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Abstract
Background Despite a process of rigorous investigation of 
the cause of severe pressure injuries (PIs) and implementing 
specific interventions, the number did not decrease in our 
adult intensive care unit (ICU). The aim of this project was to 
reduce the incidence of stage III and IV PIs acquired in the 
ICU and associated costs.

Methods A Plan-Do-Study-Act (PDSA) quality improvement 
approach incorporating thorough ICU-wide multicomponent 

Save Our Skin: a pressure injury reduction 
project targeting pressure injuries 
acquired in the intensive care unit

broad skin care/hygiene focused intervention and a 
multifaceted communication strategy (Save Our Skin: SOS) 
was used. The project was conducted in a 600-bed tertiary 
referral hospital in Sydney, Australia from 2015 to 2019. The 
main outcomes were the number of ICU-acquired stage III 
and IV PIs and costs associated with treating PIs per annum, 
and the number of severe PIs per 1,000 ICU bed days.

Results There was a sustained decrease in the incidence of 
PIs (52 during 2014 and four during 2018). The number per 
1,000 ICU bed days decreased; 2.57 during 2014 and 0.29 
during 2018, with lower costs associated with the treatment 
of stage III and IV PIs.

Conclusions This pragmatic multicomponent ICU-wide PI 
prevention project resulted in sustained outcomes in our ICU 
and cost savings.

Key points
What is already known

•	 Prevalence of PIs in ICUs ranges from 10–41%.

•	 PIs result in increased mortality, costs and discomfort.

What this quality improvement project contributes

There was a sustained decrease in the incidence of PIs 
over the 4 year period after the implementation of the 
project; 52 during 2015 and four during 2018. In addition, 
there were also a number of beneficial spin-offs such as 
improved management of moisture-associated skin damage 
and development of a PI extreme risk assessment tool, and 
significant cost savings.

Background
Pressure injuries (PIs) are relatively common healthcare-
associated complications which are financially costly and 
negatively impact on patient well-being. The prevalence of 
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PIs is highest in intensive care units (ICUs) and are reported 
to range from 10–41%1–4. It is widely accepted that PIs, 
particularly severe injuries, are a significant potential problem 
for critically ill patients.

The discomfort for patients, increased risk of mortality, 
and additional costs resulting from severe PIs is evident 
globally in healthcare settings. In Australia the treatment 
cost across all states and all PI severity in 2012–13 was 
estimated to be A$983 (US$683, £544 and €604) million 
per annum, representing approximately 1.9% of all public 
hospital expenditure or 0.6% of the public recurrent health 
expenditure5. The severity of injury had a significant impact 
on costs. While severe PIs (stage III and IV) accounted for 
12% of cases, they were responsible for 30% of the total 
cost in Australian hospitals5. The adverse effect of severe 
PIs is recognised by policy makers and reflected in key 
performance indicators and may even attract financial 
penalties. In Queensland the Statement of Health (Australia) 
has already instigated disincentives for PIs acquired in 
healthcare settings6.

Locally our ICU has a long history of PI prevention and 
management programs7. Our initiatives for PI prevention 
have been recognised and clinicians have received local 
(state) awards for them. Despite the many successes, the 
results have been challenging to sustain. Some of the factors 
that contributed to difficulties with sustainability include 
over reliance on labour and resource-intensive monthly point 
prevalence surveys and academic detailing (the practice 
of intense one-to-one information giving)8 to fill gaps in 
clinicians’ knowledge. These factors were compounded by 
increasing patient numbers, competing demands as a result 
of increased patient case load complexity, and environmental 
changes when the ICU moved from a multi-occupancy room 
configuration to a new single-bed roomed unit in November 
2012. The number of severe PIs (stage III and IV) acquired in 
the ICU rose to a peak of 52 during 2013.

This concerning trend resulted in an increase in the number 
of mandatory (Severity Assessment Code [SAC]9) reports to 
the hospital governance and New South Wales Ministry of 
Health (NSW Health) and investigations using the London 
Protocol (LP) investigation and analysis methodology for 
root cause analysis10. The London Protocol is a highly 
resource-intensive process which incurs a significant burden 
for clinicians. Despite rigorous completion of this thorough 
process of investigation and implementation of specific 
interventions, the number of PIs did not decrease.

Thus, in 2014, the nurses in the ICU, led by the clinical nurse 
consultant (CNC), committed to addressing the situation. It 
was decided a context-specific multicomponent ICU-wide 
intervention was required to address the unacceptably 
high number of severe (stage III and IV) PIs acquired in the 
ICU. The rationale for focusing on prevention of severe PIs 
was that there are more serious consequences for patient 
outcomes. This paper reports the Save Our Skin (SOS) 

quality improvement program to reduce PIs, namely stage 3 
and 4 PIs, acquired in the ICU.

Methods
Setting

This quality improvement project was conducted in the 
adult ICU of a 600-bed tertiary referral hospital in Sydney, 
Australia. The ICU provides specialty services such as 
neuroscience, renal, spinal, burns and cardiac. An intensive 
care staff specialist is responsible for the management of 
all patients (closed unit model). Ward rounds are conducted 
by the intensivist twice a day when treatment plans are 
reviewed. The registered nurse (RN) to patient ratio is 1:1 
for mechanically ventilated patients and 1:2 for patients 
requiring high dependency care. There is no separate area 
for the care of high dependency level patients; mechanically 
ventilated patients are cared for alongside patients of lower 
acuity. The RN performs all the nursing care for the patient.

The geographical configuration and number of beds of the 
ICU changed after relocation to a new hospital building 
in 2013. Prior to this time the ICU comprised 36 beds 
in predominately multi-occupancy areas (six beds) with 
single rooms for patients with infectious diseases or burn 
injuries. After 2013 the ICU now comprises 58 beds which 
are accommodated in four areas – two general ICUs, a 
cardiothoracic ICU and a neurological ICU. All rooms are 
single occupancy only, each with sliding glass door access 
and closed windows to adjoining rooms. The approximate 
annual activity level of the 58-bed ICU during the period 
reported in this paper was 3800 patient admissions and 
14,000 bed days.

Design

The Plan-Do-Study-Act (PDSA)11 quality improvement 
approach was selected for this problem. The aims were 
determined, appropriate measures to track success were 
established, and key changes were decided. Figure 1 
provides an overview of the overall project aim, measures 
and activities in relation to one PDSA cycle. The intention 
is to continue the cycles to ensure sustainability every 2–3 
years. The project is ongoing; the methods and results 
(process and outcomes) reported in the current paper pertain 
to the period July 2014 to December 2018. The Standards 
for QUality Improvement Reporting Excellence (SQUIRE) 
guidelines12 were used to report the project to date.

Procedures

Planning was comprehensive and included acquisition of 
funding (A$16,724, £9266, US$11,581 or €10,275). This 
supported the appointment of a part-time project officer 
who was a RN seconded from the ICU. The program was 
co-lead by the project officer and the intensive care CNC 
who oversaw the work of several small working parties 
(e.g. Escalation pathway for PIs and Research: association 
between severity of illness and PI severity/risk) who worked 
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on PI initiatives including obtaining and adapting the best 
available evidence for the clinical practice guideline (Pressure 
injury prevention and management guideline for intensive 
care) and areas for improvement in PI prevention identified 
during audits of practice. All nurses working in the ICU 
were invited to join the working parties. Many working party 
members (n=28, 10% nurses working in ICU) were informal 
or formal leaders. The project officer received remuneration 

but working party members conducted the majority of the 
work as part of their requirements for continuing professional 
development. Specific tasks for completion in achievable 
timeframes were provided to working parties by the project 
officer. Frequent meetings for the working parties were 
convened when progress with tasks was discussed, and 
regular communication was provided via the SOS dedicated 
closed Facebook group.

Figure 1. Project overview (Plan-Do-Study-Act)

Tinker et al. Save Our Skin: a pressure injury reduction project targeting pressure injuries acquired in the intensive care unit
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Interventions

The interventions for this program were all outlined in the 
clinical practice guideline (a local context-specific adjunct 
to related organisation policies). The interventions were 
comprehensive and addressed all aspects of PI prevention 
and management (Figure 2). They included an early detection, 
escalation, management and documentation pathway for PI 
which clearly outlined ICU-specific processes not only for 
reporting and referral but also immediate treatment including 
evidence-based wound care. Another intervention was an 
additional risk assessment tool developed for patients who 
were at severe risk of PI to complement the Waterlow scale. 
This risk tool included factors considered to increase the 
likelihood of PI including serum albumin level. The specific 
skin care bundle was another important intervention which 
comprised replacement of soap with Dermalux soft towel 
lotion wash (Whitely Corporation, Australia) and use of 
specific moisturiser and prophylactic silicone dressings.

Implementation

Once all interventions were established and resources 
available, a comprehensive multifaceted implementation 
strategy was used to disseminate the changes in practice; 
this was the Do part of PDSA. The clinical practice guideline 
was placed on the ICU intranet with other ICU guidelines 
and manuals. The implementation strategies and initiatives 
included informal and formal education, the use of academic 
detailing (each working party member provided one-to-one 
sessions for at least four colleagues), announcements via 
social media (the ICU Facebook group), and items in the ICU 
newsletter. Progress with the project was also discussed at 
the ICU Quality Forum, an ICU-based open group in which 
all ICU staff contribute to quality initiatives. Formal teaching 
sessions were provided during mandatory training and 
orientation of all newly employed nurses. Posters containing 
reminders and information were placed in areas frequented 
by staff such as near the arterial blood gas analysis machine.

Measures

Incidence data

The main measures (Study part of PDSA) were the number of 
stage III and IV PIs acquired over 12 months in the ICU and 
the number per 1,000 ICU bed days. PI data were acquired 
from the NSW Health Incident Information Management 
System (IIMS). Reporting by clinicians of PIs through this 
system has been consistently reliable. The number of ICU 
patient bed days was obtained from the ICU electronic 
database. This enabled costs to be calculated for treatment 
associated with stage III and IV PIs and a more accurate 
reflection of the rate according to the ICU activity level.

The limitations associated with conventional methods of 
presenting the rate as the number of PIs per 1,000 completed 
inpatient stays were considered at the beginning of the 
project. This method of reporting suggests that each patient 
episode has equal denominator weighting. Arguably the 

Project officer

Working parties
• A collaborative process in which the best available 

evidence was collated and adapted to improve 
practice contributing to the development of a clinical 
practice guideline

Interventions (specified in a ICU clinical practice 
guideline)
• An early detection, escalation, management and 

documentation pathway
• An extreme risk assessment tool (an adjunct to the 

Waterlow tool) for PI risk greater than Waterlow score 
of 25

• Skin care bundle including replacement of plain 
soap with Dermalux soft towel lotion wash (Whitely 
Corporation, Australia), use of specific moisturiser 
and prophylactic silicone dressings, and advice 
about reducing the risk of device-related PIs

• Skin microclimate management, including skin 
protection for incontinence/excessive moisture using 
barrier 3MTM CavilonTM products and antifungal cream

• ‘Best mattress program’ – detailed advice on the 
selection of pressure-relieving surfaces including 
chair cushions and mattresses

Practice audits
• Data regarding current practice (e.g. number of 

high risk patients receiving appropriate prevention) 
provided in ICU newsletter, posted in social media 
and at meetings

• Active reminders provided during the audit by clinical 
leaders and used to target implementation

Passive reminders
• Posters providing brief and instructional information 

placed in clinical areas frequented by ICU staff
• Provision of SOS logo branded mechanise (pens) and 

Redskin® (Nestle Australia Ltd, 2018) confectionary
• Posts in ICU Facebook page and items in ICU 

newsletter

Education (informal and formal)
• Targeted at specific areas for improvement in 

practice
• One-to-one (academic detailing)
• Orientation and mandatory training sessions

Role modelling and active reminders provided by 
informal and formal nurse leaders

Patient, carer and family consultation resulting in:

• The development of a brochure providing information 
about PI risk and prevention for patients and their 
families in the ICU

Figure 2. List of interventions, strategies and initiatives

Tinker et al. Save Our Skin: a pressure injury reduction project targeting pressure injuries acquired in the intensive care unit
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primary problem with this method of reporting is the use of a 
patient number denominator does not give a true reflection 
of activity-based incidence that is sensitive to risk and length 
of stay. As a patient’s length of stay increases, their risk of 
developing PI also increases. Increased length of stay also 
increases true activity measured as bed days. The number of 
PIs per 1,000 bed days (rather than per 1,000 inpatient stays) 
addresses this and is consistent with reporting for other 
hospital-acquired complications such as infections and falls. 
In addition, in order to compare results with other studies, 
we have also provided annual incidence rates as reported by 
others, i.e. number of PIs divided by the number of patients 
treated in the ICU multiplied by 100.

Costs

Costs were estimated for treatment associated with stage III 
and IV PIs. These data were calculated for the 3 years prior 
to initiation of the SOS project and during the PDSA.

Prevalence data

In order to check the reliability of our approach, PI data 
for the hospital annual 1-day point prevalence survey were 
also examined for the years 2016–2018. The 1-day point 
prevalence survey is facilitated by skin integrity experts in the 
organisation who verify the results from each department. A 
standardised skin assessment is conducted for every patient 
present in the hospital on that day by trained nurses. Survey 
data were used to check for congruence with our incidence 
data and to monitor the distribution of PIs across the ICU 
areas and location of all stages of PIs on patients.

Process data

The audits of practice (process data) were performed at 
various frequencies for 6 months (during 2014) by the 
working party responsible. These audits were performed 
without the prior knowledge of other clinicians working in 
the ICU and included opportunities to reposition patients 
versus actual repositioning, spot checks of documentation 
(integumentary and PI risk assessment) and appropriate 
use of support surfaces for high risk patients. Results of the 
audits performed by working parties were used to monitor 
uptake of interventions and target implementation efforts, 
in other words the next phase of education and academic 
detailing (these data are not reported).

Data analysis

Data were stored and analysed using Excel (Microsoft, CA, 
USA) software. Simple descriptive analyses were performed 
(e.g. raw PI frequencies). The number of PIs per 1,000 ICU 
bed days were calculated. Costs associated with treating 
PIs acquired in the ICU were calculated using the estimated 
mean cost per PI by Nguyen et al.5 who included both the 
direct health costs (dressing, nursing time to dress wounds, 
and other treatments) and indirect health costs related to the 
extended length of hospital associated with PIs. Trends in the 
data were examined and presented in simple graphs.

Ethical and governance approval

The executive of the local health district human research 
and ethics committee (HREC) categorised the project as 
a quality improvement activity and therefore HREC review 
and approval was not required. Approval to conduct the 
project was provided by the hospital director of nursing and 
midwifery, medical director of the ICU, and nurse manager 
of the ICU. Signed informed consent for the collection of 
patient data was not required. All data were unidentifiable 
and reported in aggregate.

Results
Pressure injuries

There was a sustained decrease in the incidence of PIs 
over the 4 year period after the implementation of SOS; 39 
stage III (annual incidence: 1.26%) and 13 stage IV (annual 
incidence: 0.41%) PIs during 2013 and one stage III (annual 
incidence: 0.03%) and three stage IV (annual incidence: 
0.07%) PIs during 2018 (annual incidence: 0.10%). The total 
number per year and number per 1,000 ICU bed days are 
shown in Figure 3. Also shown are data pertaining to the 2 
years before (2013) the move from the open plan multiple 
bed occupancy ICU to the single room occupancy ICU.

Point prevalence data for all stages of PIs for all areas of the 
ICU also decreased for the period 2016–2018 (Figure 4). For 
the 2016 survey there were 12 PIs located on eight patients 
(prevalence rate: 30.5%), and for the 2017 and 2018 surveys 
there were five PIs located on four patients (prevalence rate: 
12.5%). There were five device-related PIs identified for 
the 2016 survey, three for 2017 and one for 2018. Devices 
implicated included faecal collection bag, endotracheal tube, 
and an oxygen saturation probe (adhesive for use on temple). 
For 2016 PIs were found on the patients in the following 
locations: ear (n=2); sacrum (n=2); heel (n=1); leg (n=1); 
occiput (n=1); toe (n=1); back (n=1); anus (n=2); and neck 
(n=1). For 2017 PIs were found on the: nare (n=2); foot (n=1); 
and leg (n=2). The stage I PIs found in the 2018 survey were 
located on the heel, back, lip, elbow and leg.

Costs associated with PI treatment

Results presented in Table 1 show lower costs associated 
with the treatment of fewer stage III and IV PIs were incurred 
after the initiation of the SOS project. A sharp decrease was 
realised in the year 2016 and was sustained for years 2017 
and 2018.

Discussion
This pragmatic comprehensive quality improvement project 
resulted in a dramatic and sustained decrease in the 
incidence of PIs in ICU. Furthermore, significant costs 
associated with treating PIs were avoided as a result. These 
results were achieved at a small one-off cost (project officer: 
A$16,724) and as a result of many factors including the 
style of project management, widespread collaboration, and 
multicomponent intervention. The expertise and knowledge 

Tinker et al. Save Our Skin: a pressure injury reduction project targeting pressure injuries acquired in the intensive care unit
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Figure 3. The total number of ICU-acquired stage III and IV PIs, number (IIMS data) per 1,000 ICU bed days, number of PIs per 
patient (x 100%)

Figure 4. Prevalence data: the number of patients surveyed and total PIs identified in each area of the ICU and number of PIs 
according to stage of PI

Notes: ICU = Intensive care unit; PI = pressure injuries

of a significant proportion of the ICU nursing team (SOS 
working party) was deployed.

Our results for the incidence of ICU-acquired stage III and 
IV PIs were lower than the mean incidence reported in a 
systematic review for PI incidence and prevalence in hospital 
settings (stage III: 8.98±10.26% and stage IV: 7.66±8.11%), 
consistent with the low range for this review (0.6%)13 and 
lower than ICU prevalence and incidence rates reported 
in another recent meta-analysis1. It is notoriously difficult 
to compare PI incidence as methods of measurement 

vary considerably, for example health record audit, skin 
assessment and incident monitoring were all used in the 
studies included in the review1. Point prevalence rates for all 
stages of PIs were low compared to findings of Al Mutairi’s13 
review. However, ICU prevalence for stage III and IV PIs in the 
current project were comparable to rates reported by Coyer 
et al.14 in an analysis of state-wide Queensland bedside 
audits (stage III: 2% and stage IV: 2%).

With regards to improvement in rates of PIs the project 
realised similar results to others. For example a pre/post-

Tinker et al. Save Our Skin: a pressure injury reduction project targeting pressure injuries acquired in the intensive care unit
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interventional study incorporating a PI prevention bundle and 
nursing rounds provided by a wound expert nurse conducted 
in the ICUs of a trauma centre resulted in a PI reduction 
from 15.5% to 2.1%15. Notably there were no stage III/IV PIs 
acquired in the ICU in the post-intervention phase of this 
study. Unlike the results of other PI quality initiatives, the 
number of device-associated PIs was relatively low for the 
current project15,16.

Overall the results of the current project reflect the findings 
of other pre/post-intervention studies in which similar 
multicomponent PI prevention bundle interventions and 
multifaceted implementation strategies were used17,18. For 
example, in the study conducted in a tertiary referral ICU 
there were no stage III/IV PIs in the post-intervention group,  
compared with two in the pre-intervention group17. Likewise, 
in a study involving the implementation of a comprehensive 
PI prevention intervention bundle in an entire tertiary facility, 
the incidence for stage II and above PIs was much lower 
in the post-intervention group (1.7%) compared to the pre-
intervention group (6.4%)18. These intervention bundles 
contained many of the components used in the current 
project such as clear direction about skin assessment 
and escalation, evidence-based skin hygiene practices, 
and instructions for selection of support surfaces and a 
multifaceted implementation program including thorough 
inclusive communication.

Lower PI rates appear to be more consistent in the current 
project unlike some QI projects in which PI prevention 
interventions were not multicomponent and bundled19. There is 
no evidence that bundles comprising more interventions than 
others are more effective20 but, given that many factors affect 
the health and integrity of skin, arguably a comprehensive 
bundle addressing many factors simultaneously is probably 

Year Total number of 
patients treated in the 
ICU per annum

Total number of stage 
III PIs acquired in the 
ICU per annum

Total number of stage 
IV PIs acquired in the 
ICU per annum

Estimated 
total costs of 
treatment (A$)

2011 2384 16 13 571,138

2012 2616 27 9 673,133

2013 3088 39 13 972,303

2014 – SOS initiated 3321 21 12* 535,881

2015 3405 2 12** 304,484

2016 3484 2 2 79,817

2017 3673 1 1 39,909

2018 3594 1 3** 84,842

Table 1. Estimated costs (A$) incurred in association with treating stage III and IV PIs acquired in the ICU before and after the initiation 
of SOS

Data included:  *5 unstageable PIs   **1 unstageable PI

more robust than single interventions. The estimated lower 
costs associated with the treatment of fewer PIs based 
on previously published Australian methods5 reflects the 
calculations of other PI researchers21,22. They are significant 
and importantly do not include the financial penalties which 
have not been implemented yet in the state of New South 
Wales.

There have been many benefits associated with conducting 
the SOS project aside from improved patient outcomes, cost 
savings, and improved patient care. For example, better 
metrics for reporting PI (that is per 1,000 ICU bed day) 
allowing greater accuracy in monitoring trends in PI incidence, 
development of more relevant extreme PI risk assessment 
and management, and cultivation of collaborative working 
relationships across the organisation.

The key to the success of SOS was the inclusive nursing 
leadership style in which working party members were 
encouraged to be autonomous, take responsibility, and be 
accountable for dedicated aspects of the work23. Working 
party members were nurses already highly regarded by 
their colleagues for their expertise and opinion24. Thus 
ICU nurses required little ‘persuasion’ to adopt the new PI 
prevention and management practices. Although we did 
not purposively seek to enrol opinion leaders for this study, 
a large (10% of the ICU nursing workforce) and highly 
influential cohort of clinical nurses serendipitously self-
selected to be involved in the project. The practice of using 
local opinion leaders, particularly in conjunction with other 
implementation interventions such as audit and feedback, 
academic detailing and educational materials, is known to 
increase the uptake of evidence-based practice24.

The adaption of the best available evidence by local 
opinion leaders and the use of creative and multifaceted 
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communication to maximise implementation efforts, a broad 
approach to prevention e.g. skin microclimate management, 
together with the emphasis on the avoidance of sustained 
pressure and shear forces was successful in our ICU. This 
holistic multifaceted approach incorporating risk assessment, 
prevention, monitoring and management has previously 
been shown to reduce PIs in healthcare settings25,26 and 
improve skin health for the critically ill27. It is well known that 
translation of evidence into practice is facilitated by context-
specific adaption and ownership by local clinicians8 and this 
was a feature of our approach. Further, a cycle of developing, 
feasibility testing, evaluation, reporting and implementation 
is a highly effective method of implementing complex 
interventions28 and is likely the key to the sustainability of PI 
prevention and management in this case.

Future directions and research

The future directions of this ongoing work include preventing 
device-related PIs, better treatments for intertriginous 
dermatitis (ITD) – a rare but particularly severe form of skin 
inflammation often associated with moisture collection in 
skin folds29 – and exploration of more accurate methods 
of classifying unstageable PIs and mandatory reporting for 
unstageable PIs. Although rare, device-related PIs and ITD 
tend to be serious and affect the most severely ill patients. 
With this in mind, the multidisciplinary team is devising a 
regimen to reposition patients receiving extra corporeal 
membrane oxygenation which can be implemented 
routinely and safely. A potentially effective intervention for 
the prevention of ITD is silver moisture-wicking textile30; 
however, the effectiveness of this intervention has not 
yet been thoroughly investigated. We plan to explore this 
potential prophylactic treatment.

With regard to classifying unstageable PIs, the organisation 
in which the project was conducted currently mandates an 
immediate investigation (London Protocol) on discovery of an 
unstageable PI (considered full thickness). However, evidence 
suggests that the full extent of tissue damage is not evident 
for 7–10 days31. The plan is to advocate a ‘watch and act alert’ 
with intervention and mandatory investigation and reporting 
if damage is found to be full thickness after 7 days. This was 
and is our continuing practice when examining IIMS (incident 
data); each PI is treated and monitored by the ICU CNC who 
confirms the staging. In addition, we continue to explore the 
availability of ICU-specific PI risk assessment tools such 
as the Risk Assessment Pressure Ulcer Scale – ICU32 with 
a view to testing the tool we currently use for patients at 
‘extreme risk’ of PIs.

Limitations

The breadth and scope of the project was both a strength and 
limitation. Even though the scope of SOS was consciously 
holistic, there may have been benefit in concentrating on 
specific aspects of the work at a time. Thus more detailed 
analysis of some aspects of the project could have been 
performed. For example, data from practice audits was 

useful at the time for guiding implementation but had limited 
use for examining trends in specific risk factors for our 
patient cohort.

Another potential limitation was the use of the organisation’s 
IIMS to obtain the incident rate. As with all reporting systems, 
incident rates are dependent on accurate reporting and any 
omission is likely to artificially decrease the rate. However, 
this potential problem was and is mitigated by the ICU 
CNC who attends the clinically setting to ensure all PIs are 
reported. We are completely confident that this process 
has ensured complete PI reporting as a skin assessment 
is performed within 24 hours of the patient’s transfer to the 
hospital ward. No PIs have been ‘missed’ since 2013.

In addition, although the overall aims of the project were 
set a priori, the methods adopted to achieve them evolved 
as the work progressed. This is a known limitation but also 
a strength of quality improvement approaches which are 
more flexible and iterative. Arguably, a priori selection of 
a framework or underlying philosophy and process may 
have assisted us to report the processes and outcomes 
more objectively and allow replication. However, as with any 
quality improvement project, clinicians wishing to repeat the 
methods must exercise caution; we advise at the very least 
careful consideration and adaptation for their context.

Conclusion
This pragmatic context-specific multicomponent ICU-wide PI 
prevention project resulted in both sustainable solutions and 
sustained outcomes in our ICU at little cost. The decrease in 
severe PIs resulted in a significant reduction in costs incurred 
as a result of the treatment of PIs and many other incidental 
benefits. The success of the project was a function of the 
holistic focus on skin care and hygiene, multicomponent 
intervention, collaborative team work, nursing leadership, and 
a multifaceted communication approach. We will continue to 
maintain the momentum and champion the message that 
‘one pressure injury is too many’.
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