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STOP Pressure Ulcer door alert signs are now in use on all 21 inpatient
units, bedside staff have been educated, all unit managers receive a
daily unit performance and status report, an electronic Braden indicator
Is displayed on all clinical work stations. Since the implementation the

EDUCATION:
»House-wide training for nurses, care partners, dieticians
» Prevention emphasis

To reduce hospital acquired pressure ulcers by introducing a house-
wide STOP Pressure Ulcers campaign that includes new alert
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SKIN & Braden assessment .
Within 8 hours of admission and -

If appropriate heels floated off the bed with pillows, foam, or suspension boots
Was the pressure ulcer discovered within 48 hours of admission?

VANDERBILT §/ UNIVERSITY

What day in LOS was ulcer discovered ' ' every shift
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Has the patient been off the floor for a procedure longer than 4 hours?

Tu N or Reposition every 2 g "

hours in bed and chair.
Use pressure redistribution devices

Was there any medication that could have contributed to the patient developing a pressure ulcer (sedatives,
narcotics, neuromuscular blockades, VasoPressors, paralytics)?

» Standardized Safety Rounds, focusing on fall and pressure ulcer Dol e et o Seme: acava iy outed (diabetes, vascular disease. stroke, obesity.

After the pressure ulcer identified was there an assessment that included:
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