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Peer-to-Peer Nursing Rounds and
Hospital-Acquired Pressure Ulcer
Prevalence in a Surgical Intensive

A Quality Improvement Project

Alyson Dare Kelleher @ Amanda Moorer @ MaryBeth Flynn Makic

We conducted a quality improvement project in order to evaluate
the effect of nurse-to-nurse bedside “rounding” as a strategy to
decrease hospital-acquired pressure ulcers (HAPU) in a surgical in-
tensive care unit. We instituted weekly peer-to-peer bedside skin
rounds in a 17-bed surgical intensive care unit. Two nurses were
identified as skin champions and trained by the hospital’s certified
WOC nurse to conduct skin rounds. The skin champion nurses con-
ducted weekly peer-to-peer rounds that included discussions
about key elements of our patients’ skin status including current
Braden Scale for Pressure Sore Risk score, and implementation of
specific interventions related to subscale risk assessment. If a pres-
sure ulcer was present, the current action plan was reevaluated
for effectiveness. Quarterly HAPU prevalence studies were con-
ducted from January 2008 to December 2010. Nineteen patients
experienced a HAPU: 17 were located on the coccyx and 2 on the
heel. Ten ulcers were classified as stage Il, 3 PU were stage IV, 5
were desmed unstageable, and 1 was classified as a deep tissue
injury. The frequency of preventive interventions rose during cur
quality improvement project. Specifically, the use of prevention
surfaces increased 92%, repositioning increased 30%, nutrition in-
terventions increased 77%, and moisture management increased
100%. Prior to focused nursing rounds, the highest HAPU preva-
lence rate was 27%. After impiementing focused nursing rounds,
HAPU rates trended down and were 0% for 3 consecutive quarters.

¥ Introduction

The prevention of hospital-acquired pressure ulcers (HAPU)
is a nursing quality outcome measure used to evaluate the
effectiveness of nursing care and opfimal patient out-
comes. ! In October 2008, the Centers for Medicare &
Medicaid Services added prevention of HAPU to the
National Patient Satety Initiatives.* Preventing HAPU re-
mains a focus for improving the quality care in the current
Healthy People 2020 objectives.’ Despite the increased focus
on prevention of HAPU, prevalence rates range from 14% to
17% and incidence rates range between 7% and 9%.%% An
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estimated 60,000 patients die of pressure ulcer (PU)-related
complications each year.® The average cost of PU care per
patient has been estimated at 543,180 per hospital stay®
with an annual cost of approximately $11 billion.'? A sig-
nificant body of evidence is available to guide clinical prac-
tice to reduce the prevalence and incidence of PU.112

Local Problem and Intended Improvement

Prevention of HAPU begins with a nursing assessment of
PU risk using a valid risk instrument.!?!* While there is
insufficient evidence to conclude that the use of a risk as-
sessment scales decreases PU incidence,!* their use has
been shown to aid nurses in designing and implementing
an individualized prevention plan.’® Completing a PU risk
assessment is a standard of care in our surgical intensive
care unit (SICU). We complete a Braden Scale score!® on
admission to the unit, and every 12 hours. We complete
this assessment more frequently when a change in the
patient’s condition indicates that reassessment is indicated.
While chart audits demonstrated that the standard of care
was being completed, it was not known if SICU nurses were
linking these assessments to an individualized plan of care
to prevent HAPU. This concern was prompted by a rising
HAPU rate in our SICU. Therefore, a quality improvement

® Alyson Dare Kelleher, BSN, RN, CCRN, Level Ili Staff Nurse, Surgical
Intensive Care Unit, University of Colorado Hospital, Aurora.

® Amanda Moorer, BSN, RN, CCRN, Level 1l Charge Nurse, Surgical
intensive Care Unit, University of Colorado Hospital, Aurora.

# MaryBeth Flynn Makic, PhD, RN, CNS, CCNS, Research Nurse
Scientist, Critical Care, University of Colorado Hospital, and
Assistant Professor Adjoint, University of Colorado College of
Nursing, Aurora.

We do not have any conflicts of interest or disclosures.
Correspondence: Alyson Dare Kelleher, BSN, RN, CCRN, Anschutz
Inpatient Pavilion, 12605 E 16th Avenue, Fioor 2N-Critical Care
Wing, Mail Stop F758, Aurora, CO (Alyson.Kelleher@uch.edu).
DOI: 10.1097/WVWON.0b013e3182435409

Copyright © 2012 by the Wound, Ostomy and Continence Nurses Society

Copyright © 2012 Wound, Ostomy and Continence Nurses Society. Unauthorized reproduction of this articie is prohibited.



JWoOCN B Volume 39/Number 2

project was initiated by 2 bedside nurses (skin champi-
ons—AK. and AM.) in coordination with the hospital’s
certified WOC nurse, the unit clinical nurse specialist
(CNS), and the unit nurse manager. The primary goal of
this quality improvement project was to decrease the
HAPU prevalence in the SICU through peer-to peer bedside
nursing rounds under the clinical leadership of unit-based
skin care champions. A secondary goal was to increase the
use of preventive interventions.

Nursing rounds were used as a primary intervention
because evidence suggests that they provide an opportu-
nity for nurses to increase their understanding of inter-
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rounds have been described in various settings and are
generally used to improve the use of evidence in practice
providing a forum to model expertise and develop clinical
decision-making skills.'® In this quality improvement
study, we combined the expertise of the certified WOC
nurse, CNS, and skin care champions to implement nurs-
ing rounds to improve PU prevention knowledge and pre-
vention interventions.

Practice Setting

This quality improvement project was conducted in a 17-
bed SICU that is part of a 413-bed quaternary referral aca-
demic medical center in Colorado. The SICU provides care
to a variety of critically ill patients including trauma, car-
diothoracic surgery, general surgery, and transplant
surgery/bridge-to-transplant patient populations. Patients
in the SICU are typically high-acuity individuals charac-
terized by long operative times, sustained periods of he-
modynamic instability, aggressive fluid mobilization,
excessive moisture from drains, third spacing of fluid, and
fecal incontinence. Each of these factors is known to con-
tribute to an increased risk of pressure ulceration.!2*?

Intervention Planning and Study

The hospital has a skin champion team consisting of certi-
fied WOC nwurses, a nurse researcher, clinical dietician, and
bedside nurses. The purpose of the skin champions is to
continually review current best practice for optimal skin
care to include prevention of HAPU. The team develops
evidence-based clinical decision tools to guide nursing
practice relative to skin care, wound care, and PU preven-
tion and management. The SICU has Z bedside nurses as
representatives on this team. The SICU unit skin champion
RNs began to embrace their role with the initiation of the
Skin Prevention Assessment Management hospital-wide
campaign that was launched in September 2008. A teach-
ing tool in the form of a pocket guideline was distributed to
each bedside nurse. The tool included information on body
anatomical pressure points, our PU prevention protocol
and intervention algorithm, PU staging, measuring, and
documentation, along with a Braden Scale risk assessment
scorecard with treatment guidelines. The unit skin cham-
pion RNs were responsible for ensuring staff education
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about the Skin Prevention Assessment Management pro-
gram for HAPU prevention.

Despite these educational efforts, HAPU prevalence in
our SICU remained a concern. The SICU skin champions
hypothesized that hospital-wide training might not have
resulted in meaningful practice changes within the SICU
practice environment. Thus, a focused, extensive case study
was developed to enhance teaching on skin assessment,
prevention, and documentation in this critical care unit.
The case study was reviewed through informal peer-to-peer
teaching, presentations at staff meetings, and a detailed
poster display. In spite of these efforts, the PU prevalence
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rate continued to be above benchmark prev
published by the National Database of Nursing Quality
Indicators (NDNQI) for SICU in academic hospitals,

[n an effort to improve patient outcomes and reduce
the unit HAPU prevalence rates, the 2 unit skin champion
RNs met with the certified WOC nurse, unit manager, and
unit CNS to develop a more effective method to engage
staff in aggressive PU prevention. The root of the problem
was identified as a lack of application of the subscales of
the Braden Scale for subscale-specific interventions. Lynn
and colleagues® suggested that bedside rounds provide
systematic, data-guided activities designed to bring about
immediate improvements in health care delivery. The
SICU team decided to implement PU bedside rounds as a
focused intervention to bring about rapid improvement in
the nurses” knowledge of PU risk assessment. Rounds were
also created to bridge assessment of PU risk via the Braden
Scale and application of daily nursing care,

In quarter 6, the certified WOC nurse, unit manager, unit
CNS, and unit skin champion RNs began weekly PU bedside
rounds. The idea was not to examine the patients, but to
engage the unit RNs in a discussion of their patients’ PU risk
factors. Rather than asking the RN to state the Braden Scale
(eg, number), nurses were asked to apply their knowledge of
the Braden Scale subscales to preventive interventions driven
from the specific subscale risk assessinent. For example, if the
RN stated that the patient was consistently moist from in-
continence, the intervention would be to use the moisture
wicking underpads, regular application of a skin protectant,
and exploraticn of the cause of excessive moisture.

We used a specific question format to guide discussions
with RN colleagues (Table 1). In addition to this set group
of questions, patient specific risks such as compromised he-
modynamics or specific orders were discussed. For example,
it the physician ordered strictly limited patient mobility,
the bedside RN was encouraged to discuss the rationale of
the order, methods to relieve pressure points without full
position changes, and the ongoing need for this restriction
when the patient’s medical condition improved. The RN
was also encouraged to investigate the need for an alterna-
tive support surface such as a low air loss or immersion
surface, a nursing-driven decision in our hospital.

At times, the certiied WOC nurse, the unit manager,
and the unit CNS were not able to be present for PU bedside
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TABLE 2. s e
Summary of Prevalence Study Data by Quarter

No. of
Braden Patients
Scale Score, With HAPU
Age, Mean Mean (SD): (Prevalence
Quarter N (SD); Range Range Rate}
700801 17 585(x142); 15(x27) 0
27-29 12-20
2008 Q2 13 56.4(+13.9);, 16(x 2.4); 1
27-78 12-19 {7.7%).
2008 Q3 12 59.1 {=186); 15 (x2.8); 7
29-80 12-21 (16.7%)
2008 Q4 13 56.5 (=17.4); 16 (£2.6}; 2
23-77 12-20 (15.4%)
2009 Q5 15 60.3(=12.4); 16({x2.3); 4
27-80 13-22 (26.7%])
2009 Q6 14 53.5 (=175, 14(x23); P
22-75 10-17 (14.3.%)
2008 Q7 15 58.7 {=11.1);  16(x2.7); 1
39-79 12-22 (6.7%)
2009 Q8 16 59.9{x14.22); 15 (x3); 4
22-70 9-21 (27.1%)
2010 Q9 16 607 (+x11.1); 17(x2.6) Q0
45-89 12-22
2010Q10 16 594 (=17.1); . 16 (=3.9) 0
24-84 9-23
2010Q11 17 585 (=12.7); 16(x2.1}; 0
36-87 12-20
2010Q12 16 60 {£14.3); 1 {2 1
30-82 13-19 (6.3%)

peer-to-peer bedside rounds. We also tracked the fre-
quency that preventive interventions were implemented
(Table 3).

& Discussion

We believe that the outcomes we tracked suggest that
peer-to-peer bedside rounds by the unit skin champions
have the potential to diminish HAPU prevalence rates ina
SICU such as ours. These rounds were developed to en-
courage clinical discussion of specific skin care manage-
ment interventions. We hypothesize that the process of
refocusing the bedside RN’s assessment to look more
closely at the subscales of the Braden Scale and using di-
rect care interventions led to greater utilization of preven-
tive interventions and, ultimately, fewer HAPUs.

While PU prevalence rates tended to be lower after ini-
tiating peer-to-peer bedside rounds, the unit experienced
2 spikes in prevalence data. In Q8, the HAPU prevalence
was 27%, representing 4 ulcers. The majority of our pa-
tients were deemed to be at moderate to high risk for de-
veloping a PU, with Braden Scale scores ranging from 10

Kelleheretal 155

TABLE 3. |

Prevention Interventions Documented and Verified by
Direct Observation

Prevention ~Nutrition  Moisture
Surface, Repositioning, Addressed, Management,
Quarter % % % %
2008 Ot 53 100 47 36
2008 Q2 27 100 23 30
2008 @3 3 75 33 17
2008 Q4 385 69.2 462 0
2009 Q5 33 80 533 53.3
2009 Qo 78.6 100 78.6 Z2t4
2009 Q7 40 100 53.3 46.7
2009 Q8 68 100 a8 88
2010 Q9 100 100 100 © 100
2010Q10 100 100 100 100
2010011 100 100 100 100
2010Q12 100 100 100 100

to 14. We also found an unusually high patient acuity dur-
ing that period. The critically ill patient is at increased risk
of PU because of the patient’s severity of illness as well as
variables of immobility, hemodynamic instability,
excessive moisture, advanced age, and suboptimal
nutrition.!21%222¢ Recently the National Pressure Ulcer
Advisory Panel released a statement that not all PUs are
avoidable.!2 The panel of experts agreed that certain situ-
ations create conditions such as hemodynamic instability
seem in patients in critical care units, may influence turn-
ing or reposition, and lead to unavoidable PUs.!? This
statement, however, does not mean that PU assessment
risk and prevention strategies should be minimized.
Rather, the critically ill patient is at greatest risk of PU;
thus, critical care nurses need to be vitally involved in the
prevention of PU through ongoing skin and PU risk assess-
ment and initiating interventions to minimize patients’
risk for developing a HAPU.

In Q12, the prevalence rate was also high at 6%, repre-
senting 1 HAPU. This wound was an unstageable PU located
on the coccyx. Preventive interventions in this patient in-
cluded a low air loss bed, fecal containment device, and
enteral feeding. Nevertheless, repositioning remained a
challenge because of prolonged hemodynamic instability
and we believe that this may have contributed to the devel-
opment of an HAPU.

We found that peer-to-peer discussions during bedside
rounds were perceived to be more effective and meaningful
to critical care nurses than were typical educational strate-
gies of online education modules and classroom staff in-
service education. Throughout this quality improvement
project, adjustments in peer-to-peer rounds were made to
address new initiatives launched by the evidence-based
practice skin teamn and to specifically address nursing inter-
ventions for prevention of PU in the SICU. While the direct
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impact of rounds and improved nursing knowledge was not
measured in this project, we believe that peer-to-peer rounds
improved RN ownership of PU-prevention strategies.

The introduction of clinical nursing rounds has been
found to be an innovative strategy that supports an environ-
ment of mutual learning that shares the expertise of senior
nurses,'” in this case, peer SICU nurses (eg, unit-based skin
champions). Nursing rounds provide a forum to facilitate col-
laborative problem identification, clinical decision making,
and incorporation of evidence at the point of care o promote
individualized patient-centered evidence-based nursing prac-
tice.18 Pressure ulcer rounds by peers allowed sharing of clini-
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as immediately meaningful to critical nurse peers.

We acknowledge that other factors during the 36 months
of data collection rnight have influenced the prevalence of
HAPU. For example, new intensive care unit beds and mattress
surfaces were purchased during the data collection period. In
addition, we introduced a wicking incontinence underpad
product. The results of this project are also limited by the use
of quarterly prevalence rates as opposed to incidence rates.
NDNQI prevalence studies provide data only 4 times a year.
However, data collection was scheduled in a consistent man-
ner in an effort to standardize the process.

B Conclusion

We applied peer-to-peer bedside skin rounds in order to
improve the HAPU prevalence rates in our SICU and in-
crease the implementation of preventive interventions.
Two unit-based skin care champions were able to engage in
dialogue with critical care nurse colleagues in the context
of individual patients. Pressure ulcer bedside rounds pro-
vided an opportunity to explore the RN's knowledge of
Braden Scale score subscales through discussion of the
patient assessment and how the nurse determined the pa-
tient’s risk for skin breakdown. Despite the high risk for
skin breakdown in this patient population, the SICU has
continued to have a decreased prevalence rate. Further re-
search is needed to demonstrate the efficacy of nursing
rounds as an intervention to improve RN knowledge of PU
risk and patient cutcomes.

- KEY POINTS

& Peer-to-peer nurse rounds were associated with an increased
use of preventive interventions and a decline in the quarterly
prevalence of HAPU in our SICU.

& Our experiences suggest that peer-to-peer rounds are espe-
cially useful in the critical care unit because they are perceived
as providing more immediate and clinically relevant knowledge
about current patients than traditional in-service staff education.
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