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Abstract 

Pressure injury is a patient safety issue and is costly to healthcare organizations. The main 

objective of this DNP project was to implement a pressure injury protocol, evaluate staff 

adherence to the protocol, and to decrease the number of hospital-acquired pressure injuries. The 

Donabedian framework was used as a guide for the project. Protocol implementation included 

education of staff about the protocol and prevention of pressure injury. A chart audit of patients 

pre and post protocol implementation was conducted. The findings include staff participation and 

adherence to the protocol with a 100% shift assessment documentation, and every two hours 

turning documentation at 98.3%. Limitations include the 100% achievement of the post-test after 

the CBL education that required the nurses to re-take the test to achieve a 100%. Another 

limitation is the relationship of the documentation of IPOC as it relates to the Braden score 

where only half of the IPOC was documented during analysis. The limitation showed that even 

with proper documentation of the Braden score, the IPOC documentation is dependent on the 

Braden score so if the Braden score is less than 18, an IPOC will be documented and if the score 

is 20, no IPOC is documented. 
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Pressure Injury Protocol 

Pressure injuries are a common issue facing healthcare facilities. Pressure injuries are a 

patient safety issue which can affect the length of stay (LOS) and the quality of life of the 

patient. The key to avoid pressure injury is prevention, although risk factors may contribute to 

pressure injuries even with the best intentions of the provider (Sumarno, 2019). Risk factors like 

age, cardiac disease, diabetes mellitus, renal disease, use of vasopressors and other comorbidities 

play a part in pressure injuries (Cox et al., 2020). 

Pressure injury occurrences in healthcare facilities vary from stage 1 to stage 4. Stage 1 is 

a non-blanchable area, with redness, and change in the firmness of intact skin. Stage 2 is a partial 

thickness loss with exposed dermis. Stage 3 is a full-thickness wound but the muscle, tendon or 

bone is not exposed, and stage 4 is a full-thickness wound where you can see the bone, muscle, 

or tendon (Alderden et al., 2019).  Stage 1 and stage 2 pressure injuries that occur in healthcare 

facilities need to be addressed promptly to prevent pressure injuries from progressing. In 

addition, deep tissue injury (DTI) or unstageable pressure injury is when the depth of the injury 

is not known, skin is not broken and has a purple or maroon color which progresses to stage 3 or 

4 pressure injuries when it opens (Schellack, 2020). Stage 3 and 4 injuries need to be reported as 

an adverse event to the California Department of Public Health (CDPH) (Bartleson, 2015). These 

pressure injuries are treated differently and may include surgical intervention. When stage 3 or 4 

pressure injuries do not close after the different conservative interventions, surgical 

reconstruction or flap may be considered (Braafhart et al., 2020). Pressure injury prevention 

includes turning the patient every two hours, two nurses assessing the skin (known as a four eyes 

assessment) within four hours of admission or transfer of the patient to a different unit or level of 
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care, shift to shift assessment, taking pictures of the pressure injury, and use of a skin assessment 

tool such as the Braden risk assessment tool and proper documentation (Spader, 2018).  

Background   

Pressure injuries are a concern in healthcare facilities and can happen at any age to 

patients who are medically compromised and who cannot turn on their own. Nursing care of 

patients to prevent pressure injury is important. This includes turning a patient every two hours 

in the following positions: right side, supine and left side. This also includes proper assessment 

and documentation (Mitchell, 2018). Pressure injury prevention is a goal in healthcare facilities 

due to patient outcomes and the associated costs. The cost of pressure injuries in the United 

States is approximately $9.1 to 11.6 billion per year (Agency for Healthcare Research and 

Quality [AHRQ], n.d.). The cost to treat a patient with a pressure injury ranges from $20,900 to 

$151,700 per pressure injury (AHRQ, n.d.). Medicare pays $43,180 per hospital stay (AHRQ, 

n.d.). Pressure injury lawsuits are the second most common claim for wrongful death (AHRQ, 

n.d.).  

Interventions in place to prevent pressure injury includes assessment of the patient’s skin 

on admission, appropriate documentation every shift using the Braden scale, and repositioning 

the patient every two hours to help maintain skin integrity of the patient (Cyriacks & Spencer, 

2019). The Braden scale is a tool used in skin assessment which is composed of sensory 

perception, skin moisture, activity, mobility, nutrition, friction and shear (Chen et al., 2017). 

Problem 

A hospital acquired pressure injury (HAPI) increases the LOS of the patient and has a 

higher financial burden than patients without HAPI. On average, patients with pressure injuries 

cost a facility $37,288 with an average LOS of 30.4 days compared to $13,924 and 12.8 days 
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respectively for patients without pressure injuries (Anthony et al., 2004).  HAPI contributes to an 

increased cost to the hospital due to fines from Centers for Medicare and Medicaid (CMS) as a 

“never event”. A never event is an incident that happens to a patient in a hospital that can be 

prevented (Floyd et al., 2020). HAPIs are a reportable issue with a cost of $30,000 to $40,000 

fine (Floyd et al., 2020). 

The problem at the project practice site is there is not a pressure injury protocol in place 

and there have been an increased number of reported Stage 3 and Stage 4 pressure injuries to the 

CDPH. In December 2019, Risk Management and the wound care nurses reported that the unit 

had a deep tissue injury that evolved into a stage 4 pressure injury. In January 2020, another 

patient had developed a stage 3 pressure injury. The current process that is in place at the 

practice site is not consistent. The current process includes an initial assessment with four eyes, 

shift assessment, any changes in the pressure injury and the turning schedule of the patient. Past 

audits show that there is some improvement in the documentation of the nurses. However, there 

continues to be missing documentation. The missing documentation needs to be addressed in 

order to be compliant with the action plan submitted to CDPH. 

The project lead will develop a pressure injury protocol that will be implemented by the 

staff nurses at the practice site. A protocol is important because it will help guide the practice in 

ensuring prevention and patient safety. The protocol will help reduce pressure ulcer injuries and 

improve documentation at the practice site. 

Project Question 

The project site currently does not have a pressure injury protocol in place. Using the 

Population, intervention, comparison, implementation and outcome (PICOT) format, the project 

question will seek to answer: will healthcare providers using the pressure injury prevention 
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protocol (P): compared with current practice (I): result in an increase in protocol adherence and 

identification of pressure injuries (C): comparing their understanding about pressure injury 

prevention before and after implementation (O): in a four-week time period (T).  The project 

question is: will implementing a pressure injury protocol at the practice site help improve 

provider adherence and patient outcomes when compared to the current practice of identifying 

pressure injury without a specific protocol? 

Search Methods 

Reviewing the literature on a subject matter is important as it provides the evidence to 

support the Doctor of Nursing Practice (DNP) project.  Literature review helps with 

benchmarking and identifying best practices as well as identify gaps (Bemker & Schreiner, 

2016).  

The Cumulative Index to Nursing and Allied Health (CINAHL), Embase, PubMed, 

Medline, and Elton B. Stephens Company (EBSCO) databases were searched using the 

keywords: elderly, pressure ulcer, pressure injury, decubitus, assessment, and prevention. Under 

CINAHL review of the keywords, a total of 397 articles were found. The Embase database 

initially found a total of 192,091 articles. After refining the search, the number of articles went 

from 65,981 to 12,223 and finally down to 123 articles pertinent to the search. A PubMed search 

initially showed 72,306 articles and the search was refined which revealed 9,495 articles. 

Medline at EBSCO search showed 25,249 articles using the keywords and was narrowed down 

revealing 6,260 articles. A good search strategy helps avoid duplication, manage the keywords, 

manage the databases and find the appropriate literature (Reavy, 2016). The search was further 

minimized to 27 articles using exclusion and inclusion criteria. 
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The search methods included the following inclusion criteria: 1) peer reviewed articles; 

2) published between January 2015 to December 2020; 3) addressed pressure injury, assessment 

and prevention; and 4) articles written in English. Articles that were excluded from the search 

were: 1) articles that address pediatric patients; 2) articles not written in English; 3) articles that 

were published outside the recent five years; 4) duplicate articles; and 5) articles that addressed 

wounds not related to pressure injuries. The currency, relevance, authority, accuracy and purpose 

(CRAAP) test is a way to determine if the evaluated articles are acceptable for use in a hospital 

setting. Currency speaks of the timeliness of the literature, when it was published or posted; 

relevance is how the literature relates to the importance of the topic; authority is the source or 

author of the literature; accuracy speaks to the reliability of the literature and is it supported by 

evidence; and purpose of the literature if is it informational or trying to persuade (Meriam 

Library, 2010). A total of 27 articles were reviewed using the CRAAP test.   

Review of Study Methods 

Out of the 27 articles, there were a total of 8 articles that were eliminated; as these 

articles discussed prevalence and other wounds, and included articles that needed further studies, 

which resulted to a total of 19 articles that met the inclusion criteria. The literature reviewed 

included quality or performance improvement, observational study, scoping review, retrospective 

review, systematic and meta-analysis, descriptive study, qualitative descriptive study, 

interventional study, mixed method and systematic study. The performance improvement and 

quality improvement methods were found to be relevant to the DNP project because they will 

help provide the expected outcomes in preventing pressure injury, education to staff and patients, 

and improved quality of patient care (Aquino et al., 2019). 
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Systematic review is the comprehensive analysis and synthesis of the primary research 

based on human health and health policy (Reavy, 2016, p. 84).  A meta-analysis uses quantitative 

study that gathers information from other studies which increases the number of variables 

(Reavy, 2016). Mixed method is combination of quantitative and qualitative study. Qualitative 

study looks at the human aspect that shapes the information and truth (Reavy, 2016). 

Retrospective study looks at what had happened before the study was done using existing data 

(Hess, 2004). Quality improvement focuses on the process and control the variants to improve 

the outcome (Moran et al., n.d.). Descriptive studies help to achieve a better understanding of the 

data (Reavy, 2016). 

This DNP project will focus on quality and performance improvement. These two 

methodologies will be helpful when developing the pressure injury protocol for this DNP project. 

Performance improvement will address the skin assessment and lack of documentation (Vowden 

& Vowden, 2015). Quality improvement will address the nursing education and clinical 

judgement on how to address pressure injury (Kim et al., 2020). Quality improvement will use 

the documentation data from chart review to improve clinical care in reducing pressure injury 

(Hain, 2017). 

Review Synthesis 

The common concepts identified in the literature reviewed were use of the Braden scale, 

performance improvement, prevention, patient participation, nutrition, repositioning, nursing 

education and training. Current evidence shows that education of nurses, nutrition and patient 

participation are critical to preventing pressure injuries (Yilmazer et al., 2019). Nutrition 

screening within 24 hours of admission and rescreening identifies patients with unintentional 

weight loss, changes in appetite, and changes in laboratory values (Munoz et al., 2020). 



 12 

Involving patients and families in the pressure injury prevention is critical in order to address 

beliefs, practice and their own understanding of pressure injury (Payne, 2016). Staff education 

using a competency based education focusing on pressure injury prevention and assessment of 

pressure injury from other wounds helps nurses with identifying early onset of pressure injury 

(Aquino et al., 2019). 

In summary of the literature review, treatment, prevention, knowledge and understanding 

of the patient, training of nursing staff and communication is key in preventing pressure injury 

(Payne, 2016). Treatment modalities include the use of algorithms, bundles, use of technology, 

and equipment. Providing proper nutrition, repositioning and documentation contributes to a 

successful pressure injury prevention. The use of prevalence studies and root cause analysis 

(RCA) after a pressure injury is found helps with putting the process in place to identify the 

issues that need to be addressed (Black, 2019). Education, training of staff, improving 

knowledge base and understanding of pressure injuries is effective in increasing staff compliance 

in documentation and following the treatment guidelines (Vowden & Vowden, 2015). 

In the education and training of staff, the use of competency-based education and didactic 

education in two hour increments helps the nurses retain the subject matter but providing training 

longer than two hour increments makes it hard for the nurses to retain information. Active 

learning is lasting and providing breaks helps during learning (Mcguire, n.d.). Things initially 

learned are improved and has better recall during the second time it is discussed (Ariel & 

Dunlosky, 2010). Just in time training also helps with addressing skin issues at the bedside 

(Nelson et al., 2019). Just in time training is used by preceptors when they identify a gap in the 

nurse’s knowledge and the orientation needs to be flexible (Nelson et al., 2019). The use of 

Braden risk scale based on the literature review was not as promising compared to the 
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Jackson/Cubbin scale in predicting pressure injury for critically ill patients (Higgins et al., 2020). 

In addition, further literature reviewed revealed the Braden scale showed low validity due to the 

therapeutic nursing interventions being done (Wilchesky & Lungu, 2015). 

Impact of the Problem 

The literature review showed there are a number of studies that aim to minimize or 

prevent pressure injuries using different modalities that can be replicated (Roberts et al., 2016). 

The nurses’ positive attitude towards learning and performing also contributes to a successful 

protocol (Barakat-Johnson et al., 2018). 

One gap in quality that is noted at the practice site is the nursing documentation. The lack 

of nursing documentation did not include interventions on prevention of pressure injury at the 

practice site. Documentation is of importance as this is a way that healthcare providers 

communicate with each other regarding a patient which includes change from the patient 

baseline (Teytelman, 2002). 

Addressing the Problem with Current Evidence 

A pressure injury protocol will help address deficits in documentation of pressure injuries 

by nursing staff. Nursing staff needs to be educated on the proper assessment and documentation 

of pressure injuries consistently (Team et al., 2019). Active participation of nurses in addressing 

pressure injury and documentation helps decrease the incidence of hospital acquired pressure 

injury (HAPI) (Roberts et al., 2016). Early patient referral to a wound care specialist helps 

mitigate further skin damage and wound care specialists know how to address the psychological 

issues that the patient is going through (Annesley, 2019). Documentation needs to include patient 

handoff and risk of pressure injury to the next nurse (Agency for Research and Quality [AHRQ], 

n.d.). 



 14 

Literature Theme Development 

Prevention 

Prevention is the key to not having any pressure injuries. Part of preventive care is 

nursing knowledge, nutrition and patient’s willingness to participate in their own care (Mitchell, 

2018). Identification of opportunities to improve nursing education and practice is key to 

preventing pressure injury (Barakat-Johnson et al., 2018). Patient participation in their care, and 

explanation of pressure injury prevention which includes repositioning, healthy eating, and 

mobilization is important (Hultin et al., 2019). Patients may refuse to participate in their care and 

nurses should investigate why the patient does not want to participate (AHRQ, n.d.). The nurse 

also needs to document the patient’s refusal to participate, refusal to reposition and explain to 

patient the importance of repositioning (AHRQ, n.d.). 

Nutrition 

Nutrition is essential to health and lack of nutrition affects the skin which is associated 

with pressure injury (Munoz et al., 2020). Nursing education and knowledge gained from 

training helped the nurses to teach patients and families about pressure ulcers and how to prevent 

them from occurring (Feng et al., 2016). At risk patients need to be monitored for signs of 

malnutrition, dehydration, laboratory values that need to be addressed with the physician 

(Mitchell, 2018). 

Documentation 

Documentation of pressure injuries includes the location of the pressure injury, size, 

exudate if any, tunneling, skin color, temperature, inflammation, odor, pain, turgor and the 

surrounding area (Kačalová & Žiaková, 2019).  This is part of the National Pressure Injury 

Advisory Panel (NPIAP), European Pressure Ulcer Advisory Panel (EPUAP) and Pan Pacific 
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Pressure Injury Alliance (PPPIA) recommendations. These advisory panels are in agreement that 

pressure injuries or pressure ulcers are classified into four grades (stage 1 to 4) and two separate 

stages, unknown depth and suspected deep tissue injury (Kačalová & Žiaková, 2019). Accurate 

documentation provides continuity of care, improved communication, accountability and 

responsibility to address any questions or issues in a complaint or litigation (Vowden & Vowden, 

2015). 

Project Aims 

Specific, measurable, attainable, relevant and timely (SMART) goals were used to define 

the aims of the project (Bjerke & Renger, 2017). This DNP project aims to provide a protocol for 

nurses at the practice site to implement when doing a complete initial skin assessment. This 

project aims to educate the nurses at the practice site on the appropriateness of documentation. In 

addition, the project aims to decrease the incidence of pressure injuries in the unit within a one-

month timeframe. 

Project Objectives 

The objectives of this DNP project include: 

1. Develop a pressure injury protocol based on the evidence to be implemented by 

staff nurses at the practice site 

2. Provide an education training on the pressure injury protocol to nursing staff 

3. Evaluate if there is an increase in pressure injury documentation 

4. Evaluate compliance of staff nurses use of pressure injury protocol by performing 

a chart audit after the 4-week implementation. 
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Theoretical Framework 

The Donabedian framework (Appendix A) will support this DNP project. The 

Donabedian framework is based on three tenets which includes structure, process and outcome 

(SPO). A sound structure leads to good process which leads to good outcome (Ameh et al., 

2017). The framework looks at “prevention, rehabilitation, coordination of care, physician-

patient relationship, societal values and economic efficiency” (Ayanian & Markel, 2016, p. 206). 

Patient-centered care and value based payment were outcomes of the Donabedian framework 

(Ayanian & Markel, 2016). 

Historical Development of the Theory 

The Donabedian framework was developed by Avedis Donabedian.  He was a physician 

who was hired by the School of Public Health at the University of Michigan (Best & Neuhauser, 

2004). In 1966, Donabedian wrote Evaluating the Quality of Medical Care which was published 

by the Milbank Quarterly (Donabedian, 2005). The article discussed the structure, process and 

outcome of quality health care (Donabedian, 2005). Donabedian’s framework evaluated the 

quality of the physician-patient relationship (Donabedian, 2005). The article focused on the 

methods and evaluation of the methods to provide a guide in the assessment of quality of medical 

care (Donabedian, 2005). Donabedian focused on the importance of standards that can lead to 

quality outcomes that can be replicated (Ayanian & Markel, 2016). 

Application to DNP Project 

There are three tenets of the Donabedian framework which will support the DNP project.  

These tenets must be fully explored and then related to the DNP project in order to adequately 

assess the project implementation. 
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Major tenet of the theory  

There are several tenets of the Donabedian framework which include structure, process 

and outcome (Hall & Roussel, 2016). Each tenet is linked to each other and provides a guideline 

to improve quality care. Resources like equipment, medical supplies, adequate staffing and 

organizational support helps the nursing staff meet the goal of providing quality care (LoPorto, 

2020). 

Structure 

Structure is the physical and the organizational aspect of care settings which includes the 

equipment, staff, finance, operations, facilities that support the care of the patient (McDonald et 

al., Jun 2007). The structure of this project includes the medical unit of the practice site, nursing 

staff, wound care nurses, maintenance staff, and support staff which includes the house 

supervisor, food and nutrition staff, medical records and environmental services staff. Medical 

records and the electronic health record (EHR) provide the source of information needed in the 

project (Donabedian, 2005). The finance part of structure is the budget of the unit. Operations 

include the day-to-day operations. Equipment and other resources will be the wound care items 

that will be needed when a patient has pressure injury. Structure is the setting, the administrative 

system and the providers where care is provided (Ayanian & Markel, 2016). 

Process 

Process pertains to the care of the patient, what the care entails, and it is in the middle of 

the Donabedian framework diagram because it needs the organization to provide resources to do 

the work (McDonald et al., Jun 2007). The project site provides the needed staff to care for the 

patient based on the staffing grid. At the project site medical floor, the staffing ratio is 1:5 which 
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means one nurse for every five patients. In order to properly care for the patient, the unit must 

have enough nursing staff to provide the care. For a patient with a pressure injury, the nurse 

needs to do the assessment of the wound, check the physician orders and the recommendation 

from the wound care nurse on how to do the dressing change. In this example, the nurse will 

need the wound care supplies available in order to complete the dressing change. The nurse may 

also have to premedicate the patient if the patient experiences pain when dressing change is 

done. New tools implemented and practices used in the care of the patient is also a part of the 

Donabedian process (LoPorto, 2020). 

Outcome 

Donabedian discussed the validity of outcome as the recovery, restoration and survival 

and with it comes limitations like disability after survival (Donabedian, 2005). There are several 

outcomes that can be derived from the pressure injury protocol. The first outcome is the full 

recovery of the patient, with the pressure injury healing properly prior to discharge. The second 

outcome is the complete documentation of the nurses during the stay of the patient when a chart 

review is done. The third outcome is the decrease in the number of pressure injuries in the unit. 

The fourth outcome is physician collaboration and adherence to the project. In addition, 

Donabedian stated that some outcomes are easy to measure like death (Donabedian, 2005, p. 

693). 

Setting 

The setting will take place in a 600 bed Magnet designated hospital in southern 

California. The Magnet recognition program is a roadmap to nursing excellence including 

autonomy, and education awarded by the American Nurses Credentialing Center (ANCC) 

(American Nurses Credentialing Center [ANCC], n.d.). The project site just completed the third 
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Magnet survey in January which was done virtually. Due to the current pandemic, the virtual 

Magnet visit is dynamic, and nurses rise to the challenge using innovation and determination 

(Phan & Radovich, 2020). The practice site is a 25-bed medical unit that admits patients with 

diagnoses like nausea, vomiting, diarrhea, wound care, chronic pain, diverticulitis, and 

pancreatitis, to name a few. The practice site utilizes Cerner, an electronic health record (EHR). 

There were incentives associated with meaningful use for healthcare facilities to move to an 

electronic health record, which collect and store the data which makes it accessible to healthcare 

providers (Diez Roux et al., 2015). 

Population of Interest 

A population is made of people and may be the patients, the physicians, the nurses, and 

staff (Sylvia & Terhaar, 2018, p. 98). It is counted as a unit of analysis based on the perception 

of the experience of the person (Sylvia & Terhaar, 2018). The population of interest consists of 

the direct and indirect population. The direct population of interest for this DNP project are the 

Registered Nurses (RN), the Patient Care Associate (PCA), the Patient Flow Coordinator (PFC) 

and the student nurses. The PCA are also known certified nurse assistants (CNA) or aides. The 

PFC are charge nurses. The 25-bed Medical unit practice site has twenty nurses, fourteen PCAs 

and four PFCs. The unit secretary and the Clinical Supervisor will be excluded from the project. 

The indirect population of interest for this DNP project are the patients. The ages of the patients 

in this DNP project are from 18 and above.  

Stakeholders 

There are different types of stakeholders: the influencer who is able to influence the 

operations of the organization; the claimant who wants the interests, rights, and titles; the 

collaborator who cooperates with the organization regardless of the power to influence or claim 
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on resources; and the recipient who is affected by the actions of others in the organization 

(Miles, 2015). 

The key stakeholders that will be involved in the project are the clinical supervisor, 

wound care nurses and director. The clinical supervisor will be the one to ensure the unit has 

proper staffing. The project lead will report to the director of how the project is going. The 

wound care nurses together with the project lead will support the work of the nurses during the 

project. 

An affiliation agreement (Appendix B) was needed between the university and the 

practice site to implement the project. An affiliation agreement represents two entities working 

together to promote partnerships, as well as promote cultures of inquiry to support the staff nurse 

to be involved in research and innovation (Vlasses, 2008). 

Interventions 

An intervention is defined as an action to help improve a situation or medical condition 

(Oxford University Press, 2021). In developing the interventions for the DNP project, it is 

important that it can meet the project objectives.  

The interventions for the DNP project include: 

1. The project lead will develop a pressure injury pre and post-test for the staff 

nurses. The objective of the pre-test is to gauge the understanding and knowledge 

of the nurse on pressure injury prevention and documentation. The post-test will 

be used to evaluate if the nurses gained additional knowledge about pressure 

injury prevention after an educational presentation. 

2. An educational PowerPoint presentation was developed by the project lead. The 

PowerPoint presentation will be used to educate the nurses after taking the pre-
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test. The presentation will also include the importance of documentation, taking 

photographs of the skin and continuous monitoring of the patient’s skin to prevent 

further breakdown. 

3. A pressure injury protocol was developed by the project lead. The pressure injury 

protocol is a guideline for the nurses to follow as part of their assessment and 

documentation. It is a guide that even a novice nurse can easily understand and 

follow. 

4. The project lead will meet with stakeholders at the practice site and discuss the 

pressure injury protocol. 

Tools 

Chart Audit Tool 

A review of the available tools at the practice site was completed and one tool was 

chosen to be used as part of the DNP project. The tool which will be used is the chart audit tool.  

The variables in the tool are: patient identification, sex, age, Braden score, plan of care, two-hour 

turning, shift assessment, pressure injury site, pressure injury measurement, four eye 

documentation on admission, picture of pressure injury on admission, four eye documentation on 

discharge, picture on discharge, wound consult, initiation of treatment and documentation per 

Certified Wound Oncology Nurse (CWON) recommendation, date of audit, comments, name of 

nurse. The project site chart audit tool was revised by the project lead with the permission of the 

wound care manager (Appendix). The revised chart audit tool is an Excel spreadsheet that shows 

the different variables that the project leader will be looking at when doing the audits. An 

effective way of addressing issues in the clinical setting is by doing audits which paves the way 

for collaboration and an important toolkit to help improve quality outcomes (Shuldham, 2017). 
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Pre and Post-Test 

Pre and post-tests help gauge the knowledge gained from training or education (Shivaraju 

et al., 2017). The pre and post-test is a questionnaire that the project lead developed. The nursing 

staff will be asked to complete the questionnaire both pre-implementation and post- 

implementation of the educational presentation. The pre and post-test will measure staff 

knowledge and understanding of pressure injury. The questionnaire contains six questions about 

skin assessment and pressure injury prevention. The wound care team and their manager will 

review and provide their feedback prior to having the project team and project mentor validate 

the tool. In order to ensure that the questionnaire is relevant to the project, a content validity 

index (CVI) was performed by the project lead and submitted to the project team for validation. 

Content Validity (CV) pertains to the tool, the survey, or a simulation scenario to check for an 

adequate prepared definition of the objectives and outcomes (Rutherford-Hemming, 2015). The 

mean total is 3.72 indicating that the questions are relevant.  

PowerPoint Presentation 

A PowerPoint presentation may improve the teaching and learning experience of students 

and teachers, and help facilitate the structure of the presentation professionally. In addition, a 

PowerPoint presentation may appeal to different learning styles and create interest, with the 

format allowing for easy distribution to the students (Hashemi et al., 2012). The PowerPoint 

presentation (Appendix F) will be developed by the project lead and used to provide education to 

the nursing staff. The PowerPoint presentation is based on evidence-based literature and will 

include the input of the wound care team at the practice site. The PowerPoint will provide 

detailed information about the pressure injury protocol and the need for education of nurses 
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about pressure injury prevention. The PowerPoint presentation hand-out will be provided to the 

nursing staff during the education process. 

Pressure Injury Protocol 

The project lead will develop the pressure injury protocol using evidence-based practice. 

The protocol will be shared with the project mentor and the wound care team to provide 

additional information. The nursing staff will implement the pressure injury protocol. The 

protocol is a checklist of what the nurse will do on admission or transfer of a patient to identify, 

or promote continued interventions for pressure injury. 

Study of Interventions/Data Collection 

 The project lead will conduct chart audits of data collection in the implementation 

phase of the DNP project. To maintain confidentiality of the patient information, each chart will 

be assigned a combination of a letter and number system. An electronic medical record (EMR) is 

in place at the practice site. The benefits of the EMR are improved quality of care, efficiency and 

convenience of care (Office for Civil Rights [OCR], n.d.). The project lead will conduct the chart 

audit four weeks following the implementation of the pressure injury protocol on the medical 

unit by the staff nurses. The chart audit will monitor the compliance of the nurses in following 

the protocol. The documentation of the nurses will be audited to see if there is a relationship 

between the documentation and increase in the number of pressure injuries. The staff nurses will 

be assigned a number system to protect their privacy and maintain confidentiality. Pre and post-

test data will be collected and evaluated to determine if the knowledge gained is applied during 

the implementation.  
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Ethics/Human Subjects Protection 

The Institutional Review Board (IRB) performs the regulative review and the ethical 

review (Rhodes, 2016). The purpose of the IRB is to protect the rights and welfare of the people 

who participate as subjects in the research (Food and Drug Administration [FDA], 1998). There 

is no Institutional Review Board (IRB) approval needed by the practice site as this is a quality 

improvement (QI) project and no re research is being done. The QI project received approval 

from the Director of Research and Innovation at the practice site. The IRB determination forms 

were completed and submitted to the Touro University Nevada (TUN project team for review to 

ensure this project meets te criteria for a QI project. There will be no compensation for the 

participants of the QI project. Participation of nursing staff is mandatory. The QI project will 

include a review of patient charts using a combination of letter and number system to assure 

confidentiality. Ethical issues deal with policy, procedures, and rules that govern the behavior of 

humans. A project lead has a responsibility to protect the confidentiality of participants and 

patient information, and respect the rights of all individuals throughout the project.  

Measures/Plan for Analysis 

In the analysis phase of the project, t-test will be used to evaluate the pre and post-test 

scores of the nurses. A t-test is used when there are two groups of data and a comparison of the 

mean score is needed (Pallant, 2020). The assumption from the pre and post-test data is that there 

will be an improvement on the scores of the test. The data collected from the chart audit will be 

evaluated using a non-parametric test to see if the protocol was followed. In evaluating the 

strength of the relationship between two variables, in repeated measures, a non-parametric test is 

used (Pallant, 2020, p. 222). The assumption from the data collected from the chart audit is that 

there will be a decrease in hospital acquired pressure injuries. The IBM Statistical Package for 
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Social Sciences (SPSS) Statistics software program version 27 will be used to analyze the data. 

There may be a need for a statistician who will review and analyze the data. The project lead will 

be the one to hire the statistician.  

Analysis of Results 

The mean overall score on the pre-test was 70% (95% CI: 63.4 – 76.5%) with a standard 

deviation of 13.89 and a range of 50-100%. This means that, on average, nurses answered two 

questions incorrectly. After the educational training, post-test scores indicated a higher mean 

overall score of 80% (95% CI: 74.0 – 86.0%) with a standard deviation of 12.80 and a range of 

67-100%. On average, nurses answered only one question incorrectly during the post-test. A one-

tailed t-test showed that this increase in score was statistically significant (t(19) = 2.04, p = 0.03). 

In other words, these results would only be expected to happen by chance in 3% of random 

samples.  

Table 1 

Results Comparison of Pre and Post Test Scores 

 
 

 

Table 2 shows the number of correct and incorrect responses to each question in both the pre- 

and post-tests. Two questions (Q2 and Q3) witnessed a two-fold increase in the number of 
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correct responses, while two others (Q1 and Q5) actually produced a decrease in the number of 

correct responses.  

Table 2  

Responses Provided by Nurses on Pre-and Post-Tests Measuring Knowledge of Pressure Injury 

Prevention 

 Pre-Test Post-Test 

Question Correct Incorrect Correct Incorrect 

1 Appropriate skin 

assessment(s) for pressure 

injury 

19 (95%) 1 (5%) 16 (80%) 4 (20%) 

2 Appropriate assessment(s) 

for redness on bilateral heels 

6 (30%) 14 (70%) 13 (65%) 7 (35%) 

3 Component(s) of skin 

documentation for 

discoloration 

7 (35%) 13 (65%) 14 (70%) 6 (30%) 

4 Frequency of turning for 

redness 

18 (90%) 2 (10%) 18 (90%) 2 (10%) 

5 Timing of wound care 

consultation 

19 (95%) 1 (5%) 16 (80%) 4 (20%) 

6 Initiation of pressure injury 

plan of care 

15 (75%) 5 (25%) 19 (95%) 1 (5%) 

 

In total, 60 charts were audited prior to the implementation of a pressure injury protocol and 60 

charts were audited four weeks after the educational training and implementation. These chart 

audits showed that, prior to the implementation of a pressure injury protocol, nurses documented 

the shift assessments (98.3%), four eyes documentation (81.7%), and turning every two hours 
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(73.3%) for the majority of patients. The Braden score and initiation of an individualized plan for 

care (IPOC) were only documented in approximately half of the charts (46.7% and 51.7%, 

respectively). Each of these aspects of documentation improved after the educational training 

and implementation of the protocol, with shift assessments reaching 100% documentation and 

turning approaching complete documentation (98.3%). However, only turning every two hours 

showed a statistically significant improvement after implementation (x2 = 15.42, p = 0.000). 

Documentation of the Braden score, four eyes documentation, and initiation of IPOC also did not 

demonstrate any statistically significant improvement; the small improvements seen among these 

may have been due to chance. For example, the p value of the change in Braden score 

documentation (p = 0.27) indicates that, had there been no impact from the intervention 

provided, 27% of random samples would have demonstrated a change equal to that which was 

observed.  

Table 3. 

Pearson’s Chi-Squared Statistics Comparing Proportion of Charts with Documentation Among 

Pre- and Post-Implementation Audits 

 Pre-Implementation Post-Implementation X2 P 

 Yes No Yes No   

Braden score 28 (46.7%) 32 (53.3%) 34 (56.7%) 26 (43.3%) 1.20 0.27 

Shift 

assessments 

59 (98.3%) 1 (1.7%) 60 (100.0%) 0 (0.0%) 1.01 0.31 

Four eyes 

documentation 

49 (81.7%) 11 (18.3%) 53 (88.3%) 7 (11.7%) 1.04 0.31 

Two hour 

turning 

44 (73.3%) 16 (26.7%) 59 (98.3%) 1 (1.7%) 15.42 0.00 

IPOC initiated 31 (51.7%) 29 (48.3%) 33 (55.0%) 27 (45.0%) 0.13 0.71 
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Discussion of Findings   

The Donabedian theory has three domains: structure, process and outcome (Ayanian & 

Markel, 2016). One of the objectives of the DNP project was to develop a pressure injury 

protocol that the nurses will implement at the project site. Developing the protocol provided the 

structure that the nurses need to ensure proper assessment and documentation is done. The 

project lead developed a pressure injury protocol that the nurses were educated on. Based on the 

chart audit results, the nurses followed the pressure injury protocol and there was improved 

compliance from the nurses in following the protocol. A customized protocol helps drive the 

sustainability of the change in practice (Prasad et al., 2020). 

The process domain was addressed during education of the nurses and chart audits. 

Another project objective of the DNP project was to provide education training on pressure 

injury protocol to the nursing staff. A CBL education was provided and just in time training done 

with the staff regarding the protocol and pressure injury prevention. 

The outcome domain involved the pre and post-test results, chart audit, and the audit 

results. The increase in the knowledge of the nurses about pressure injuries and its prevention is 

based on the data gathered. This was observed on the post-test after the nurses did the CBL 

education and just in time training performed by project lead. The post-test showed the overall 

score of the nurses at 80% is statistically significant. The other project objective was to evaluate 

the compliance of the nurses use of the pressure injury protocol by performing a chart audit and 

to evaluate if there is an increase in pressure injury documentation. The chart audits showed that 

there was an increase in pressure injury documentation of the nurses after the education.  The 

nurses’ documentation did not show a statistically significant improvement due to the N of 60. 
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There were no pressure injuries noted during the chart audits after the implementation of the 

protocol was done showing improved compliance to the pressure injury protocol.   

 The DNP project will assist nursing and the organization decrease hospital acquired 

pressure injuries. It will help the organization in decreasing the costs and CDPH reporting of 

stage 3 or stage 4 hospital acquired pressure injuries. It will help nursing increase time spent on 

quality patient care. The DNP project can be replicated in the other units to help increase 

compliance in nursing documentation to prevent pressure injuries. The patient and the nursing 

population in the unit is diverse. The patient and nursing population consists of different cultures, 

race and gender preference. Diversity of the patients create a unique working environment where 

the awareness of the differences between patients by the nurses together with the management of 

the differences creates a great advantage, thereby increasing productivity (Starc & Erjavec, 

2017).  

Limitations 

Limitations were identified within this project. One limitation of the project is the post-

tests all achieved a 100% result after the CBL education. The CBL education required a perfect 

score to pass and all nurses would re-take the test until 100% result was achieved, skewing the 

results of the project. To correct this, the project lead ignored the artificial results and recover the 

raw test results in order to have valid data for the analysis. Another limitation is the 

documentation of the IPOC as it relates to the Braden score. The analysis showed that only half 

of the IPOCs were documented. Braden scores were documented by the nurse every shift as part 

of their assessment. The chart audit asks if the Braden score is 18 or less. If the Braden score is 

higher than 18, the nurse do not have to document an IPOC because the patient is not high risk. 

The limitation lies in the fact that even with the proper documentation of the nurse of a Braden 
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score, the IPOC documentation is dependent on the specific Braden score. Per the organization’s 

clinical policy, the nurse will document the IPOC based on Braden scores of 18 or less so if a 

patient’s Braden score is 20, no IPOC will be documented.  

Dissemination 

Dissemination of project findings will be conducted using a PowerPoint presentation and 

poster presentation. The project lead will present a PowerPoint Presentation to the stakeholders, 

the nursing leadership of the host organization as well as the unit where the project was 

implemented. Sharing the information gathered from the project with the nurses at a staff 

meeting will allow the nurses to review the data and how their hard work affected the goal 

outcome of no hospital acquired pressure injuries. There will also be a PowerPoint presentation 

to the Touro University Nevada faculty and colleagues. The project lead will submit an abstract 

for a poster presentation to the Association of Rehabilitation Nurses (ARN) conference in 2022, 

the Wound, Ostomy, and Continence Nurses Conference (WOCNext) and the Annual Reasearch 

Nursing Symposium at the host organization.   

Project Sustainability 

Project sustainability will be achieved through continuous audits, providing education 

and mentoring the project site nurses. This will aid in the prevention of future pressure injuries as 

well as continued improvement of documentation. In order to sustain the project at the project 

site, the plan is to slowly integrate the Pressure Injury Protocol and education to the other units. 

The project lead will train the clinical supervisors in the different units of the project site on how 

to conduct the chart audits. 
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Appendix A 

Figure 1: Donabedian Framework  
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Appendix C 

Test Construction 

Purpose 

 The purpose of this test is to gauge the knowledge and understanding of the medical 

nurses about pressure injuries. The education will provide proper assessment, documentation 

responsibilities and early detection of pressure injuries in patients in the Medical Unit.  

Learning Objectives 

 Upon successful completion of the education, you will be able to: 

• Do a proper assessment of the skin and utilizing the use of four eyes  

• Differentiate a stage 1, stage 2,  stage 3, stage 4, unstageable and deep tissue injury 

• Be able to look for the hospital policy on skin assessment, define your role and 

responsibility related to care of patients with pressure injury  

Population 

 The population is the Medical Unit staff nurses 

Length of the Test 

 The test consists of 6 questions 

Difficulty and Discrimination Levels of Test Items 

 The test consists of low level to moderate level difficulty questions.  

Scoring Procedures to be Used  

Item Format 

 The test is a multiple choice format 

Test Blueprint  
Content Level of Cognitive Skill 

K C AP AN Total 

Skin assessment 1  1 1  

Stages of Pressure Injury 1  1   

Hospital Policy and Plan of Care 1  1   

Documentation 1  1   

Repositioning and Wound Care Consult  1 1   

Total 4 1 5 1  
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General Directions for the Test and Prepare a Cover Sheet 

 

 

Questions 

1. An 88 year old man is being admitted from the ED with a coccyx pressure injury. 

What skin assessment will the nurse do? Check all that apply. 

 

a. Four eyes skin assessment with another RN 

b. Take a picture of skin 

c. Stage the pressure injury 

d. Document skin assessment 

 

 

Answer: A,B,C   Knowledge, Application and Analysis – Hospital policy 

Rationale: Skin assessment includes skin appearance, tone, and sensation with focus on high risk 

areas, skin-to-skin contact or exposure to moisture (Kottner & Surber, 2016).When a patient is 

admitted, it is important to do a thorough skin assessment of the patient which includes asking 

another RN to help with assessing the skin to properly identify any skin changes that may lead to 

a pressure injury. A 2-RN skin assessment done on all patients upon admission or transfer and 

other strategies to decrease the risk of pressure injury (Rivera et al., 2020). The nurse needs to 

then take a picture of the patient’s skin if there is any bruising, surgical incision, or any existing 

pressure injury. Lastly, the nurse has to stage the pressure injury.  

 

2. A 96 year old is being transferred from another unit. Patient has redness on his 

bilateral heels.  What assessment is needed? 

 

a. Four eyes assessment with another RN 

b. Document skin assessment 

c. All of the above 

d. Take a picture of skin when there is an existing pressure injury 

e. A,D 

 

Answer: A,D   Knowledge, Analysis and Application– Hospital policy 

Rationale: When a patient is transferred from another unit, it is important for the nurse to do 

another four eyes assessment to check if there is any underlying skin conditions that need to be 

documented. A picture is needed especially if the last picture of the pressure injury was a few 

days ago in order to have current picture documentation.  

 

3. A 79 year old female patient was admitted to the Medical Unit. Patient was noted to 

have skin discoloration on her coccyx area and a stage 2 on her buttocks. Patient 

also has incision on her left hip. When the nurse received report, there was no 

mention of the redness on the coccyx area.  Skin documentation includes which of 

the following? 

 

a. Any redness on patient’s body especially bony prominence 

b. Documented pressure injury from another unit 
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c. Any pressure injury found on transfer 

d. Surgical incision 

e. Laceration, skin tears 

f. A,B,C 

g. All of the above 

 

 

Answer: F   Knowledge and Application – Hospital policy and assessment of 

pressure injury 

Rationale: Documenting any skin changes or existing skin conditions need to be documented.  

 

4. A 75 year old male patient admitted to the unit with redness on his coccyx area. 

How often does this patient need to be turned? 

a. 4 hours 

b. 3 hours 

c. At least 2 hours 

d. 6 hours 

 

Answer: A    Comprehension – Hospital policy 

Rationale: Patients need to be turned at least every two hours to prevent redness of the skin 

especially on the bony prominences. 

 

5. A 64 year old patient was admitted from the doctor’s office. The patient has a stage 

3 pressure injury on the coccyx and a deep tissue injury on the left heel and an 

unstageable pressure injury on the right heel. When does the nurse call for wound 

care consultation? 

a. Stage 2 and above  

b. Unstageable 

c. Deep Tissue Injury 

d. All of the above 

Answer: D    Knowledge and Application – Hospital policy and 

assessment 

Rationale: The wound care nurse is consulted when during assessment, a pressure injury or a 

potential pressure injury is noted by the nurse. The wound care nurse has the knowledge to 

identify skin issues that are new or may have existed prior to admission.  The wound care nurse 

can also put in recommendations on how to do the proper treatment for the pressure injury. 

 

6. When is the Pressure injury Plan of Care started? 

a. On admission 

b. When a pressure injury is initially found 

c. At the start of the shift 

d. When a patient is transferred 

e. A,B,D 

f. All of the above 
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Answer: E   Knowledge and Application– Hospital policy and Plan of Care 

Rationale: The plan of care for a patient starts on admission, continued when the patient 

is transferred and when a pressure injury is initially found. Care planning is identification of the 

patient’s problem, selecting appropriate interventions to address the problem and the care plan or 

plan of care is the written documentation (Hooks, 2016). 
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Expert Rating Form 

 

Rating Instructions:  For each item, please indicate the following: 

Please rate the relevance of each item to the overall assessment and identification of pressure 

injury by placing a number in the first box to the right of each item. 

1 = Not relevant 

2 = Slightly relevant 

3 = Moderately relevant 

4 = Highly relevant 

 
Item Relevance 

Rating 

1. An 88 year old man is being admitted from the ED with a coccyx pressure 

injury. What skin assessment will the nurse do? Check all that apply. 

 

a. Four eyes skin assessment with another RN 

b. Take a picture of skin 

c. Stage the pressure injury 

d. Document skin assessment 

 

 

2. A 96 year old is being transferred from another unit. Patient has redness on his 

bilateral heels.  What assessment is needed? 

 

a. Four eyes assessment with another RN 

b. Document skin assessment 

c. All of the above 

d. Take a picture of skin when there is an existing pressure injury 

e. A,D 

 

 

3. A 79 year old female patient was admitted to the Medical Unit. Patient was 

noted to have skin discoloration on her coccyx area and a stage 2 on her 

buttocks. Patient also has incision on her left hip. When the nurse received 

report, there was no mention of the redness on the coccyx area.  Skin 

documentation includes which of the following? 

 

a. Any redness on patient’s body especially bony prominence 

b. Documented pressure injury from another unit 

c. Any pressure injury found on transfer 

d. Surgical incision 

e. Laceration, skin tears 

f. A,B,C 

g. All of the above 

 

 

4. A 75 year old male patient admitted to the unit with redness on his coccyx area. 

How often does this patient need to be turned? 

a. 4 hours 

b. 3 hours 

c. At least 2 hours 

d. 6 hours 

 

 

5. A 64 year old patient was admitted from the doctor’s office. The patient has a 

stage 3 pressure injury on the coccyx and a deep tissue injury on the left heel 
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and an unstageable pressure injury on the right heel. When does the nurse call 

for wound care consultation? 

a. Stage 2 and above  

b. Unstageable 

c. Deep Tissue Injury 

d. All of the above 

6. When is the Pressure injury Plan of Care started? 

 

a. On admission 

b. When a pressure injury is initially found 

c. At the start of the shift 

d. When a patient is transferred 

e. A,B,D 

f. All of the above 

 

 

 

(Do not distribute until your items have been reviewed and approved by your CI. You will 

need a total of 3 raters: CI, AM, and PM) 
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Step 3: Calculate your Content Validity Index 

 

Content Validity Index Table 

 

 

Item 

 

Expert 1 

 

Expert 2 

 

Expert  3 

 

Mean 

     

1 4 3 4 3.67 

2 4 4 3 3.67 

3 4 4 4 4.0 

4 4 3 3 3.33 

5 4 4 4 4.0 

6 4 3 4 3.67 

 

The procedure consists of having experts rate items on a four-point scale of relevance. Then, for 

each item, the item (CVI) (I-CVI) is computed as the number of experts giving a rating of 3 or 4, 

divided by the number of experts-the proportion in agreement about relevance.  

 

The content validity index is calculated using the following formula: 

CVR = [(E-(N/2)) / (N/2)] with E representing the number of judges who rated the item as 

Moderately Relevant or Highly Relevant and N being the total number of judges.  

The mean total of all of the means was 3.72 indicating that all of the questions were 

moderately/highly relevant. 

 

The calculation is as follows: 

CVR = [(3-(3/2)) / (3/2)] 

CVR = [(3-1.5) /1.5] 

CVR = 1.5/1.5 
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Appendix D 

Protocol 

Protocol Summary 

The pressure injury protocol will be the guide for the nurses to follow when doing skin 

assessment in order to prevent pressure injuries.  

Investigators/Collaborators 

The pressure injury protocol will have a project lead who will be doing the education for 

the nursing staff, do a pre and post-test as well as observe and do audits of the documentation. 

The wound care nurses and the clinical supervisor will help assist with audits as well as provide 

just in time training to staff when needed. The project mentor will assist and help with moving 

the project forward.  

Adult Skin Assessment Admission/Transfer 

1. The nurse completes a skin assessment on admission, and on transfer to the unit. 

The nurse also needs to complete the four eyes assessment where another nurse 

will assess the patient’s skin together with the assigned nurse.  

2. Documentation of the full assessment including the four eyes and the name of the 

nurse who did the skin check is done appropriately. 

3. Braden assessment is also completed on admission and every shift. 

4. If there is a skin issue present, the nurse will take pictures of the patient’s skin on 

admission, upon transfer to the unit and every Wednesday per Hospital Policy.  

5. Risk for injury related to pressure injury or possible pressure injury Plan of care is 

initiated on admission and addressed by the nurse every shift until patient is 



 49 

discharged or transferred to another unit. This must be individualized based on the 

patient’s risk factors that were identified (i.e., pressure injury) 

6. Wound Certified nurse will be consulted based on the assessment of the patient 

7. Registered dietician will also be consulted based on assessment or presence of 

wound or pressure injury 

8. Skin interventions will be modified based on reassessment and CWON 

recommendations 

Transfer to Another Unit or Discharge 

1. The nurse will complete the transfer/discharge paperwork. 

2. Pictures of the patient’s skin will be taken prior to transfer or discharge. 

3. Complete documentation of the patient’s skin including any healed pressure 

injury is done appropriately. 

4. Wound care teaching is provided to patient and family member.  

5. Physician is notified of need for home health RN to follow up on the patient’s 

pressure injury and specific CWON recommendations for proper healing. 
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Appendix E 

PowerPoint Education 

 

 

Pressure Injury Education
Jorilynn Lima

Skin Assessment

The skin is the largest 

organ of the body

It is made up of 
different layers that 

help protect our 
body

This Photo by Unknown Author is licensed under CC BY-SA
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Skin Assessment

´Check the patient’s skin color, temperature, 

turgor, moisture level and skin integrity, look for 

any skin-related factors that may contribute to 
pressure injuries such as dry skin or moisture-

associated skin damage (MASD) (Agency for 
Research and Quality [AHRQ], n.d.) 

Pressure Injury

Inspect the skin 

specially on bony 

prominences

This Photo by Unknown Author is licensed under CC BY-SA
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Pressure Injury Stages

Stage 1

´Non-blanchable  

erythema

´May appear 
different in darkly 

pigmented skin 
(Huntington Hospital, 2021, p. 1)
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Stage 2

´Partial thickness loss of 

skin with exposed dermis

´Wound is viable, pink or 

red 

´May present as an intact  
blister (Huntington Hospital, 2021, p. 1) 

Stage 3

´Full-thickness skin loss

´Adipose fat is visible

´Slough or eschar may be 

visible (Huntington Hospital, 2021, p. 2)
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Stage 4

´Full-thickness skin and 

tissue loss

´May have exposed 

fascia, muscle, tendon 

´Undermining or 
tunneling may occur 

(Huntington Hospital, 2021, p. 2)

Unstageable

´Obscured full-thickness 

skin and tissue loss

´Tissue damage cannot 

be confirmed due to 

slough or eschar

´If slough or eschar is 

removed, a Stage 3 or 4 

may be revealed (Huntington 

Hospital, 2021, p. 2)
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Deep Tissue Injury

´Intact or non-intact skin 

with localized area of 

persistent non-blanchable 

deep red, maroon, purple 

discoloration (Huntington Hospital, 

2021, p. 2)

Medical Device Related Pressure Injury

´ Results from medical devices for therapeutic purpose

´ Devices include: nasal cannula, BiPap/CPAP mask, tracheostomy, drains, 

NGT, Foley catheter, IVs, Central Venous Catheters, Dialysis catheters, Fecal 
containment device, restraints, TED hose, intermittent Pneumatic 

compression device, chest tubes, caps of needles, vial tops, and extra 

Central line caps, pulse oximeter probes, orthopedic device like cervical  
collars, Halo vest (Huntington Hospital, 2021, p. 3)
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Repositioning

´Patients are turned at least every two hours to 
prevent pressure injury 

´Repositioning at regular intervals helps with relieving 
or providing comfort and redistribution of the weight 
(Miles et al., 2013)

´Putting the patient on a 30-degree angle using a 
wedge is beneficial to avoid putting weight on 
bony prominences and minimizes friction and 
shearing (Krapfl et al., 2017)

Documentation

´ Documentation of skin assessment is done on admission, on transfer 

of a patient from another unit, and any skin changes identified on 

assessment

´ Document redness on bony prominence, pressure injury found on 

admission or from a different unit

´ Surgical incision, laceration, skin tear, are not documented as 

pressure injury but documented as a wound

´ Documentation of physician notification 
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Plan of Care

´ Individualized plan of care (IPOC) of the patient starts on admission

´ Care planning is identifying the issues or problems the patient has on 

admission, choosing appropriate interventions while the plan of care (care 
plan) is the written documentation (Hooks, 2016). 

´ Braden score of 18 or higher is not at risk for impaired skin integrity

´ Braden score of 18 or less is at risk for impaired skin integrity 

Photograph

´ Photograph of pressure injuries are taken on admission, on first time 

it was discovered, when pressure injury is resolved or transfer from  

another unit and at discharge.

´ Photos also needs to be done every Wednesday.
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