
COST EFFECTIVENESS OF PRESSURE ULCER PRVENTION PROGRAM IN THE 
GENERAL WARD  

Reduce the number of unit 

acquired pressure ulcers in the 

General Ward

 Achieve 200 days without unit 

acquired pressure ulcers by 

December 2016

 Maintain 100% compliance to 

pressure ulcer risk reassessment 

by June 2016

 Maintain 100% compliance with 

SSKIN Bundle by June 2016

 Outcome Measure: GWO07

 Process Measure: GWP03, 

GWO04

Skin/ Risk Assessment & 

Reassessment

Minimize Pressure

Hydration and Nutrition

Manage Moisture

Patient/ Family/ Staff 

Awareness of Risks of 

PU

Standardise

 Utilize a validated tool for the skin & risk assessment

 Assess skin for risk within four hours of admission

 Reassess skin at least once per shift (standardize times)

 Reassess risk for all patients daily

 Initiate Skin Care Safety Bundle

 Utilize methods to alert staff to patients who are at risk

Risk assessment for ALL patients within one hour 

using Braden’s scale.

Risk re-assessment every shift or whenever 

patient’s condition changes.

Implementation of the SSKIN bundle for all 

at-risk patients.

Visual cues placed near patient bed.

 Use pressure-redistribution surfaces

 Utilize positioning, transferring and turning techniques 

to minimize friction/ shear injury

 Use tools inside the patient room to remind caregivers 

to turn/ position the patient every two hours

Introduce a turning clock to facilitate turning every 2 hours

Modify the clock according to patient’s feeding time

Auditory reminder for turning patients every 

2 hours placed at nursing station.

Use of a stitched sliding sheet to facilitate turning

Involve patient’s attenders in patients turning.

Seek extra staff support from other unit in patients turning.

Prevent device related pressure ulcer through 

frequent change of device position

 Ensure patient have adequate meals, snacks and 

hydration

 Document the amount of nutritional intake

 Notify the dietician/ physician if patient does not have 

adequate intake

 Offer water to every patient who is scheduled for 

position change

 Provide staff with supplies needed for body care

 Protect the patient’s skin after each episode of incontinence

 Provide under pads that absorbs moisture away from the skin

 Use topical agents moisture barrier that hydrate the skin to 

reduce skin damage

 Patient/ family education

 Staff Education

 Communicate risk level to patient & Staff

 Standardize the practice

 Establish an effective monitoring process

 Investigate all new incidents

 Ensure compliance to treatment

Reduce bed linen to one layer only.

Initiate and maintain recommended treatment 

(use of Cavilon cream & spray) as needed. 

Utilise Prevalon Turning sheet

Pressure Ulcer awareness campaign launched in the 

unit (Video clip created by multidisciplinary team)

Staff education about risk factors, grading & treatment of PU’s

Document at-risk patients on the safety briefings board

Effective communication of risk status to team & 

Patient/families during rounds.

Communicate risk status during daily safety briefings

Weekly Rounds by Tissue viability nurse & Head nurses

SSKIN bundle compliance monitored during Charge nurses rounds

Use Pressure ulcer calendar to follow-up cases day by day

Root Cause Analysis conducted for all reported cases

Follow-up progress of unit acquired & Community Acquired Pressure Ulcer

OUTCOME
PRIMARY DRIVERS SECONDARY DRIVERS SPECIFIC CHANGE IDEAS CHANGE CONCEPTS

Specific  ideas, concepts and bundles that 
generate the desired state

Key leverage points in the system

AIM

Manage uncertainty, 

not tasks

Develop alliances and 

cooperative relationships

Share risks

Conduct Training

Reach agreement 

on expectations

Invest more resources 

in improvement

Reduce the number of 

components

Take care of basics

Identify patients at greatest risk 

of harm and greatest potential 

for benefits

Optimize level of inspection

Improve predictions

Use standard 

operating procedures

Focus on the core 

process and purpose

USE REMINDERS

STANDARDISATION

Create a formal process

Focus on the outcome 

to a customer

Coach customers to 

use product/service

BACKGROUND:

• Hospital-acquired pressure ulcers are one of the most common preventable conditions which significantly increases the healthcare costs.

• Despite the introduction of clinical practice guidelines and advances in medical technology, the prevalence of pressure ulcers in hospitalized patients continues to escalate.

• Preventing pressure ulcers is an important part of patient care and safety and has a great impact on improving patient outcomes and in reducing the cost of treatment.

• In Dec 2013, the Medical Unit began a quality improvement initiative to reduce the annual incidence of HAPU’s (Grade I/ II) from 33.33% (reflecting  baseline) to less than 8.3% by implementing evidence based preventive strategies (i.e. SSKIN Bundle) in all the long term residents in the unit.

AIM, METHODOLOGY & INTERVENTIONS:

RESULTS: COST EFFECTIVE ANALYSIS:

CONCLUSIONS:

SUMMATIVE STATEMENT:
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C Chart: Pressure Ulcer Count in the Medical & Surgical Units
Count

PDSA 1,2,3 PDSA 4,5,6

PDSA 7

PDSA 8

PDSA 9

Change
Change

Change Event 1

Change

Change

Event 2

Event 3 Event 4

PDSA 1: Test if the new SSKIN bundle will help to prevent pressure 

ulcer in all the  at-risk patients

PDSA 2: Test the bundle with one patient and one nurse during the 

morning shift

PDSA 3:  Test the bundle with same nurse during the evening and 

night shift for 3 days

PDSA 4:  Modify the bundle and retest again with the same nurse 

PDSA 5: Test if hanging a clock near patient bed will help remind 

nurses to turn patient after every 2 hours

PDSA 6: Modify the clock according to patient feeding position and 

retest again

PDSA 7: Modify the bundle according to 2 hours and 4 hours 

actions 

PDSA 8: Test if a new sliding sheet  will help increase compliance 

with 2 hours turning

PDSA 9: Reduce the number of bed covers to one

Change: Assess staff knowledge on SSKIN bundle through 

conducting surveys

Change: Increase staff knowledge and skills regarding the SSKIN 

bundle through education sessions

Change: Launch of pressure ulcer awareness program

Change: Plan to follow the management and healing of existing 

pressure ulcers 

Change: Prevention of device related pressure ulcers initiated

Event 1: Spread of Pressure Ulcer prevention plan to other unit (E2)

Event 2: Stage 1 PU developed on heel due to circulatory 

insufficiency

Event 3: Occurrence of 2 PU’s in the unit, fishbone analysis done to 

find and address the root cause

Event 4: Occurrence of 2 PU’s in the unit, fishbone analysis done to 

find and address the root cause
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P Chart: Percent of patients receiving daily pressure ulcer risk re-assessment 

Percent

PDSA 1

PDSA 2

PDSA 3

PDSA 4
PDSA 5

Spread Event

PDSA 6

PDSA 1: Test if a red triangle used as a visual cue will help remind staff patients at risk 

PDSA 2: Test if audit nurse can remind  the responsible nurse to complete the risk reassessment

PDSA 3: Education including a video clip created by the healthcare team.

PDSA 4: Enhance the use of Braden Score through Pressure ulcer risk assessment program 

PDSA 5: Test if daily Charge nurses pressure ulcer risk assessment round  will evaluate the staff nurses assessment and identify any 

missing skin lesion.

PDSA 6: Test if a daily file audit will help to capture missed cases, instead of random sampling for data collection.

Event: No documentation in the CIS is counted as non-compliance .
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P Chart: Percent Compliance of patients deemed  “at risk” receiving the full pressure ulcer prevention bundle

Percent

PDSA 1,2,3

PDSA 4,5,6

PDSA 7

PDSA 8

PDSA 9

Objective: The aim of this study is to evaluate the cost-effectiveness of implementing evidence-based preventive strategies to reduce the incidence of 

HAPU’s in long-term patients.

Design: Costs were derived based on the daily resources required to deliver standard protocols of care reflecting good clinical practice including the 

skin assessment and SSKIN care bundle.

Methodology:

• A bottom-up costing approach is used to estimate the treatment costs per patient, per episode of care, for ulcers of different grades and level of 

complications.

• Retrospective chart analysis of patient’s developing Stage I and Stage II PU was conducted until the period of complete healing.

• Costs associated with both the treatment and resources required for daily skin care of a non-infected wound were calculated.

• Costs related to average LOS and nursing time was determined.

Setting: Inpatient Unit West 2

Subject: All long term/ total care patients “at-risk” of developing pressure ulcer during their hospital stay

Time period:  Dec 2013 – Dec 2015

Prevention Cost
Dressing 

Cost
Daily 

Treatment Cost
ALOS

Cost per episode 

of care
Episodes of care

2013 2014 2015

Stage 1 QR: 797 QR: 90 QR: 1087 5 days QR: 6205 4 2 0

Stage 2 QR: 797 QR: 108 QR: 1105 10 days QR: 11,820 4 2 1

Total episodes of 

care per year 
8 4 1

Total cost per year QR: 72,100 QR: 36,050 QR: 11,820

Prevention Cost: Daily cost related to implementing the evidence-based strategy i.e. SSKIN Bundle for preventing a pressure ulcer in all the at-risk patients includes 
the cost of support surfaces, skin care, repositioning, moisture/ incontinence, nutrition and inpatient bed day cost.

Dressing Cost: Cost related to the resources required for treating a pressure ulcer.

Treatment Cost: Daily treatment cost includes the sum of prevention cost and dressing cost per ulcer, including unforeseen costs.

Cost per Episode of Care: The daily treatment cost multiplied by average length of stay (based on the stage of pressure ulcer). This also includes the price of a single 
prevalon turning sheet used per episode of care.

72,100

36,050

11,820

0

10,000

20,000

30,000

40,000

50,000

60,000

70,000

80,000

2013 2014 2015

Cost Reduction per Annum  

Cost Spent

50% 

reduction

84% 

reduction

Year

P
ri

ce
 in

 Q
at

ar
i r

iy
al

s

36,050

62,280

0

10,000

20,000

30,000

40,000

50,000

60,000

70,000

80,000

2014 2015

Annual Cost Savings  

Cost Saved

P
ri

ce
 in

 Q
at

ar
i r

iy
al

s

Year

Calculation of Cost:

Results:

• It is far more cost effective to pay for the prevention of pressure ulcers compared with the standard care.
• By reducing the incidence of HAPU’s for patients who are admitted to hospital for other conditions, we can also generate potential savings through:
Reducing the additional costs of treating patients with pressure ulcers.
Releasing beds and nursing time to treat more patients within the same overall capacity
Lowering the risk of hospital acquired infections by decreasing the overall length of stay.

• This is not limited to but may also include potential savings acquired from reducing the risk of hospital acquired infections and saving nursing time for patient care.
• Dressing costs of pressure ulcer may vary depending on the stage and nature of the wound.
• Special support surfaces are used only for high risk patients.
• Costs related to secondary complications were exclude.

Limitations:

The costs associated with pressure ulcers are considerable. HAPUs tend to be costly because of extended length of stay and complications due to age 

(i.e. the elderly) and comorbid conditions (e.g. obesity, diabetes, unconsciousness, etc.). The clinical and economic evidence supports that it is more 

cost effective to pay for the prevention of HAPUs compared with standard care, thus placing stress on hospitals to prevent incidence of this costly 

condition. The use of aggressive preventive measures in the long-term care setting is effective in reducing pressure ulcers and requires a relatively low 

level of institutional expenditures. Effective methods for the prevention of HAPU’s typically include modern support surfaces, frequent patient 

repositioning, a focus on patient nutrition, managing moisture and incontinence in conjunction with performing daily risk assessment using Braden scale.
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