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Abstract
Nature and project scope: The SSKIN Bundle assessment tool was developed to help critical
care staff achieve reliability in evaluating and documenting risk assessments, ensuring all
patients receive the most appropriate care and documenting deviations from best practice. The
prolonged immobility and long-term pressure on bony prominences increase the risk of a
pressure injury. This project aims to bring to trial an evidence-based pressure ulcer prevention
protocol (SSKIN) for all staff providing care for patients at a long-term care facility.
Synthesis and supportive literature analysis: The built-in preventative mechanism of the
SSKIN care bundle is particularly essential among at-risk populations and is strongly needed
primarily for the elderly with decreased mobility and could help reduce the rate of Pls in nursing
homes. Implementing the five components of the SSKIN care bundle can help high-risk patients
effectively prevent pressure injury by identifying and controlling risk factors (Santy & Limbert,
2020).
Local Problem: In 2012, 1.35 million people lived in nursing homes in the United States with
many residents confined to their beds either because of their inability to move or due to cognitive
impairments. The prolonged immobility and long-term pressure on bony prominences increase
the risk of a pressure injury, Pl, (Stone, 2020). This often results from the patient’s movement,
the nurse’s movement of the patient or bed, which harms the skin or subcutaneous soft tissue
(Stone, 2020). Over 11% of long-term care residents in the United States develop a Pl during

their stay, with prevalence rates as high as 20% (Stone, 2020). The cost of treating PIs in nursing



homes ranges from $20, 900 to $151,700 per patient, with the annual cost of treating such
injuries in American nursing homes amounting to $3.3 billion (Stone, 2020).

Project implementation: Implement an evidence-based pressure ulcer prevention protocol for
all staff providing care for patients over 8 weeks within a skilled nursing facility to decrease
pressure injury rates and improve wound care. The implementation included an assessment of
pre-implementation data, which was mandatory for all nursing staff educational training. Pre-
implementation data for pressure injury prevention was pulled directly from the facility's
electronic medical records (EMR) by the wound nurse and nursing director of nursing. Pre-
implementation surveys were given to the nursing staff to assess their understanding of pressure
injury prevention using the Pieper-Zulkowski Pressure Ulcer Knowledge survey. The staff will
complete mandatory educational training in small groups, and PowerPoint presentations will be
presented to the nursing staff.

Evaluation criteria: Pre-tool surveys were given to participants to determine barriers,
occurrence rates, and any current policies of pressure ulcer prevention counseling in their
practice. Post-tool surveys were given to evaluate the staff opinion on the interaction of the
SSKIN bundle feasibility to improving

Outcomes: Pressure ulcer development can be prevented with proper staff training.

The SSKIN bundle was introduced to a long-term care facility. 10 nurses participated in the
study. 20% of participants passed the pre-test. After implementation, 80% passed the post-test.
Participants are fully equipped with the SSKIN bundle and have the tools to reduce PI.
Recommendations: The development of a future QI project utilizing the SSKIN bundle in long-

term-care settings can help prevent or reduce pressure injuries among people aged 65 and older.



Introduction

According to the National Center for Health Statistics, approximately 48 million people in
the United States were 65 or older in 2015, and by 2050, the population is likely to triple (Stone,
2020). Therefore, an individual's lifetime risk of being mentally incapacitated or handicapped in
at least two daily activities rises to 68% for those aged 65 years and older. This vulnerable
population may require long-term care, LTC, in a post-acute LTC facility such as a skilled nursing
home because of their illnesses and disabilities (Stone, 2020). A pressure injury occurs when
pressure and shear cause bony prominence to move across the tissue as the skin is held in place.
In addition, the age and attitude of the patients, the training and experience of the nursing staff,
effective management, and nutrition provided to patients all contribute to an increased risk of
pressure injuries. Until a great deal of these cases can be eliminated or minimized, different
pressure injury management techniques should be considered since repositioning and physical
treatment have done little to prevent Pls in patients who have limited mobility. Some of the causes
of Pl include immobility due to poor health; incontinence, in which the skin undergoes prolonged
exposure to feces and urine; poor sensory perception; inadequate hydration and nourishment; and
certain medical diseases that affect blood flow (Gillespie et al., 2020). If at-risk residents are
recognized early — and preventative measures are adopted — the formation of pressure injuries in
LTC facilities may be avoided (Berlowitz et al., 2011). Without sufficient training of staff, little
can be done in Pl prevention (Gillespie et al., 2020). Other difficulties in pressure injury prevention
include increased staff workload, inadequate staff to care for unwell patients, inadequate resources
and equipment needed while caring for patients, and a lack of appropriate staff training (Gillespie

et al., 2020).



Background

Pressure ulcer development in long-term care facilities can be prevented if at-risk patients
are identified early and prevention measures from the onset. Prevention or early intervention
measures are more cost-effective than treatment (Berlowitz et al., 2011). The DNP Project aimed
to implement the SSKIN bundle protocol versus the current standard of care at a skilled nursing
facility in the Twin Cities. A baseline data from three months prior to the implementation of the
project was collected and compared to eight weeks of data post implementation of the SSKIN
bundle. This DNP project incorporated the lowa Evidence-Based Practice Model to Improve
Quality Care which has been effectively used to promote nursing practice in numerous settings,
focusing on evaluating, developing, implementing, and evaluating evidence-based practice
protocols or guidelines (Laura et al., 2018). The model maintains stability, guides nursing to
improve patient outcomes, boosts nursing practice, and monitors health costs (Lura et al., 2018).
The lowa State Model helps with appropriate topic selection, team formation, retrieval of evidence,
classification of evidence, development of EBP standards, implementation of EBP, and the

evaluation process (Laura et al., 2018).

Problem Identification

The leadership at the long-term-care, LTC, facility in St. Paul, MN, is aware that the
problem with pressure injuries in its facility was linked to a lack of knowledge and skills, on the
part of the staff, to prevent the onset or exacerbation of pressure ulcers. Per the Director of
Nursing, “a significant reason for pressure injury development at the facility is inadequate
knowledge, on the part of the nursing staff, of the effects of pressure injuries on overall resident

outcomes and the lack of a standardized, advanced pressure injury prevention tool”. Before the



project, the skin care policy the facility had in place instructs nurses when to assess the resident’s
skin and to document findings, and how to monitor pressure injuries. There was no established
tool for monitoring residents at risk of pressure injury developments or specific interventions to
prevent the development of these injuries. In addition to patient risk and pain, pressure ulcers
among patient residents create both a financial burden and the negativity on its brand in the eyes
of the public. The goal was to develop an educational curriculum and assessment tool using the
SSKIN care bundle to help train staff and test their readiness, after eight weeks, for the purpose of
contributing to the facility’s long-term goal of reducing pressure ulcer injuries. The long-term goal,
not part of the current project, was to help reduce the current pressure injury rate by striving to
prevent future injuries from occurring, and negatively impacting the quality of patients’ lives. Per
the facility, the prevalence of pressure ulcers had declined in the facility over the past years, but
much remained undone to reduce the preventable complications — something the SSKIN care

bundle sought to remedy.

PICO Question

P) In a long-term care facility whose staff provides care to residents with limited mobility
() will the training of staff in the usage of a pressure ulcer prevention tool (SSKIN Bundle) (C) as
compared to making no changes in the existing process, (O) better prepare staff to help patients
who have or are at risk of obtaining pressure ulcers, (T) over an implementation and study period

of eight weeks?

Literature Review

Literature research was done to provide further context for the project and identify previous
works in pressure injury prevention. Published studies were found underlining the importance of

implementing a pressure ulcer prevention bundle for the prevention of pressure ulcers in adult



patients. The use of CINAHL and google scholar were very instrumental in the search and library
search engines were proved to be accommodating. Keywords like “pressure injuries", “pressure
ulcers" and “SSKIN bundle” were used in the database search engines. The articles reviewed for
this project present essential insights that can be used to answer the PICO question: in LTC
facilities, will the use of pressure ulcer prevention tool (SSKIN) to educate staff who provide care
to limited-mobility residents as compared to making no changes in the existing tool, better educate
the staff in their fight to reduce pressure injuries, over an implementation and study period of eight
weeks? Additional search strategies were used to supplement the computerized databases to
identify articles that may have been missed. Literary articles included English-only publications;
involved pressure ulcer preventable bundle verbiage; and nursing training on pressure ulcer

bundles. A literature review matrix used to extract themes and analyze studies is shown in

Appendix A.

Literature Synthesis

Santy & Limbert (2020) states that due to their frequent inability to change positions freely,
patients receiving long-term care are particularly vulnerable to developing pressure ulcers.
According to Campbell (2016), improving working policies and processes to define key prevention
strategies and providing staff with a transparent, standardized approach to risk and skin assessment
is highly beneficial. The process included the development, trial, and local implementation of the
pathway using collaborative teamwork and the SSKIN care bundle tool (Campbell, (2016). The
experience of identifying issues, overcoming challenges, defining best practices, and cascading
SSKIN awareness training is crucial. It is well documented that predicting pressure ulcer risk using

an assessment tool facilitates early detection and is considered vital when identifying preventive



actions to reduce avoidable pressure ulcers (Campbell, 2016). An incomplete or delayed risk
assessment can consequently influence healthcare choices, provision, and outcomes.

Healthcare organization leadership struggles with combating the challenge of pressure
ulcer incidents while nursing staff are saddled with the responsibility of maintaining their patients’
skin integrity, yet they do not feel adequately prepared for this. Pressure ulcer preventative bundle,
like the SSKIN care bundle, is one of the ways to prepare nurses with using standardized pressure
ulcer prevention protocols and decreases the rate of pressure ulcers (Amr, Yousef, Amirah, &
Alkurdi, 2017). The built-in preventative mechanism of the SSKIN care bundle is particularly
essential among at-risk populations and is strongly needed primarily for the elderly with decreased
mobility and could help reduce the rate of Pls in nursing homes. Implementing the five components
of the SSKIN care bundle can help high-risk patients effectively prevent pressure injury by
identifying and controlling risk factors (Santy & Limbert, 2020). The possibilities for improved
collaboration strategies for staff to prevent Pls were explored. According to Wood et al. (2018),
effective management planning of systems, people, and collaborative strategies effectively
prevents Pls. A similar study by Michelle (2018) noted that combining management approaches
yielded better Pl prevention results than simply relying on repositioning strategies. However,
nurses’ knowledge regarding pressure ulcer management and prevention is still critical in
preventing bedsores. Campoi et al. (2019), using a pedagogical approach, found that nurses trained
in effective pressure ulcer prevention were better able to manage and reduce such ulcers among

elderly patients.

Organizational Project Information
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The suggested project was initiated at a long-term care facility in St. Paul, MN, which has
approximately 96 residents. The targeted population was the nursing staff who provided care to
prevent bedsores in limited-mobility residents, aged 65 years and older. Over the past five years,
they have reported an increase in the number of Pls and related deaths.

Stakeholders

The stakeholders for the development of the project were the patients involved, the care
team which included a wound care nurse, a nurse practitioner, two registered nurses, two licensed
practical nurses, three certified nursing assistants, a dietitian, a nurse manager as well as the
facility’s leadership. The DNP candidate was responsible for developing and delivering the Pl
educational material. The wound nurse provided feedback throughout the project's development
and created educational material that best fitted the organization's needs.

Gap Analysis

According to Singh et al., the cost of pressure injuries on the healthcare system is estimated
at $11 billion annually, and the burden of implementing prevention remains unclear (Modern
Healthcare, 2022). A 2017 study from the Agency of Healthcare Research and Quality showed
that the Pl rate is increasing, despite all the efforts made by health facilities (Modern Healthcare,
2022). The preliminary national rate of Pl was 23 per 1,000 in 2017, which represents a 6%
increase from 21.7 in 2014 (Modern Healthcare, 2022). The facility, like any healthcare
organization, understood the monetary and human value of Pl prevention and was committed to
ensuring the delivery of quality care. The facility has a 10% pressure injury rate annually and
training staff to help reduce that number in the future was very important. First, there are tough
financial consequences for healthcare organizations who report this facility-acquired condition.

Since 2008, the Center for Medicare and Medicaid Services (CMS) stopped paying for care related
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to treating Pls that develop during a stay, along with other infections, as the Center deemed them
reasonably preventable (Modern Healthcare, 2022). Research showed that treating a single PI can
cost anywhere from $500 to more than $70,000 (Modern Healthcare, 2022). Second, the facility
has a higher chance of losing clientele or a risk of federal or state actions if it has a relatively high
rate of facility-acquired infections (Modern Healthcare, 2022).
Needs Assessment

A needs assessment conducted at the facility — with the help of the Director of Nursing and
a senior wound care staff — showed that nursing staff lack adequate knowledge of the severity of
pressure injuries and their implications for nursing care as well as the implication on the
survivability of the organization. They surmise that the lack of modern technology and application
of advanced, evidence-based procedures and protocols worsens the creation of pressure injuries.
According to Coyer and Tayyib, lack of knowledge about the risk factors is a major contributor to
the development of pressure injuries. Nursing staff need adequate education to promote
competence in handling and managing the risk of pressure injuries (Coyer & Tayyib, 2017).
Incorrect positioning of residents by the nursing staff can also increase the risk of pressure injury
development by putting too much pressure on particular areas of the body (Stone, 2020). Several
studies have recognized the importance of implementing the SSKIN bundle to prevent pressure
injury. Participation of staff in this evidence-based pressure injury prevention initiative may
improve nurses' knowledge of pressure injury prevention. These studies have demonstrated that
implementing a pressure injury prevention bundle significantly reduces pressure injury incidents.
Several studies also confirmed that nursing staff reported that education on pressure injury
prevention increased their awareness and helped them provide better nursing care. (Coyer &

Tayyib, 2017).
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SWOT Analysis

This organization had many strengths that proved beneficial for the project
implementation. Leadership was highly supportive and willing to champion the project. Support
ranged from the general manager, a certified wound care nurse, project development doctors and
nurse practitioners, and the Director of Nursing. One of the weaknesses was that the staff is spread
thin due to shortages from the effects of COVID-19. Nurse turnover, nursing staff knowledge
deficit and a lack of a standardized, evidence-based protocol were considered other weaknesses.
Opportunities included the potential to better educate staff and reduce the number of Pl injuries
among residents and the strong interest to incorporate the SSKIN care bundle on PI prevention.
The threat envisioned was the challenge of getting on-time responses from leadership, the
continuous increase in costs for pressure ulcers injuries and the lack of accountability of staff

nurses for patient’s skin assessment.

Theoretical Framework

Grand Theory

The current research’s guiding/theoretical framework comprised of a grand theory. The
Betty Neuman System Theory (Ahmadi & Sadeghi 2017) is a good fit for chronic disease sufferers,
and it was considered an appropriate model to be used for this population because it encourages
nurses to provide holistic patient care (Ahmadi & Sadeghi, 2017). According to this theory, the
patient is an open system composed of five variables — physical, psychological, sociocultural,
developmental, and spiritual — constantly exposed to intra-, inter-, and extra-stressors (Ahmadi
& Sadeghi, 2017). The patient's line of defense, including the flexible and regular line of defense

and the line of resistance, can be affected by stressors (Ahmadi & Sadeghi 2017). An earlier study
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of Neuman System Theory's application to the care of terminally ill patients with Pls indicated that
it might be a practical guide for consideration, because applying this theory to patients at risk for
or suffering from pressure injuries has changed due to these developments in prevention, treatment,
and rehabilitation of the control of PIs (prevention, therapy, and after a stroke, patients'
rehabilitation will be discussed) (Ahmadi & Sadeghi, 2017). The Neuman system model can assess
the stressors that affect the patient's system (Ahmadi & Sadeghi, 2017). By using this model,
nurses can better employ all three levels of primary, secondary, and tertiary preventive care as an
intervention technique to reduce patient stress (Ahmadi & Sadeghi, 2017). Furthermore, nurses
can contribute to healthcare services by incorporating nursing theory into practice (Ahmadi &
Sadeghi, 2017).
Evidence-Based Practice Translation Model

The lowa State Model is a translation model that effectively guided this quality
improvement project and facilitated choosing an effective pressure ulcer prevention champion
team, EBP educational interventions, such as the SSKIN bundle, and directed the implementation
and evaluation process (Laura et al., 2018). The SSKIN bundle helped the facility's nursing staff
to implement pressure ulcer prevention strategies by focusing on pressure-relieving surfaces,
incontinence care, turning and repositioning, and nutritional management (Laura et al.,
2018). Practical EBP pressure wound risk assessment and prevention is fundamental in long-term
care settings. It improves the quality of care and healthcare utilization efficiency (Laura et al.,
2018). The DNP project integrated the lowa Model of Evidence-Based Practice to Improve Quality
Care (Titler et al., 2001). For this project, this model helped to maintain consistency, guide nursing
to improve patient outcomes, boost nursing practice, and monitor health costs (Taylor-Piliae,

1999). By using the SSKIN model, nurses can better employ all three levels of primary, secondary,
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and tertiary preventive care as an intervention technique to reduce patient stress (Ahmadi &
Sadeghi, 2017). Furthermore, nurses can contribute to healthcare services by incorporating nursing
theory into practice (Ahmadi & Sadeghi, 2017). The DNP candidate will assess the care team's
knowledge of Pls with a test before further education and give an online presentation to educate
the care team with information on the etiology of Pls, classification, risk factors, skin assessments,
preventive skin care, pain, and treatment of Pls. Additionally, the DNP candidate will also give
the care team the Pl Knowledge Test, containing ten questions after training. This test measures

caregiver knowledge of Pls, prevention, treatment, and stages.

Project Goals and Objectives

This project aimed to bring to trial an evidence-based pressure ulcer prevention protocol
(SSKIN) for all staff providing care for patients at a LTC facility in St. Paul, MN. The initial goal,
over eight weeks, was to make sure every staff in the trial had knowledge of and was able to
implement the bundle, with a long-term goal to decrease pressure injury rates. The project
improved staff acumen on pressure injury prevention by providing industry best practices,
facilitating a change of training and practice improvement. In an 8-week period, the facility staff
needed to achieve 100% compliance with completing the training, including the documentation
process, as instructed by the SSKIN protocol. The project was completed in November, 2022

Recommendation: To ensure that 100% of wound-care staff are educated and trained on
the prevention of Pl by the end of 2022, by implementing an educational module based on the
SSKIN bundle.

Objective: The primary objective was to educate staff on the SSKIN bundle usage within
eight weeks. The secondary, long-term aim is to decrease the number of pressure ulcers in the unit

by 80%, or from 10% to 2%.
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GANTT Chart

A GANTT chart was developed to help with the planning and scheduling of the project
(see Appendix B). This chart helped determine the length of the project, the resources needed, and
appropriate deadlines. The project ran for eight weeks. The first week included pre-intervention
data collection as well as the releasing of training materials to wound-care staff. Approximately
six weeks were allocated for implementation. Post-intervention data was collected in the last week.
The staff were tested to gauge their readiness to carry out the SSKIN care bundle without
supervision. Initiation of the project included developing the GAP analysis, literature
review/matrix, and needs assessment, as well as contacting all stakeholders within the facility. The
project's development required the help of a care team composed of a nurse practitioner and a
wound nurse with excellent wound care experience. The DNP candidate created the preliminary

scope statement during the project's planning phase.

Methodology and Analysis

Project Design: This DNP project was a pre-implementation, implementation, and post-
implementation of the SSKIN care protocol. This protocol was chosen because many studies have
shown the value of pressure injury prevention program training in long-term care facilities to
increase staff knowledge of pressure injury prevention strategies and decrease the rate of pressure
injury (Laura et al., 2018). The nursing care facility for this project did not have a standardized
pressure injury prevention program, and the design of the project aimed to translate the evidence
of the SSKIN bundle into the current nursing practice. The SSKIN bundle assessment tool was
developed to help critical care staff achieve reliability in evaluating and documenting risk
assessments; ensuring all patients receive the most appropriate care; and documenting deviations

from best practice, for example when patients withhold consent to interventions. The tool allowed
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staff to monitor what they are doing well and where they need to improve. Other visual cues,
communication tools and decision aids were developed throughout the organization to ensure the
SKIN Bundle is delivered effectively.

Consent: Upon admission to the facility, patients were required to sign an admission package
which includes a consent to treat agreement, permitting be treated by the facility. The methods
used within this project were covered within this initial consent form. No additional informed
consent form was needed for this project.

Setting: The long-term-care facility is a 96-bed long-term care facility located in Ramsey County,
Minnesota. The facility has a 30-bed memory care unit and a 66-bed long-term resident program,
a dietitian, occupational and physical therapy, and speech therapy. This nursing home was chosen
because its management team has a proactive approach to improving patient experiences. Also,
the facility encourages evidence-based practice and provides the best resident experience.
Furthermore, the facility ensures that the nursing staff have all the resources needed to care for
residents, including ways to prevent pressure injuries.

Project Monitoring: During the control phase, there were series of project management sessions
and status evaluation meetings. The DNP candidate led the discussions. The project updates were
provided continuously to ensure that stakeholders were well informed regarding the project's
progress and any changes that needed to be implemented based on the feedback of the nursing

staff. Daily notes were compiled and analyzed using Excel and other available reporting tools.

Communication Matrix: Communications occurred through Zoom meetings, over the phones
and emails. Regular, scheduled meetings — twice a week — were encouraged to keep all on the same

page. In those scheduled meetings, reports including documents, graphs, tables, and templates
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were discussed and placed on a common platform, Google Docs and Sheets, to ensure that all
members of the team and the project chair had equal access to the components of the project.

Pre-Implementation: The pre-survey was developed and prepared for use. The DNP candidate
met with the wound nurses to discuss staff education. The facility approved the meeting with the
stakeholders before it occurred. An engagement with the stakeholders took place after approval
was given. All suggestions were considered, and modifications made as necessary. The resident's
and staff information was kept confidential throughout the project implementation process. Pre-
implementation surveys were distributed only to staff who influenced the project's outcome. Pre-
survey and responses were held in a locked cabinet at the nursing station when not in use. Staff
were educated on the importance of confidentiality when answering questions during the pre-
survey. The staff was not required to include their names on the survey. Numbers were allocated
to them which was used to ensure attendance at each session. The attendance sheets were kept
secured in a locked cabinet by the DNP candidate. The project was reviewed by the College of St.
Scholastica's Internal Review Board for Human Subjects' use. The Health Insurance Protection
and Portability Act (HIPPA) was followed, and the project followed the ANA code of ethics and
adhered to 45 CFR 46 on using human subjects in research. During the pre-implementation phase,
the SSKIN bundle protocol was included in the weekly huddle sheets and used to educate the

participants.

Implementation: The factors of this implementation included an assessment of pre-
implementation data which was mandatory for all nursing staff educational training. Pre-
implementation data for pressure injury prevention was pulled directly from the facility's electronic

medical records (EMR) by the wound nurse and nursing director of nursing. Pre-implementation
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surveys were given to the nursing staff to assess their understanding of pressure injury prevention
using the Pieper-Zulkowski Pressure Ulcer Knowledge survey. The staff completed a mandatory
educational training which occurred in small groups, and PowerPoint presentations were presented
to the nursing staff by the DNP candidate. The educational implementation was developed based
on the Agency for Healthcare Research and Quality (AHRQ) pressure injury prevention training
guidelines with attention to the elements of the SSKIN bundle.

AHRQ has made the policies available for everyone's usage. The authors have indicated
the training program can be downloaded for personal use and educational training purposes but
cannot be reproduced or incorporated into other computer access systems. The Department of
Health and Human Services has validated the AHRQ pressure ulcer prevention training guideline
as a good training program to teach healthcare professionals on how to create structured pressure
injury prevention programs based on the quality improvement criteria. Long-term care facilities
can and should modify them to meet the needs of their residents, which is especially important
given the environment's varying resource availability. The facility will be advised to use the

policies as a guide in providing good nursing care to all patients.

Post-Implementation: After the training was completed, the staff completed a post-
implementation test to evaluate the nursing staff understanding of the SSKIN bundle and its

importance in pressure injury prevention.

Data Analysis: Data was collected using the Pieper-Zulkowski Pressure Ulcer Knowledge pre-
and post-survey. The pre and post survey template contains ten questions each. The pre-survey
questions informed the DNP candidate on how participants provided knowledge on pressure

injury prevention and if a bundle is being used with residents with high-risk pressure injuries in
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this intervention. Then, the pressure injury risk assessment tool was introduced and operated
throughout the duration of the project. During that time, the DNP candidate monitored all high-
risk residents and asked if the SSKIN bundle tools were used to make a direct judgment. The
post-survey introduced questions inquiring if the pressure injury prevention SSKIN bundle tools
were used on a patient, if the nurse had thorough understanding of the bundle - in terms of usage

—and if it helped reduce the number of pressure injuries in high-risk residents.

Logic Model: The Logic Model is illustrated in Appendix F.

Budget/Resources: The facility leadership provided most of the resources and budget needed to
complete the project. Because staff participation was needed, nursing staff were paid their
regular wages for the on-site training and implementation sessions. The training material was
made available through the AHRQ website, and the electronic gadgets used (cell phones, laptop
etc.) were available at the facility. Sealed boxes for secure survey submission were also provided

by the facility at no cost.

IRB/Ethical Considerations: The project was reviewed by the College Internal Review Board for
Human Subjects’ use. This project did not require staff to include their names on the
questionnaires. The Health Insurance Protection and Portability Act (HIPPA) was followed.
Furthermore, the project strictly followed the ANA code of ethics and adhered to 45 CFR 46 on

the use of human subjects in research.
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Pieper Pressure Ulcer Knowledge Test Score

1 2 3 4 5 6 7 8 9 10

M Score 80 80 85 85 90 90 90 95 100 100
Participants

120

100

8

o

6

o

Scores

4

o

2

o

o

Pre-survey

A Pieper Pressure Ulcer Knowledge Test was administered to the staff (n=10) at a facility
in St. Paul, MN, to gauge their understanding of pressure ulcer formation, signs to look out for,
procedures that need to be carried out and eventual treatments in the case of an ulcer
development. Only 20% of the staff hit a score of 100% - the desired outcome of the test. Forty
percent were in the 90s and the other forty in the 80s. One of the goals of the project is to have a

100% score for all participants at the end of the eight weeks.

Post-survey

At the end of the 8-week implementation of the SSKIN Bundle, a test was administered

to measure the level of knowledge each participant had acquired. Below is the result:
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SSKIN Bundle: Pre and Post Test Results (n=10)

120

100
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0
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80% of the staff scored 100% (the project goal) and 20% got 90%. Even though the

Score

expected project result of all participants scoring 100% wasn’t achieved, 8 out of 10 was still a

reasonable achievement.

Dissemination

Discussions with the nursing staff at the long-term care facility in St. Paul were
conducted to complete the dissemination of the project's results and data analysis findings.
Through the DNP poster presentation symposium and open discussions via peer evaluations, the
findings and outcomes of the QI project were also shared with students and faculty
administrators within the graduate nursing program of the College of St. Scholastica.
Additionally, this QI project will be uploaded to the Doctoral Research Repository for
distribution to anyone who might be interested in this project to help reduce Pl in long-term care

using the SSKIN bundle tool.
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Conclusion

Preventing pressure injuries in elderly patients is an ongoing concern in the nursing care
setting, and it is believed that integrating evidence-based interventions to avoid pressure injuries
in the elderly over 65 with restricted mobility is advantageous. Most pressure injuries can be
avoided and decreased in nursing home residents by adhering to best practice guidelines.
However, containing Pls can be a challenging intervention for critically ill patients requiring
pressure injury prevention therapy. Care for all pressure injuries, including those induced by
medical devices, must be planned and implemented by registered nurses using evidence-based
techniques. If a patient has sustained pressure injuries, their ability to return to everyday life
may be diminished, their recovery may be complicated, and their hospital stay may be
prolonged. The prognosis for residents with pressure injuries is dire, and in the worst cases, they
may even die prematurely. Therefore, to effectively prevent pressure injuries, nurses must be
trained in PI prevention. This DNP project incorporated the lowa Evidence-Based Practice
Model to Improve Quality Care which has been effectively used to promote nursing practice in
numerous settings (Laura et al., 2018). The model intends to maintain stability, guide nursing to
improve patient outcomes, boost nursing practice, and monitor health costs (Lura et al., 2018).
The facility understood the financial implication, the negative image on the company and the
threat to staying in business if a strong sense of urgency on pressure injuries reduction was not at
the forefront. The goal of the project was to develop an educational curriculum and assessment
tool using the SSKIN care bundle that staff will be better prepared to help management reduce
the injury rate in the future while saving management the added but unnecessary costs associated

with treating PlIs. At the end of the eight weeks — the duration of the project — 80% of the nursing
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staff in the study could articulate the SSKIN care bundle through implementation, a 300% with

respect to the pre-test were only 2 out of 10 participants scored 100%
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and after
visual

monitors
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activated
to cue
staff.

monitors
were

activated
to cue
staff.

GANTT Chart

Appendix B

Objective

May

June

July

August

Septembe
r

October

Novembe

Decembe

Project
planning:
1
Introducti
on of the
Project.
2 Discuss
Projects
with a
Chair.
Problem
and
Causes.
3 DNP
Project
Approval.
4 IRB
Proposal.

Project
Initiation
1
Literature
Review/M
atrix.

2 Gap and
Needs
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Assessme
nt.

3
Stakehold
ers.

4 Connect
with the
Facility.

Impleme
ntation of
Pl
preventio
n.

1
Developm
ent
Education
Plan.

2 Meet
with the
Facility
Wound
Nurse.

3 Collect
Data.

4 Project
Implemen
tations.

Project
monitori
ng:

1 Analysis
Findings
from
Data.

2 Final
Project
Presentati
on.




Appendix C

Work Breakdown Structure (WBS) for DNP Project

1.0 Project planning:
1.1. Introduction of project.
1.2 Discuss project with chair.
1.3 Problem and causes.
1.4 DNP project approval.
1.5 IRB proposal.

2.0 Project Initiation:
2.1 Literature review/matrix.
2.2 Gap and needs assessment.
2.3 Stakeholders.
2. Connect with the facility.

3.0 Implementation of Pl prevention:
3.1 Development education plan.

3.2 Meet with a facility wound nurse.

3.3 Collect data.
3.4 Project implementation.

4.0 Execution phase:
4.1 Carry on the project.
4.2 Meet with the chair.
4.2 Work alongside with the facility.

5.0 Project monitoring:
5.1 Analysis findings from data.
5.2 Final project presentation.
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Gap Analysis

Appendix D

Current State

Desire State

Best Practices

Proposed Solution
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Limited mobility,
improper
repositioning,
nursing staff lack of
education, and
insufficient turning
of some older
residents aged 65
and above develop a
pressure injury.

Proper nursing
education and
training programs
focused on pressure
injury prevention.
Nurses will be well-
trained and well-
educated to adopt
basic measures to
promote mobility
and unload pressure.

A comprehensive
head-to-toe skin
assessment should
be carried out on all
residents in
admission and daily
for those identified
at risk of a skin
breakdown. Nurses
should pay attention
to vulnerable areas,
especially over bony
prominences, and
skin adjacent to
external devices.
Should monitor
reliable risk
assessment tools and
proper nutrition for
residents at risk of
pressure ulcer
development. Should
promptly implement
a repositioning
schedule of at least
every two hours for
a high-risk resident.

Containing Pls
should be a
problematic

intervention for any
critically sick
resident who
requires pressure
injury prevention
treatments.
Evidence-based care
must be used to plan
and treat all pressure
injuries, including
those caused by
medical devices.
Clinical practice
guidelines urge
patient repositioning
and sufficient
support surfaces to
lessen tissue
distortion and shear
and boost tissue
perfusion. Nurses
must be educated
and trained in Pl
prevention to
prevent pressure
injuries. Additional
efforts should be
made to broaden and
improve
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stakeholders' training
and communication
opportunities.
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SWOT Analysis

Appendix E

Strengths

Certified wound care nurse with
expertise in wound care best

practices.

Project development support from

doctors and nurse practitioners.

Weaknesses

Organization lacks staff, especially

during this COVID period.

There isn't enough money to hire

another CWCN.

e Funding may be depleted.

Limitations on doctors' and nurse
practitioners' ability to attend the

classes.
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Opportunities

Increase the number of education
opportunities to the care team.
Develop a protocol to prevent Pls

and improve quality of life.

resources accessible, and private for-

Threats

Threats reduce the number of

profit groups offer alternatives.
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Logic Model
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Appendix G
Pre-Implementation Survey

PLEASE DO NOT PLACE YOUR NAME OR IDENTIFYING INFORMATION ON THIS DOCUMENT

Pieper Pressure Ulcer Knowledge Test

For each question, mark I Don’t Know or a Short answer

Pre-Survey Questionnaires

1.

2.

ok w

RO ~NO

How do risk factors such as immobility, incontinence, impaired nutrition, and altered level of consciousness influence the
development of pressure ulcers?

What do you think is the significance of having a systematic skin inspection at least daily for all hospitalized individuals at risk
for pressure ulcers and at least once a week for those in long-term care?

Why is it important to massage bony prominences?

Why do you think individuals need assessment for risk of pressure ulcer development on admission to a hospital?

Do you think cornstarch, creams, transparent dressings (e.g., Tegaderm, Opsite), and hydrocolloid dressings (e.g., DuoDerm,
Restore) protect the body against the effects of friction? Explain your answer.

Under which conditions could adequate dietary intake of protein and calories be maintained during illness?

What do you think is the significance of having a turning schedule written and placed at the bedside? PRE

How do heel protectors relieve pressure on the heels?

How do you explain the prevention of pressure ulcers using donut devices/rings? Please give examples.

. Is it true that the head of the bed should be maintained at the lowest degree of elevation (hopefully, no higher than a 30-degree

angle) consistent with medical conditions? Explain your answer.

Five Steps of the SSKIN Pressure Injury Prevention Care Bundle

1.
2.

Surface: make sure the patient is cared for on a support surface acceptable to their wants and level of pressure ulceration risk.
Skin examination: examine the skin fastidiously, totally, and significantly changing the patient's position at every shift
relinquishment.



3.
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Kinetics/Keep Moving: if the patient cannot move by themselves, they'll need a change of position or help to alter their position
as their condition and level of risk dictates.u

Incontinence/Moisture: the patient's skin has to be clean, dry, and free from prolonged exposure to wetness and the chemical
elements of body fluids.

Nutrition/Hydration: adequate nutrition and association ought to be maintained, significantly within the patient who is unable to
eat or drink and is at a risk of pressure ulcers.



Appendix H
Post-Implementation Survey

PLEASE DO NOT PLACE YOUR NAME OR IDENTIFYING INFORMATION ON THIS DOCUMENT

Pieper Pressure Ulcer Knowledge Test

For each question, mark I Don’t Know or a Short Answer

Post-Survey Questionnaires

1.
2.
3.

o oA

Explain why Stage | pressure ulcers are defined as intact skin with non-blanchable erythema in lightly pigmented persons.
Please explain why hot water and soap dry the skin and increase the risk for pressure ulcers.

Please explain how certain health aspects emerge in Stage 111 of pressure ulcers, such as partial thickness skin loss in the
epidermis and/or dermis.

To what extent is skin loss, tissue necrosis, or damage to muscle, bone, or supporting structure in Stage IV pressure ulcers?
Please explain why persons confined to bed should be repositioned every three hours.

Please explain why a person should be at a 30-degree angle with the bed in a side-lying position unless inconsistent with the
patient’s condition and other care needs that take priority.

Why is it critical to reposition a person who cannot move while sitting in a chair every two hours?

To what extent is skin loss in Stage Il pressure ulcers? Justify your answer.

Please explain the process of minimizing the skin’s exposure to moisture on incontinence using underpads.

0 For healing to take place, how is necrotic tissue supposed to be on a wound bed in terms of color and appearance?
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PowerPoint

Appendix |

Pressure Injury
Prevention Awareness
Training
By

Shadrin Constance

Define Pressure Injury
A pressure injury to the skin is a result
of constant pressure due to impaired
mobility. The pressure results in reduced
blood flow and eventually causes cell
death, skin breakdown, and the
development of and open wound.
Pressure injury can occur in persons who
are wheelchair bound or bed-bound,
sometimes even after a short time (2 to 6
hours) (Zeller et al., 2006).

The Identify risk factors for pressure
injuries

» Shearing and Friction.
* Moisture.

» Decreased Movement.

» Decreased Sensation.

Common sites of Pressure Injury
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* Circulatory Problems.

* Poor Nutrition.
*  Age.

Signs/symptoms of a pressure injury

» Unusual changes in skin color or
texture.
*  Swelling.
» Pus-like draining.
* An area of skin that feels cooler or
warmer to the touch than other areas.

* Tender areas.

Pressure Injury Stages

Stage |
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Stage 11

Stage 111

Unstageable

59



Importance of reporting change

» Many people with intellectual and
developmental disabilities cannot
express their grief or suffering. One of
the risk factors for pressure injury is
being unable to move about or walk.
According to the evidence, nonverbal
people are more likely to undertreat
their discomfort. Knowing when
someone is in pain and treating it
enhances daily life, boosts the
enjoyment of favorite activities, and
lowers the risk of depression (Lewis,
2011). The existence of pain is a crucial
indicator of a pressure injury (McGinnis
etal., 2014).

» Any skin breakdown, temperature, or
color variations should be reported
immediately. Contact the nurse to
report a change. The wound nurse of
the facility should look at the resident
immediately.

Who can help you?

* Nurse Practitioner.
* Registered Nurse.
» Licensed Practical Nurse.
* The Facility Director of Nursing.
*__The wound nurse.
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SSKIN Bundle Protocol

Appendix J

Frequency of Reposition Resident

2 hours 4 hours

Comments
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Date

Time (24 hours)

Foam mattress

Pressure relieving mattress

Heel protector

Appropriate seating

Pressure areas checked

Left side

Back

Right side

Standing

Sittin

Healthy skin

Peri care

Keep skin dr

Supplement Intake

Fluids intake
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Meal and snack Intake

Resident pressure injury prevention protocol
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PRESSURE ULCER IDENTIFICATION POCKET PAD

Place the patient's/resident’s name on the top of the pad, date
it and place an “X” on the area on the body where you see the
skin concern. Give this to the nurse and ask him or her to check

the patient/resident. They will follow up as needed.

Date: Time:

Patient's/Resident's Name:

Reporter:
(A
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