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A Collaborative is a systematic approach to 
quality improvement, using teams for best 
practice sharing within and between 
participating facilities. 
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The Tennessee Nursing Home Improving Individual Patient Care Pressure Ulcer 
Reduction Collaborative is sponsored by Qsource, the Medicare Quality Improvement 
Organization (QIO) for Tennessee. It is part of a long-standing national nursing home 
initiative funded by the Centers for Medicare & Medicaid Services (CMS).  
 
Modeled after the Institute for Healthcare Improvement’s (IHI) Breakthrough Series 
Collaborative Framework, this modified change package will support both QIOs and 
nursing home practitioners in their efforts to treat and prevent pressure ulcers.  
 
 
 
 
 
 
This handbook contains essential information about the The Tennessee Nursing Home 
Improving Individual Patient Care Pressure Ulcer Prevention and Treatment 
Collaborative for participating nursing facilities.  Its purpose is to provide background 
and reference information and to help the teams prepare for a successful start to this 
initiative.    
 
The Introduction sets the stage by providing background information as well as a 
tentative schedule of events and time periods.   
 
The section on Pre-work activities guides your team step-by-step through preparation 
for the first learning session on pressure ulcer education. All of the forms needed to 
complete these activities are included. 
 
The Collaborative Framework contains the charter and problem statement, which 
provides background on pressure ulcer treatment and prevention; defines the overall 
mission, goals, and methods; and outlines expectations for participants. The framework 
also contains the Change Package and Measurement Strategy, presented under 
separate tabs. 
 
• The Change Package contains a variety of strategies for changing processes of 

care related to pressure ulcer treatment and prevention. You will refer to it 
throughout the collaborative. 

 
• The Measurement Strategy section defines the required and optional measures. It 
      describes data that your team will collect and analyze to monitor progress. 
 
A list of Qsource Staff provides names and contact information. 
 
A Glossary defines terms and concepts related to the IHI collaborative model. 

Acknowledgments 

About This Handbook 
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This section contains information about the collaborative model, the Tennessee Nursing 
Home Improving Individual Patient Care Pressure Ulcer Prevention and Treatment 
Collaborative, and a calendar of activities and events. 
 
Overview 
 
A collaborative is a systematic approach to healthcare quality improvement in which 
organizations and providers test and measure new practices.  Teams then share their 
experiences to increase learning and widespread implementation of best practices.  In 
1995, the Institute for Healthcare Improvement (IHI) held the first Breakthrough Series 
Collaborative.  Since then, more than 700 teams from over 400 international healthcare 
organizations have participated in collaboratives.  Nursing homes from a number of 
states participated in a National Nursing Home Improvement Collaborative for 
Pressure Ulcer Prevention and Treatment sponsored by CMS.  This approach proved to 
be very successful and since has led to other collaborative work in long-term care.   An 
example is the pilot collaborative on physical restraint reduction which involved 15 
select nursing homes in Tennessee, the first initiative of its kind for the nursing home 
industry in the State. This collaborative ended in January 2006, and due to its success, 
became the model for successful Tennessee clinical initiatives under Qsource contracts 
with CMS known as the 8th and 9th Scopes of Work (SoW).  Each Scope of Work contract 
is for a three-year period, with the 9th SoW ending July 31, 2011.  Successes and lessons 
learned by these nursing homes will be shared with the current 10th SoW Identified 
Participants, of which your nursing home is a part, in the coming months, as will 
successes and lessons learned by the current participants.   
 
The full IHI collaborative model requires a large amount of resources with an extended 
time period to complete all of the required activities. Qsource has adapted and scaled 
down the IHI methods as well as the collaborative framework developed by CMS and 
the expert panel to suit the needs of our provider community.   
 
Tennessee Nursing Home Improving Individual Patient Care Pressure 
Ulcer Prevention and Treatment Collaborative  
 
The collaborative will involve a select group of facilities located throughout Tennessee 
to improve the clinical quality provided to nursing home residents in the area of 
pressure ulcer prevention and treatment.   These facilities will work together over the 
next two years to test system changes aimed at making improvements in the prevalence 
and treatment of pressure ulcers and to collectively share experiences and best 
practices. Qsource staff members will be available for consultation on content and 
methods as well as their application. 

Introduction 
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The four main components of the collaborative are: 
 
• Pre-work Activities  
• Learning Sessions 
• Action Periods  
• Outcomes Congress 
 

Pre-work is the period between receipt of this handbook and the first Learning 
Sessions, targeted for October 2011 across the three grand regions of the State. 
During this time, the nursing facility has several important tasks to complete in 
order to prepare for the first Learning Session. The Pre-work section of this 
handbook details these tasks, provides a checklist for activities, and supplies all 
of the necessary forms.  

 
Learning Sessions (LS) are the major interactive events of the collaborative. 
Through group sessions, small group discussions, and team meetings, teams 
have the opportunity to: 

 
• Learn from Qsource staff and peers 
• Receive individual coaching 
• Gather knowledge on the subject matter and on process improvement 
• Share experiences and collaborate on improvement plans 
• Problem-solve barriers to improve care 

 
The collaborative will be kicked off by a Learning Session held at three sites 
across the State (Memphis, Nashville, and Knoxville).  Additional sharing of 
information and experiences will occur via monthly teleconference calls, site 
visits, etc. 
 
Action Periods are the times between Learning Sessions. During Action 
Periods, teams work within their facilities to test and implement changes aimed 
at pressure ulcer reduction. Teams share the results of their improvement efforts 
in monthly Senior Leader Reports (SLRs) and also participate in shared learning 
through conference calls. Participation in Action Periods is not limited to those 
who attend the learning sessions; we encourage and expect the participation of 
other team members and supporters in the facility. 
 
 At the end of the collaborative, participants will share their findings and 
achievements at an Outcomes Congress (OC) to highlight the accomplishments 
and present effective models related to restraint reduction. 
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Schedule 
 
 
 
 
 
 

Pre-work                         Action                          Action                             Action                Spread 
                                        Period 1                       Period 2                         Period 3 

                            
 
LS 1:       
Nashville    October 2011  Dates TBA 
Knoxville     October 2011  Dates TBA 
Memphis    October 2011  Dates TBA 
 
  Action Period 1 Time between Learning Sessions 
    Monthly teleconferences every third Wednesday 
     Senior Leader Report and tracking tool due 2nd   

       Wednesday of each month  
      
 
 
LS2:       March 2012 
    

Action Period 2  Time between Learning Sessions  
    Monthly teleconferences every third Wednesday 
    Senior Leader Report and tracking tool due 2nd   

        Wednesday of each month  
 
 
 
LS 3:      August 2012                     
 

Action Period 3 Time between Learning Sessions     
    Monthly teleconferences every third Wednesday 
    Senior Leader Report and tracking tool due 2nd   

        Wednesday of each month 
 
    
 

        Outcomes Congress  February 2013 

LS 1 
 

October 
2011 

LS 2 
 

 March 
2012 

LS 3 
  

August 
2012 

Outcomes 
Congress  
February 

2013 
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Teleconferences: In between the Learning Sessions, each team is expected to 
participate in monthly teleconferences with other participating facilities. Calls will be 
for one hour on every third Wednesday of the month. To participate in a teleconference, 
please dial 1-866-906-0123. When asked, enter 5285261 followed by the # sign for your 
access code.  Be sure to use teleconference etiquette by not putting the call on hold at 
any time and maintaining a quiet environment except when speaking. Qsource will host 
the teleconferences. 
 
 

Monthly Teleconferences  2011-2013  
 
Time:                        
 
Length:                      
 
Participants: 
 
 
Dates:                         
 

 
TBD 
  
60 minutes 
 
Team members from each participating nursing home;  
Qsource staff; selected experts 
 
Dates to be determined 
 

 
Instructions:  
 
 
              
 

 
Dial 1-866-906-0123. When prompted, enter 5285261 for the access   
    code, followed by the # sign.  
When asked to state your name, please state your facility name.     
Do not put the line on hold at any time. 
Keep background noise low. 
You may dial *6 to mute and *6 to un-mute.  
 

 
Purpose:                   
                                    

 
Teams will share successes and barriers related to 
implementation. 
 
Qsource staff and speakers will present topics related to the     
Collaborative. 
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This section includes a checklist of Pre-work Activities, information about how to 
complete each Pre-work Activity, and related forms for documentation. 
 
Checklist for completing pre-work activities prior to Learning Session 1 
 

 1. Form a team. 
 

 2. Read collaborative framework. 
 

 3. Register for learning sessions.   
 

  4. Obtain Microsoft® Excel 97 or higher for using the electronic tracking 
           software to track data within your nursing facility. This is not a requirement as 
           paper tools and logs may be used. However, Qsource staff will provide training 
           sessions on this easy to use electronic software. 
 

 5. Complete the pre-work activities worksheet.  
 

  6. Develop a draft aim statement. 
 

  7. Identify a population of focus. 
 

  8. Define optional measures. 
 

  9. Prepare for monthly reports. 
  

 10. Assess your facility.  
 

 11. Survey staff.  
 
 
 
 
 
The following pages provide more detail about each task. 
 
 
 
 

Pre-work Activities 
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1. Forming a Team 
 
Each facility needs to form a collaborative team to test and implement system changes 
related to pressure ulcer reduction.   
 
Selecting Team Leaders 
 
The first step in forming your collaborative team is to fill four leadership roles. They 
are:  
 
 Senior Leader 
 System Leader  
 Clinical Champion  
 Day-to-Day Leader  

 
Individuals in these roles represent the team at the Learning Sessions and Outcomes 
Congress and share their learning with other members of the team. Team members will 
report progress to the Senior Leader, who is encouraged to attend all Learning Sessions 
and the Outcomes Congress.  In smaller homes the roles may overlap; however, at least 
three staff with the ability to cover the following roles should be selected. 
 
Ideal team leaders are described below. 
 
The Ideal Senior Leader 
 
• Has ultimate authority to allocate the time and resources to achieve the team’s aim 
 
• Has ultimate authority over all areas affected by the change 
 
• Will champion the spread of successful changes throughout the facility 
 
 
Examples of Senior Leaders are the nursing home administrator or director of nursing.  
 
The Ideal System Leader 
 
• Has direct authority to allocate the time and resources to achieve the team’s aim 
 
• Has direct authority over the particular systems affected by the change 
 
• Will champion the spread of successful changes throughout the department or service 
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The Ideal Clinical Champion 
 
• Is a respected clinical staff person with interest and expertise in the areas of risk 
   related to pressure ulcers 
 
• Understands current processes of care 
 
• Has a good working relationship with peers and the Day-to-Day leader 
 
• Wants to drive improvements in the system 
 
An example of a Clinical Champion would be a physician, consultant pharmacist, 
geriatric nurse practitioner, physician assistant, clinical nurse specialist or other nurse/ 
health professional with clinical expertise in this area. It is essential to have a Clinical 
Champion on the team. It is recommended that the Clinical Champion attend all 
Learning Sessions and the Outcomes Congress. 
 
The Ideal Day-to-Day Leader 
 
• Has good clinical skills with interest in pressure ulcer prevention and treatment 
 
• Drives the project and ensures that cycles of change are tested, implemented, and 
   documented 
 
• Coordinates communication between the team and the collaborative 
 
• Oversees data collection 
 
• Works with the Clinical Champion 
 
The Day-to-Day Leader should understand how changes will affect systems and have 
the time to keep the project moving forward. The Day-to-Day Leader needs the skills 
necessary to write summary reports of progress (Senior Leader Reports). A quality 
improvement, charge, management or highly motivated staff nurse might serve as Day-
to-Day Leader. The Day-to-Day Leader attends all Learning Sessions and the 
Outcomes Congress. 
 
Selecting Other Team Members 
 
In addition to the four leaders, the collaborative team should include staff from 
departments affected by system changes related to pressure ulcer reduction. This will 
ensure that the team understands the system that is being redesigned and will promote 
buy-in for the changes. These other team members will not need to attend the Learning 
Sessions.  
 
These members learn about the collaborative from the four team leaders and participate 
in implementation at the facility level. Potential team members include: 
 
 Certified nursing assistants 
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 Licensed nurses 
 MDS Coordinators 
 Dietary Staff/RDs 
 Occupational and physical therapy staff 
 Activities staff 
 Social services staff 
 Staff development personnel 
 Health information managers 
 Maintenance and environmental services 

 
Tips for Selecting Team Members 
 
An effective team has members who work well together and who have a combination of 
skills, styles, and competencies. An effective team has members who: 
 
 Are leaders 
 Are team players 
 Have specific skills and technical proficiencies relevant to pressure ulcer reduction  
 Possess excellent listening skills 
 Communicate well verbally 
 Are problem-solvers 
 Are motivated to improve current systems and processes 
 Believe it is possible to improve and prevent pressure ulcers  
 Are creative, innovative, and enthusiastic 

 
2.  Reading the Collaborative Framework 
 
It is important that each member of the team reads and understands the material 
provided in this handbook. One copy will be provided to each team along with an 
electronic copy should the facility need to make additional copies.  
 
3.  Registering and Arranging for Travel  
 
Qsource will use a web-based registration process. Each Learning Session will be held 
regionally in Knoxville, Nashville and Memphis. Each facility will be responsible for 
travel arrangements and meals, which will not be reimbursed by Qsource. 
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4. Obtaining Microsoft® Excel 97 
 
Facilities are encouraged to obtain Microsoft® Excel version 97 or higher in order to use 
the software for tracking data. This electronic tracking tool assists staff in both collecting 
and summarizing data and provides one common tool for all participating facilities.    
 
Once data is entered, the electronic tool will automatically generate run charts to track 
performance for both the required and optional measures.  The data entered into the 
Excel tool must be submitted, along with the Senior Leader Report to Qsource each 
month. 
 
Microsoft® Excel 97 is not mandatory, but it is an easy and quick method to collect and 
analyze data which staff find very helpful.  Training sessions on this tracking tool will 
be available at Learning Session 1.  An alternate method is use of paper tools and logs. 
 
5. Completing the Pre-Activities Worksheet 
 
The Pre-work Activities worksheet at the end of this section will help you document 
progress as your facility: 
 

• forms a team 
 

• develops an aim statement 
 

• identifies a population of focus 
 

• begins to define measures 
 
6. Developing an Aim Statement 
 
The collaborative is modeled after the IHI Model for Improvement, a “trial-and-learn” 
approach to quality improvement. The model for improvement combines three 
important questions with small cycles of change: 
 
1. What are we trying to accomplish? 
2. How will we know that a change is an improvement? 
3. What changes can we make that will result in an improvement? 
 
The first question is answered in an aim statement. An aim statement is a short written 
statement describing what the team expects to accomplish in the collaborative; it 
should guide the team’s specific improvement efforts. The aim statement ensures that 
team activities are in line with the goals of the facility.  Involving administrative 
leadership in developing an aim statement can help teams ensure support for their 
work. 
 
An example of an aim statement consistent with the goals of this collaborative is as 
follows:   
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Sunshine Nursing Home will decrease our pressure ulcer rate to 4% within 90 days by 
assessment, monitoring, intervention and re-evaluation of significant risk factors by the 
interdisciplinary team. 
 
In setting your aim, be sure to: 
 
1. Involve Senior Leaders. Senior Leaders must align the aim with strategic goals of 
      the facility. They must also provide for personnel the necessary support and 
      resources from information systems, finance and reimbursement, nursing, etc. 
 
2. Base your aim on data or facility needs. Examine data within your facility. Refer to 
      the collaborative charter and focus on issues that matter at your nursing facility. 
 
3. State the aim clearly and use numerical goals. Teams make better progress 
      when they have a clear, specific aim. Setting numerical targets clarifies the aim, 
      helps create tension for change, and directs measurement. 
 
For example, an aim to “decrease pressure ulcer rate to 4% within 60 days” will be more 
effective than an aim to “decrease our pressure ulcer rate.” 
 
Teams will refine their aim statement during the course of the collaborative.  
 
7. Identifying a Population of Focus 
 
During the collaborative, teams will conduct, monitor, and analyze changes within a 
small group of residents (small scale rapid cycles of improvement). If the outcomes for 
these residents result in improvement, teams will then spread the interventions to other 
residents facility-wide.   
 
8. Defining Measures 
 
Measuring performance helps the team to evaluate the impact of changes it makes in an 
effort to improve care. Performance measurement is not an end in itself. Measurement 
should speed up improvement, not slow it down. 
 
 
The outcome measures for this collaborative are: 
 

• Percent of residents with pressure ulcer(s) on the last day of the month 
• Percent of residents with stage 2-4 pressure ulcers that showed evidence of healing over 

the last month 
 
The process measures are: 
 

• Percent of admissions that have a pressure ulcer risk assessment performed utilizing a 
validated risk assessment tool within 24 hours of admission.  (Validated risk assessment 
tools: Braden, Norton, or Norton Plus scale) 
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• Percent of at-risk residents with a daily skin inspection 
• Percent of at-risk residents who are repositioned in a timely manner 
• Percent of at-risk residents who are using appropriate pressure reducing support surfaces 

on resident bed and chair 
• Percent of at-risk residents with unintentional weight loss 
• Percent of residents at-risk residents who have a care plan in place that addresses 

interventions (preventive strategies) for each specific risk factor 
 
Optional Measures 
 
Suggested optional process measures are: 
 

• Percent of residents identified at-risk who receive interventions (preventive strategies) 
within 24 hours of being identified as high-risk 

• Percent of residents that have a documented comprehensive skin assessment (head-to-toe) 
performed within 8 hours of admission 

 
9. Preparing for Monthly Reports 
  
Senior Leader Report 
 
Each facility will be expected to prepare a monthly report, tracking the team’s progress 
on the selected measures and documenting the tested system changes.  This report goes 
to the senior leadership at the nursing facility and is also shared with other QI 
collaborative participants and the Qsource staff.  More information about the Senior 
Leader Report (templates, tools, etc.) will be distributed at the first Learning Session. 
 
 
 
Run Charts 
 
The standard for monitoring progress is a run chart for each of the required and 
optional measures. Data points should be plotted monthly on a run chart and submitted 
with Senior Leader Reports. A Microsoft® Excel tracking tool that automatically 
produces the run charts will be provided to collaborative participants, along with tool 
training at the first Learning Session.  
 
10.  Assessing Your Facility 
 
Complete the self-assessments for pressure ulcers by answering questions related to 
your facility policies and procedures and by conducting a brief chart audit. In doing so, 
you will assess what areas of management and care need improvement in your facility. 
This process of identification will help you when selecting areas for small scale rapid 
cycles of improvement. Be honest. This assessment is for use within your team only and 
is meant to establish a baseline so that you can determine progress through comparison 
when these assessments are repeated at later points.   
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11.  Surveying Staff 
 
The purpose of the one-page Pressure Ulcer and Attitude Survey is to assess staff’s 
knowledge and attitudes about pressure ulcers. The process of answering these 
questions will help staff examine their personal beliefs and level of knowledge about 
pressure ulcers. Use this survey with all direct care staff to increase awareness and 
build interest in your program.  Asking other facility staff to complete the survey may 
be helpful in establishing widespread commitment to and understanding of pressure 
ulcer prevention and treatment. 
 
 
 
 
 
 
 
 
 
 
 
 
Pre-Work Activities Worksheet 
 
 
1.  Team Members:   (Name)              (Title) 
 
a.   Senior Leader:     ____________________________________________________ 
 
b. System Leader:    ___________________________________________________ 
 
c. Clinical Champion:    ___________________________________________________ 
 
d. Day-to-Day Leader:     ___________________________________________________ 
 
e. Other Team Members:  ___________________________________________________ 
 
      ___________________________________________________ 
 
     ___________________________________________________ 
 
                                                ___________________________________________________ 
 
 
2. Working draft of aim statement: 
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3. Working list of measures selected: (For additional information, please refer 

to the Measurement Strategy.) 
 
 The outcome measures for this collaborative are: 
 

• Percent of residents with pressure ulcer(s) on the last day of the month 
• Percent of residents with stage 2-4 pressure ulcers that showed evidence of healing over 

the last month 
 
 
The process measures are: 
 

• Percent of admissions that have a pressure ulcer risk assessment performed utilizing a 
validated risk assessment tool within 24 hours of admission.  (Validated risk assessment 
tools: Braden, Norton, or Norton Plus scale) 

• Percent of at-risk residents with a daily skin inspection 
• Percent of at-risk residents who are repositioned in a timely manner 
• Percent of at-risk residents who are using appropriate pressure reducing support surfaces 

on resident bed and chair 
• Percent of at-risk residents with unintentional weight loss 
• Percent of residents at-risk residents who have a care plan in place that addresses 

interventions (preventive strategies) for each specific risk factor 
 

 Suggested optional process measures are: 
 

• Percent of residents identified at-risk who receive interventions (preventive strategies) 
within 24 hours of being identified as high-risk 

• Percent of residents that have a documented comprehensive skin assessment (head-to-toe) 
performed within 8 hours of admission 

 
Potential issues in collecting data for the required measures: 
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Introduction 
 
The Centers for Medicare & Medicaid Services’ (CMS) Quality Initiative is challenging 
providers in long-term care settings to continually enhance an environment that 
promotes transformational change in the area of quality of care and quality of life.  
 
Transformational change occurs through collaboration, partnership, and commitment to 
a paradigm shift—in this case, a person-directed care (PDC) approach to quality 
improvement. The foundation of transformational change rests on a positive 
organizational culture that is directed and supported by the administrator, director of 
nursing, and countless other leaders in today’s nursing home. The PDC model is an 
innovative approach in long-term care, enhancing residents’ quality of life by changing 
the culture in nursing homes. An integrated PDC approach supports an environment 
that ideally promotes residents’ freedom, independence, and autonomy in a pressure 
ulcer-free environment. The purpose of this framework is to provide the foundation 
necessary for staff to prevent and treat pressure ulcers in their facility. 
 
Problem Statement 
 
Pressure ulcers are a common, serious, and significant healthcare occurrence in the frail 
and elderly. Pressure ulcers cause pain and disfigurement, slow recovery from co-
morbid conditions, interfere with activities of daily living, and are strongly associated 
with longer hospital stays and mortality. 
 
Mission 
 
The mission of this collaborative is to achieve a breakthrough improvement in pressure 
ulcer prevention and treatment.  This collaborative will support nursing homes in the 
creation of effective, interdisciplinary pressure ulcer reduction programs – resulting in a 
constant level of comfort and safety for residents. 
 
The Qsource staff will help each nursing home achieve this mission and their facility-
specific aim. The Qsource staff will support the team in meeting the collaborative goals 
by sharing the best available scientific knowledge and experience on creating safe 

Collaborative Framework 
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systems in clinical areas and by teaching and applying methods for organizational 
change and improvement. 
 
Improvement Goals 
 

• Reduce prevalence of pressure ulcers   
• Reduce incidence of pressure ulcers  
• Achieve 100% compliance with guidelines for assessment, prevention and 

management of pressure ulcers:  
• 100% of residents will be assessed for pressure ulcer risk upon admission, 

with change in condition and at periodic intervals  
• 100% of at-risk residents will have an individualized care plan developed and 

implemented that links preventive strategies to risk factors 
• 100% of residents with pressure ulcers will receive treatment according to 

clinical guideline recommendations 
• 100% of nursing homes will develop a process to monitor the effectiveness of 

the pressure ulcer prevention and management program 
 

Individual teams will set their own goals, which will be reflected in their aim 
statement and the optional measures they choose.  For a list of measures related to 

these goals, see the “Measurement Strategy” section of this Handbook. 
 
Methods 
 
Each participating nursing home facility is expected to develop an aim statement (a 
statement on what the team expects to accomplish) that includes the specific goals 
stated above and any others that relate to prevention and treatment of pressure ulcers. 
Nursing facilities may begin pressure ulcer prevention and treatment efforts for a small 
group of residents within their facility and should select initial populations of focus 
based on the need for improvement in care processes or outcomes. Overall, the 
population of focus for this improvement effort will be all residents. The ultimate goal 
is to spread the improvements to other populations either within or beyond the facility.  
 
Both process and outcome measurement strategies will be used to assess progress 
toward achieving the goals.  
 
Nursing facilities will learn an improvement strategy that includes breakthrough goals 
and a method to develop, test, and implement changes in their processes of care and 
infrastructure.  
 
 
Expectations 
 
The Qsource staff will: 
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• Provide information on subject matter, its application and methods for process 
improvement, both during and between learning sessions 

• Offer coaching to teams 
• Provide an electronic mailing list (email list or listserv) and other communication 

methods for shared learning 
• Assess team progress and provide feedback to teams monthly 
• Assist in the collection and summary of data 
• Plan and facilitate the four face-to-face meetings (three learning sessions and an 

Outcomes Congress) 
• Provide resources to accelerate spread statewide 
• Facilitate monthly conference calls  
• Maintain and safeguard the confidentiality of privileged data or information in 

compliance with HIPAA regulations—whether written, photographed, or 
electronically recorded and whether generated or acquired by the team—which can 
be used to identify an individual patient, practitioner, nursing facility, health plan or 
patient population 

 
Nursing facilities will: 
 

• Perform Pre-work activities (optional) 
• Connect the collaborative goals to the goals of the facility 
• Identify a Senior Leader to sponsor and actively support the team 
• Provide the resources necessary for staff to attend learning sessions and to devote 

sufficient time and effort to the program (approximately one FTE for the duration of 
the collaborative) 

• Send the  team leaders to each learning session and the Outcomes Congress  
• Plan, design, test and implement small scale improvement cycles 
• Participate in teleconferences 
• Submit monthly Senior Leader Reports 
• Create storyboards for presentation at Learning Sessions II and III and the Outcomes 

Congress 
• Partner with Qsource staff to promote best practices statewide 
• Maintain and safeguard the confidentiality of privileged data or information in 

compliance with HIPAA regulations—whether written, photographed, or 
electronically recorded and whether generated or acquired by the team—which can 
be used to identify an individual patient, practitioner, nursing facility, health plan or 
patient population 

 

Change Model 
 

A change model represents an ideal system and identifies elements that must be 
addressed in order to redesign the current system so that it mirrors the ideal.  The six 
components that must be addressed to provide an ideal, pressure ulcer-free 
environment are: 
 

• Community 
• Care Planning 
• Assessment 
• Treatment 
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• Monitoring and Reassessment 
• Organizational Commitment 
 

These six components are represented in the following graphic.  Key improvement 
strategies and changes for each of the six components are listed in Table 1. 
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Integrate Improved 
Pressure 
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Optimal 
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Life 

 

 

 

 

 

 

 

Nursing Facility 
Residents, family, staff, primary care providers 

 

 

 

 

 

 

6. Organizational Commitment 
to a culture of continuous quality improvement and person-centered care 

2. Care planning that addresses 
interventions for each specific risk factor  

5. Monitoring & 
Reassessment 

1. Community 

• Resources 
• Policies 
• Healthcare 

Providers 
• Litigation 

• Regulation 

Change Package for Pressure Ulcers 

4. Treatment 3. Assessment 
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Table 1: Key Improvement Strategies and Changes 
 

Improvement 
Strategy 

Key Changes 
Supporting Pressure Ulcer Prevention and Treatment in the Long-Term Care Setting 

1. Community • Work actively with other healthcare organizations (e.g., with other nursing homes, hospitals, home health, 
medical transporters, adult day care, assisted living facilities, etc.) to optimize pressure ulcer prevention and 
treatment across clinical settings  

• Use local and regional networks of healthcare organizations (e.g., Quality Improvement Organizations, 
Corporate resources, long-term care Ombudsman, State survey and certification agency, long-term care trade 
associations, long-term care advocacy groups, and professional healthcare associations) as resources for 
improving pressure ulcer prevention and treatment 

• Use community-based wound care expertise (e.g., certified wound care nurses, clinical nurse specialists, 
advance registered nurse practitioners, dieticians, occupational and physical therapists, and physicians) to 
augment facility resources if needed 

 

Improvement 
Strategy 

Key Changes 
Supporting Pressure Ulcer Prevention and Treatment in the Long-Term Care Setting 

2. Care 
    Planning 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Care 
Planning, Cont. 
 

• Offer adequate activity and exercise for all residents in an environment that provides frequent structured 
supervision 

• Designate responsibility and accountability for care plan development, implementation, and oversight 
• Ensure that the care plan adheres to accepted clinical guidelines that include both pharmacological and non-

pharmacological interventions and addresses resident-specific goals and actions 
• Develop individualized, targeted interventions and goals related to providing the highest functional status and 

least restrictive environment 
• Integrate approaches for restraint elimination and prevention of complications (i.e., contractures, skin 

breakdown, and incontinence) in care plans 
• Implement an interdisciplinary team approach (including CNAs, nurses, and other facility staff who interact 

with residents) for achieving the goals on the care plan 
• Involve the resident and family in development of an individualized care plan to meet the specific social and 

personal needs of the resident 
• Use an interdisciplinary approach and, as appropriate, add orders from primary care provider, therapist, and 

other professionals to care plan 
• Address individual needs for staff assistance and equipment during toileting, transfer, ambulation, and all 

activities of daily living to promote safety 
• For residents with additional unsafe behaviors, include general behavior management strategies and specific 

individualized strategies to reduce risk of injury, increase comfort, provide assistance, and increase surveillance 
• Incorporate assessment data/information into resident plan of care 
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Improvement  
Strategy 

Key Changes 
Supporting Pressure Ulcer Prevention and Treatment in the Long-Term Care Setting 

3. Assessment • Use a pressure ulcer risk assessment process that identifies immobility/inactivity, moisture/incontinence, 
malnutrition, and history of pressure ulcers as risk factors for pressure ulcer development 

• Use a pressure ulcer risk assessment process that is standardized and addresses admissions, readmissions, 
changes in condition, and quarterly care plan updates 

• Implement a process for ensuring systematic daily skin inspection of all residents at risk for pressure ulcers  
• Implement a process for ensuring that adverse findings of daily skin inspections are acted upon in a timely 

fashion and incorporated into each resident’s care plan                                                                                                       
• Ensure that professional clinical staff accurately distinguish between pressure ulcers and other chronic wounds 

(e.g., arterial or venous ulcers of the lower extremities) 
• Implement a process for assessing and documenting pressure ulcers consistent with NPUAP staging system          
• Implement a process for assessing and documenting pressure ulcer healing at least weekly 

 

Improvement 
Strategy 

Key Changes 
Supporting Pressure Ulcer Prevention and Treatment in the Long-Term Care Setting 

4. Treatment 
 
 
 
 
 
 
 
 

• Consistently use wound care techniques that create wound environments free of non-vitalized tissue, clinical 
infection, dead-space, and excess wound exudates 

• Consistently use wound care techniques that create moist, insulated wound surfaces with adequate wound bed 
oxygenation and substrate for tissue repair 

• Standardize wound care products and protocols consistent with best evidence 
• Ensure the wound treatment plans are evaluated and modified for all wounds   that fail to show evidence of 

healing after two weeks of a given treatment regimen 
• Ensure the treatment plan is evaluated and modified immediately for pressure ulcers that show 

evidence of worsening or complications such as sepsis or spreading cellulitis 
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Improvement 
Strategy 

Key Changes 
Supporting Pressure Ulcer Prevention and Treatment in the Long-Term Care Setting 

5. Monitoring 
and 
Reassessment 

 
 
 
 
 
 
 
 

• Use a pressure ulcer risk assessment process that identifies immobility/inactivity, moisture/incontinence, 
malnutrition, and history of pressure ulcers as risk factors for pressure ulcer development 

• Use a pressure ulcer risk assessment process that is standardized and addresses admissions, readmissions, 
changes in condition, and quarterly care plan updates 

• Implement a process for ensuring systematic daily skin inspection of all residents at risk for pressure ulcers  
• Implement a process for ensuring that adverse findings of daily skin inspections are acted upon in a timely 

fashion and incorporated into each resident’s care plan                                                                                                     
• Ensure that professional clinical staff accurately distinguish between pressure ulcers and other chronic 

wounds (e.g., arterial or venous ulcers of the lower extremities) 
• Implement a process for assessing and documenting pressure ulcers consistent with NPUAP staging system 
• Implement a process for assessing and documenting pressure ulcer healing at least weekly 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

6. Organizational  
     Commitment 

• Articulate a vision of high quality pressure ulcer prevention and treatment 
• Provide stable administrative and clinical leadership committed to high quality pressure ulcer prevention and 

treatment 
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Improvement 
Strategy 

Key Changes 
Supporting Pressure Ulcer Prevention and Treatment in the Long-Term Care Setting 
• Identifies a team of key staff to participate in interdisciplinary pressure ulcer prevention and  treatment  
• Embed AHCPR pressure ulcer prevention and treatment guidelines into daily practice 
• Continually evaluate the effectiveness of the pressure ulcer prevention and treatment program  
• Provide effective ongoing training on pressure ulcer prevention and treatment to staff, volunteers, family 

members, and residents 
• Consistently provide the number and skill-mix of staff necessary to implement high quality pressure ulcer 

prevention and treatment 24 hours a day 365 days a year 
• Consistently provide the physical resources necessary for high quality pressure ulcer prevention and 

treatment 24 hours a day 365 days a year 
• Consistently provide rewards and incentives in recognition of pressure ulcer quality improvement to staff, 

volunteers, family members, and residents  
• Actively seek out improvements in pressure ulcer prevention and treatment and spread them throughout and 

beyond the organization Pressure Ulcer Prevention and Treatment in the Long-Term Care Setting 
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Action Period 
This period is the time between learning sessions when teams work on improvement in 
their nursing homes. During this time, team members are supported by the Qsource 
staff, and they are connected to other collaborative team members.  
 
Aim or Aim Statement 
This is a written, measurable and time-sensitive statement of the accomplishments a 
team expects to result from its improvement effort. The aim statement contains a 
general description of the work, the population of focus, numerical goals and a 
statement on spreading the changes to another population. 
 
Annotated Run Chart or Annotated Time Series 
This is a line graph showing results of improvement efforts plotted over time. The 
implemented changes are called annotations that are noted on the chart at the time 
they occur, allowing the viewer to connect changes made with specific results.  
 
Assessment Scale 
A numerical scale is used to assess the progress teams make in reaching their aim. One 
equals forming a team and five equals outstanding, sustainable improvement. In each 
collaborative, faculty assesses the teams and may also ask them to evaluate their own 
progress using this scale. The expected level of attainment by the end of the 
collaborative is a four, which equals significant progress. 
 
BTS Collaborative 
Breakthrough Series Collaborative (See Collaborative) 
 
Change Concept 
This is a general idea for changing a process. Change concepts are usually at a high 
level of abstraction, but lead to multiple specific ideas for how to change processes. 
“Simplify” and “Consider all parties as part of the same system” are examples of 
change concepts. 
 
Change Package 
This is a collection of change concepts and key changes. 
 
Clinical Champion 
This person is a strong believer in the improvements and is willing to try them and 
involve others in the change process. Teams need at least one nurse champion.  
Champions in other disciplines who work on the processes are important to have on 
the team as well. The clinical champion becomes a resource person for the team and 
others. 

Glossary 
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Collaborative 
This effort is a time-limited initiative (usually 6-13 months) made by multiple 
organizations that come together with faculty to learn about and create improved 
processes on a specific topic. The expectation is that the teams share expertise and data 
with each other. Everyone learns and everyone teaches.   
 
Collaborative Chair 
This is the leader of the collaborative who is usually an expert in the topic. 
 
Collaborative Team 
This team consists of those individuals from the nursing homes that drive and 
participate in the improvement process. A core team of 3-4 individuals attends the 
learning sessions, but a larger team of 6-8 people from various disciplines within the 
nursing home participates in the improvement process.  
 
Community of Practice 
This community is made of groups of people who share a concern, set of problems, and 
sense of purpose. They complement existing structures by promoting collaboration, 
information exchange, and sharing of best practices across the boundaries of time, 
distance, and organizational hierarchies.  A great deal of knowledge may be generated 
in these groups. 
 
Collaborative Coordinator(s) 
This Qsource staff member is responsible for the day-to-day activities of the 
collaborative, including meetings, materials, phone calls, reports, and information 
management.  
 
Cycle 
See PDSA cycle. 
 
Day-to-Day Leader 
This person on the nursing home’s team is responsible for driving the improvement 
process every day. This person manages the team, arranges meetings, and assures that 
tests are completed and that data are collected. 
 
Director 
This manager of a collaborate works with the Qsource staff, teaches and coaches teams, 
and plans and executes learning session and action period activities. 
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Early Adopter 
In the improvement process, the opinion leader within the nursing home brings in new 
ideas from the outside, tries them, and uses positive results to persuade others in the 
organization to adopt the successful changes. A person who implements these changes 
in this initial phase is an early adopter. 
 
Early Majority/Late Majority 
Nursing home staff who will adopt the changes during the initial phase are considered 
the early majority. The late majority are those in the nursing home who will adopt a 
change only after it is tested by an early adopter or after the majority of the 
organization is already using the change.  
 
Electronic Mailing List or E-mail list 
This communication system allows teams to stay connected with the leadership team 
and each other during the action periods. Sharing information, getting questions 
answered and solving problems are all part of e-mail list activity. 
 
Handbook 
This manual is the complete description of the collaborative, along with expectations 
and activities to complete before the first collaborative meeting. 
 
IHI 
Institute for Healthcare Improvement 
 
Implementation 
This happens when staff makes a change a permanent part of the system of care.  A 
change may be tested first in a pilot population and then implemented throughout the 
organization. 
 
Improvement Advisor 
This is the expert in process improvement and measurement who assists the Qsource 
staff and director in guiding the collaborative’s work and coaching teams. 
 
Improvement Cycle 
See PDSA cycle. 
 
Key Changes 
These are the essential process changes that will help lead to breakthrough 
improvement. These changes are usually developed by the faculty and leadership team 
and are based on the literature and their experiences.  
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Key Contact 
This individual on the nursing home team takes responsibility for communication 
between the team and Qsource, including monthly reporting and distributing 
information to team members. The key contact is often the day-to-day leader on the 
team. 
 
Key Messenger 
This person will spread ideas to others within the nursing home. 
 
Knowledge Management 
This is a method for gathering information and making it available to others. 
 
Leadership Team 
This small group of topic experts assists Qsource and the director in teaching and 
coaching teams. Usually the leadership team contains representatives from all of the 
disciplines affected by the change process.  
 
Learning Session 
During a one or two day meeting, team members meet with faculty and collaborate to 
learn key changes in the topic area, including how to implement changes, accelerate 
improvement, and overcome barriers.  Teams leave this meeting with new knowledge, 
skills, and materials that prepare them to make immediate changes. 
 
Measurement Strategy 
This collection of required and optional measures describes in detail how to analyze 
data related to outcomes and processes within the change process. These measures 
provide direction on appropriate goals. 
 
Measure 
This is a focused, reportable unit that will help a team monitor its progress toward 
achieving its aim.  
 
Model for Improvement 
This approach to process improvement was developed by Associates in Process 
Improvement and helps teams accelerate the adoption of proven, effective strategies. 
 
Outcome Measure 
This is a method for measuring change or lack of change in the well-being of a defined 
population. Improvement in an outcome measure reflects the health status of the 
resident, whereas a process measure reflects the care delivery to the resident. 
Improvement in an outcome measure has a direct effect on morbidity and mortality. 
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Outcomes Congress 
This is a meeting at the end of the collaborative during which best practices in the topic 
area are presented to others interested in making improvements in the area. 
 
PDSA Cycle 
PDSA is an abbreviation for plan, do, study and act that is a structured trial of a 
process change. Drawn from the Shewhart Cycle, this effort includes the following 
steps: 
 

plan – a specific planning phase 
 do – a time to try the change and observe what happens 
 study – sometimes called “check,” an analysis of the results of the trial 
 act – developing next steps based on the analysis 
 
The PDSA cycle will naturally lead to the “plan” component of a subsequent cycle. 
PDSA cycles are also called “rapid cycles” or “improvement cycles.” 
 
Pilot Population 
See population of focus. 
 
Pilot Site 
This is the location within the nursing home where changes are tested. After 
implementation and refinement, team members and staff will spread the changes to 
additional locations.  
 
Population of Focus 
This is a designated set of residents who will be monitored to determine whether 
changes resulted in improvements. For this collaborative, a pilot population might be 
defined as residents who are at high risk of developing a pressure ulcer or already 
have one or more pressure ulcers. 
 
Pre-work Period 
This time period is before the first learning session when teams prepare for their work 
in the collaborative. Pre-work activities include selecting team members, registering for 
the first learning session, scheduling initial meetings, preparing an aim statement, 
defining a pilot population, selecting measures, and initiating data collection. 
 
Process Change 
This is a specific change in process within the nursing home. More focused and 
detailed than a change concept, a process change describes what specific changes 
should occur. “Instituting a pressure ulcer assessment for residents who are at high 
risk during screening upon admission, annually and after change in condition” is an 
example of a process change.  
Process Measure 
This is a method for measuring change or lack of change in the processes of care 
related to the topic. This measure reflects the process of care delivery to the resident. 
 
QIO 
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This is an abbreviation for a quality improvement organization. Each state has a QIO 
that is under contract with the Centers for Medicare & Medicaid Services (CMS) to 
monitor and improve the quality of care for people with Medicare. 
 
Rapid Cycle 
See PDSA cycle. 
 
Run Chart 
See annotated time series. 
 
Sampling Plan 
This is a specific description of the data collected by the team that includes the time 
period of the data collection and the subjects involved. The sampling plan is included 
on all senior leader reports. It emphasizes the importance of gathering samples of data 
to obtain “just enough” information. 
 
Senior Leader 
This person is the executive in the nursing home who supports the team and controls 
the resources used in the processes to be changed. This person is usually at the 
administrator level or higher. The senior leader works to connect the team’s aim to the 
organization’s mission, provides resources for the team, and promotes the spread of 
the team’s work to others. 
 
Senior Leader Report 
This report is the standard format for monthly progress updates in a collaborative. This 
two-page report includes an aim statement, measures to be used, a sampling plan, a 
listing of the changes made, and the results displayed graphically in run charts. The 
nursing home team prepares the report and sends it to the senior leader and to 
Qsource. Qsource staff review and summarize monthly reports. 
 
Spread 
This is the intentional and purposeful expansion of the number and type of people, 
units or organizations using the improvements. The theory and application of spread 
comes from the literature on diffusion of innovation. 
 
Staging Plan 
This plan details which populations will be included in the spread and in what order 
this will occur. 
System Leader 
This team leader in the nursing home has direct authority to allocate the time and 
resources needed to achieve the team’s aim, has direct authority over the particular 
systems affecting the change and will champion the spread of successful changes to 
other resident populations. This person may be the administrator or director of 
nursing services. 
 
Technical Expert 
This team member in the nursing home has a strong understanding of the process to 
be improved and changes to be made. 
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Test 
This is a small-scale trial of a new approach or a new process of care. A test is 
designed for staff to learn if the change results in improvement and allows staff to 
fine-tune the change to the nursing home and residents. Tests are carried out using 
one or more PDSA cycles. 
 
Tipping Point 
This concept states that small changes will have little or no effect on a system until a 
critical mass is reached. Then, a further small change tips the system and a large 
effect is observed.  
     
 
 





Pressure ulcer identification and documentation are part of my job.

Pressure ulcer prevention is part of my job.

Pressure ulcers should only be documented by RN or LPN staff members.

Immobility is a cause of pressure ulcers.

Incontinence is a cause of pressure ulcers.

Poor dietary intake is a cause of pressure ulcers.

Chronic illness is a cause of pressure ulcers.

Poor circulation is a cause of pressure ulcers.

Pressure ulcers are a part of the aging process.

Pressure ulcers can be prevented by proper positioning of residents.

Pressure ulcers begin with a reddened area of the skin that does not disappear after 
pressure is relieved.

Residents who have had a pressure ulcer in the past are more likely to develop one 
in the future.

A bedridden resident will not fully recover from a pressure ulcer without surgery.

Pressure ulcers are often viewed as a sign of poor care being provided by the nursing 
staff.

Pressure ulcers lower a resident’s self-esteem. 

Pressure ulcers can occur on any area of the body.

This document is available at www.primaris.org

Position Title:_________________________ Department:_____________________________________ 
      
Shift (check one):  Day       Evening     Night

Pressure Ulcers: 
CNA Knowledge and Attitude Survey

We are interested in your individual answer. Please mark True (T) or 
False (F) for each of the following statements.

MO-05-01-PU September 2005
 This material was adapted from MetaStar by Primaris, the Medicare Quality Improvement Organization for Missouri, under contract with the Centers for 
Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect 
CMS policy.

True         FalsePressure Ulcers: CNA Knowledge and Attitude Survey
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Potential Learning Opportunities: 

Pressure Ulcer Survey 

Questions 1 & 2 

All clinical staff within your facility should have identification, assessment, prevention, 

care and documentation of pressure ulcers identified as a part of their job duties.  This 

would be noted as a True answer.  If your facility’s surveyed staff felt this statement was 

False, it may indicate an area your facility could focus on for additional training.  

Non-clinical staff’s answers may vary between True and False, however, if you have a 

high percentage of non–clinical staff who believe prevention is not part of their job 

duties, additional training would be indicated.  It is important for all staff to recognize 

ways they can identify potential problems and inform the correct clinical staff.   Your 

facility may want to provide educational interventions to staff, volunteers and families 

regarding: 

• Your facilities overall pressure ulcer plan. 

• The role each team member plays in pressure ulcer prevention, assessment and 

treatment. 

• The role the family has in pressure ulcer prevention, assessment and treatment. 

• Ongoing frequent education noting your facility’s commitment to pressure ulcer 

prevention and treatment. 

Questions 3 

This question addresses documentation issues associated with pressure ulcers.  All staff 

has the responsibility to note information that is identified as part of the general pressure 

ulcer plan of care.  Your facility must identify how and where that information will be 

documented on the residents record.  Non-clinical staff may answer False, but your 

facility will need to incorporate a method for those non-clinicians to report their 

observations as well ensuring this information is documented.  Your facility may want to 

provide educational interventions to staff to include: 

• Facility’s documentation guidelines regarding pressure ulcers for all disciplines.   

• Training on share work responsibilities regarding pressure ulcers between 

disciplines, i.e. activities staff must reposition resident while attending activities 

and document this for staff sharing, dietary staff must know the resident with a 

pressure ulcer can not sit up to eat 

• Identifying pressure ulcer tools to increase documentation consistency throughout 

the facility and within clinical staff, i.e. ulcer measurement guide, bedside turning 

schedule, staging guidelines, exudate documentation 
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Questions 4, 5, 6, 7, 8 and 12  

This set of questions reference identified risk factor associated with pressure ulcers.  

These risk factors greatly increase the potential for any resident to develop a pressure 

ulcer.  Immobility, poor nutritional and circulatory conditions are direct contributing 

factor to pressure ulcer formation.    

If your facility’s surveyed staff felt these statements are False, it may indicate that the 

pressure ulcer risk factors are not well known or their importance is not well understood.  

Your facility may want to identify if one group of employees or employees in general 

need information regarding risk factors and the role they play in pressure ulcer 

formation.      

The facility may want to provide educational interventions to staff, volunteers and 

families regarding: 

• What are the identified pressure ulcer risk factors? 

• How do risk factors contribute to the formation of pressure ulcers? 

• When are residents assessed for risk factors in your facility? 

• What affect do risk factors have on the residents plan of care? 

• Who is responsibility is identification and care planning for residents with 

identified risk factors? 

• Why is this important?   

Question 9 

This question identifies a frequently noted misconception.  Pressure ulcers are not part of 

the normal aging process, although loss of skin elasticity and thinning of the skin are 

normal with aging, pressure ulcer formation is not.    

If this misconception is noted to be generally accepted in your survey results, as noted 

with a True answer, your facility would want to provide an intervention to educate staff, 

families and the community on what is considered part of the normal aging process.  This 

information would include: 

• Facts regarding the normal aging process. 

• How the factors of the normal aging process contribute to the risk for pressure 

ulcer formation. 

• What your facility is doing to address the care associated with the elderly, i.e. 

nutritional and activity programs, support groups, association with community 

support group. 

• Your facility’s efforts to communicate with other health care facilities that you 

have direct interaction with, i.e. referring hospitals, senior citizen groups, 

physician’s offices, home health agencies.  
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Question 10 

This question addresses the role that proper positioning has in the prevention of pressure 

ulcers.   If the lower extremity were positioned with proper support to keep pressure off 

the heel, an ulcer due to pressure on the heel would be prevented.    

If your facility’s staff felt positioning did not contribute to pressure ulcer prevention, as 

noted with a False answer, you interventions may want to include the following 

information: 

• Instruction and demonstration of basic positioning techniques.  

• Your facility’s plan of care addressing proper positioning and repositioning, i.e. 

turning schedule, pressure reduction techniques, devices available at your facility 

to reduce pressure load. 

• Review of the etiology of pressure ulcer formation, i.e. prolonged pressure 

reducing the blood flow to the capillaries causing tissue damage.  

  

Question 11  

The development of a pressure ulcer is addressed in this question.  Pressure ulcers do 

begin with a reddened area of the skin that does not disappear after the pressure is 

relieved.  This is identified as a stage I pressure ulcer.  

A response of False to this question may indicate that the staff at your facility do not have 

a good understanding of pressure ulcers.  Educational intervention may include the 

following information: 

• Provide all staff a common consistent definition of pressure ulcer, i.e. NPUAP is a 

widely accepted overall definition and staging guidelines. 

• The facility’s standard for description, measurement and evaluation of pressure 

ulcers.  

• Consistent tools need to be provided and used consistently throughout the facility, 

i.e. measurement guide, staging guidelines, assessment scale. 

• Review of the pressure ulcer plan of care. 

• Outline of the potential causes of a pressure ulcer.  

  

Question 13  

This question identifies the misconception that a bed-ridden resident’s pressure ulcer will 

require surgery to heal.  The use of the newly developed and improved wound care 

products and pressure reduction devices have greatly increased the healing of pressure 

ulcers without surgical interventions.  
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If members of your staff noted this statement to be True it may indicate that the 

educational interventions need to focus on: 

• Discussion and demonstration of the new pressure reduction products available to 

assist with wound healing. 

• Review of the new products available for wound care and the appropriate clinical 

indications. 

• Demonstrate how your facility has incorporated these products into your pressure 

ulcer plan of care.  

  

Question 14 

For your clinical staff that answered True to this question, further education and 

information regarding the reasons why pressure ulcers may occur would be indicated.  If 

a high number of staff indicates they believe this to be True, additional training that 

emphasizes other factors involved may include: 

• Non-compliance with pressure ulcer plan of care. 

• Disease progression. 

• Poor nutritional intake. 

• Information regarding the pressure ulcer risk factors. 

  For non-clinical staff additional information may include: 

• General training regarding the etiology of pressure ulcers formation. 

• The role of non-clinical staff in the prevention and assessment or pressure ulcers. 

• A general review of the pressure ulcer risk factors and how they contribute to 

pressure ulcer formation. 

• Information on their role in the care process as it relates to pressure ulcers.  It is 

EVERYONE’S job to intervene in prevention.  Activity directors, dietary and 

social workers have frequent opportunity to observe and interact with residents 

who are at risk for pressure ulcers or who have a pressure ulcer. 

Question 15 

If staff answered True to this statement, it is a good indicator that they understand the 

emotional impact a physical condition (such as pressure ulcers) can have on the resident’s 

self-esteem.  Pressure ulcers may limit the independence of the resident.  They may also 

contribute to a resident feeling ‘sick’ and dependent on others for care.  Additionally, 

many pressure ulcers occur in areas of the body that are emotionally uncomfortable for 

people to deal with, such as the buttocks.  Dignity may be compromised if the resident 

feels embarrassed or ashamed over having a pressure ulcer.  Family members may be 

angry at the facility or the resident and may verbalize their concerns.  This could add to 

feelings of inadequacy the resident may already be experiencing. 
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If many of your facility’s staff answered False, it would be important to educate both 

clinical and non-clinical staff as well as the families on the importance of understanding 

how pressure ulcers can effect the resident’s psychosocial well-being as well as their 

physical discomfort. 

Question 16 

Pressure ulcers may occur on any part of the body that is exposed to unrelieved pressure 

that decreased the flow of blood a sufficient length of time to cause underlying tissue 

damage.  A False answer to this question may indicate that your staff does not understand 

the etiology of a pressure ulcer.  Although pressure ulcers generally are noted over boney 

prominences of the body, they can occur at any location where unrelieved pressure is 

noted.  Educational intervention may include the following information: 

• Provide all staff a common consistent definition of pressure ulcer, i.e. NPUAP is a 

widely accepted overall definition and staging guidelines. 

• The importance of proper positioning and repositioning. 

• The proper use of pressure reduction devices. 

• Ongoing frequent education that pressure ulcer prevention and treatment is 

everyone’s responsibility. 

Question 17 

If your facility’s staff answers False, this may reflect the need to identify the important 

role the family has as part of the healing process.  When the resident has a good 

relationship with their family and wants them involved the healing process is positively 

affected.  Families should be an integral part of the plan of care, particularly with 

cognitively impaired residents or for those residents who do not choose to comply.  

Interventions would focus on helping family members understand: 

• How and why pressure ulcers occur. 

• How pressure ulcers are treated . 

• The important role that families play in the pressure ulcer plan of care and how 

that will help their loved one. 

If staff answers True, this would indicate they have a good understanding of the 

importance of the role that family members have in the healing process of not only 

pressure ulcers, but other issues as well. 

 



 

 

 
 
 
 

 
 

 

Nursing Home Self Assessment for Pressure Ulcers  

Name of Facility: Multi-Nursing Home Corporation:             

Completed By: Date: 

Method used to complete the assessment:          Team Consensus          Independent Team Leader Completion 

Pressure Ulcer Clinical Champion:  

Phone Number: Email: 

Alternate Contact/Team Leader: Email:   
Phone: 

 
 
Directions:  Please check the appropriate box to indicate your response for each statement below. 
 

Domain:  LEADERSHIP Always Frequently Seldom Never 

1 Leadership has established pressure ulcer reduction as a priority and has set organizational level aims for 
reduction.     

2 Leadership communicates pressure ulcer reduction as a priority to physicians, residents, families, and staff.     

3 Leadership designates a clinical expert available at the facility.     

4 Leadership incorporates pressure ulcer prevalence and incidence rates into ongoing monitoring of 
organizational performance.     



 

 

Domain:  LEADERSHIP Always Frequently Seldom Never 

5 Leadership ensures that policies and procedures related to pressure ulcers are up to date and current with 
evidence-based practice including screening, assessment, monitoring, prevention, and treatment.     

6 Leadership charters an interdisciplinary team to lead a wound/skin care program that includes at a minimum 
a wound care clinical champion, nutritionist, therapist, staff nurse/ unit supervisor(s), and frontline staff,      

7 Leadership ensures that staffing is adequate and a meeting place is available for a weekly wound/skin care 
meeting.     

8 Leadership provides financial resources for supplies and materials necessary for a comprehensive wound 
care program.      

9 Leadership receives and reviews monthly pressure ulcer data and uses this data for decision making.     

10 Leadership attends wound/skin care meetings regularly.     

11 Leadership provides support and resources for ongoing staff training regarding pressure ulcers.     

12 Leadership supports a culture of patient safety with honest root cause analysis and reporting by staff.     

  

Domain:  ORGANIZATIONAL STRUCTURE AND PROCESS Always Frequently Seldom Never 

1 Facility has a physician champion(s) that supports processes related to pressure ulcer prevention and 
treatment.     

2 Frontline nursing staff are made aware of the number of facility-acquired pressure ulcers on a regular basis.     

3 Facility provides family education/awareness about pressure ulcer protocols.     

4 Team uses a system to track and report all stages of facility-acquired pressure ulcers.     

5 Team has a root cause analysis process to determine underlying causes of facility-acquired pressure ulcers.     

6 Facility has a process for accurate identification and coding of venous stasis, arterial, diabetic, and pressure 
ulcers.     

7 Team analyzes data to identify opportunities for improvement in pressure ulcer prevention and treatment.     



 

 

Domain:  ORGANIZATIONAL STRUCTURE AND PROCESS Always Frequently Seldom Never 

8 Once problem areas are identified, the team develops goals and care processes for improvement.     

9 Facility utilizes an interdisciplinary and collaborative approach to pressure ulcer prevention and care.     

10 Facility utilizes evidence-based practices for prevention and treatment of pressure ulcers.     

11 Team conducts quarterly chart audits to assess level and quality of documentation related to pressure ulcers.     

12 Facility has available a wound care nurse 24hours/7days a week.       

13 Facility has a working relationship with hospitals in the area to support consistent wound care across settings.     

 
 

Domain:  PROTOCOLS/PROCESSES OF CARE Always Frequently Seldom Never 

1 A standardized tool to screen residents for pressure ulcer risk (e.g., Braden Scale, Norton Scale) is used 
within 24 hours of admission, readmission, each MDS assessment, and upon change in condition.      

2 Facility develops and implements care plans for residents who have been found to be at risk or have a 
pressure ulcer to address impaired mobility, pressure relief, nutritional improvement, urinary incontinence, 
fecal incontinence, skin condition, pain, and infection. 

    

3 Facility has a list of possible interventions for residents at each level of risk (low, moderate, and high).     

4 Frequent and regular head-to-toe skin inspections are performed based on individual risk and are linked to 
bath days, daily care, and change in condition.     

5 Residents who are admitted with pressure ulcers are put immediately on a care plan that involves staging, 
care maintenance protocols, and timely monitoring for any relevant status change.      

6 Staff inspect and document skin condition within 24 hours of arrival or return from another facility.     

7 Nursing staff continually assess all residents for pressure ulcer risk to include mobility/activity, bed mobility, 
moisture/incontinence, nutritional deficiency, weight loss, and dehydration.     

8 For at-risk residents and those with a pressure ulcer, staff implement an individualized schedule of turning 
and repositioning.      



 

 

Domain:  PROTOCOLS/PROCESSES OF CARE Always Frequently Seldom Never 

9 Oral nutritional supplements and other dietary interventions are incorporated into the care plan of residents 
with identified risk in a timely manner.      

10 Physicians and nursing staff work together on appropriate pressure ulcer prevention and treatment.     

11 At care plan meetings for every resident, staff re-evaluate pressure ulcer risk and/or healing.     

12 Facility implements its position on pressure ulcers from its policy and procedures manual on a consistent 
basis.     

13 Nurses accurately describe and document a pressure ulcer’s size, location, depth, stage, eschar/necrotic 
tissue, tunneling, exudates, surrounding tissue, and condition of wound bed.     

14 Facility uses a pressure ulcer tracking tool (e.g., PUSH) to document treatment and healing which includes 
date, stage, treatment, photo or diagram, size, depth, and appearance.      

15 Facility has protocols if treatment is ineffective or pressure ulcer is non-healing.     

 

Domain:  STAFF DEVELOPMENT Always Frequently Seldom Never 

1 All frontline staff are trained annually in pressure ulcer prevention and skin care measures.     

2 All frontline staff are trained in facility wound and skin care policies and procedures.     

3 Pressure ulcer prevention and treatment are included in new employee education/orientation.     

4 Facility provides ongoing (e.g., monthly or every other month) staff education/awareness on pressure ulcer 
prevention, and treatment.     

5 Nurses are trained in pressure ulcer staging, treatment, measurement, and documentation.     

6 Nurse competencies for wound care are conducted annually and recorded in employee files.     

7 Clinical champion receives additional training in current evidence-based practice related to the prevention, 
identification, and treatment of pressure ulcers as well as his/her leadership role.      

8 Clinical champion reviews and incorporates pressure ulcer research and evidence-based guidelines into staff 
education and training as well as makes recommendations for revising policy and procedures.     

 



 

 

Domain:  ENVIRONMENT AND EQUIPMENT Always Frequently Seldom Never 

1 Facility identifies need for and obtains specialized support surfaces in a timely manner for residents identified 
at risk.      

2 Facility provides a range of alternative mattresses, heel supports, boots, and pressure relief seat cushions for 
high risk residents which are available to staff on all shifts whenever needed.      

3 Facility provides easily accessible topical lotions and dressings as indicated for the care of high risk 
residents.      

4 Facility obtains adequate wound care supplies in a timely manner.     

5 Facility maintains pressure relieving mattresses/chair cushions in good repair.     

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 

 

To summarize, list and prioritize areas for improvement. 
 

Area for Improvement Person(s) Responsible Strategies 

1.    

2.    

3.    

4.    

5.    

6.    

7.    

8.    

 
 

This material was prepared by The Carolinas Center for Medical Excellence, the Medicare Quality Improvement Organization for North and South Carolina, under contract with the Centers for 
Medicare & Medicaid Services (CMS), an agency of the U.S. Department of Health and Human Services. The contents presented do not necessarily reflect CMS policy. 10SOW-BI-C7-11-06 
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Data collection is for ALL pressure ulcers not just facility acquired. 

Definition of at-risk for pressure ulcers:  Braden Scale is 18 or less; Norton Scale is 14 or less; Norton Plus is 15 or less. 

 

Required Outcome Measures 
 

Measures Numerator Denominator Appropriate 

Goal 

Data Location Rationale 

O1 Percent of residents with 

pressure ulcers on the last day of 

the month. 

 

Pressure Ulcer is defined as 

Stage 1-4 

N= Number of at-risk 

residents with pressure ulcers 

on the last day of the month 

D= Number of at-risk 

residents on the last day of 

the month 

4% Wound Log 

 

 

Create or use an 

existing collection 

system that captures 

real time data 

Facility pressure 

ulcer prevalence each 

month 

O2  Percent of residents with 

stage 2-4 pressure ulcers that 

showed evidence of healing over 

the last month. 

 
EXCLUDE pressure ulcers of 

residents for whom healing is not a 

treatment goal 

N= Number of stage 2-4 

pressure  ulcers that are more 

than one month past 

discovery date and show 

evidence of healing 

D= Number of stage 2-4 

pressure ulcers that are more 

than one month past the 

discovery date 

100% Reviewed all records 

for wounds that have 

remained unresolved 

over the last month.   

 

Consider using the 

PUSH tool 

Assures that any 

pressure ulcer with a 

treatment foal of 

healing is showing 

progress towards 

healing each month. 

O3 Percentage of residents with 

stage 1-4 pressure ulcers as 

reported on Nursing Home 

Compare 

  4% This quality measure 

will be sent to you on 

a quarterly basis 

Measure PrU 

prevalence; stratifies 

resident by risk and 

length of stay.  

Reflects MDS data 

from 5-7 months a 

go. 

P1  Percent of admissions that 

had a pressure ulcer risk 

assessment performed utilizing a 

validated risk assessment tool 

within 24 hours of admission.  

AHRQ recommends  (weekly x 4 

then per MDS schedule i.e. sig 

change) 

N= Number of admissions 

that a pressure ulcer risk 

assessment performed 

utilizing a validated risk 

assessment tool in the last 

month 

D= Number of admission in 

the last month 

100% Admission log 

Medical Record 

AHRQ recommends 

that every resident 

upon admission 

receive a pressure 

ulcer risk assessment. 
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Required Measures (con) 
 

Measures Numerator Denominator Appropriate 

Goal 

Data Location Rationale 

P2 Percent of at-risk residents  

with a daily skin inspection. 

 

 
Daily skin inspection is a visual 

examination of the resident from head-

to-toe once every 24hour period starting 

at the start of care. 

N= Number of at-risk 

residents that have a daily 

skin inspection in the last 

month. 

D= Number of at-risk 

residents in the last 

month. 

100% Medical record or a 

separate flow sheet.   

 

Teams may develop 

non-document based 

systems for auditing 

daily skin inspections 

utilizing inter-shift 

reports or staff 

interviews. 

AHRQ Guidelines 

recommend that 

every at-risk resident  

receive a daily skin 

inspection. 

P3  Percent of at-risk residents 

who are repositioned in a  timely 

manner. 
Every hour up in chair (offload) 

Every two hours during the day (am to 

12 midnight) 

 

Possible audit process:  Place a 

laminated card under the turned 

resident with a time of positioning 

marked on the card.  When staff 

reposition resident they return the care 

to auditor and time of return is 

documented on card and elapsed time 

can be determined 

N= Number of at-risk 

residents who are 

repositioned at a frequency 

determined by risk 

assessment and documented 

in the care plan. 

D= Number of at-risk 

residents in the last 

month. 

100% To gather data on this 

process an audit of 

actual care practices is 

recommended rather 

that to rely on chart 

documentation 

AHRQ Guidelines 

recommends at risk- 

individuals have a 

written schedule for 

repositioning and be 

repositioned at least 

every 2 hours while 

in bed and every 

hour while in the 

chair.  
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Required Measures (cont) 

Measures Numerator Denominator Appropriate 

Goal 

Data Location Rationale 

P4  Percent of at-risk residents 

who are using appropriate 

pressure ulcers reducing support 

surfaces on resident bed and 

chair. 

 
AHRQ guidelines include:  Chair- High 

density foam at least 4 inches thick.  

Properly inflated static air or fluid 

mattress/cushion  Gel cushion; Other 

specially designed cushion  Bed- Air 

fluidized; Dynamic air (air overlay); 

High density foam overlay at least 4-6 

inches thick; High density foam 

mattress; Low air loss Properly inflated 

static or fluid mattress. 

N=- Number of at-risk 

residents who are using 

appropriate pressure reducing 

support surfaces on resident 

bed and chair. 

D= Number of at-risk 

residents in the last 

month. 

100% Use visual inspection of 

bed and chair support 

surfaces used by the at 

risk resident. 

Assures that all 

resident at risk for 

pressure ulcers have 

appropriate support 

surfaces on bed and 

chair. 

P5 Percent of at-risk residents 

with unintentional weight loss. 

( Weight loss is defined as a 5% loss in 

weight from the previous month) 

 

Exclude intentional weight loss residents 

and/or those residents for whom 

prevention or healing of pressure ulcers 

is not a treatment goal.   

N= Number of at-risk 

residents with unintentional 

weight loss. 

D= Number of at-risk 

residents in the last 

month 

0% Use or create a data 

collection system that 

captures weight. 

Malnutrition is a risk 

factor for developing 

or delayed healing of 

pressure ulcers. 

P6 Percent of at-risk residents 

who have a care plan in place 

that addresses interventions for 

each specific risk factor 

N= Number of at-risk 

residents who have a care 

plan that addresses 

interventions for each specific 

factor 

D= Number of at-risk 

residents in the last 

month 

100% Care Plan 

Medical RECORD 

Assures Care Plan 

interventions address 

all risk factors for 

pressure ulcer 

development 
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Optional Process Measures 
 

Measures Numerator Denominator Appropriate 

Goal 

Data Location Rationale 

P7 Percent of residents identified 

at-risk who received 

interventions (preventative 

strategies) within 24 hours of 

being identified as high risk. 

N= Number of residents 

identified at-risk who receive 

interventions (preventive 

strategies) within 24 hours of 

being identified as high risk 

D= Number of residents 

identified at-risk in the 

last month. 

100% Care Plan and Medical 

Record 

Residents who 

receive quick and 

appropriate 

interventions will 

help to prevent 

pressure ulcer 

development. 

P8  Percent of residents that have 

a documented comprehensive 

skin assessment (head-to-toe) 

within 8 hours of admission. 

N=Number of residents that 

received/documented a 

comprehensive skin 

assessment within 8 hours of 

admission 

D = Number of admission 

in the last month 

100% Admissions Log 

Medical Record 

Early assessment of 

skin condition will 

help to prevent ulcer 

in all residents. 
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