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Pressure ulcers have long been identified as a parameter of quality nursing care.  Recent studies have 

validated that pressure ulcer rates are linked to staffing effectiveness. Any time a patient experiences

an avoidable adverse outcome because of a nursing action, it is incumbent upon the profession to do

 whatever is necessary to understand why the event happened and to take remedial action that improves

 the safety and effectiveness of care. Patient outcomes of nosocomial pressure ulcers have been identified in 

the literature as nursing errors and patient safety problems.  Nosocomial pressure ulcers have direct effects 

on cost and length of stay (LOS).  Nationally, 3.5%-3.9% (Stage I and Stage II), of hospitalized patients 

can be expected to acquire a nosocomial pressure ulcer.  Expense over and above routine care for the 

patient has been estimated at $205 (Stage I and Stage II) to $23,000 (Stage III and Stage IV) based on 1999 

statistics. 

In 1999, a health system task force was formed to study prevalence of nosocomial pressure ulcers and to 

identify strategies to improve care.  Prevalence data tracked over a 3-year period has demonstrated a steady 

decline in nosocomial rates to less than identified benchmarks in the literature. The system target has been 

set at 1.5% based on prevalence data collection.  Currently St. John Macomb Hospital consistently has had 

nosocomial pressure ulcer prevalence data  reported on an average of 0.5%.

This poster will show the decline in rates over time due to process improvements initiated over time 

including:



Pressure Ulcer Guidelines



Intensive education to all nursing care providers



Daily monitoring



Upon Discovery Audit Tool



Accountability 



Continuous Process Improvement 

