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
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
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
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
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
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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
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Medical
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Ventilator-
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37%

*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


 

Investments 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 Joint Commission survey

March 11, 2010 CMS post-TJC validation survey

March 12, 2010 Reportable event to DPH: wound 

March 13, 2010 Immediate jeopardy

March 13, 2010 100% daily monitoring/rounding all patients

March 15, 2010 Reportable event to DPH: IV-related

March 19, 2010 NE Sinai closed to admissions & re-admissions

March 19, 2010 Media/healthcare consultant engagement

March 19, 2010 Appointment of medical director, quality & safety

March 24, 2010 Wound team multidisciplinary rounds - all wounds

April 1, 2010 Admissions with cap: 4 per day to Sinai-Stoughton

April 9, 2010 Wing 2A (32 beds) closed - patients relocated

April 12, 2010 Post-survey CMS visit

April 15, 2010 Appointment of medical director, inpatient wound

April 29, 2010 Mock survey with consultants

June 8, 2010 Post-survey CMS visit

June 13, 2010 Immediate jeopardy lifted

June 22, 2010 Blue Cross lifts admissions ban
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Events vs. Census
Events Timeline vs. Census

90

100

110

120

130

140

150

160

170

Joint
Commission

survey

CMS post-
TJC

validation
survey

Reportable
event to DPH:

wound 

Immediate
jeopardy

Reportable
event to DPH:

IV-related

NE Sinai
closed to

admissions
& re-

admissions

Admissions
with cap: 4
per day to

Sinai-
Stoughton

Wing 2A (32
beds) closed

- patients
relocated

Post-survey
CMS visit

Post-survey
CMS visit

Immediate
jeopardy

lifted

Blue Cross
lifts

admissions
ban

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

Census at Stoughton campus



10

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)
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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 illness, 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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1. Lack of timely assessment of individuals after injury;
2. Lack of supervision for individual with known special needs;
3. Failure to carry out doctor’s orders;
4. Repeated occurrences such as falls which place the individual

 

at risk of harm without 
intervention;

5. Access to chemical and physical hazards by individuals who are at risk;
6. Access to hot water of sufficient temperature to cause tissue

 

injury;
7. Non-functioning call system without compensatory measures;
8. Unsupervised smoking by an individual with a known safety risk;
9. 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.

IJ Trigger Issue Failure to Prevent Neglect (#2 of 10)*

*Source: CMS -

 

State Operations Manual Appendix Q -

 

Guidelines for Determining Immediate Jeopardy -

 

(Rev. 1, 05-21-04)

Triggers 1-15:
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Reportable Event:  Wound Care Issue



 

On admission, the patient, age 70, was noted to have “Stage II 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 IV 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
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Contributing Factors
If YES, what contributed to this factor being 
an issue?

Is this a root 
cause of the 
event?

If YES, is an 
action plan 
indicated?

YES NO YES NO YES NO

Issues related to 
patient assessment? X

The nurse who performed the initial assessment 
did not review the patient’s medical history prior 
to seeing patient, thus, was not aware of 
patient’s CVA with hemiplegia and risk thereof.  
No evidence of medical staff assessment of 
wound status.

X X

Issues related to staff 
training or staff 
competency?

X

On 2/22/10, the wound was re-classified as a 
Stage IV.  At this time, the wound nurse should 
have communicated the presence of a Stage IV 
ulcer to the attending physician, the supervisor, 
the Nurse Manager and Risk Management. 

X X

Equipment/device? X
In retrospect, the wounds may have been better 

supported if the patient had been placed on a 
low air loss mattress.    

X X

Environment? X

Lack of or 
misinterpretation of 
information?

X
See above

X X

Communication? X
Patient was seen by all 3 wound nurses.  No 
formal hand-off communication process was in 
place.  Not all wound staff aware of PMH.  

X X

Appropriate 
rules/policies/ 
procedures?

X
Failure in internal incident reporting.

X X

Documentation X
Staff nurse documentation within Meditech was 
inconsistent.  X

Supervisory issues? X

On 2/22/2010 when the right hip ulcer was 
excisionally debrided to the level of tendon.  
There is no evidence of physician supervision or 
competency assessment for wound staff in 
performing this high risk procedure.

X X

Root Cause Analysis: Reportable Wound
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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 III and IV 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 
supervision of wound care

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

Wound clinical specialists
Director of Professional Development
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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
standardization of processes 
monitoring quality 
continuous/consistent communication



18

“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.”

Searching for Best Practice
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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


 

Transparency



20

Daily Rounding
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Personnel Re-alignment

Medicine
Director, Inpatient Wound Care

Wound Program
Director, Wound Care

Consultants,  Provider/Nursing

Nursing
Resource Nurses 

Leadership
Chief Quality Officer
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Reporting Problem:  Raising Awareness
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Wound Registry: Census and Demographic Data
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Staging Responsibilities Restricted

Wound Care and providers only
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Documentation Aligned with Workflow -
 

PAPER

Skin and 

Wound



 

Clear, visual chronology of care


 



 

ease of access


 

Plan of care and weekly status


 

Wound care RN input


 

Educational/Staging tools 


 

Protocols


 

Standard across all 3 campuses
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Paper Record –
 

Skin and Wound Section



 
Ease of use for all 
stakeholders



 
Provides clear 
chronology of course of 
illness



 
Supports staff in 
recognizing change in 
condition and earlier 
intervention

Advantages/BenefitsContents



 
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
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Paper Medical Record –
 

Skin and Wound Section
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Paper Medical Record –
 

Skin and Wound Section
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Paper Medical Record –
 

Skin and Wound Section
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Enhanced Electronic Documentation



31

Education:  Back to Basics –
 

Providers & Nursing
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Education: Ongoing
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Education: Competency Assessment



 

Designed with deep detail


 



 

inter-rater reliability variation


 

Didactic, problem-based


 

Simulation training component


 

Policy and standards review
 Assessment
 Description
 Dressings/treatments
 Products
 Documentation
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Education: Resource Nurses



 

Layer of clinical expertise for all 
nurse-sensitive indicators



 

Eyes & ears on each care unit


 

Liaison to Wound Care Team


 

Support direct care nurses in 
their professional development
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
 

Multidisciplinary rounds weekly 


 

Wound care MD


 

Wound care RN


 

Direct care nursing personnel


 

Nursing leadership


 

Medicine


 

Nutrition


 

Allied health


 

Plan of care nursing, medicine


 
Consult process redefined


 

Wound care on-call

Policies & Procedures
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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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5 wound SREs

Increasing Serious Reportable Events (SREs)

Pressure Ulcer Prevention Team 
convened and chaired by VP Quality

March –
 

May 2010

•

 

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

•

 

Overall incidence of hospital acquired 
pressure ulcers was above external 
benchmark mean
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MEMBERSHIP GOALS TOOLS
Wound Care Identify risks for PU development Control Charts

Nutrition Reduce incidence of HAPUs Root Cause Analysis
Nursing Informatics Implement risk reduction strategies Common Cause Analysis

Information Systems Focus Groups

Health Information Management Cause and Effect Diagram

Purchasing Bar Graphs
Occupational Therapy

Nursing

Physicians Assistants

Radiology

Physical Therapy

Case Management

Medicine

Occupational Health

Quality Management

Respiratory

Social Work

Pressure Ulcer Prevention (PUP) Team
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Communication
Knowledge 

Deficit Equipment Care Plan Policy Documentation Envir. Nutrition Assessment Patient Factors

No hand-off 
between 3 
WCRN's.

Wound 
staging

Low air loss 
mattress not 

used

Lack of 
medical staff 

oversight.  
Debridement 

by WCRN.

Lack of wound 
protocols and 

wound register.

Inconsistent 
staging of 

wound by RN's 
and WCRN

CVA with hemiplegia - not 
factored into care 

plan/mattress selection  No 
wound assessment by 

medical staff

CVA with 
hemiplegia.  

POA wound.  C-
Diff

Wound 
staging

Wound 
treatments 
were not 

ordered by 
MD or PA.  RN 

acted upon 
recommendat

ion from 
WCRN.

Lack of 
medical staff 

oversight.  
Wound 

prevention 
strategies not 
articulated in 
Nsg care plan.

Lack of wound 
protocols and 

wound register. 
Admitting PA 
did not order 

wound consult.

Inconsistent 
staging.  

Photodoc not 
done in a timely 

manner 
therefore, not 
avail to clinical 
nutrition staff. 

Low pre-
albumin

Presence of scar tissue on 
coccyx and h/o pilonidal cyst 

not factored into risk 
assessment and care plan.  9 

day gap in between WCRN 
visits.

Incontinence, 
agitation, 

pelvic fx with 
limited 

mobility

Rehab/Nsg/OT RN not 
aware of 

significance 
of increased 

moisture 
and tone on 

pressure 
ulcer risk.  

Rehab 
nursing staff 
not trained 

on new 
documentati

 l

Hand splints 
were 

attempted 
but 

contributed 
to skin 

breakdown.

Relationship 
of moisture,  

increased 
tone and 

wound care 
not defined.  
RN oversight 
of care plan 
and nursing 

aides.

Lack of formal 
process for 

rehab nursing 
and 

documentation

Lack of 
documentation 

of rehab nsg 
interventions

Increased 
acuity on 
"chronic" 

unit.  

 Severe 
contractures. 

Increased 
moisture and 
tone in hands

On 4/20/10, 
pt was kept 

in static 
mode on low 

air loss 
mattress 

rather than 
alternating 

mode

4 in-house 
transfers

Chronic 
low pre-
albumin

Refractory C-
Diff.  IAD.  
Miliary TB

Common Cause Analysis
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Wound Register

Meditech

 

-

 

complex system

Care plans

DOCUMENTATION

Venodyne

 

Boots

Waffle Cushions

EQUIPMENT

HAPU

Nsg

 

Rehab

COMMUNICATION

Turning/OOB

In-house Transfers

Weekly Rounds

Staging

ASSESSMENT

Admission

Moisture/Tone

Nutritional Status

Low  motivation

Low Pre-Albumin

PATIENT FACTORS
IAD

C-Diff

Incontinence

Immobility

OOB Activity

Up too long
Vent/Weaning

Other

CVA

Scar Tissue

Cause and Effect Diagram
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Rules Based Errors 
= 8 or 32%

Know ledge Based 
Errors =  8 or 32%

Skills Based  Errors 
= 9 or 36%

Wound registry

Wound Consults

Long Term Patients

In-house transfers

Patient Risk Factors

Wound Staging

Application Of Generic Error Modeling System To Common Cause Analysis
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

 
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



 
Increased compliance with medical assessment of wounds 
upon admission and weekly

PUP Team Outcomes
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
 

Organizational


 
Medicine


 

Wound Care 


 
Nursing

Quality Monitoring
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
 

Electronic reports to validate assessment
Braden Scale Absent report
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

Quality Monitoring –
 

Nursing/Wound Care
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Provider Audits 
Documentation & Orders New Admissions

Nursing Audits 
Risk Assessment, Documentation, Plan of Care
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Skin and Wound Program Quality Dashboard
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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

Email
Attestations
Huddles
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Success Stories –
 

Internal & External Stakeholders
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Evolution with Outcomes
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Wound Policy and Practice Refinements
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Strategic Quality Goals 
Strategic Goal

Goal for next 12 months
Oct 2010 – Sep 2011 As of 5/31/11 Interventions to achieve goals

Reduce inpatient falls resulting 
in major injury 

≤2 1 Fall Task Force 
which includes bedside Nursing, 

Environmental Services and 
Pharmacy staff

Reduce the number of Stage III 
and IV hospital acquired 
pressure ulcers

≤7 1 Pressure Ulcer Task Force
Weekly wound rounds
New Nutrition Products

Ongoing monitoring by Nursing 
and Medicine.

Reduce Hospital Acquired 
infections:
•Vent Pneumonia
•Catheter Associated UTI
•C-Difficile
•Central line infection

≤5
≤43

≤40
≤12

3
30

49
2

Removal of unnecessary 
catheters and IV lines
Curos

 

port protectors
Hand Hygiene Compliance

Antibiotic Stewardship
C-Diff Collaborative/Team

Foley Catheter Care Team with 
Physician Champion
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Short and Long Term Goals


 


 

HAPU incidence
½

 
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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