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	1. Organisation name -  Surrey Community Health


	2. Title 
Prevalence, reporting and pressure ulcer management – a clinical audit project to improve local quality in terms of safety, clinical effectiveness, and patient experience.


	3. Context 
Pressure ulcers cost up to 2.1 billion pounds per year. They are well recognized as an indicator of nursing quality, and form one of the Chief Nursing Officer’s ‘High Impact Actions’ ‘Your Skin Matters’. Within Surrey Community Health we did not fully understand the prevalence of pressure damage across our range of care settings but wanted to maximize the quality of patient care. The initiative harnesses shared nursing values of eliminating avoidable pressure damage, through incident report monitoring and clinical audit against NICE guidance, to achieve high quality care, consistently across care settings. Monitoring identified increased reporting in one locality unexplained by population characteristics. Reflection on current practice established that effective reporting rather than increased incidence was responsible. Patient safety, clinical effectiveness and patient experience were the focus for this multi-faceted approach to improve quality.


	4. Background 
Pressure ulcer prevention and effective clinical management is a fundamental requirement of all nursing services. Prevalence within the community is thought to be significant, but national data is unreliable, despite its importance. Pressure ulcer development compromises patient safety and experience, and causes significant morbidity. Clinical audit of adherence to NICE guidance may identify areas for improvement. The ‘Essence of Care’ pressure ulcer benchmark provides a source of authoritative guidance. Pressure ulcers have become a ‘High Impact Action’ ‘Your Skin Matters’ as significant benefits to patients and NHS productivity are anticipated. Acquired pressure damage forms strategic health authority monthly nursing metrics and appear within draft quality framework indicator index. We wanted to understand our current level of quality in pressure ulcer prevention and management, and determine whether we could improve safety, clinical effective and patient experience.
              

	5. Aim 
This joint project was undertaken primarily to ensure patient safety, with the aim of eliminating preventable harm across health and social care settings from pressure damage through decreased incidence. Secondly the aim was to increase safe patient outcomes and clinically effective care, through increased awareness, improved prevention, reporting, assessment and management, and patient / carer empowerment, leading to less serious grading of pressure damage. 



	6. Objectives  
· Identify reasons for unexpected trends in incident reporting across 3 localities that could not be explained by differing population characteristics. 

· Ascertain that pressure ulcers are reported consistently over time

· To improve the quality of local data concerning incidence and prevalence.  

· From improved data, gain clearer understanding of incidence and prevalence of pressure damage to patients receiving care, to systematically raise awareness and improve prevention strategies, so improving patient care.

· Increase communication, and organisational learning from incidents 

· Reduce avoidable patient harm through prevention, early assessment and risk reduction. 

· Identify evidence based management following identification

· Identify where current practice in assessment, care planning, delivery and recording could improve.



	7. Approach 
54 community nursing teams, 9 community hospital ward teams and 15 nursing homes participated, instilling a strong sense of shared ownership. This formed the first joint clinical audit across community hospitals and community nursing. Nursing homes inclusion was also enabled through the community matron nursing homes role within one locality and encouraged local nursing homes to feel part of the wider nursing community. Data collection included incidence of pressure ulcers within patients transferring from acute hospitals which enabled more effective communication and liaison with acute hospital colleagues on prevention strategies and monitoring mechanisms. Following the initial stages of the project, partnership working has strengthened best usage of pressure relieving equipment. The project is also enabling joint work on nutrition assessment between hospital and community nursing staff. Tissue Viability Nurses used their specialist knowledge and skills to coordinate the project and gain maximum impact and have used findings to target training initiatives. The Practice Development Facilitator for Community Hospitals used the audit as a precursor to mattress and nutrition audits, improving practice within wards.
The importance of involving patients and carers in the project to embrace their perspective was recognised.  The patient representative committee member of Surrey Community Health's Clinical Audit Steering Group is mindful that the prevention and effective management of pressure ulcers has a huge impact on positive patient experience. Factors from the Essence of Care benchmark were incorporated into audit to measure current practice against the agreed patient focussed outcome - people experience care that maintains or improves the condition of their skin and underlying tissues. Our new leaflet for patients, carers and social care colleagues will be used to engage all in helping prevent damage through early recognition across care settings. Head of patient safety and clinical governance staff worked closely with clinicians on the project.
A working group convened to coordinate the project. The first data collection covered a three month sample of 92 community nursing patients identified through incident reports submitted from May 2008 supplemented by electronic patient record searches with grade 2 and above pressure ulcers, to identify whether an incident report was completed. Sampling was restricted community nursing caseloads, where the unusual trend was detected. 

The first re-audit (July 2009) was extended to include all community hospital inpatients, and nursing home residents within one locality, on the day of data collection, as the value of participation was recognised across care settings. This included 291 patients with pressure ulcers, a sample more than three times the size of the first audit. All teams identified all patients with pressure ulcers on their caseload / ward that day, allowing the inclusion of patients with grade one pressure ulcers which did not require submission of an incident form, but considered important in gaining wider understanding of pressure damage experienced by service users.

Feedback of findings accompanied customised presentations and prompted action planning of further changes at team, ward and service lead level. Changes in reporting, prevention strategies, risk assessment, identification, care planning, were all identified following data analysis. Targeted training initiatives, nursing records that prompt recording of best practice, and development of patient / carer information have ensued. This multi-professional, audit enabled shared cross organisational peer learning. Teams reported caseload and pressure ulcer prevalence were compared with benchmarking feedback, but it was difficult to ascertain whether varying local population age and morbidity was responsible for ranges in prevalence, or differing referral patterns, levels of complex care at home, differing measures of caseload size, more successful prevention pressure ulcer prevention strategies in some teams, staffing levels or other factors. Prevalence findings prompted team discussion and enabled further insight. Audit process and outcome findings were compared with standards set and re-audit is currently taking place (June 2010) to determine the effects of changes made to practice. Clinical audit criteria were devised and standards set for each criterion:

All patients should be assessed for risk of developing a pressure ulcer

All pressure ulcers of grade 2 or above should be reported as a clinical incident

Number of pressure ulcers, grade, position, and origin of incidence should be documented

Patients with pressure ulcers should have a documented individual care plan for management appropriate pressure relieving equipment and nutritional assessment undertaken


	8. Challenges 
As pressure ulcers are nationally recognised as indicators of nursing quality, so partnership working in this sensitive and challenging area required confidence that clinical audit is educational, not judgemental. Whilst the importance of clinical audit is recognised, staffing pressures make it difficult to be involved in data collection, reflection, planning and implementing improvements. However, the importance of clinician led audit activity, and protected time for benchmarking feedback and training was widely recognised and supported. 

Different working practices and assessment tools made comparison difficult across settings, conversely, the shared learning arising through partnership participation was considered beneficial, especially for nursing homes staff, who felt much more part of the nursing community, with shared values. 

Data collection tools captured only information documented. Assumptions could not be made about whether for example, an incident report had been submitted, if it had not been documented in the patient record. However, this led to increased understanding of the importance of full and accurate documentation. 

As electronic records are currently inadequate, there are many demands on clinician time to submit data for monitoring purposes. Searching paper records is time consuming and rightly considered a lower priority than direct nursing care. Initially, data collection in some cases was incomplete, requiring follow up telephone contacts to fill gaps, causing additional nursing input, but this has raised awareness of the importance of documenting audit methodology to ensure consistent and accurate data. Furthermore, the benefits of participation in terms of feedback and changes achieved have raised the perception of clinical audit as a simple but useful tool for quality improvement.

Effective communication with acute trust colleagues has required the building of increased capability for information exchange and joint working, built through Tissue Viability Nurse liaison.

Service user engagement has been limited, as it is often the most vulnerable patients who develop pressure ulcers. This difficulty has been largely overcome by the involvement of a knowledgeable patient representative, familiar both with audit and Essence of Care benchmarking processes. 



	9. Outcomes - 
On average, standards set were reached or exceeded for 33% of audit criteria used, with team and locality variation in the first audit. Documented Waterlow risk assessment improved (range 71-98%). Recording of nutritional assessment was an area of identified weakness (8-50%). Reporting was found to be an inaccurate indicator of true pressure ulcer prevalence. Different nursing documentation was in use with varying information flow mechanisms. Findings highlighted this as a valuable clinical  audit, with variable results compared with standards, and much educational potential to improve both systems and processes of care.

Data was challenged, debated and interpreted. Joint working has led to an organisation wide policy drawn up within the Tissue Viability Forum which includes acute trust membership; service user education leaflet devised to empower patients and carers to help understand and prevent pressure damage; new universal nursing records introduced, which prompt documentation of prevention and effective management through risk identification and reduction using evidence based tools, and prompts timely incident reporting; more equitable distribution of tissue viability expertise; education from specialist nurses and nutritional training with dietician involvement; adoption of communications / action flowchart following reported incident, and closer monitoring of reporting trends.

Further audit identified improved quality; 94% of patients with pressure ulcers have documented care plans; documented risk assessment increased from 87% to 91% in community nursing; documented community equipment increased from 67% to 73%; documented nutrition screening remains low, but the effects of training and other interventions are beginning to have impact; pressure ulcer incident reports increased significantly in the second quarter of the year, following audit, of total incidents reported, 35% of these were submitted in the first quarter, increasing to 65% in the second quarter. Grade 2 pressure ulcer reporting has increased by 34%, grade 3 by 20% and grade 4 ulcer reporting by 45% between data collections.
The third audit shows increased timeliness in assessment, efficiencies through improved recording and reporting (from 2.5% to 97% in one locality) and reduced prevalence and severity (one locality’s average team prevalence reduced from 5.7% to 2.3%). Pressure ulcers acquired in patient’s own homes has reduced from 47.4 to 40.7% Moreover; prevalence variation in teams and nursing homes has reduced. The National calculator tool demonstrates costs reduction. This should impact on patient experience, through less pain, discomfort and interruption to daily living. This innovation has raised the profile of pressure damage as a fundamental area of nursing safety that we are addressing confidently and successfully, and therefore fulfilling the ‘Quality, Improvement, Productivity and Prevention’ challenge locally, through effective partnership working.

	10. Summary 
This project has been built into the ongoing annual clinical audit programme to ensure sustainability, as research evidence suggests that if efforts are not taken to sustain reduced pressure ulcer incidence after an effective intervention, prevalence increases again (1). Re-audit has become simplified to minimise time taken to participate. Team brief has highlighted the initiative to ensure organisation wide communication and continued engagement with project aims. Laminated posters have been produced, linking ‘High Impact Actions’ ‘Your Skin Matters’ ongoing monitoring requirements with project outcomes. Standard operating procedures and new records prompt best practice and training initiatives are increasingly targeted as a result of greater organisational understanding. Nursing homes in other localities are included in this phase of data collection, enlarging audit coverage and impact. Partnership working has flourished principally because the project has a firm educational focus, essential when exploring such a sensitive nursing quality indicator.  The initiative maximises shared values across clinicians and social care to deliver best practice set out in NICE clinical guidance. Furthermore, initiatives usually relate to the immediate care setting. Partnership working has developed a greater sense of shared responsibility for successfully preventing pressure damage amongst vulnerable service users who are more likely to move from their own home environment, between acute and community hospitals, and nursing homes.  Greater service user / carer awareness should stimulate greater joint working. Nursing teams will continue to drive quality improvements in patient safety, experience and clinical effectiveness through involvement in the pressure ulcer project.



	Additional information 

"It is important to involve patients and carers in the development of the service so that they bring their perspective of their experience to the professionals tasked with their treatment.  As a committee member of Surrey Community Health's Clinical Audit Steering Group I am able to add that unique perspective. The prevention and effective management of pressure ulcers has a huge impact on positive patient experience in line with the 6 key factors that make up the Essence of Care benchmark. This has been encompassed by the audit to achieve the agreed outcome - people experience care that maintains or improves the condition of their skin and underlying tissues. Moreover I am delighted that this fundamental aspect of patient care has been prioritised locally".

Penny Wright, Patient and Carer Panel. NW locality Surrey PCT. ‘Expert by Experience’, Age UK

"The audit raised awareness of the low incident reporting of pressure ulceration and so information on incident reporting has been incorporated into the wound care training across the Trust and there are future plans to provide regular updates on the management of pressure ulcers. The audit has also helped us to develop standardised care plans which incorporate all the essential assessments required and can be customised to individual patients. Staff have commented that the audit has highlighted the areas that need improving and that care plans will help the more junior staff to ensure that the appropriate assessments are undertaken.”
Carol Cross, Tissue Viability Clinical Nurse Specialist

“Following the audit, we have held 2 half-day training sessions on pressure ulcer risk assessment and the appropriate use of pressure re-distributing equipment.  In partnership with the community matrons for care homes we have developed a teaching presentation on pressure ulcers, for the District Nurses to use in their local residential homes.  The aim of this is to raise awareness of early signs of pressure damage and of actions that carers can take to prevent ulcer development, and to encourage early reporting of damage to the district nursing teams.”
Elizabeth Nichols, Tissue Viability Nurse Specialist, East Locality

“The audit was used in conjunction with a mattress audit and the Essence of Care benchmarking process Food & Nutrition to highlight the actions needed to sustain and improve pressure ulcer management of patients within the community hospitals. As a result the actions have resulted in operational guidelines for the management of mattresses being developed, implementation of a learning process of the MUST tool to assess the nutritional status of patients and a review of the pressure ulcer care plan."

Annie Christie, Practice Development Facilitator, NW locality community hospitals

''The audit reflects the NPSA guidance on reporting all grade 2 pressure sores and above as incident, It has demonstrated the benefit of our clinical audit programme in supporting and improving the care offered to the population of Surrey and our effective partnership working with other care providers.''

Kathleen Ely, Director of Performance, Governance and Quality

‘Clinical audit is intended as an education tool to improve the quality of patient care. Re-audit has shown that it has fulfilled this potential’.

Julie Sears, Clinical Audit Network Manager

“Essential standards of quality and safety require all organisations to have effective procedures  and co-operative working arrangements so that people who use services benefit from a service that learns from adverse events that have occurred so that the risk of these being repeated is reduced to a minimum.” (Regulation 9 Care and welfare of service users)

Directorate of Nursing Quality and Safety team

“It is valuable to the Nursing Homes to be included in any clinical audit and makes our staff feel valued’. ‘It has helped us review the management of pressure ulcers and equipment used.”
Nursing Home Managers

“The project helped us identify care homes with nursing that require additional support with management and prevention of pressure ulcers. It has enabled nursing homes to feel part of community health services and has improved partnership working.”
Community Matron, Nursing Homes

"The exciting thing about this audit is that it didn't just measure the quality of our care; it improved it!  Giving great care is what motivates everyone in Surrey Community Health, and when audit helps with that it really motivates professionals to audit more, and to improve their audit skills."

 Dr Graham Henderson, Medical Director, Surrey Community Health

The clinical audit project helped nurses to understand more about the incidence and prevalence of pressure ulcers locally:
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Surrey Community Health have a lower percentage of grade 4 pressure ulcers than reported nationally (2), but as grade 1 pressure ulcers do not require reporting, data may be skewed. Overall prevalence in UK hospitals is understood to be 10.25% and this compares with 12.3% in local community hospitals, but it must be remembered that community hospitals have an older average inpatient population who are therefore more vulnerable to developing pressure ulcers. Nationally, acute hospital acquired pressure damage ranges from 57-63% compared with 74% locally (3).
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