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BACKGROUND PRESSURE INJURY PREVENTION RESULTS

The initial results for this project are brief and tentative.

Hospital-acquired pressure injuries (HAPIs) are a costly
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* To decrease HAPI rates in SICU/NSCU/MICU by >10%
within one year ’ METHODS
¢ To improve compliance with prevention bundle PLAN: CONCLUSIONS

protocols ¢ Collaborate with wound care team to strengthen HAPI prevention . . C g
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e Standardize unit-based supplies for skin offloading and protection

o Staff education and accountability are key drivers of
success
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HAPI DATA e Implement daily RN-led skin checks with WOCN support
e Educate staff via huddles, posters, and monthly feedback reports
e Introduce pre-prepared WOCN pretreatment protocol for early
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STUDY:

e Track compliance with bundle use via audits and checklists .
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e Collect staff feedback on barriers and facilitators o,
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e Adjust education and workflow based on compliance data PATHWAY

e Sustain interventions through leadership support and accountability DESIGNATED
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