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ldentify Issues

NDNQI and PPUP Portal for Benchmarking
WOCN for Standards of Care

Staff Survey

Review St Clair Policy

Braden Scale Frequency



Develop Tools for Patient Care
Toyota Principles:

Make Workplace Visual:
Badge Cards
Body Maps
Turning Clocks

Placing Tools at Point of Care:
Measuring Tapes in Nurse Server
Skin Care Box with Guide

Skin Care Binder for Reference
Documentation Tools to Support Practice




Documentation Flowsheets
‘ Risk Assessments/Screenings \

| Fall / Hamm Risk Assessment [every shift]

Fall Risk Indicators age greater than B5 vears: ¥ age greater than 65 years;
Fall Risk Score if 31 or greater, activate Traumadnun Risk quideling) fii fii
Harm Risk Indizatars Past op major chest / abd = I Post op major chest / abd 5
Rizk of Harm Score (if 1 or greater, activate Traumadnjury Risk. quideling) 1 1
Safety Interventions
Rizk of Harm Interventions [1-5) low bed recommended: P low bed recommended: P

Fall Interventions Level 1 [0-30)
Fall Interventions Lewvel 2 [31-64)
Fall Interventions Lewvel 3 (65 or greater) bed i lowest position; P bed in lowest position;
Alarmg hine present hihe present
Elopement Precautions

Medical Device Pratechon

Braden Risk Azzezsment [every da

enzany Perceplion [response to environment) (4] hion impairmet
Muisture [dedree skin exposed to maisture) [3] occazionally moist

Achivity [ability bo walk) (4] walks frequently

Ld 1L 0 (] LI B o | 1 ] L B rn I




Change of Shift Report

+ | Startof ChartTo l]4-2;

Yiew: |F'r|:|f13$$i|:|nal Ewchange Report i |Start of chart = |
05 142 M5 1000 ml
D& Lactated Ringers mldhr active
D5 Lactated Ringers..
D& Maormal 5aline mldhr active
D& Mormal Saline 1000...
Dilbiazem in DEWwW mlhr active
Dilkiazem. 125 mg 25 ml
D& 100 ml
[l ke Henarin di'd e
Rizk Screens and Assessment Tools
[kerm | Itemn Info | Walue | Lagt Date a~
Fall Risk Fall Risk Score [if. 60 04-27-2010 00:43 o
Rizk of Harm Score.. 2 04-27-2010 00: 43
Braden Senzonp Perception... (4] no impairment 04-27-2010 00:43
Braden b oizture [degree... (4] rarely moist 04-27-2010 00:43
Braden Activity [abiliby ko [3] walkz... 04-27-2010 00:43 S
Braden kA ability... (4] no lirmitation 04-27-2010 00:43
Braden Mutrition [quality of...  [3] adequate 04-27-2010 00:43
Braden Frichion and Shear [3] no apparent... 04-27-2010 00:43
Braden Score [if 18 or less.. 21 04-27-2010 00:43
WTE Age aver B0 [2] 04-21-2070 13:40
WTE Bl 30 or less (0] 04-21-2070 13:40
WTE Hiztamy Superficial Yen..  04-21-2010139:40 d




Admission Screening

#= Adult Patient Profile [04-22-2010 12:10], Visit:

¥

| REVIEW OF SYSTEMS (Prior to Admission):
| PRESSURE ULCER:

] Pressure Ulcer in Past il

*  Pressure Ulcer Present at Time of no
Admission




Daily Pl Monitor

Bezultz  Patient Info - Surmmary  Documents  Flowszheet:  Clinical Surnmary BsREEGIGE Dizcharge Planning

[npatient Admitted Thursday, Aprl 22, 2010 17:04 Ak

I¥ Charting | ssues

Patient Profile | zsues

Sechion Unadrezzed ltem




Tools for ET Nurse

St. Clair Hospital
Pittshurgh, PA 15243

Enterstomal Therapy
Progress Notes

Wiound and skn- /7 17 Wound 1 0 Wound £2 0. Wound £3
Check all that 2pah | O Present on Admission O Pregent on Admission O Presert on Admizsion
(] MNogocaomisl 0 Mosocaomisl [ Mozocomial
O Waund type O Preszure Ulcer 0 Preszure Llicer O Preszure Llicer
O Trauma O Trauma O Trauma
O Diabetic Jeuropsthic Ulcer O Diabetic Seuropathic Ulcer O Diabetic Seuropathic Ulcer
0 Yenous Stasis Ulcer 0 Venous Stasis Ulcer 0 Yenous Stasis Ulcer
O =urgical 0 Surgical 0 Surgical
-  [—  [—




Tools for ET Nurse

ot Clair Hospatal
Pittsburgh, PA 15243
SkinWound Care
Physician Orders

Pagelof ]
Dhate: Tt trierrier—
is Wound is a Pressume Ulcer: O Yes O Mo
[ Present on Admission [ Hospital Acquired O Unlmown
Location;

If multiple wounds require different treatment, circke Wound #for thisorder: 1 2 3 4 5 @
DRESSING CHANGES:

O Cleanse wound with each dressing change uwsing: O Dove soap O Normal saline O Sfenle water
O Lpprocarmate skan tear, gter stip epiderrnal flap of present
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Results

Number of Pressure Ulcers
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Results
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Pressure Ulcer Risk Assessment
On Admission
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On-going Pressure Ulcer Risk
Assessments
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Results
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Developed Pressure Ulcer During
Hospital Stay
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Hospital Stay
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Questions?
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Appendix

Name: Room:

Indicate Ulcer Sites:

If this patient has a pressure ulcer or is at risk [Braden <18]:
Turn and position every two hours utilizing turning clock
Heel protectors or pillows to elevate
For incontinence use Wipes and Protective Cream OR Barrier Ointment
BID and PRN
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