facility has started performing quarterly pressure ulcer prevalence surveys with data submitted to NDNQI. In
conclusion, pressure ulcer prevention clearly was needed in a cohesive and simplified approach at the
CGVAMC, and through a collaborative and team effort, the PAWS Pressure Ulcer Prevention Awareness
Campaign was significant in achieving that goal and not only has been sustained, but has improved over the last
three years allowing the facility to attain a current aspirational status of a zero pressure ulcer rate.
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The Skin ard Wound Care Team announces the beginning of
our new campaign for pressure ulcer prevention. Each month a
new poster will be placed an the wards and educatianal

material provided focusing on a specific protacal.
Striving for g3% VANOD Compliance

and
No hospital acquired peessure ukoers!






To Do The Very BEST!

-
ﬁ CGVANK Pressure Weer Prevention Campaign 2009 @ |

We'll leave the socks on for you!

CEVAME Pressuse Ulcer Prevention Campaign 2009 8 |






REMINDER

Bottoms (and all other parts) need to be checked and

documented (Skin Reassessments) every 24 hours!

If a new skin breakdown is found, please check

“other” or “wound”

and put in a wound care consult.

Please don’t check “pressure ulcer’ until confirmed by
Wound Care.

THANK YOU!






