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Key Points of Discussion

= Background

* Pressure Points

» Team-based interventions/initiatives
= Evolution with outcomes

= Short and long-term goals
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Background

* NE Sinai nationally recognized center of
pulmonary and rehab excellence

» Referral population diverse and predictably
unpredictable

= Acuity level climbing over time

» Skin failure rarely making it to problem list -
historically below benchmark incidence and prevalence
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Distribution of Sinai Patients by Admission Type
New England Sinai Hospital *

Wound
1%
Pulmonary
37%
Complex
Medical
50%
Ventilator-
dependent

12%

*38% of patients have diabetes
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New England Sinai Hospital
Incidence of Hospital-acquired Pressure Ulcers Jan 08 - Jan 10
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Programmatic Focus and A+ Report Card 2007-2008

* |nvestments in new mattresses (pressure
redistribution) all beds

» Standardized skin/wound care product line
* Focused education

PUP Rate March 2007 10.2% — PUP Rate September 2008 4.8%
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Events Timeline

January 28, 2010

March 11, 2010
March 12, 2010
March 13, 2010
March 13, 2010
March 15, 2010
March 19, 2010
March 19, 2010
March 19, 2010
March 24, 2010
April 1, 2010
April 9, 2010
April 12, 2010
April 15, 2010
April 29, 2010
June 8, 2010
June 13, 2010
June 22, 2010

Joint Commission survey

CMS post-TJC validation survey

Reportable event to DPH: wound

Immediate jeopardy

100% daily monitoring/rounding all patients
Reportable event to DPH: IV-related

NE Sinai closed to admissions & re-admissions
Media/healthcare consultant engagement
Appointment of medical director, quality & safety
Wound team multidisciplinary rounds - all wounds
Admissions with cap: 4 per day to Sinai-Stoughton
Wing 2A (32 beds) closed - patients relocated
Post-survey CMS visit

Appointment of medical director, inpatient wound
Mock survey with consultants

Post-survey CMS visit

Immediate jeopardy lifted

Blue Cross lifts admissions ban
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Events vs. Census

Census at Stoughton campus

Events Timeline vs. Census

170 -
160 -
150 -
140
130 -
120 -
110
100 -
90
Joint CMS post- | Reportable | Immediate | Reportable | NE Sinai | Admissions | Wing 2A (32 | Post-survey | Post-survey | Immediate | Blue Cross
Commission TJC eventto DPH; jeopardy |eventto DPH; closedto | with cap:4 |beds)closed| CMS visit CMS visit jeopardy lifts
survey validation wound IV-related | admissions | perdayto - patients lifted admissions
survey &re- Sinai- relocated ban
admissions | Stoughton
01/28/10 03/11/10 03/12/10 03/13/10 03/15/10 03/19/10 04/01/10 04/09/10 04/12/10 06/08/10 06/13/10 06/22/10
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Immediate Jeopardy: Definition and Triggers™®

“A situation in which the provider's noncompliance with one or
more requirements of participation has caused, or is likely to
cause, serious injury, harm, impairment, or death to a
resident.” (See 42 CFR Part 489.3.)

“Triggers” alert surveyors that some circumstances may have
the potential to be identified as Immediate Jeopardy situations
and therefore require further investigation before any
determination is made. A detailed review of three sample
cases “walk” surveyors through the steps necessary to
carefully analyze and accurately determine whether or not an
Immediate Jeopardy situation exists.

*Source: CMS - State Operations Manual Appendix Q - Guidelines for Determining Immediate Jeopardy - (Rev. 1, 05-21-04)



Immediate Jeopardy Principles®

Only ONE INDIVIDUAL needs to be at risk. Identification of Immediate
Jeopardy for one individual will prevent risk to other individuals in similar
situations.

Serious harm, injury, impairment, or death does NOT have to occur before
considering Immediate Jeopardy. The high potential for these outcomes to
occur in the very near future also constitutes Immediate Jeopardy.

Psychological harm is as serious as physical harm.

Individuals must not be subjected to abuse by anyone including, but not
limited to, entity staff, consultants or volunteers, family members or visitors.

Serious harm can result from both abuse and neglect.

When a surveyor has established through investigation that a cognitively
impaired individual harmed an individual receiving care and services from
the entity due to the entity’s failure to provide care and services to avoid
physical harm, mental anguish, or mental iliness, this should be considered
neglect.

Any time a team cites abuse or neglect, it should consider Immediate.

*Source: CMS - State Operations Manual Appendix Q - Guidelines for Determining Immediate Jeopardy - (Rev. 1, 05-21-04)
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|J Trigger Issue Failure to Prevent Neglect #2 of 10)*

Triggers 1-15:

. Lack of timely assessment of individuals after injury;
Lack of supervision for individual with known special needs;
Failure to carry out doctor’s orders;

Repeated occurrences such as falls which place the individual at risk of harm without
intervention;

. Access to chemical and physical hazards by individuals who are at risk;

Access to hot water of sufficient temperature to cause tissue injury;
Non-functioning call system without compensatory measures;

Unsupervised smoking by an individual with a known safety risk;

Lack of supervision of cognitively impaired individuals with known elopement risk;
10. Failure to adequately monitor individuals with known severe selfinjurious behavior;
11. Failure to adequately monitor and intervene for serious medical/surgical conditions;
12. Use of chemical/physical restraints without adequate monitoring;

13. Lack of security to prevent abduction of infants;

14. Improper feeding/positioning of individual with known aspiration risk; or

15. Inadequate supervision to prevent physical altercations.

©COEN>OW o=

*Source: CMS - State Operations Manual Appendix Q - Guidelines for Determining Immediate Jeopardy - (Rev. 1, 05-21-04)
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Reportable Event. Wound Care Issue

= On admission, the patient, age 70, was noted to have “Stage |l pressure
ulcers” on each buttock and the right hip by the admission nurse. However,
the wound nurse admission note indicates that there were areas of darker
skin tone across buttocks (patient is dark-skinned) which may have
indicated deep tissue injury. Over the course of many months, these ulcers
worsened and ultimately presented as “unstageable” at the buttocks region
and down to exposed tendon (Stage |V by definition) in the right hip.

» Contributing Factors: Sepsis, respiratory failure, s/p CVA with hemiplegia,
C. Diff + with diarrhea incontinence and incontinence related dermatitis,
severe protein malnutrition, upper extremity rigidity with contractures. In
addition, patient decannulated himself (tracheotomy) and needed to be
restrained with mitts on for most of admission to protect his airway.

Root Cause
Analysis

v




Root Cause Analysis: Reportable Wound

If YES, is an
action plan

Is this a root
cause of the

. . . event? indicated?
If YES, what contributed to this factor being
Contributing Factors an issue? YES NO YES NO
The nurse who performed the initial assessment
did not review the patient’s medical history prior
Issues related to to seeing patient, thus, was not aware of X X
patient assessment? patient’s CVA with hemiplegia and risk thereof.
No evidence of medical staff assessment of
wound status.
On 2/22/10, the wound was re-classified as a
Issues related to staff Stage IV. At this time, the wound nurse should
training or staff have communicated the presence of a Stage IV X X
competency? ulcer to the attending physician, the supervisor,
the Nurse Manager and Risk Management.
In retrospect, the wounds may have been better
Equipment/device? supported if the patient had been placed on a X X
low air loss mattress.
Environment?
Lack of or See above
misinterpretation of X X
information?
Patient was seen by all 3 wound nurses. No
Communication? formal hand-off communication process was in X X
place. Not all wound staff aware of PMH.
Appropriate Failure in internal incident reporting.
rules/policies/ X X
procedures?
Staff nurse documentation within Meditech was
Documentation inconsistent. X
On 2/22/2010 when the right hip ulcer was
excisionally debrided to the level of tendon.
Supervisory issues? There is no evidence of physician supervision or X X
competency assessment for wound staff in
performing this high risk procedure.




Strategies for Improvement

Measure(s) of Effectiveness

Responsible Person(s)

Action item #1:

Assessment:

The wound clinical specialist will review staging criteria with
wound nurses. She will reinforce the importance of review
of medical history prior to patient assessment and
development of wound interventions.

Nursing leadership shall revise Meditech documentation
systems and will eliminate staging assessment from staff
nurse responsibility.

Education of medical staff on wound assessment and
documentation

Clinical review of pressure ulcer
incidents by the Wound Clinical
Specialist.

Pressure Ulcer Prevalence
Pressure Ulcer Incidence

*Wound Clinical Specialist
*Vice-President for Nursing

*Director of Professional Developmnt
*MD supervisor-inpatient wound

Action item # 2:

Staff training/competency

Education of wound staff on staging, internal reporting of
Stage Il and 1V ulcers

Daily wound monitoring
Incident Reporting
Pressure Ulcer Prevalence
Pressure Ulcer Incidence

Wound Clinical Specialists
Vice-President for Nursing
Director of Professional Development

Action Item: # 3

Equipment Device

The wound clinical specialist shall develop a treatment
algorithm for wound care and use of specialty mattresses.

Daily wound monitoring
Incident Reporting
Pressure Ulcer Prevalence
Pressure Ulcer Incidence

Wound Clinical Specialists
Vice-President for Nursing
Director of Professional Development

Action Item: #4

Information

The wound clinical specialist will reinforce the importance of
review of medical history prior to patient assessment and
development of wound interventions.

Daily wound monitoring
Incident Reporting
Pressure Ulcer Prevalence
Pressure Ulcer Incidence

Wound Clinical Specialists
Vice-President for Nursing
Director of Professional Development

Action item #5:

Communication

The wound clinical specialist shall develop a hand-off
communication system to assure continuity and consistency
of wound care.

The wound clinical specialist shall revise and augment the
weekly wound census report to facilitate communication of
wound information.

The wound clinical specialist shall conduct weekly staff

meetings to review current case load and provide
crinarvvicionn of woirind cara

Revised hand-off mechanism
Augmented wound census report
Weekly staff meetings

Daily wound monitoring

Wound clinical specialists
Director of Professional Development




Strategies for Improvement

Measure(s) of Effectiveness

Responsible Person(s)

Action Item # 6
Policies and Procedures

All wound care staff will be educated on
requirements for internal and external incident
reporting

Incident Reporting
Pressure Ulcer Prevalence
Pressure Ulcer Incidence

Wound clinical specialists
Director of Professional Development

Action item #7:
Documentation

Professional development shall revise Meditech
documentation processes and shall educate all
nursing staff on the revisions.

The medical staff shall be re-educated on
documentation requirements for pressure ulcers.

Medical Staff meeting minutes
Revised documentation policies.
Staff education records.

Director of Professional Development and CMO
Surgeon Supervision

Action item #8:
Supervision/Training

Effective 3/15/2010, the Director of Professional
Development assumed responsibility for
management oversight of the wound care
program.

The clinical wound specialist shall educate all
wound staff about staging criteria and reporting
requirements.

The Director of Professional Development and the
wound clinical specialist shall develop competency
assessment tools for all wound staff.

Nursing leadership shall review the current
practice for obtaining informed consent e.g. must
only be obtained by an MD,PA, NP or clinical

specialist (for serial excisional debridements only).

Revised Organizational Chart
New Competency Assessment
Tool

Staff educational records

Director of Professional Development
Vice-President for Nursing

Action item #9:

Policies and Procedures

The clinical wound specialist shall develop a
treatment algorithm for wound care and use of
specialty mattresses.

Revised policies and procedures

Wound clinical wound specialists
Director of Professional Development
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Searching for Best Practice

= More diversity than commonality despite
standard patient population

» Diverse care product and support surface use

= Consensus on:
“*raising awareness
“*increasing educational efforts
*embedding safety tools
‘sstandardization of processes
“*monitoring quality
*scontinuous/consistent communication
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Searching for Best Practice
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“Treatment of Pressure Ulcers — A Systematic Review,”
(Ready, et al., 2008)
JAMA reprint December 10, 2008, Vol 300(22), pp.2647-2642.

“Many treatments for pressure ulcers are promoted, but
their relative efficacy is unclear.”

“There is little evidence from RCTs to justify the use of
1 support surface or dressing over alternatives.
Similarly, there is little evidence to justify the routine
use of nutritional supplements, biological agents,
and adjunctive therapies compared with standard
care. Clinicians should make decisions regarding
pressure ulcer therapy based on fundamental
wound care principles, cost, ease of use, and
patient preference.”

18
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First Response

* Media consultant
» Safety and quality consultants/additional resources

* Project management support
* \Wound care medical expert

* Immediate interventions to assure daily
environmental assessment

= [ransparency
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Daily Rounding

‘_-W

ME Sinai Hospital Monitaring Tool Date — #uditer Intials
Unit (circle one), 14N 1A% 1BM 1BS 1C 28K 285 2CHN 2C5  Sinai-Tuftz  Sinai-Carney
Attach Patient Addreszograph Sticker Here
i Restraint:
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e [1] Cumrent Direct
Bridenze of Whound [1]Length in em.5 Order Ohseny,
Wicund documernt [2] Length [2] Hursing StaftFamity  Precaution
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Circle wound Type Lcation i M inEnect o denamentd on admis=ion restrictive complance place
Wiond #1 5P L YOO
Wiound #2/P LR FOWO
Wiound #3/PLURS OHO
Wiound 24P R4 wOWO
I Access YO/NO ¥OMO | »OsMO [1] cms
Trype: [2] adm .cms
Re=straint ¥ O/HO []¥OsHO
Trype: [2]¥OHO
IC Brecationsy MO wOHO wOHO
Type:

Cther:
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Personnel Re-alignment

Leadership Wound Program

Chief Quality Officer Director, Wound Care
Consultants, Provider/Nursing

Medicine Nursing
Director, Inpatient Wound Care Resource Nurses

21
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Reporting Problem: Raising Awareness

From: Urquhart, Mary Beth

Sent: Saturday, March 20, 2010 6:56 PM

To: Physicians Assistants; Nurse Coordinators; Murse Managers; Department Managers; Department Heads; Perrotta, Barbara; Terceira, Kathy; White, Alexander C.;
Villarini, Althea; Assistant Murse Managers

Subject: Important Clarification about Incident Reporting

Hello everyone. This message is to clanfy current expectations for staff related to interal incident reporting. | believe you are all aware that the following events must
be reported to me, via incident report, within 3 days

Pressure ulcers

Falls

Complaints

Med Errors

Treatment errors
Elopements

Suicidal ideation

Injury to patient or visitar
Skin tears

Unsafe conditions

Code Yellows

AMA, discharges

Lost items

Equipment malfunctions

R N N - R N S N N N

4,
e

Effective immediately, and as part of our Inmediate Jeopardy response plan, | am now requesting that you instruct staff to report these incidents to me
within 24 hours rather than 3 davs. | will make necessarv chanaes to the Incident Report nolicy as soon as possible.

Also, please add the following to the list of events which must be reported to me within 24 hours:

< Al IV infilrations specifying location, appearance, type of IV

<+ Unstageable, Stage 3 or Stage 4 pressure ulcers that develop at Sinai
# All PICC line occlusions or complications

++ Disruptive behavior

<+ ANY other unusual occurrence

Serious incidents should be phoned to me immediately regardless of day or time

In summary, | am requesting that you educate all staff about the change in timeframe for reporting internal incidents (ALL reports within 24 hours).
Finally, please initiate reporting of any and all of the last 4 event types.

22
Thank you and please do not hesitate to call with any questions. Mary Beth Urquhart
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Wound Registry: Census and Demographic Data

1 Mew England Sinai Hospital (M-F) Wound Registry as of 05/09/11
FOA = present on admit
H#A, = hospital acquired
o staging = nok requiring staging
UTD = Unable ta determine
SOTI = Suspected Deep Tissue Injury
180 = Incontinence Associsted Dermatitiz
| 2 [itenszinRed - Discharged!Cut .
F
Walidatic Wound Team Mlattress: \
Admit 1zt Wound BRI wound Stage ar Validation 0 Qrrigin Founds wound  LAL:=Lowdirloss  Comments:
3 |Room Mame Physician Eiilling # Dlate Consulted Location Dlescriphor by WCRM  Commernt POAMMA  Date Seen Monitor=Q0W ~ WAC AF=Clinitran DlispofHealing ©
4 |1IBN Donna Metcalf. 21343, pager 3303
5 |13z e M [weineb Haizon | deizon Abdomeng,|  dehisced FOA 5¢3420H
E |26 _ T | weinreb Aiz2dzoi [ 4HERE0N LISt =urgical FOA e Oic
T as abowe Lkl Lnspee St E0a AfE20l]
g as abowe B heel Shaga F0a SiEf20l
g as abowe ==l =an EOa SiEf2l
1 as abowe LRk AbFSEiEN oA SiEd2l
il as abowe F hand =kin bear Hia
12 [124 I, R | weinreh H2vizon | yerizon LLE inisicn intact PO B{320M
12 as aboue | | LGth toe necrotic POA B3z
14 [127 ) A | i | 200200 | 4iz0izon L gttoe OFU FioA Bi2420M WAL
15 |1IBS Donna Metcalf, x1343, pager 8303
B |14z R, s que [Ecrhanic | T oainaim 04104411 L LE yEnous POA, HZEIZON resolved
17 as aboue FLE WEnous FOA Ai3d2011
18 144 M | Berhane 041611 04511 fasal cawity FOA Ai3d201
I AC m [l 04120 04211 R GROIM incsion POA Havizm
20 4z abowe R HEEL OFU POA Havizm
21 |45 q E |weinreh Fi shin skin tears
2 _ C |Berhane B hand skin tears His oic
23 as abowe LUE skin tears
4 I!n L calf skin tears His
250
5 | |
e |
pit:] b
Wo4 v M 1AM and 145 % 1BN and 1BS ¢ 10N and 105 4 24N and 245/ 20N and 205 4 Sinai - Tufts # Sinai - Carnew / l< >
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Staging Responsibilities Restricted

Wound Care and providers only

24
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Documentation Aligned with Workflow - PAPER

\

\J
\

Clear, visual chronology of care
T ease of access

Plan of care and weekly status
Wound care RN input
Educational/Staging tools
Protocols

Standard across all 3 campuses

25
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Contents

Pressure Ulcer Staging
Tool

Standard skin & wound
care protocols

Nursing care plan
" weekly or with changes

Assessment/Photo-doc
forms

= on discovery

= on admission

= weekly or worsening wound

Paper Record — Skin and Wound Section

Advantages/Benefits

Ease of use for all
stakeholders

Provides clear
chronology of course of
iliness

Supports staff in
recognizing change in
condition and earlier
Intervention

26
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Pressure Ulcer Staging

FPressune Lo [desinifon]

A pressure uicer s iocalteed injury o Fe shin andior undesrtying Gosus wm oy ower
a by prominence, & a result of pressure, o pressune In combinaion with shear
andéor fricion. A number of conributing Saciors ars aso assocaed with presre
uicers; the signifmnce of Fese fackers ks yet i be slucidabed.

Non-Surgical Skin, Wound and Pressure Ulcer Care Protocol —

All orders must be written on medication order sheet

Excessive moisture
andfor incontinence
associated dematitis

i
RASH
Mincr rash
-Intact skin
Major rash

-Denuded skin

As above

1. Cleanse with hygiene foam and water

2. Apply moisture bamer cream each shift and PRN #

3. Consult wound care nurse i rash is generalized or f no improvement in 3 days
1. Cleanse with hygiene foam and water

2. Apply moisture bamer paste each shift and PRN#

3. Consult wound care nurse if rash is generaiized or i no improvement in 3 days

Fungal Rash

1. Apply provider ordered antrungal agent(s] 3= an incontnence bamer
Powdered or dry to moist areas and meist antifungal agent to dry areas

Sumpecied Deep Tissee Infary | Purpie or mavoon ocakeed ares | Deep S injury may be diThoult bo detsctin SKIN TEAR -Traumatic partial thickness injury with edges that may be app d or non-approximated (base dressing on drainage)
(STOH) | of dstoioned inbact skin or oot | individusis Wit dark shin lores. Evoiution Drainage T Cleanse with dermal wound ceanser or nomal saline
filied blisher due o damage of ey Inciude 3 thin blister over & dark wourd Extremities Dy s sl 2. Applyin this order: xzroform [cut to fi). rolled gauze. tape
Lncerting Soft Bsue om berl. The wourd may frher svolve and %, e sy sl TH Y
. i 1. Cleanse with dermal wound cleanser or nommal safine
m:;::mm;rem hen:u;:nmm:ltn hin esdhar. Evolution D::lr:jageﬁ h T Appiy i this order xerotomn (cuf 1o ). ABD padie), elled gauze, tape
may be preceded that oy be rapid, esposing addifonsl laygers of oderate — heavy | 3 Change daly and PRN #
b= airful, fiem, mushy, boggy, Ezzue event wth potmal eatent Drainage 1. Cleanse with dermal wound cleanser or normal safine i
WS OF DOoke T 3% compared Moderste -5 hedvy | & Wy;&:a{r::;. xeroform (cut to fit), alginate or hydrofiber, ABD pad (35 neated),
adacent tozoe. Andior with bleeding | 3 Chanes aoty e PRN &
1. Cleanse wimh seﬂnil WOUNd cleanser or nommal sane, apply Skin preparation Wipe to
Eiage | | Intact skin with non-bianchabe This an=a may ke pairful, fm, soft, wamer i "
redness of @ kocalzed amsa o Cooder 35 companed bo adacent Bssus Fead Snd Trunk D“gfﬁi el 2 sak;;r?;rp:;;m;fm foam or hydrocolicid
Ly OV 3 DOETy prominence Siage | may be diffioal i detect In indvidnis 3. Change weekly and PRN#
o it =2t Fisk" e 1. Cleanse with normal saline and skin preparation wipe 1o Skin around the wound
Cartly pigmented skin may with ciark skin fones. May Indicaie Fra g ; 2. Applyone layer of siginate or hydrofiber, cover with achesive polyursthane foam
harse visibie béanching:; B color persons (3 hermidng sign of skl Dol hesyy. dressing or non-adherent foam dressing. secure with ransparent Sm
. Andior with bledng | 3 Change twice 3 week and PRN
iy e fror SUFToUnding area. hange twice 3 week and PEN
PRESSURE ULCERS (PU}
Sge |l | Pordal thicknezs iozs of demis Fresenis a2 2 shimy or dry shaliow cer Stage Il PU (partial thickness) 1. Clean with hygiene foam, biot dry and apply protectve barmier cream each shift, PRIN~
presenting a5 a shaliow openi without siough or bruksing. "This sisge shouid ‘Sacral/Coccyx/ButtocksiHip 2. Tumitilt patient off affectsd arsa at lsast every twe hours
wio=r with a red pink wound bed, | notibe use io describe skin fear, Bpe bums, Stage [ PU (partial thickness) 1. Clean with normmal s@ine or dermal wound cleanser and blot ary
wiEhout slougi. My atso present | pevineal dermatits, macsration or exconagon Heel § égﬂ'wem{?m gzaﬁel cup and secure with rolled gauze and securs with tape
as an IRt or openruptured "Bruising Indicabes: suspecied desp tissue e kel R
senum-fied bisier. nkry. Stage Il PU (partial thicknass) 1. Clean with dermal wound cleans:
2. Apply xeroform cut to fit 1- 2 cms Iarge!mnuk:er
Siage Il | Ful fickness Tosee oss. The depth of 3 stage I pressure wicer waries Other (ears, knees, stc.) 3. Change daily and PRN #
S e ey [ IT_'| st ocaion. Tre m of T 1. Cieanse with normal saline, apply skin preparation wipe to skin around wound
- T SesdiE with ulningl sanhes, Sefhy 3o Epalaubh it T anet ot wodig
bt bone, bemcion or musche fsnot | nose, =, oociput and maliesius do not have Stage Il + IV PUful thickness) Drainage 2 Applyffill with alginate or hydrofiber dressing cut to fit 1-2oms larger than ulosr)
Exposed. Siough may be sUhCLRANEDUS Bosue and stage [l uicers o SmaliModiHesvy |+ g::'g ::'mﬁfiagp;:@":nmﬁ with tape
present but does not cbscure e | be shallow. I conrast, amas of sigeitoant SacrallCoccywHip/Other! & Tumiat patient o4 affucted ares at least svery two hours
depth of Bssuee loss. WMay Indude adiposity on devsiop exiremely desp sge B. Assess patient with each tum and increase turning'tilting frequency as needed
7. Patient may lay supine only for meals
Boneftendon M
undeining or tnnsing. Il prezze Licer. 5 ot vizkie Stage |l and IV {full thickness) 1. Cleanse normal saline and apply skin preparation wipe to skin around wound
or dinectly pal patie. Drainage 2. Applyfil with akginate or hydrofiber dressing (cut to fit 1-2oms larger than uloar]
Heel SmalModiH 3_ Apply dry heel cup and secure with rolled gauze and secure e
Stage I | Full Sickness fosue loss wih The depth of @ stage [V pressure uioer varies =ms ==Y | 4. Change daily and PRN #
expaosed bone, tendon or muscle. | by aratomical location. The bridge of e e e
= e == malieoius o not Unstageable PU T Swab with povidine iodine daily — if no documented allergy
Sigugh of eschar may Depresent | nose, san, Coput and T Dry 2. Apply dry heel cup and secure with rolled gauze and secure with tape
on some parts of e wound bed,. | subnufanenus Boswee and these: uicers can b Heel 3.Float heels off bed
Ofter I udes. Uraarmining and shailow. Shage I uices can exiend Mo 1. Cleanse with normal saline, apply skin preparation wipe to skin around wound
- Unstageable PU o 2. Pack loosely with normal saline moist gauze impregnated with hydrogel
rnsiing. muscie andior supporting siuctunes je.g. nstageable o drainage | 3 Cover with dry, clean dressing, secure with taps
Sacral/GeneralHes eels - wrap with rolled gauze an and a el cup]
fascia, tendon o joint capsuie ) making Sacral/G liHeel 4{gh I"w dnh dII;dHN d taps . pply heel cup)
] . bonafiendon ange twice 3 day and PRN #
obeormysiis posshe. Swoced 5. Tumitilt patient off affectad area at least every two hours
s wishve or drecly paipabie. 6. Float heels off bed
Unstageable PL 1. Cleanse with dermal wound ceanser, apply skin preparation wipe to wound edges,
Unsingeahie | Full Shickness fxsee oss in Linil emough siough andor eschar s Closed and/ar dry cover with adhesive polyurethane foam or hydrocolioid
which the bame of the uicer i removed o expose B baze of fe wound SacraliGeneral 2. Change every third day and PRN ¥
: Excluding Heel 3. Tuming schedule (patient supine position for meals only)

oorered by siough (peliow, Bn,
gresn or broven|) anciior schar
1, beowr or black ) in e
woind besd

the true depth, and Ferefione siage, not
be determined. Sishée (dry, sdhement, intact
without =ryema or fuckancs] eschar o
the hesis serves as the body's nahasl
{ological | ooeer and should mot be remosed,

Fatererce KFLAS 2I00S

4. Float heels of the bed

Suspected De=p Tissus Injury

1 Relieve pressure (off load heels, fum off afected area)
medi ider

# Change dressing PRN if

maoisture, i 3 soded,

d, dressing dislodged.
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Paper Medical Record — Skin and Wound Section

=t
NE Sinai Hospital Wound and Pressure Ulcer (PU) Assessment Form

Date S Patient label here

PUMWound Site [bady)

Cument Braden Scale Score
Hote Type (circle one) Admission finding - Post-admission new finding - Change in Status

Wound Type Please circle PHOTO-DOCUMENTATION HERE — ONE WOUND PER PHOTO
(add detail to incision or other option) {patient |10, date, time, nurse/photographer initials)
Pressure Ulcer (PL) !’m‘;;er:wl;m {discovery & weekly):
~Pressure ulcers

5 i i =S ed deep tissue injury [SDTI
Openfnon-intact Incision -Dehsﬁgd surgigal ?5 ¥ [ 1
otn =Arterial uleers
= =Diabetic nevropathic ulcers
[example: arteralivenous e -Venous stasis

stasis/diabetic ulcer]

Description — Please circle all that apply
Photos not required :

Thickness  Partial - Full- Unable to determine -I;;:ﬁtapled;‘sutured incisions
Slough/EscharMecrosis 0% 25% 50% 75% 100% NA g:;::: or areas of redness (not pressure ulcers)
. o oEs - +Fistulas
Granulation Tissue D% 25% 50% 75% 100% MNA -G—?.Ihes.'.l—mhes.'chesttuhes
Suspected DeepTissue D% 25% 50% 75% 100% NA -5kin tears

MY Colorationiother

Sfructures Visibie Yes or Mo Baone - Tendon - Mesh - Hardware - Flstula
Other (describe)
Drainage Yes or No SEeMus - SEMNEanguinous - Sanguenous:
Other:

Odor Yes or Ne Deseribe

Skin around wound Intact
Other (describel
Measurement — In centimeters
Length Width Depth
Undermining  Yes: Measurement Mo

Tunneling  Yes: Measurement Mo

Signature of clinician completing wound descripti hoto-glocLme nation DareTime

Sgdivona information:

28

Clinician’s

T NI Sim | Wowrt et P Samamamart P 52011




NEW ENGLAND /

/HOSPITAL
| 4

S

Paper Medical Record — Skin and Wound Section

[
Dutm Lt
arifac Hemsofymd

WE Sinai Hospital Skin and Wound Care Plan Page 1 of

Problemlssue
Statement

Pamn/Comfiort
Management

NufritiocnHydration
Optimization

Risk for Skin
Breakdown

Based on Braden Scale
[H] = high rigk 14 or less
[A] = at risk 1518

In2rverTHOnG [H) andisr jA)

Risk for Infection

Educational Mesds
Related to Skin and
Wiaund Care

Healing

Discharge Plan

Assessmant SubjecSvaiDblective Data
Pain level related fn woundsicare

{stale 1 to 10 rang or PAINAD)

PONTubS Feading Intake:
GoodDFarIPoorINADTPMPPN O

Faeding: Indepardent O Asslst O

Pre-Albumin Lavel date]
Ghucose evals WHNLY OND

Other labs

Incontnent of %00l O uine O

Uninary cathessr O Fecal mgt system O
Inconfnence briafs O

Loss of sEnsation due i

Impaired mobllty

Medcations T sk

Other

Precautions ¥ O N O Describe

Immunocompromised ¥ O N O Describe
Other,

Patiant can participaie In leaming & saif-care

arpund 5KIn and wound Y O N O

Family'significant others showd be Involved
In education & care teaching YO NO

Potential to heal: Yes O Mo O Uncartain O
Dscussed w! patientOfamilyD Date:

RM Signature

Date Time

Imervemntions

Medicate prio to dressing changs as omared O
Uz adhesive remaover prior to dressing removal OO
Encourage patient fo meditate O

Implement diversioral acthvities O {describe)

Maximize hydration status O

Siat assist with meaisintake O
Pratein supplementation grams per day.

[HISpacialty Bed or Matiress

[AM]Seating cushicn when DOB

[AMJTumirencsition every 2 hours O

[AM]ENCOUagE SNIMNg EYery1S min. while D0B O
“ioad heals while In bad O

[4H]Use Iiing device moving patiant O

[AMJMolsturize skin dally and as necessary O

[AM]Discuss pian with team ireating patient O

Follow precaution policy/univarsal protocol O

Emphasize and educaie patienthvisitons re: need for
sirict adherence precaution O

PatientC] FamilyDl participate In wound cans 0
PatientD] FamilyDl receive Information (descrbs)Cl

Pilaase SUDPIEMENT JOCUMSNTARN IN NOTAS.

Figase supplement doCUMSnTanon in nomEs.

Piazse supplement doCUManTImon In NOmas.

Goals S=shart temm L=long temm

5 Patent wil be 35 comfortainie as
possioie duning wound cane. O

5 Patlent will recelve nuiriilon and Suld

supplementation appropate to clinical
condition to cotimize healng. O

S Patlent's risk for skin breakoown will
e minimized. O

5 Risk or spread of Infiacton will be
mirimitzed suring hospttal stay. O

5 Patent andor family wil b2 prepared
10 manage skin and wound care upon
discharge. O

5 The patlent andior family will recetve
Information about the probabillty of
dealing Wit a healing wourd of 3
wound that wil reguire ongoing
management. O

L Patient andor Tamily wil be optimaly
prepared bo manage skin and wound
care upon discharge. O
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nhanced Electronic Documentation

Hair - General

Texture/Quantity/Distribution

[ erittle [0 Coarse OFine [ 8alding O Thick
Othinning O Sparse

neral

Nailbed Colar () Pink O hale () Cyanatic

Testure ) Brittle O Clubbing O Ridging () Smoath

. |
Mail Comment | :

Please document specific iregularities in finger and toenails

 Oral Mucous Membranes - General

CPink OPale O Cyanotic

Hydration

O Dry ) Maist

Mucous Membrane
Comment

Please document any irregularities/lesions or additional findings

Taongue Appearance

Oory Osmoath — OFurry
[ Beefy OFurrowed [ Ridged
[ Prierced O symmetrical [J Assymetrical

Tongue Comment

Please document any irregularities/lesions or additional findings.

Inspection and Palpatation of Skin

Temperature O Warm Y Hot O Cool O cold

Moisture O Dry ) Maist ) Diapharetic

() Normal ) Pink O Pale () Flushed () Erythema
Calor O Ruddy ) Dusky O Mottled () Ashen ) Cyanntic
O 7Tan 1 Jaundiced
Hydration - Skin [ Elastic [ Loose OTight [ Edematous

Turgar [ Immediate Recoil (1 Tenting

Testure [ smoath ORaugh O Thick [ Thin O 5caly O oily
[0 Mot Applicable [ Amputation [ Bruising O Eechymasis [ Itching
[ Lesions/Moles [ Petichiae ~ [J Scar OskinFlap O other

Additional Findings

These are notable on assessment, but do not require treatment.
Please create an ocourrence to document wounds or ulcers.

Other Additional
Finding/Comments

Explain 'Other’ Finding.
Please note/describe location, distribution, and/ar severity of identified
additional findings.

Inspection of Integumentary System

Complete visual
inspection done
this shift?

Skin Findings

Finding

Findings Comments

OYes

O Mo

Vssqai inquttioq should include skin, skin contact with assistive
devices, hair, nails and mucosal membranes.

Document any findings in the skin findings section below.

|1 no inspection done, document reason in findings comment,

'O None Found O Bruising
Q Other

O Ecchymosis O Itching (O Redness (Non Pressure®

* Uleer or Rashy),

These are notable on assessment, but do not require treatment. Please
comrmunicate this finding to the next shift.

| Please create an occurrence to document wounds or ulcers,

Document any abnormal finding or reason inspection was not done.

Please notefdescribe location, distribution, énd}'Di‘ severity of identified
findings.

Skin Problem Dccurrences - Occurrence #1

=+ Location Modifier

# Location (Body Site)

OlLeft Q Left anterior
O Right ) Right Anterior
O Medial/middle O Generalized (Lt & Rt)

| Select the option that best describes the wound's body site location.

O Left Lateral O Left Medial O Left Posterior
() Right Lateral O Right Medial O Right Posterior

(O Head Occipital (O Jaw O Thumb ) Sacrum O shin

O Head Parietal O Chin O Index Finger O Coceyx Q Ankle

() Head Temporal O Neck O Middle Finger O Genitalia ) Foot

(O Head Frontal () Shoulder () Ring Finger O Hip O Heel
CiEye Q) Upper Arm CiLittle Finger  Q Trochanter O Great Toe
O Nose Q Elbow C Chest Q Buttock O Index Toe
O Cheek O Antecubital Fossa O Abdomen O Ischium O Middle Toe
QEar ) Forearm i Groin O Thigh O Fourth Toe
O Earlobe Q Wrist ) Back Oknee QO Little Toe
O Lips O Hand O Spine QO calf
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Education: Back to Basics — Providers & Nursing

NATIONAL DATABASE
OF NURSING
QUALITY INDICATORS

Ruthors: Pressure Ulcer Training
Sandra Bergguist-Beringer, PhD, RH, CWCH
Jan Davidson, M5H, RM, ARNP Module One

Pressure Ulcers and Staging
Module Two
Other Wound Types and Skin Injuries

Mancy Dunton, PhD
J : Module Three
Susan Klaus, PhD, RM

Isi= Montalvo, M5, MBA, RN

Planning Team:

Pressure Ulcer Survey Guide
Module Four

Community vs. Hospital/Unit Acquired Pressure Ulcers
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Education: Ongoing

) =2 Incontinence Associated Dermatitis | @romars | esnre e x| | - B - @ - [ Pege - o -
vs. Pressure Ulcer Training
. Pressure Ulcer
Skin, Wound and Pressure Ulcer Module One _
_ _ _ Identification presaure Ucers and Sasing
N U rS| n g O r I e ntatl O n Dfagnosjs Other Wound Types and Skin Injuries

Module Three

Tf'&afmeﬂf Pressure Ulcer Survey Guide
J "'L‘ Module Four

Community vs. Hospital/Unit Acquired Pressure Ulcers

*y *J
o & & -

IAD
i S
NE Sinai Team Patient Care Case Review
Braden Scale Scormg SR S L Multidisciplinary Care of the Patient at High Risk
Developing Inter-rater Reliabifity for Skin Integrity Compromise

Fresented by: Micheds Anciorson, RN, CWC
oy 27-29, 2010 E St Tecm ot i e e Reske
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Education: Competency Assessment

-\_WW Skin and Wiound S'JF'IFIE'.E"IE-F;\EEEGEF"IE'F'. and Valdation Tool

———— ——== === " Designed with deep detail

— S ————— = | inter-rater reliability variation
= Didactic, problem-based

= Simulation training component
= Policy and standards review
s Assessment
¢ Description
* Dressings/treatments
*» Products
¢ Documentation

33
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ducation: Resource Nurses

The rezource nuwrze provides an additional layver of expertizeto nursing and mutidisciplinary practice development and
implementstion st ME Sinai Hospital.  Their continuous focus on the skin and wound care needs of all patients includes their
involvement in the folloving processes:

T = Layer of clinical expertise for all

TUFEing process FEvIEns and Tecitates Skin and wWolnd care plan 0no 0 o

developmert, implementation and follow wp for patients

assipea o her e nurse-sensitive Inaicators
ZRin Mgk evallEtion = Fevienvs Draden soale aesessment COmpIenon and soores

swith the nurseteam caring for the patient
= Collaborates with nurzesteam to ensure risk interventions:

S » Eyes & ears on each care unit

patierts
=Develops expertize in safe patient handling and movement

Dm = |jaison to Wound Care Team

handoff process to enhance risk reduction
Wiound care education » REiNTorces inedion Contol prachices 1oF zaie and

compliant =kin and wound care delivery [ S 1 1

= Reviews staging done by wound care nurses and providers u p p O I re C Ca re n u rS e S I n
with nurses caring for patients

= Interfaces with school of nursing instructors, students to

Rt i A A U their professional development

Wound care practice = Ezzits direct care nUrEes with technical Skil development ,
i.e., dressing changes, product applications, negstive
pressure therapy application and removal

=In-services new products and equipment as neeced

=Enzures woundteam consults are implemented as ordered

sInterfaces with bed vendors to ensure proper
implementation of speciafty beds and orders

LNty montoring = Team leads all pressure UCer prevalence audt CiElty Indicatars assigned
participation on respective unit per policy

monitor guality indicator (oversight of one indicator by esch
wwoLnd care nurse)
= Monitors all vwound and skin documentation

Frofessional developmert «Develops slaging experize™
= Chtaing 5 zkin and wound care-specific contact how s
annually

= Attencls monthly, struchured education - hour long
programs led by wound care nursing team (products,
protocols, case review, nursing research discussion)

[ Mertoring = Echiizes otaff on care and prevertative measlres

= Acts &z lisizon to nurses from vwound and skin committee

= Attends wound care debriefing session once a month

[ FurEing research sFrovides one educational aricle 10 Uni ste meetng

dizcussion per quarter

T laging compelency fexperize & developed over Tme a3 a resull of experiental learning and didactc, problem-bazed learming.
Thiz will be accomplished by the completion of the following steps:

= Rounding with the wound care team weekly on all patients follovwed

= Review of photo-documentation in all patient records with the wound care RN assigned to their unit

= Practice in simulation lab using case-based staging scerarios monthly —crested and facilitated by wound care nurses as
part of ongoing educational sessions
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Policies & Procedures

. I\/Iultldlsc:lpllnary rounds weekly

Wound care MD
Wound care RN
= Direct care nursing personnel
»  Nursing leadership
=  Medicine
= Nuftrition
= Allied health

» Plan of care nursing, medicine
= Consult process redefined
= \Wound care on-call
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Embedding Safety Tools

Wound Care RNs
= Assigned “territories”
= Daily inter-team handoff (verbal handoff required)
* Handoff documentation
= On-call policy
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Embedding Safety Tools

*\Wound Care Registry — wound “reconciliation” tool
*Multidisciplinary Rounds — formal, weekly

*Appointment of Medical Director, Inpatient Wound Care
»Electronic and paper skin & wound documentation revisions

»Standardized wound care protocols
support for off-hours clinicians

»Quality monitoring audits — clinical care/documentation
*Chain of Command policy
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Increasing Serious Reportable Events (SRES)

5 wound SREs
March — May 2010

« 8 Stage lll or IV hospital acquired pressure
ulcers between February and May 2010

« Overall incidence of hospital acquired
pressure ulcers was above external
benchmark mean

Pressure Ulcer Prevention Team
convened and chaired by VP Quality
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Pressure Ulcer Prevention (PUP) Team

MEMBERSHIP

GOALS

TOOLS

Wound Care

Nutrition

Nursing Informatics
Information Systems

Health Information Management

Purchasing
Occupational Therapy

Nursing

Physicians Assistants
Radiology

Physical Therapy
Case Management
Medicine
Occupational Health
Quality Management
Respiratory

Social Work

Identify risks for PU development

Reduce incidence of HAPUs
Implement risk reduction strategies

Control Charts

Root Cause Analysis
Common Cause Analysis
Focus Groups

Cause and Effect Diagram

Bar Graphs

39



Common Cause Analysis

Knowledge
Communication Deficit Equipment Care Plan Policy Documentation Envir. Nutrition Assessment Patient Factors
No hand-off Wound Low air loss Lack of Lack of wound Inconsistent CVA with hemiplegia - not CVA with
between 3 staging mattress not | medical staff protocols and staging of factored into care hemiplegia.
WCRN's. used oversight.  wound register. wound by RN's plan/mattress selection No |POA wound. C;
Debridement and WCRN wound assessment by Diff
by WCRN. medical staff
Wound Wound Lack of Lack of wound Inconsistent Low pre-  Presence of scar tissue on | Incontinence,
staging treatments | medical staff protocols and staging. albumin coccyx and h/o pilonidal cyst agitation,
were not oversight.  wound register. Photodoc not not factored into risk pelvic fx with
ordered by Wound Admitting PA | done in a timely assessment and care plan. 9 limited
MD or PA. RN| prevention did not order manner day gap in between WCRN mobility
acted upon |strategies not wound consult. | therefore, not visits.
recommendat| articulated in avail to clinical
ion from |Nsg care plan. nutrition staff.
WCRN.
Rehab/Nsg/0T RN not Hand splints | Relationship Lack of formal Lack of Increased Severe
aware of were of moisture, process for documentation acuity on contractures.
significance | attempted increased rehab nursing of rehab nsg "'chronic" Increased
of increased but tone and and interventions unit. moisture and
moisture contributed | wound care documentation tone in hands
and tone on to skin not defined.
pressure breakdown. | RN oversight
ulcer risk. of care plan
Rehab and nursing
nursing staff aides.
not trained
on new
documentati
On 4/20/10, 4 in-house | Chronic Refractory C-
pt was kept transfers | low pre- Diff. IAD.
in static albumin Miliary TB
mode on low
air loss
mattress
rather than
alternating
mode 40




Cause and Effect Diagram

Admission

Weekly Rounds

Staging

HAPU

Venodyne Boots

COMMUNICATION DOCUMENTATION ASSESSMENT
In-house Transfers — Wound Register
Turning/OOB Meditech - complex system
Nsg Rehab Care plans
OOB Activity Other Waffle Cushions
Vent/Weaning —CVA
Up too long
Scar Tissue
Immobility
Low Pre-Albumin EQUIPMENT
Nutritional Status /
Low motivation
oisture/Tone
C-Diff
Incontinence / /
IAD
PATIENT FACTORS

77




Application Of Generic Error Modeling System To Common Cause Analysis

Patient Risk Factors _
_ Long Term Patients
Wound Staging
In-house transfers

Skills Based Errors

/ =9 or 36%

Know ledge Based
Errors = 8 or 32%

Wound registry \Rules Based Errors

=8 or 32%
Wound Consults
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PUP Team Outcomes

» Decreased incidence of HAPU

= Stratified data on HAPU by stage of ulcer

* [Introduced new nutrition products

» Reinforced use of Waffle cushions

» Streamlined processes for Wound Registry

* |Introduced new incontinence management products

» Reduced concurrent use of sequential compression
devices and systemic anticoagulants

» |ncreased compliance with medical assessment of wounds
upon admission and weekly
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Quality Monitoring

Organizational
Medicine

Wound Care
Nursing
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Quality Monitoring — Nursing/Wound Care

» Electronic reports to validate assessment
‘*Braden Scale Absent report
s Skin/Wound Occurrence documentation
“*Sequential compression boot clinical need
» Mattress type and settings

» Bedside availability of cushions and
Incontinence care products

= Compliance with policy and use of assistive
patient movement devices
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Provider Audits Nursing Audits
Documentation & Orders New Admissions Risk Assessment, Documentation, Plan of Care

S

Medical Stall Wound and Skin Care Monitor
Source Documenl: Wound Registry
Scope of Review: MNew sdmissions wilh wounds

PateutLakllem

QUALITY HIOMTTOFRING "WOFISHEET

SALIPLE: 10 EXCOELE FYE. TIIT FYE. LIOITTH

T [0 TINE QUALITY FIFATTEY
+ ¥Yes Mo H/A& Quality Measure On admisien
Oorgrg 1 24 hau Fralensak coaupked”
FIT sl paoaler s I acserrnead willm 34 Tomy of adukcon
T T T TOE fulng desmeukd onpaeger o s dralzcenl
Flo® passeautanl Wis Bl
Thiciqpton e o cowph & * To Il ue s msanend anl keaton
OO = Tmbigk wemaly a1s Loc ekl olreatat fomus
Wormal st alilmsced mPhn of Tare, iekndmy joswub i
LUas IR E
Thile1s Jan oo b sk %l T W ik ¢ luatal T plaie akl
NE=N=RiE T
1 0o mig a5 sessmene and care
Fo-assessed i wilh Bnden Sk 1 F o lomy fezaduyron
oroo e s hie adlessed O shift enflb welest
. Talewcs of MOVAPEE and EX 1e vk w we=klr (07 cBif o1 wommal
m s Toam
Flow: jascendanl hisEd
orofd Thsciptonse oncompl & Do nlng ue armaneut anul beaton
TImilig ke wommals 2% oG ekl olife JaTat Tomus
ojord Thile1s Jaewce b o1 ®il 2 Ll ik c Latel Tk vkl
Fhn of Care mvked and mplaid
wreund Team consu B exkenedfor Taghaxlisem IL TV w0
e b Eabkl paecsme ke, s kil b p teeme Dy, lospanl
acqmmed wormals, comnpk wommal ox VAL Tleaagy wommls, welse g
w0 Tals
"ol Cotgnlt o tnple &l willm 3 Toms

* If not comp ke, nd icaes wh ich sectionis’ nthe " commeants™ section
Action Taken on any Identl ied [ssues

COEIEITTTTY

O0OoOoo




NEW ENGLAND

ADSP\TAL

Skin and Wound Program Quality Dashboard

Inpatisnt Weund GCars Deammgraphic Data

Hurpital-acquirsd Frasrurs Uicar (HAFU) Fravalancs by
TotaWWRLr - &

1 1

H HHHH

FPrarsnt mn Admirrims [FOA) Frarrurs Wlcar Pravalancs by

Tatal Mmdt 54

11 4

'H,H,-,H

1aH RLH 1eH 1R5 2CE Curary TofFla
O December 20l

Prarsurs Ulcar Sawarity (HAFU + POA) Summary

— 1
— -

E
H
L]
3 1

|_| |_| H :
T T T T T T T |_|
iCH hl=t1 2AH A5 2CH 25 Carary  TaFls

O Dezember 2040

Skin Intsgrity Irrus Fravalancs Summary

Hlar ¥ Skinlrruer Tatal Skin lrruer - 124
= -
7

1% 1€ o

iy nm

14 A Tt - an

1z 1 H =

HE

Ll 18.E 1

i1 HE

6 A 5 11K

E RLIE 1

5 [ H |_| 2 0 |—|

£ 31 1 T T T T

o T T T E E - HuaFUl -:-...-. Shin Trarn Fanh[Hane  Fangal [01ker] Yrnunn Ulaer Olker

Slage Il Shane 111 Slage I¥ Unalagrable HAT Unrkined S T
e Herllnslor HeFirrndl i P
0 December i el N —— A December 2010

Inpatisnt Wannd Cars Dutcamar Data

O Srplrmker 2040

HE Sinai HAPU Prevalancs Audit

H-11 73
1
- B dalaber 21 iz
153 L] WHAR U Hdealified
£y O Hasrmber 211 pee B palivals anaranril?®
HESH H-C
LAY bk
B Drarmber 2141 LTRCE
— H-1 Brmmbmar - - — - = P
L ZEET - o
w4
ax 4
a4 2 4
w4 E L L s e
| o b
I - L o . -~ ™ & ol - o o 1l .-.\
[N H] L [EL g 5 =
AT

Cr oMl

Frunt Paue ;:’ DemuuranhiE E;a"ca Inbatient

{ 123010 4/ HAPU Hedlina Rates  # PUP Audit £ 1AD ws S

47



’ ’
NEW ENGLAND M
/HOSPITAL
e — - | 4

Communication, Communication, Communication

= Reports
»*Payors
‘*Regulators
“*Accreditors
= Patients/Families - letters
= Town meetings
» Board of Director communication process change
= Patient Care Assessment Committee monthly update
= Medical Performance Improvement Committee
= Quality Management reporting changes
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Communication — Clinicians

senk with High importance.

ol

Slotnick, Gail

Murse Coordinatars; Murse Managers; Assistant Murse Managers; Wing Secretaries; R
Wing 1C Skaff; Wing 24 Skaff; Wing 2C Staff; Carmey Wing; Tufks Wing
Madigan, Janet; Urquhart, Mary Beth

Subject:  Hygiene Foarm remindet

Attachments: ] Hygiene Foam, ppt (65 KE)

M Incontinence Care

e

Thanks for your support with this

>

Reminder

Please Use hyoiene foam fo bathe, cleanse and
safeqguard the shin of our incontinent patients af risk
for andfor with active incontinence associated
dermatitis (IAD). This produdt is available in each

i supoly room and is sfocked by CSH.

To:
Fronu
Date:
Topic:

Email
Attestations
Huddles

* CLINICAL PRACTICE ALERT

(PLEASE POST IN THE COMMUNICATION BOOK)

Nursing Department Staff
Mary Beth Urquhiart

Mav 10, 2011

Safe Patient Handling
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Success Stories — Internal & External Stakeholders

A Team Approach to Wound Care Delivery

The teamyvork approsch to wound care delivery iz alive and well &t Mevy England Sinai Hospital. Mursing,
Medicine, Therapies, Mutrition and Respiratorywork collaboratively to ensure tha our patients with wouncs
receive consistent and compaszsionate care. Thiz was never more evident than in our recent interaction with
a complex and challenging patient admitted to 1C for wound care. Sinai clinical and support departments all
played critical roles in supparting AB during his stay and caollectively worked to get him better.

A complicated course

Like many of ouwr patients, he had complex medical and nursing needs. He became & gquadriplegic following a
matar wehicle accident. He came to Sinai with mubtiples wounds tten in all) after a tao-month acute hospital
stay. The multiple wounds were aresult of infections, prolonasd bedrest and significant pain — limiting 28
capacity to turn and repaosition. On his arrival to 1CK the clinicians and suppoart team implemented a
coordinated plan of care for hiz wounds and to prevernt further skin breakdown. The Braden scale was uzed
to measure hiz risk for skin damage. Goals for 8 included improving pain manage ment, optimizing
nutrition, enhancing wound healing and gradually encouraging mobilization.

Thanks to the dedicated teamweork on 1 CH, many of the patiert's goals were met, a large percentage of hiz
skin healed and he wwas discharged and returned to his residence in mid-February.

Qpen aud clear ros of conmanication

Lizann Rhodes, R, recalls spending & grest deal of time reazsuring him and gaining hiz confidence in order
to optimize his care. "He wwas s0 afraid to move. We had to have oo o three people inswith him to help turn
or do any dressing changes. 1was abways looking st him or talking him through any physical activity "

She zays that the suppot of the wound care team was key in supporting the nursing staff asthey provided
direct care. "Wivian was ahways there o responded guickly when we nesded some advice or direction. She
il abieays listen to our input," she adced.

Valued wound care experiise

Dr . Wieinreb vweorked clozeby with nursing and the wound care team to make zure all aspects of the patient's
care was coordinated. LEAND commented that working closehywith Dr Wsinrebwas helpful. "He has
respect for the nursing staffwhich is something we appreciate "

“Wivian Stermweiler, MSH, vwound care RN, assessed the patient on admizsion from head to toe, revieswed
findingz and plan of care recommendstions with Dr. Weinreb and nursing to assure tha the communication
loop remained continuous and corsistent— a zafety mechanizm uzually called a "handoff "

A diffcukt hand

Wany of the patients we care for have been dealt a difficult hand and this patient was no exception. Az a
long-term, acute care facility, Sinai has to be prepared to manage and care for patients that are sufering
great physical and spirtual loss. The carefully orchestrated teamweork in this case shows Sinai at its best.
What we learn from one patient helps us care for the next patient.

=1t to Heahe 3 re M, Noah Rosen, hiD, Director, Inpatient Wibund Care, Stella Flor PAC, 50
Kathy Jones, RH ll: I:iane Scnla RN Rsouce MNurse 1C, Connie Bakedale, PAC, Donra hidcalf, iound Care RN, hichde
Anderson, Wound Care R and Yadow kineb, bD, atending physican.



Evolution with Outcomes

NE Sinai HAPU Prevalence Audit
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Wound Policy and Practice Refinements

NE Sinai Wound Care Team Consult and Follow Up
Patient presents with a wound:
On admission (FOA) or Hospital-acquired pressure ulcer (HAPLU)
= Provider notified on admission [POA) or wound discoverf [HAPL)
. Viound Carme Murse consult bf provider for all conditions in blocks 2 and 3 below #
= HAPL z=en bf wound care nurse wiin 24 hours of consult received
= POA seen bf wound cane nurs= on nutl:u-iruu-chf of consult recepred
= Incident report required for all hospital-acquined skin issuss per palicf

. Nursing leadership to notiff wound 'bea.!p_,u_i_a._\q_ernail to add to wound registrf

= Stage | Pressure Uicer
- Skan Tear .

. Stapled!sutured or -
steri-stripped incision

... .
= Unit-bazed nursing =taff 1o -
manage wound w/provider

crdered protocols

= Wound cane nurse follow up i *
changs in wound status
= Murs= caring for patientand w

provider separatelf document
wound assessment and plan

2t lmast weeklf andlor with =
changs in status

Wound care nurse deems
non-complex wound care

= Unit-based nursing =taff 1o
manage wound w'provider
ordered protocols

= Wound cane nurse follow up if
changs in wound status
= Murs= caring for patient and

provider separatslf document
weaund azsessment and plan at
l=ast wesklf andior with change
in status

= Phetocdoc of each waund
weasklf and with changes bf
nursing staff par pnlica

Incontinence-assoc. demmatits
Rashes

Stage |l Pressure Ulcer
Stage |l Pressure Ulcer
Stage IV Pressurs Ulcer
Unstageable Pressure Uicers
Suspect. Deep Tissue Injurf
Full thickness waunds
Dehizcediopen surgical
IRCIZIoNns

Eschar-coversd ulcers

Bums

VAL dressing referralfransfer

T

Wound care nurse deems complex )

wound cane

Maf be designated “dressing
change bf wound care nurse
oalf™

Weund care nurse follows at
l=ast weaki

Murse carsing for patent and
provider s=paratelf docurrent
weound assessment and plan at
l=ast wesklf andior with change
in status

Photodoc of mach wound
wesklf and with changes bf
nursing staff par pdicr

Wound Care Nurse svaluation:
. Wound deemed chronic
or non-healing™

)

i Unit-bazed nursing staff
o manage wound
wiprovider ordered
prodocols

s Wound care nurse
follow up at least tao
waek interval

s Murse caring for patient
and provider scpzr-:lbelf
document wound
assassment and plan at
least wanklf and/or with
change in status

. Phoiocdoc of =ach
wound weekl and with
changes bf nursing staff

\ per palicf
T

Wound care WD consult

" Marf require svaluation
for excisional
debridement

. Maf be added to
waekl wound care
t=am rounding list

D Wound care WD maf
svaluxts HAPU=
gdues ol incdudle skin
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Strategic Quality Goals

Goal for next 12 months
Strategic Goal Oct 2010 — Sep 2011

Reduce inpatient falls resulting <2
in major injury

Reduce the number of Stage Il <7
and IV hospital acquired
pressure ulcers

Reduce Hospital Acquired

infections:
*Vent Pneumonia <5
*Catheter Associated UTI <43
*C-Difficile
*Central line infection <40

As of 5/31/11 Interventions to achieve goals

1 Fall Task Force
which includes bedside Nursing,
Environmental Services and
Pharmacy staff
1 Pressure Ulcer Task Force
Weekly wound rounds
New Nutrition Products
Ongoing monitoring by Nursing
and Medicine.

Removal of unnecessary
catheters and |V lines

3 Curos port protectors

30 Hand Hygiene Compliance
Antibiotic Stewardship

49 C-Diff Collaborative/Team

2 Foley Catheter Care Team with

Physician Champion

53



Short and Long Term Goals

= | HAPU incidence
% in 12 months
0 In 3 years
= Full time MD director inpatient/outpatient wound care
= Grow outpatient wound care program
= Develop NE Sinai Hospital wound care clinicians
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