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Mary & Elizabeth Hospital

UL Health

« 298-bed, full-service hospital serving South Louisville and

Southwest Jefferson County
Founded in 1874 by the Sisters of Charity of Nazareth

Provides comprehensive vascular, orthopedic, cardiac,
neurological, surgical, rehabilitative, and emergency
services

DNV Orthopedic Center of Excellence

Offers da Vinci robotic surgery and specialized weight-
loss/bariatric care

Includes a 33-bed medical behavioral health unit in
partnership with UofL Health — Peace Hospital

Provides access to oncology and hematology services
through a satellite location of UofL Health — Brown Cancer
Center

Campus includes three medical plazas supporting primary
and specialty care




Background

Hospital-acquired pressure injuries (HAPIs) are preventable adverse events

o Associated with patient harm, increased length of stay, and high healthcare cost ®
. . .. [ ]
» HAPI rates at the highest measuring 30%
— All inpatient areas and Emergency room s »
‘
] o

Documentation inconsistences
— Hindered the ability to identify at risk populations

Hospital-wide need for standardization of prevention practices
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Purpose

Harm Reduction

Promote

Improve ,
Standardize Improve compliance cost-egectwe
prevention accuracy & with progression .
practices consistency prevention sustainable
protocols .
practices
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Implementation

* Project duration: July 2023 to December 2025
« Strategies used:
— Standardization of skin assessments, repositioning, and prevention workflows

— Implementation of a two-person skin assessment
— Layered education Plan

— |ICU intubation prevention bundle /

— Plan-Do-Study-Act cycles for testing and refinement
— Audit-and-feedback processes

\
Do
/
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Standardization

* Educated and assessed staff on clinical skills
» Evaluated workflows
 Ensured needed materials were accessible
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Two-Person Skin Assessment

The documentation will be the same for ED, Inpatient, and PACU in Activity View.

1. Double click on the task and it will take you to Activity View — ‘Pressure Injury

« Two-Person Skin Assessment Assessment Witness'

2. Double click in ‘Pressure Injury Assessment Witness' field and select Yes.

— Assessment completed within the first 24 _ —
hours of admission = =etene
— Education and refinement of assessment R e m—— T D s

- T — —
documentation — —

3. Click Sign button. *_

4. Witness Required pop-up box will appear.
Note: The second (witness) nurse will need to enter their information from here.

5. Click in ‘Witnessed By’ field.

12/20/2022 :56 EST Yes

6. Click OK.

7. Click Witness Sign.
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ayered Education

* Orientation integration

— Wound Nurse speaking to new

hires

— Patient care assistant boot camp

« Skills fairs

« Targeted education
— Unit-specific
— Nurse-specific
— Wound-specific
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Chart all Injuries. MOST

Take socks off IMPORTANT
Turn patient ASSESSMENT
Lift folds

DR

-

e« DO 2 AREAS

ASSESSMENTS DONE AT LEAST ONCE A SHIFT

CONSULTS

Consult Wound care or any other
services patient may need. Don't
assume a consult has been done

ﬂ—ﬁ-i“——o

INTERVENTIONS

Apply appropriate interventions.

- " Dress Wound
B L g Request Waffle Mattress
o Apply Mepilex Borders

Apply Pressure Distribution Boots

+ Stage 1- Red, intact skin, that does not blanch

- Stage 2- Blister intact or open, can be moist

- Stage 3-Full thickness, Slough and Eschar can be present
- Stage 4- Structure will be present

« Deep Tissue Injury- Looks like a bruise but does not blanch

REMOVE
RrpoSelil 2 UNNECESSARY
ITEMS

- Unstageable- Eschar or Slough covering the majority of wound bed
==

TWICE RED
TEMPERATURE Arethey toasty?
Y

INTACT Is their intact?
COLOR Is their skin the right color?
EDEMA Are they having any edema
REPOSITION Reposition the patient

EVALUATE PAIN pretheyin pain?

Assess to other areas:
Bilateral Ears
Bilateral Elbows.

THEN Q2 TURNS

Are they too moist or too dry?

v’

-

CHECK UNDER LINES (- Bilateral Heels
AND DRAINS Bilateral Shoulders
Bilateral Trochanters
DON'T FORGET IF THE
PATIENT CAN'T MOVE '

\

XO0XO0 WOUND CARE

[jBruden Score 1

Braden Score is used to show if a
patient is at risk for skin
breakdown.

Must be completed every shift
N When in doubt score LOW
’/ N

[ 4whts |

The “4 What's" are the Need to
document items but you can always
chart more IF appropriate

1.What the dressing looked like
(clean. dry. intact)

2.What are you doing to the wound
(dressing changed, not due)

3.What did the wound look like
(describe what you see/ smell/
drainage)

4.What dressing did you place on the
wound
(mepilex. wet to moist dressing)

@oundsl Incisions 1

Surgical wounds, Skin tears, Moisture
breakdown, and any other wounds
L can be listed here
The 4 What's apply to this section too!

DOCUMENTATION

' 4

\

79—
- o
)2

@
o/
Pressure injuries must be
documented within the first 24

hours and a consult to Wound
Care needs to be made

[}essure injuries ‘\”666

Stage 1: Red/ pink non-blanchable skin
Is intact

Stage 2: Blister or open skin, moist,
pink or pink/ white

Stage 3: Can be pink. white, yellow.
red, slough/ eschar can be present. NO
bone/ muscle/ tendon exposed

Stage & Can be pink. white, yellow,
red. slough/ eschar can be present.
Bone/ muscle/ tendon can be exposed

Unstageable: 100% of the wound bed
is covered by eschar/ slough

Deep Tissue Injury (DT1): Skin is mostly

likely intact but is not always. Purple,
maroon, dark red, non-blanchable

[Depfh of injurgj :1
Sage3 suaged

Stage1 Stage2




ayered Education

* Root Cause Analysis Chart Evaluation Sheet
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Name: Admission date: 1st charted:
Current Room: Previous untis: WOCN Consult Date:
I Avoidable | X Unavoidable At risk:
BMI
Staze 1 11 m MNutntion
IV U nstagable DTIL Pressors
Device Related: Device: Wascular
Current Braden: Admin Braden: Wound Care Braden:
Skin Assessment Charted WDL Wi exceptions Comments
12
24
36
48
&l
72
Muohility: Bedrest W/ assist As tolerated Routine Rounding
Muisture Foley External cath Incontinent
Bricf Chucks Urinal
Prevention: Turning Diet Supplement FMS
Mepilex Boots Wedge
Walffle Specialty bed Pillows
02 Intubated Room air Bipap/ Heated High flow

Other Skin issues:

Comments:
Documentation:
RN wiin T2hr:

1 Person assessment:

Notes:

Drips for the 72hrs evaluated




Intubation Bundle & Turn Teams

Turn Teams
IcuL |FN: 7 L o 1y 11 1 1 2 3 4 L &
[ N T U B ﬂ T E D ﬂ D M [ 5 3 l 0 N Tumed to the Right (R). LeftjL ), Supine (%), Refised(0). Linstable ]
Eleyated Arms
Elevated Legs
Fillorwes or boots wsed
ORIN CHECRKLIST ===
Speciatty bed: Waffe{W), Bariatrie (B). Air Maftress (). Hospitsl bed (R
Cesnments:
ieuz e 7] 8] o 0] m| ] 4] 2] 3] 4 s| e
Tumed1o the Right (R). LejL), Supine {S). Rehssed(X). Uinstabie (U
Eleyated Arms

WAFFLE MATTRESS P baeed

Hed of bed height
Specialty bed: WaME{W), Bariatrie (B), Air Matioess (Al Hospitsl bed (R
Comments:

MEPILEX BORDER- SACRUM & s— L ul il ol o A o e ol

Tumed o the Right (R, LefiL), Supine (%), Refesed(0), Linstabls (U]
Elewated Arms
H E E LS Elevated Legs
Pillorws or books wsed
Hed of bed height

Specialty bed: Wafie{W), Bariatric (B), Air Matiress |A), Mospits] bed (R
Comments:

PRESSURE DISTRUBUTION BOOTS |
OR FLOAT HEELS TJlneﬂIDH;:Illgh!lRI.L:I!:Ll.SI.-D'|!!SI.RdI_'.:d'll.lJrsL!tl:-'J

Eleyated Arms
Elevated Legs
Pillows or boots used
Hed of bed hegght

2 PERSON ASSESSMENT T —T——

Comments:

ICus |FN: 7 Ll o 1y 1 12 1 E 3 4 & L]
Tumed 15 the F.IEM (R, LEmIL), Sugane {S). Rehesed(), Unstabie 1)
Elevated Arms

SECURE FOLEY e

Hed of bed height
Speciatty bed: Waffie{W), Bariatric (8], Air Matiress |A), Mospitsl bed R
Cosnmnents:

=113 | P 7] 8] of a0 1] 2] 3] 2 3] s s| s

TURNING SCHEDULE T e e

Elevated Legs
Fillorwes or boots wsed
Heed of bed height
Speciaity bed: Waffis{W), Bariatric [B), Air Mattre=s [A). Hospits] bed (R
Comments:
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Results

e 9% reduction in HAPIs from Q4 2023 to Q4

Quarterly Percent of HAPI's 2025
a0
n 35
'.E 30 y=-14727x+ 29.6
s TN * Includes all stages (I-IV, DTI, and
e VN S unstageable)
g 1

oo me e e mwm @ % e ncludes both avoidable and unavoidable
2023 2024 2025 e
injuries

Y Fal o) - — 1 .| PR Linear (% of HAPI's)
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Outcomes

Improved
compliance with
repositioning and

documentation

Increased consistency
in prevention practices

Supporting value-based
care with an estimated
prevention cost of $70.75

Improved consistency
of two-person skin
assessments

Prevention practices
embedded into routine
workflow for sustainability

10% Reduction in Hospital-Acquired
Pressure Injuries
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Implications for Practice

Reduction in practice variation and improved reliability of care

Continuous education supports long-term competency despite staff turnover

Audit-and-feedback supports ongoing improvement

Interdisciplinary collaboration strengthens patient safety culture

Prevention integrated into routine operations for long-term sustainability
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Sustainability

Cost .
Sustainable
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Thank You
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