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Objectives

Describe the impact of patient harm and nurse's role in resuscitating the 
nursing care fundamentals to create a safer patient environment

Define key nursing care interventions based on the evidence that can 
prevent patient harm  





WHO

1 out of 10 patients are harmed in hospitals in high income countries

134 million adverse events occur each year in hospitals in LMICs, contributing to 
2.6 million deaths annually due to unsafe care
Medication errors cost an estimated 42 billion USD annually

https://www.who.int/patientsafety/en/

Lacking a Patient 
Safety Culture

https://www.who.int/patientsafety/en/


Outcomes of Missed Nursing Care: A Systematic Review

14 studies connecting missed nursing care with at least 1 patient 
outcome
△ Patient Satisfaction ↓ 

△ Lower quality of care reported by nurses with greater missed care 

△ Clinical Outcomes 
• Medication errors

• CLA-BSI’s

• Pneumonia

• UTI’s

• Pressure Injuries

• Falls

• Failure to rescue Recio-Saucedo A, et al. J of Clin Nurs. 2018;27:2248-2259

5 nurse sensitive adverse 
events in 22 med-surg 

units added 1300 
additional hospital days 

for 166 patients &             
$ 600,000 in excess costs

Tchouaket E. JAN. 2017;73:1696



Missed Nursing Care

• Any aspect of required patient care that is omitted (either in part or 
whole) or significantly delayed. 

• A predictor of patient outcomes
• Measures the process of nursing care

Kalish, R. et al. (2012) Am Jour Med Quality, 26(4), 291-299.  



Hospital Variation in Missed Nursing Care

Kalish, R. et al. (2012) Am Jour Med Quality, 26(4), 291-299.  



Reasons for Missed Nursing Care

Qualitative Review
△ Interruptions/multitasking/task 

switching
△ Fatigue & physical exhaustion
△ Cognitive biases
△ Lack of patient & family engagement
△ Lack of physician resources
△ Leadership issues
△ Moral distress & compassion fatigue
△ Documentation load
△ Large proportion of new nurses on unit
△ Complacency

Kalisch, BJ, et al. American Journal of Medical Quality. 2011; 26(4), 291–299
Ball JE, et al. BMJ Quality and Safety 2014 Feb;23(2):116-25

. 

9.4% 
variance 
in missed 
nursing 
care

Challenging Practice environment correlates to missed nursing care
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Rationing Care-How we Prioritize

• Highest priority activities for nurses
△ Those which are likely to have an immediate 

negative impact
• Administering meds
• Medical directed treatments
• Procedures-wound dressings, labs

• Lower priority activities for nurses
△ Those which show no immediate negative 

harm
• Ambulation
• Oral hygiene
• Emotional support
• Teaching 

Bail K, et al. International Journal of Nursing Studies. 2016;63:146-161

Rationing contributes to 
functional and cognitive 
decline



Bail K, et al. International Journal of Nursing Studies. 2016;63:146-161



Fundamentals of Care Framework

Fundamental care involves actions 
on the part of the nurse that 
respect and focus on a persons 
essential needs to ensure their 
physical & psychosocial wellbeing
These needs are met by 
developing a positive & trusting 
relationship with the person being 
care for as well as their 
families/carers

The Fundamentals of Care Framework. Reprinted from Conroy, Feo, Alderman, and Kitson (2016)

Feo R, et al. J of Clin Nurs. 2018;27:2285-2299



Reconnect With Our Professional Purpose

“It may seem a strange principle to enunciate as the very 
first requirement in a Hospital that it should do the sick no 
harm.”

Florence Nightingale
Notes on Hospitals: 1859

Advocacy = Safety



Protect The Patient From Bad Things 
Happening on Your Watch



INTERVENTIONAL PATIENT HYGIENE

Hygiene…the science and practice of the 
establishment and maintenance of health
Interventional Patient Hygiene….nursing action plan 
directly focused on fortifying the patients host 
defense through proactive use of evidence-based 
hygiene care strategies

Vollman KM. Intensive Crit Care Nurs, 2013;22(4): 152-154

Incontinence Associated 
Dermatitis Prevention 

Program



INTERVENTIONAL PATIENT HYGIENE(IPH)

HASI

Vollman KM. Intensive Crit Care Nurs, 2013;22(4): 152-154

Oral Care/ 
Mobility

VAP/HAP

Catheter Care

CA-UTI CLA-BSI

Skin Care/ 
Bathing/Mobility

HASISSI

Patient

Falls

PATIENT

CLEAN GLOVES

CLEAN GLOVES

HAND HYGIENE

HAND HYGIENE



Achieving the Use of the Evidence

Vollman KM. Intensive Crit Care Nurs, 2013;22(4): 152-154

Attitude & Accountability

Factors Impacting the
Ability to Achieve Quality
Nursing Outcomes at the 

Point of Care

Value



Teamwork and Fundamental Nursing Interventions



Do we really see missed 
nursing care as patient 
harm?



Strategies to Link Harm with Nurse Patient 
Advocacy Role

Do No Harm 
Rounding
Immediate learn from 
a deficit
Incorporate action 
plans and data into 
daily huddle



Traditional Bathing

Soap and water basin bath was an independent 
predictor for the development of a CLABSI

Why are there 
so many bugs 

in here?

Bleasdale SC, e tal. Arch Intern Med. 2007;167(19):2073-2079



Bath Basins:
Potential Source of Infection

Large multi-center study evaluates presence of 
multi-drug resistant organisms

Marchaim D, et al. Am J of Infect Control. 2012;40(6):562-564

Contaminated
686 basins/88 Hospital

Gram negative bacilli
495 basins/86 hospitals

62% 45%

Colonized w/ VRE
385 basins/ 80 hospitals

35%

Total hospitals: 88
Total basins: 1,103

MRSA
36 basins/28 hospitals

3%



Mechanisms of Contamination

Skin flora

Multiple-use basins 
△ Incontinence cleansing

△ Emesis

△ Product storage

Bacterial biofilm from tap water

Shannon RJ, et al. J Health Care Safety Compliance Infect Control. 1999;3:180-184.
Larson EL, et al. J Clin Microbiol. 1986;23(3):604-608.

Johnson D, et al. Am J Crit Care, 2009;18(1):31-38, 41.
Marchaim D, et al. Am J Infect Control. 2012;40(6):562-564.

Used with Permission Advancing Nursing LLCUsed with Permission Advancing Nursing LLC      Copyright © 2013 AACN and Advancing Nursing LLC



Biofilms are Ubiquitous



Understanding Water
All water with the exception of sterile water and filtered water is contaminated with 
microbes (eg, potable water, tap water, showers, and ice).

In healthy persons, contact or ingestion of such water rarely leads to infection.

However, contact or ingestion of such water may cause infection in 
immunocompromised persons or when applied to non-intact skin

Transmission of these pathogens from a water reservoir may occur by direct and 
indirect contact, ingestion and aspiration of contaminated water, or inhalation of 
aerosols*

Compared sink & water based care activities to non sink and non water based care 
activities on GNB colonization in ICU.  Found rate dropped from 26.1 to 21.6 
colonization pre 1000 ICU days.  ↑ reduction with longer ICU LOS’s

Presented at MSIPC October 6th, 2016, Lansing MI by Dorine Berriel‐Cass
*Decker BK, et al. Opin Infect Dis 2013; 26:345–51

Hopman, J., et al. Antimicrob Resist Infect Control 6, 59 (2017).



Waterborne Infection

Hospital Tap Water
Bacterial biofilm

Most overlooked source for pathogens

29 studies demonstrate an association with HAIs and outbreaks

Transmission:

△ Drinking

△ Sinks

△ Bathing

△ Rinsing items

△ Contaminated environmental surfaces

△ Contaminated ice machines

Immunocompromised patients at greatest risk
Anaissie EJ, et al. Arch Intern Med. 2002;162(13):1483-1492.

Cervia JS, et al. Arch Intern Med, 2007;167:92-93
Trautmann M, et al. Am J of Infect Control, 2005;33(5):S41-S49,

https://www.pinterest.com/pin/332914597437828576/?l=t
Kanwar A, et al. Am J Infect Control. 2017;45(11):1273-1275.

https://www.pinterest.com/pin/332914597437828576/?l=t




The Evidence: Impact of Antisepsis Bathing
Evaluate effect of daily bathing with CHG on acquisition of 
MDRO’s and incidence of CLABSI

9ICU’s & Bone Marrow 
Transplant unit
Randomly assigned 7727 
patient:
a. No-rinse, Antisepsis 

washcloths
b. Non-antimicrobial, 

no-rinse bath cloths

Results of 2% CHG bathing

23% 
reduction

50% 
reduction

28% 
reduction

90%
reduction

Climo, M et al, N Engl J Med, 2013;368:533-542
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Impact of Antisepsis Baths
Study to determine the best method for reducing spread of MRSA & MDROs

3 protocols tested:

a)Swab for MRSA on admission to ICU
△ Isolate if positive

b)Swab for MRSA on admission to ICU
△ Isolate if positive
△Nasal mucopiricin x 5 days
△antisepsis bathing for entire ICU stay

c)No swab
△Nasal mucopiricin x 5 days
△Antisepsis bath for entire ICU stay

Results: No Swab Group
Universal Decolonization 
Demonstrated

37% 
reduction 44% 

reduction

Huang SS, et al. New Engl J of Med, 2013;368(24):2255-65.
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Antisepsis vs. Routine Bathing to Prevent MDRO and CLABSI in 
General Medical & Surgical Units

53 hospitals in 14 states

Compared routine bathing (non-
medicated disposable cloth or 
showering) to decolonization 
with universal chlorhexidine and 
targeted nasal mupirocin in non-
critical-care units.
12-month baseline period, 2 
month phase, 21 month 
intervention

Decolonization with universal 
chlorhexidine bathing and targeted 
mupirocin for MRSA carriers did not 
significantly reduce multidrug-resistant 
organisms in non-critical-care patients

Patients with medical devices had a 32% greater 
reduction in all cause bacteremia and a 37% greater 
reduction in MRSA or VRE clinical cultures compared 
with the routine care group

Huang SS, et al. Lancet. 2019 March 23rd; 393



CHG Bathing: Works Upstream

Huang SS. J Hosp Infect. 2019;103(3):235-243.



Rhee Y, et al. Infect Control Hosp Epidemiol 2018;39:405–411

Differential Effects of Antisepsis Skin Cleansing Methods

Prospective, randomized 2-
center study with blinded 
assessment.

To determine whether 3 
different CHG skin cleansing 
methods yield similar residual 
CHG concentrations and 
bacterial densities on skin. 

Method A- 2% CHG cloth
Method B- 4% CHG liquid poured onto non-

medicated cloth
Method C-4% CHG liquid on cotton wash cloth





Addressing Pressure Ulcer 
Prevention Through Preventive 

Nursing Interventions 



DecubICUs Study: International Prevalence, Risk & 
Outcomes

Methodology
△ International 1-day prevalence

△ Follow up for outcome 
assessment until hospital d/c

△ Assess factors associated with 
ICU acquired pressure injuries

△ Hospital mortality

Risk factors for ICU acquired PI
△ Older age
△ Male

△ Under weight
△ Emergency surgery

△ Higher APACHE score

△ Braden >19
△ ICU stay > 3days

△ Organ support (MV, CRRT)

Labeau SO, Afonso E, Benbenishty J, et al. Intensive Care Med. 2021;47(2):160-169.



DecubICUs Study: International Prevalence, Risk & 
Outcomes

Labeau SO, Afonso E, Benbenishty J, et al. Intensive Care Med. 2021;47(2):160-169.



Identify Patients at High Risk



Picking the Right Scale

Newer Scales
△ Risk Assessment 

Pressure Ulcer Scale 
(RAPS-ICU) 

△ Current Risk 
Assessment Scale for 
Pressure injury in 
Intensive Care scale 
(EVARUCI scale)

△ Conscious level-
Mobility-
Haemodynamics-
Oxygenation-
Nutrition Index 
(COMHON)

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel, and Pan Pacific Pressure Injury Alliance. Prevention & 
treatment of pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler (Ed).EPUAP/NPIAP/PPPIA. 2019



\

It’s About the Sub-Scales If Braden Used

Retrospective cohort analysis of 12,566 adult patients in progressive & 
ICU settings for yr. 2007

Identifying patients with HAPU Stage 2-4

Data extracted: Demographic, Braden score, Braden subscales on 
admission, LOS, ICU LOS, presence of Acute respiratory and renal failure

Calculated time to event, # of HAPU’s

Results:

- 3.3% developed a HAPU

- Total Braden score predictive (C=.71)

- Subscales predictive (C=.83)
Tescher AN, et al. J WOCN. 2012;39(3):282-291



Braden Score Braden Sub-Scales

(C=0.83)
Friction Score of 1=126 
times the risk 

Multivariate model included 5 Braden subscales, surgery and acute respiratory failure 
C=0.91  (Mobility, Activity and sensory perception more predictive when combined 
with moisture or shear and friction)



Pressure & 
Shear as a 
Risk Factor

Sacrum & Heels



EBP Recommendations to Achieve Offloading & 
Reduce Pressure

Turn & reposition every (2) hours (avoid positioning patients on a 
pressure ulcer
△ Repositioning should be undertaken to reduce the duration & 

magnitude of pressure over vulnerable areas4

△ Consider right surface with right frequency1,4

△ Cushioning devices to maintain alignment /30° side-lying & prevent 
pressure on bony prominences1,2

• Between pillows and wedges, the wedge system was more effective in 
reducing pressure in the sacral area (healthy subjects)

• Between pillows and wedges, wedges maintain lateral position better

△ Assess whether actual offloading has occurred4

△ Use lifting device or other aids to reposition & make it easy to achieve 
the turn4

1. McNichol L, et al. J Wound Ostomy Continence Nurse, 2015;42(1):19-37.
2. Bush T, et al. WOCN, 2015;42(4):338-345
3. Kapp S, et al. Int Wound J. 2019;1-7
4. European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel, and Pan Pacific Pressure 

Injury Alliance. Prevention & treatment of pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler 
(Ed). EPUAP/NPIAP/PPPIA. 2019



EBP Recommendations to Reduce Shear & Friction

Loose covers & increased immersion in the support medium 
increase contact area

Prophylactic dressings: emerging science

Reposition the individual to relieve or redistribute pressure using 
manual handling techniques and equipment that reduce shear & 
friction.
△ Mechanical lifts

△ Transfer sheets

△ 2-4 person lifts

△ Turn & assist features on beds  

Do not leave moving and handling equip underneath the patient, 
unless it is specifically designed for this purpose

European Pressure Ulcer Advisory Panel/ National Pressure Injury Advisory 
Panel, and Pan Pacific Pressure Injury Alliance. Prevention & treatment of 
pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler 
(Ed).EPUAP/NPIAP/PPPIA. 2019



Systematic Review: Use of Prophylactic Dressing in 
Pressure Ulcer Prevention

21 studies met the criteria for review

2 RCTs, 9 had a comparator arm, 5 cohort studies, 1 within-subject design where 
prophylactic dressings were applied to one trochanter with the other trochanter 
dressing free

Evaluated nasal bridge device ulcer prevention Evaluated sacral pressure ulcer prevention

Clark M, Black J, et al. Int Wound J 2014; 11:460–471



EBP Recommendations to Reduce Shear & Friction

Loose covers & increased immersion in the support medium 
increase contact area

Prophylactic dressings: emerging science

Reposition the individual to relieve or redistribute pressure using 
manual handling techniques and equipment that reduce shear & 
friction.
△ Mechanical lifts

△ Transfer sheets

△ 2-4 person lifts

△ Turn & assist features on beds  

Do not leave moving and handling equip underneath the patient, 
unless it is specifically designed for this purpose

European Pressure Ulcer Advisory Panel/ National Pressure Injury Advisory 
Panel, and Pan Pacific Pressure Injury Alliance. Prevention & treatment of 
pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler 
(Ed).EPUAP/NPIAP/PPPIA. 2019



Current Practice: 
Turn & Reposition

Draw Sheet/Pillows/Layers of Linen Lift Device

Specialty Bed Disposable Glide
/Slide Sheets

Breathable Shear 
Reduction Glide Sheet 

& Turning

Non-Breathable Shear 
Reduction Glide Sheet 

& Turning



REPOSITIONING 
THE PATIENT

CAREGIVER
INJURY

• 50% of nurses required to do repositioning suffered back pain1

• High physical demand tasks1,2

- 31.3% up in bed or side to side
- 37.7% transfers in bed 

• 40% of critical care unit caregivers performed repositioning tasks more than 
six times per shift3

• Number one injury causation activity: Repositioning patients in bed3

1. Smedley J, et al. J Occupation & Environmental Med,1995;51:160-163)
2. Knibbe J, et al. Ergonomics1996;39:186-198)
3. Fragala G. AAOHN, 2011;59:1-6



Achieving the Use of the Evidence for Pressure Injury 
Reduction

Resource & System
△ Breathable glide sheet/stays

△ Foam wedges

△ Microclimate control

△ Reduce layers of linen

△ Wick away moisture body pad

△ Protects the caregiver

Attitude & Accountability

Factors Impacting the
Ability to Achieve Quality

Nursing Outcomes
at the Point of Care

Value
Vollman KM. Intensive Care Nurse.2013;29(5):250-5



Impact of a Turn & Position Device on PI & Staff Time

Prospective, QI study (1 SICU & 1 MICU)
2 phases
- SOC: pillows, under pads, standard low air loss bed and additional staff if required
- Interventional: turn and position system, a large wicking pad (part of the product)

△ Inclusion criteria: newly admitted, non-ambulatory, required 2 or more to assist with turning/ 
repositioning

△ Turning procedures were timed/admitting till ICU discharge
Results
- No difference in sociodemographic and clinical data between the groups
- Phase 1: 14 patients (28%) Stage II sacral PI 
- Phase 2: zero sacral PI (p<.0001)
- Timing:

• Phase 1: 16.34 mins (range 4-60min) SD= 10.08
• Phase 2: 3.58 mins (range 1.12-8.48) SD = 2.31 (p=0.0006)

Hall KD, et al. Ostomy Wound Management, Nov 2016:40-44



Reducing HAPI & Patient Handling Injuries

Compared pre-implementation turning practice: 
pillows/draw sheet vs turn and position system 
(breathable glide sheet/foam wedges/wick away pad)
Baseline: November 2011-August 2012
Implementation period: November 2012 to August 
2015
3660 patients
Compared HAPU rates, patent handling injuries, and 
cost 

Way H, Am JSPHM, 2016;6(4):160-165

74% reduction



Electronic  Wearables

Pragmatic Open Label RCT
2 ICU-large academic center
Experimental group n=659, Control group n=653, 
Measured:
△ HAPI & Turning compliance

Results:
△ HAPI .7% vs 2.3% (p=0.031)
△ Turn compliance 67% vs. 53% p< 0.001
△ Turn magnitude & adequate depressurization time not different

Pickham D, et al. International Journal of Studies, 2018;80:12-19

NNT=62



Turn Teams/SPH

Evaluate the impact of a dedicated turn team to 
reduce HAPI’s 
507 patients,  20 bed university ICU
24/7 q 2hr turn performed by a team
278 patients before
229 patients after
Results:
△ 42 PI vs 12 PI (p < 0.0001)

△ Braden 16.5 vs. 13.4 (p= 0.04)
Still MD. J Am Coll Surg 2013;216:373-379



In-Bed Technology

http://www.molnlycke.com/patient/en/Products/Wound/Mepilex-Border-Sacrum/




EBP Recommendations to Achieve Offloading & Reduce 
Pressure

Turn & reposition every 2 hours (avoid positioning 
patients on a pressure ulcer)
△ Use active support surfaces for patients at higher risk of 

development where frequent manual turning may be difficult

△ Microclimate management

△ Heel protection

△ Early mobility programs

△ Seated support surfaces for patients with limited mobility 
when sitting in a chair

Reger SI et al, OWM, 2007;53(10):50-58, www.ihi.org
European Pressure Ulcer Advisory Panel/ National Pressure Injury Advisory Panel, and Pan Pacific Pressure Injury Alliance. Prevention & treatment of 

pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler (Ed).EPUAP/NPIAP/PPPIA. 2019

http://www.ihi.org/


Prevention Strategies for IAD



EBP Recommendations to Reduce Injury From 
Incontinence & Other Forms of Moisture

Clean the skin as soon as it becomes soiled2,4

Use an incontinence pad and/or briefs that wick away moisture1,2,4

Use a protective cream or ointment1,2,4

△ Disposable barrier cloth recommended by IHI & IAD consensus group

Ensure an appropriate microclimate & breathability4

< 4 layers of linen3

Barrier & wick away material under adipose and breast tissue2,4

Support or retraction of the adipose tissue (i.e. KanguruWeb)4

Pouching device or a bowel management system2,4

1. www.ihi.org
2. Doughty D, et al. JWOCN. 2012;39(3):303-315
3. Williamson, R, et al (2008) Linen Usage Impact on Pressure and Microclimate Management. Hill-Rom 
4. European Pressure Ulcer Advisory Panel/ National Pressure Injury Advisory Panel, and Pan Pacific Pressure Injury 

Alliance. Prevention & treatment of pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler 
(Ed).EPUAP/NPIAP

http://www.ihi.org/


Evidence-Based Components of an IAD Prevention Program

Skin care products used for prevention or treatment of IAD should be 
selected based on consideration of individual ingredients in addition to 
consideration of broad product categories such as cleanser, moisturizer, or 
skin protectant. (Grade C)
△ A skin protectant or disposable cloth that combines a pH balanced no rinse cleanser, 

emollient-based moisturizer, and skin protectant is recommended for prevention of 
IAD in persons with urinary or fecal incontinence and for treatment of IAD, 
especially when the skin is denuded. (Grade B)

△ Commercially available skin protectants vary in their ability to protect the skin from 
irritants, prevent maceration, and maintain skin health. More research is needed. 
(Grade B)



IAD Prevention Practices: Implementation Science 
Approach

Identified evidence gaps in previous study (4 hospitals-250 patients

Using implementation science approach to introduce evidence based 
IAD practices
IAD committee: education about correct pad sizing, washable and 
disposable pads and plastic sheets removed from the wards.  All in 
one barrier cloth that cleans, protects and moisturizes was introduced
Nurses from wards ask to participate in 1 of 6 focus groups post 
implementation

Barakat-Johnson M, et al. Ostomy Wound Management. 2018;64(12):16-28



IAD Prevention Practices: Results
Variable Pre-Implementation

N=250
Post Implementation
N=259

P value

IAD 23  (9.2%) 6   (2.3%) .015

HAPI 9    (3.6%) 2   (0.8%) .034

Bed protection use 154 (64.7%) 6   (2.3%) <.01

Continent patients with 
incontinent products

73  (29.2%) 28 (10.8%) <.01

Nurse Focus Groups: 31 nurses, 4 themes
• Benefit to patient: improved skin condition, patient comfort
• Usability: fewer steps
• Problems encountered: not seeing barrier in place
• Related factors: confusion between IAD and pressure injury

Barakat-Johnson M, et al. Ostomy Wound Management. 2018;64(12):16-28
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