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Leading the Way in Preventing Pressure Ulcers 

 

         NEWSLETTER  

 November 2014 

Pressure Ulcers to Zero  aims to reduce and ultimately prevent pressure ulcers in patients. It is part of the  

National Quality Improvement Programme, a joint programme between the HSE and the RCPI and brings together 21 teams 

from different healthcare settings in the Dublin North East region.  Since February 2014, the teams have focused on the SSKIN 

Bundle of care to target pressure ulcers. SSKIN identifies the five key steps for protecting patients at risk of pressure ulcer  

development; 1-Skin Inspection 2-Surface 3-Keep Moving 4-Incontinence Management and 5-Nutrition.   

      

On September 26th the 21 Pressure Ulcers to Zero teams and 

invited guests attended the Collaborative’s Celebration Day. At 

this Oscars themed event  the teams showcased their work 

and achievements and premiered their individual team Pres-

sure Ulcers to Zero videos. 

 

Dr Áine Carroll, HSE National Director Clinical Strategy and 

Programmes gave the opening address and applauded all 

those involved for the valuable work they have undertaken as 

part of the collaborative. She said “As a consultant in rehabili-

tation medicine, we have a keen interest in the maintenance 

of skin integrity as, very often, patient’s length of stay is ex-

tended because of the development of pressure ulcers. I 

therefore greatly admire the work the teams have done be-

cause myself and my colleagues have seen the suffering that 

can be caused by pressure ulceration. All teams should be very 

proud of their work which has clearly had a significant impact 

on the patients we serve”. On behalf of those patients, Dr Car-

roll commended the efforts of the teams. While the initial tar-

get for the Collaborative was to reduce the number of avoid-

able pressure ulcers by 50% by the end of September, the data 

provided by the teams revealed that the actual reduction had 

been a very  successful 73%.  

Collaborative Trend over time  

 

 

 

 

 

 

 

Congratulating the teams on their achievements, Dr Philip 

Crowley National Director Quality and Patient Safety Division 

explained how the approach of the Collaborative has been 

different in that it is not about implementing change in one 

small setting, but instead working and learning together 

across a range of settings to implement change on a much 

larger scale. He said: “Evidence to date has shown  that when 

health professionals, managers, patients, families and carers 

work in partnership the quality and safety of care increase, 

costs decrease and patient’s experience of care improves. We 

believe Pressure Ulcers to Zero is proving this to be the case.”  

He said the next steps are to complete the Collaborative in the 

DNE Region, evaluate it and use the learning to inform future 

use of the Collaborative methodology. 

 Members of the Collaborative Working  Group at the Celebration Day 
pictured with Dr Philip Crowley and Dr Áine Carroll 
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The participating teams achieved a 73% reduction in avoidable 

pressure ulcers. Using the results collected through the  

Collaborative and relevant Irish and UK research papers*, cost 

savings and bed days saved have been estimated for all grades 

of pressure ulcers. The following table outlines the savings if 

the 55 pressure ulcers prevented within the Collaborative had 

all been Grade1, Grade 2, Grade 3 or Grade 4. 

 

 

 

 

 

 

 

 

 

 

 

 

Outcomes from the Collaborative: 

▪ Increased awareness of Pressure Ulcers - Not seen as 

just ‘the nurse’s job – it’s the teams job’. 

▪ Increased capability amongst the teams in using quality 

improvement tools and methodologies. 

▪ Forging of stronger team working. 

▪ Supporting integration - Greater networking across the 

region. 

▪ Creativity and innovation within the teams. 

Resources developed to support Collaborative 

▪ Pressure ulcer to zero microsite of the HSE website -

contains information on the Collaborative, pressure 

ulcers and their prevention 

▪ Patient Information Leaflet 

▪ Posters to highlight pressure ulcer prevention 

▪ Videos of key speakers from the Collaborative 

▪ Video of the Collaborative Journey so far available on 

HSE YouTube 

▪ Guidance documents on quality improvement topics 

e.g. Model for Improvement 

▪ A standardised definition for pressure ulcers and a 

standardised Pressure Ulcer Grading Chart for use in 

DNE 

▪ Pressure Ulcer to Zero newsletters 

▪ Learning resource moodle page accessible by partici-

pating teams. 

▪  1 Gethin G, Jordan O Brien J & Moore Z (2005): Estimating costs of pressure area 

management based on a survey of ulcer care in one Irish hospital. Journal of Wound 
Care 14, 162-165.  
 
Dealey C, Posnett J &Walker A (2012): The cost of pressure ulcers in the United King-
dom. Journal of Wound Care 21, 261-266. 
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Estimated total costs 

savings 
Totals 

Grade 1 €85,058 

Grade 2 €367,180 

Grade 3 €633,435 

Grade 4 €6,545,000 

Estimated total bed 

days saved 
Totals 

Grade 1 1540 

Grade 2 5170 

Grade 3 6985 

Grade 4 8525 

Pressure Ulcers to Zero Collaborative — Outcomes to-date 

For further details and more information on the Pressure Ulcers to 
Zero Collaborative, visit www.hse.ie/pressureulcerstozero 

Comments from the participants at the final event of the 

Collaborative: 

“Thank you so much for inviting us to join the Collaborative. We 

really enjoyed the journey. Overall key learning was working to-

gether as a team makes projects very successful and networking is 

so important for everything.” 

 

“It was a very positive experience to work as part of the Pressure 

Ulcer Collaborative team in my workplace. Overall key learning 

was the importance of working together, good collaboration and 

communication. If managers support QI initiatives, teams can 

achieve great results. Importance of client and family involvement. 

Creativity and fun are key.” 

 

“Overall key learning was teamwork – the benefits of working with 

a team/group and the visual impact of keeping data – for team 

and all staff involved – it helped to involve staff.” 

 

“Theory and reality are often very far apart. Pressures experienced 

in acute hospitals seriously challenge the aim of providing quality 

care but committed staff keep on trying. Overall the Collaborative 

process was excellent and will be used again.” 



From the start there has been involvement and a very positive 

response from all members of the multi-disciplinary team in 

the pilot unit, St Mary’s Ward, Cappagh National Orthopaedic 

Hospital. The multi-disciplinary staff in the pilot site have 

taken a leadership role ensuring the focus is on clinical skills 

and patient safety, which is paramount in the unit in relation 

to pressure ulcer prevention.   

 

Involvement in the Pressure Ulcers to Zero Collaborative has 

helped us to identify good practice that others can learn from 

and also highlighted areas for improvement.  The safety cross 

data tool demonstrates and measures work we do in a more 

practical way.  The data provided indicates that a high stan-

dard of care is being provided to patients.  This is a very  

valuable tool for a ward manager as it highlights how well a 

ward is performing in relation to pressure ulcer prevention.  

The Collaborative has also provided us with a language to talk 

about pressure ulcer prevention at corporate level.  All results 

are discussed at Clinical Nurse Manager meetings, Hospital 

Executive and Board of Director meetings.  Previously we re-

acted to incidents like pressure  

ulcers as they occurred, however being involved in the  

Collaborative has helped us to improve what we do so that 

pressure ulcer incidents do not occur.   

 

The Collaborative acted as a catalyst to encourage staff en-

gagement as it has improved the quality of care that we pro-

vide to our patients.  It has provided a consistent approach 

providing transparent information to identify issues of concern 

and to prompt changes to existing practice.  It has been 120 

days since our last pressure ulcer! 

 
 
 

 

Anitha Penumala,Healthcare Assistant, Cappagh National  

Orthopaedic Hospital believes that as a result of the Collabora-

tive and her role on the pressure ulcer team she is providing 

better quality of care to her patients. She said: "I had my own 

personal experience of pressure ulcers. My grandfather died 

with a pressure ulcer. Even though it happened a long time ago 

the picture is still in my mind and when I see my patients I  

remember this and am encouraged to do my best for my  

patients."  

REFLECTIONS ON THE COLLABORATIVE  

Cappagh National Orthopaedic Hospital 

Members of the Cappagh National Orthopaedic Hospital Team 

The Cappagh National Orthopaedic Team pictured receiving their ‘oscar’ 
with Ms Cornelia Stuart  



The multi-disciplinary Pressure Ulcers To Zero Collaborative 

team at Tara Winthrop Private Clinic led by Rosamma Jacob 

(Asst Director of Nursing/Tissue Viability Nurse) introduced 

the initiative in February 2014 in our 43-bedded high  

dependency unit. At the time, there was one patient in the 

unit with a pressure ulcer. The resident had transferred into 

the unit with the pressure ulcer. Over the months, the team’s 

stellar work resulted in the complete healing of this pressure 

sore, which put the smile back on the resident's face. The 

team’s dedication also resulted in no new pressure ulcers de-

veloping in the unit. 

Thoughts and feelings: 

In the beginning, the team members and the staff felt anxious 

about whether it was a realistic goal to achieve 100 percent 

healing of a grade 4 pressure sore and to prevent all avoidable 

pressure sores. However, 2-3 months in, seeing the initiative 

in action and the resulting  improvements, everyone began 

giving it one hundred percent and the day the pressure sore 

wound chart was closed was a day of pride and joy for all. In 

addition, the Irish Gerontological Society has accepted our 

pressure ulcer case study and poster at their annual confer-

ence in Galway in October, which will be given by our dear 

Director of Nursing Catherine Dunleavy. 

 

Evaluation: 

Pressure sores are a serious injury that is notifiable to HIQA 

and prevention of pressure ulcers is a major area in older  

peoples’ care. Tara Winthrop is dedicated to nothing but  

excellent quality care that is person centred, safe and effective 

and the initiative supplemented our own systems already  in 

place in our organisation and the set goal of reducing pressure 

ulcers to zero was achieved in a timely  manner. The  

Physiotherapy Department have done sterling work in re train-

ing the staff in the usage of sliding sheets. Their passive range 

of movement programme and training for the staff has proved 

a huge success in managing the prevention of contractures 

and encouraging movement. Photographs of residents cor-

rectly positioned in their chairs, are displayed above their bed, 

to help guide staff in preventing pressure sores. 

The introduction of the acronym ALARMS  (A-

ASSESSMENT OF RISK, L-LOOK AT THE SKIN,  A-ADEQUATE 

NUTRITION-REPOSITIONING, M-MOISTURE PREVENTION, S-

SAFE SURFACE) had quite an impact as it kept reminding staff 

of what is important in preventing pressure ulcers. The active 

involvement of all staff in the pilot unit was key in achieving 

the goals. 

Tara Winthrop Private Clinic Nursing Home 

Members of the Tara Winthrop Private Clinic Nursing Home Team 

Pictured at the Celebration Event - Pauilne Gentil, Avril Mullally and 
Vanessa Obach, Raheny Community Nursing Unit.  
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Howth Sutton Primary Care Team Share Their Experience  
 

“My name is Theresa Molloy. I am a community Health Care 

Assistant with the Sutton and Howth Primary Care Team (PCT). 

My role within the team is to deliver personal care to clients in 

their homes. In other words I look after skin hygiene and pro-

tect it from pressure ulcers. As a health care assistant, looking 

after the skin is the most important task I do on a day to day 

basis. 

 

As I write this reflection, I can only say ‘Wow’, I am amazed at 

how little I knew about pressure ulcers. Thanks to the Pressure 

Ulcers to Zero Collaborative, I am now more informed about 

clients who are at risk and the specific factors that place them 

at risk and the best treatment option -  avoidance. I have also 

benefited greatly from Fiona the Tissue Viability Nurse and the 

other members of the Primary Care Team (PCT).  

 

I completed my FETAC Level 5 some years ago, but now  

looking back I can honestly say pressure ulcer awareness and  

prevention should be one of the courses on offer at this level. 

On completion of my training on pressure ulcers, I am very  

proactive in my role leaving prompt cards to aid prevention on 

pressure ulcers in client’s homes. The Pressure Ulcer  

Collaborative has been a hive of information for me, I have 

really enjoyed working as part of a team and creating our logo, 

‘The Bee’, and also stickers which highlight at risk patients  

attending outpatient’s appointments, which have been put to 

the test and reduced waiting time in half. I am more confident 

in giving advice on pressure ulcer prevention and skin hygiene 

to the client and their families, and reporting back to nursing 

staff, documenting and logging all tasks I carried out and ad-

vice I gave on skin hygiene. The Pressure Ulcer Collaborative 

has given me the opportunity to excel in my role as a HCA  

delivering without a doubt a higher standard of care to clients 

on a daily basis.  

 

Thank You.  

Howth Sutton Primary Care Team, back l-r: Theresa Molloy, Sinead 
O’Donovan. Fiona Concannon, Una Cox. Front Row l-r: Anne Brogan, 
Patricia Mc Kiernan, Paula Dunne, Niamh Maher. 

Pictured at the Celebration Event - Simone Comiskey , St Mary’s  
Hospital Phoenix Park, Caralyn Horne, Cavan Monaghan  PCCC and 
Aine Clyne and Angela Walsh, Dublin North City. 

The Cavan General Hospital Team pictured with Dr Áine Carroll and 
Dr Philip Crowley at the Celebration Event.  



 

Our team consists of the Meath Residential Care of Older  

People and we represent two sites.  St Joseph’s Community 

Nursing Unit, Trim and Beaufort House, Navan.  A high  

percentage of our residents are maximum dependency  

resulting in a high risk of pressure ulcers. 

 

This reflection is from Kathleen Farrelly, Health Care  

Assistant on our team: “The Pressure Ulcers to Zero Collabo-

rative has restored awareness and observation to our team 

work and practice.  We have learned that by applying the basic 

SSKIN Bundle in our work we are on the road to success.  The 

SSKIN Bundle has always been part of our work practice, but 

until now perhaps we have underestimated its importance.   

By checking the patient’s skin making sure the surface they are 

sitting or lying on is clean and dry by encouraging the patient 

to keep moving, and by increasing their fluid intake and  

making sure their nutrition is good all helps to increase their 

chances of being ulcer free.  One morning during work we got 

a group of patients together for gentle exercises with the 

physio.  We were teaching them about pressure points and 

movement.  We listened to their concerns about where they 

feel pressure and advised them to shift their weight regularly.  

The feedback from the patients was very encouraging.  We are 

going to introduce this on a regular basis and hopefully include 

family member’s as well.  The posters on Pressure  

Ulcers to Zero around the unit are a great reminder to all of us 

and helps to keep us focused.   

 

This Collaborative has been a roller-coaster for our team, we 

started on a high at zero pressure ulcers, then after a few 

months we sank to rock bottom with two pressure ulcers.  

What had happened to all our new information and extra  

observation?  The team morale was low, and we were ques-

tioning each other as to how this happened.   The team felt 

challenged but hard work, good team spirit and the use of the  

30 degree tilt got us back on top where we hope to stay.  Rock 

bottom was a real learning curve for our team but we got 

through it and have that experience for the future to help us 

along. 

 

The Collaborative has given me a better insight into the  

struggles and problems some of my team members have to 

face.  It has taught me be more sympathetic and  

understanding.  Working from two sites proved to be difficult.  

One of the highlights of the Collaborative for me was the day 

we went around the different tables, I found it very interesting 

talking and getting ideas from different areas. For me, 

‘intentional rounding’ was a great idea, especially in areas 

where staff ratio is low. The site visit from Annette and Vicky  

highlighted the need to simplify our ‘paper work’, to identify 

at risk residents, and ensure intentional rounding is being car-

ried out.  This will allow us more time to listen to and observe 

our residents ‘at risk’ and safeguard them from developing  

pressure ulcers. 

 

Our challenges (after site visit): 

▪ Absence of a team leader 
▪ Getting the team from 2 sites together and effectively 

communicating with each other. 
▪ Working between 2 sites was too big a project.  We 

should have piloted the project on a small scale and 
then when it worked – spread it. 

 
 

on reflection, I have enjoyed the Collaborative; it has taken 

me out of my comfort zone, got me to partake in work like 

videos - things I would normally shy away from. It has given 

me confidence in my daily work, and it has been a fun and 

enjoyable experience. 

Meath Residential Services for Older  

People 

Members of the Meath Residential Services for Older People team  
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When I decided to study nursing many years back, I knew, I 

was up to something indeed very noble. In my young mind, I 

was going to brace myself for a career that meant caring for 

people who were strangers to me. 

 

College classroom training and even practical application 

though revolved about the theories and how to do things 

right. Making good rates in exams and completing duty hours 

were the core focus. 

When I worked as a nurse, the real advocacy started to sink in. 

Nursing as a profession was not just noble, as I thought in my 

younger years. Nursing is a choice, to be a dedicated and pas-

sionate person, who is willing to care for others, even if these 

patients are not the very people we can call our own. Strang-

ers actually. How difficult is that? 

 

There goes the factor of selfless dedication. One can never  

serve as a nurse if we do not reach a level of genuine care for 

our patients to become better. It goes with all the allied health 

care team at the same time. 

To do all measures to prevent pressure ulcer includes normal 

daily care, step by step dedicated activities of moving our pa-

tients and just by merely remembering the SSKIN bundle and 

making sure that pressure ulcer is really avoided. It may sound 

additional work at first, but I sincerely tell you all, it is not! It’s 

a habit that we have to make as nurses and medical practitio-

ners. A choice to follow steps to prevent occurrence of pres-

sure ulcer amongst our patients or our residents. When pres-

sure ulcers are prevented we are able to make the lives of our 

patients a lot more comfortable and at the same time our lives 

a lot more convenient given that we take care of a lesser  

complex cases. 

 

 

 

By Maricel Masas.  

Virginia Community Nursing Unit, Cavan  

“The training on preventing pressure ulcers has taken my career 

profession to a different level. Higher in terms of efficiency and 

deeper in terms of genuine care.” 

Safety Cross Tracks Progress  

 
In order to track progress, the teams have been recording on a daily basis the 

number of patients in their respective units and wards who have pressure ulcers. 

This information is recorded in a simple chart known as a ‘safety cross‘. The 

safety cross allows the teams to differentiate between those patients who have 

been admitted with a pressure ulcer and those patients who have developed a 

pressure ulcer since admission. Teams can therefore not only track their  

progress but can also track emerging trends and patterns that help to identify 

potential areas or actions that could bring about benefits and improvements. 

 

Members of the Virginia Community Nursing Unit Team 
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Using Driscoll’s reflective cycle we explored our journey whilst 

partaking in the Pressure Ulcers to Zero Collaborative.  

According to Driscoll’s there are three simple processes when 

reflecting on one’s practice. They are: What (what happened), 

so what, (what were you feeling, what was good/bad about 

the experience and Now what (action plan for the future).  

 

What Happened: Our Director of Midwifery announced that 

she was signing us up to be part of a pilot Collaborative quality 

improvement initiative to reduce the incidence of pressure 

ulcers. This programme would involve attendance at four 

study days and some work within the hospital in between the 

structured education.  We needed to form a team and select a 

pilot ward. All this on top of our normal work, where would 

we get the time and how would the team benefit from this 

project? Surely, pressures ulcers are a small agenda item in 

the overall scheme of patient care in a busy maternity  

hospital! 

 

We had an introductory talk from staff in the RCPI, at least 

there was a plan and it did appear to be appealing, we were 

getting an opportunity to be involved with experts in the  

prevention of avoidable pressure ulcers and a means to intro-

duce quality improvement for patient care.  

 

So What: The team was formed, ADOM, Practice, Frontline 

Midwives and Care Assistants, Physiotherapist, Skill facilitator, 

Risk, Infection Control, not a medic to be seen as usual. We 

headed off on our first study day with trepidation, what are 

we going to learn; how can we spend four days talking about 

pressure ulcers. What is our Director thinking? 

 

When we met our counterparts; we soon discovered we were  

a diverse group, covering every element of patient care. We  

had a common aim which was a huge bonus. On that first day, 

ground rules were set and we discovered Annette Bartley 

meant business. We were buying into a unique model which 

would give us a framework for improvement. Very quickly, we 

could see that this framework could be used for a number of 

quality improvement projects. The team started to come up 

with ideas on what we could do back in the hospital. We also 

started to talk to members of the other teams, although we 

were from different disciplines, we all had a focus on patient 

safety and quality of care. 

 

Over the course of the education sessions we learnt to be hon-

est with each other, and to realise there is more than one way 

to achieve, each team member had something to offer and 

together we were stronger and could achieve more, we  

developed a new respect for each other.  Knowledge,  

technical ability, resources and communication were all key to 

success. Annette and her team gave us the knowledge and 

tools we needed to meet our objective ‘zero’ pressure ulcers 

on completion of the project. We had the package!!  

 

 

The Rotunda Hospital Team  

 

The Rotunda Hospital Team 



In the hospital we huddled, disagreed and reflected, ideas 

began to flow, we involved our colleagues, introduced the 

SSKIN bundle, and assessment tool and started measuring by 

use of the safety crosses. Very soon more staff were coming 

up with other ideas, we started our “think pink report red” 

campaign and got patients involved. A large percentage of 

women in labour choose epidural for pain relief and as a result 

become immobile, making them at risk of developing a pres-

sure ulcer, staff now  were assessing their skin and turning the 

patients frequently.  

 

Active learning was now taking place, patients were educated 

in the antenatal period on the need to be mobile, take care of 

their skin by good hygiene and nutrition and this was repeated 

in the postnatal ward. We had taken ownership for improve-

ment, as we now had reliable processes in place. Month by 

month, we were achieving our goal, no pressure ulcers, a good 

experience for all.  

 

We learnt about driver diagrams, test of change, PDSA cycle, 

outcome measures and run charts. We used these tools and 

huddled, we questioned and assessed needs and gaps and 

considered how to improve in a multifaceted manner.  We 

huddled again and deliberated to develop ways of reducing 

the gaps. We discovered that change does not always bring 

improvement, but improvement requires change. We learnt 

with our heads, hearts and hands and have come to realise 

this project was a good experience. 

 

Now what: The Collaborative has given the team a focus and a 

means to spread the improvement plan to other clinical areas 

within the hospital. The physiotherapist is going to use the 

assessment tool in the manual handling module for staff which 

will assist us to sustain and continue to improve standards of  

 

 

 

 

 

 

 

 

 

The SKKIN Bundle 

patient care. We have raised awareness of the importance of 

the SSkin bundle and we plan to roll out the initiative to the 

neonatal unit. Our motto for the future: “If you always do 

what you have always done, you will get what you always got 

and we as a team believe and know we can do better”.  

 

 Key messages: Have a sensible proposal which is achievable 

and avoid slippages as the project will drift.  Keep an open 

mind and have a good working relationship, communicate 

widely for a motivated team, respect each other, everyone has 

something to offer.  To achieve, always focus on your goal, 

measure, measure and share results and make sure you have 

the necessary resources and support from senior manage-

ment.   

 

The Collaborative approach proved to be a valuable learning 

tool as well as a social process in which teams worked to-

gether searching for solutions and a means of creating a proc-

ess for a common goal, in this case pressure ulcers. The learn-

ing was meaningful and enjoyable. The benefits of this Col-

laborative for us included, sharing knowledge and increased 

awareness for prevention of pressure ulcers. In addition it pro-

moted a positive attitude which enabled us engage with the 

project on a deeper level that we had anticipated. We recog-

nise we had an excellent facilitator which made our journey 

easy.  

Thank you, Annette, RCPI and HSE for this opportunity.  

Rotunda Staff.  

The Rotunda Team Reflect on the Pressure Ulcer Collaborative  



Information and resources on pressure ulcer prevention and the Pressure Ulcers 
to Zero Collaborative is available on  www.hse.ie/pressureulcerstozero 

Maura Moran, Noreen Carolan , Lisa McKeon, Helen Ryan , Marie Kelly 

from Beaumont Hospital.  

Sarah McEvoy, Maree Barry, Domenico Giugliano and 

James Jackson from St. Mary’s Hospital, Phoenix Park 

pictured with Ms. Cornelia Stuart and Aine Clyne, 

Dublin North City.  

The Mater Team pictured at the Celebration Event with Dr Áine Carroll and 

Dr Philip Crowley.  

Photos from the Celebration Day 

Gillian White and Maeve Hyland , Cavan General Hospital , Caralyn Horne, Cavan 

Monaghan PCCC, Ms. Cornelia Stuart, Prof. Zena Moore, Geraldine Craig , Our lady 

of Lourdes Hospital and Julie Jordan O’ Brien, RCSI.  
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Fiona Monaghan Tyer, Geraldine Craig, Patricia Suresh, 

Melita Godfrey and Elaine Curran from Our Lady of 

Lourdes Hospital pictured with Angela McNamee DON 

Louth Meath Hospital Group. 

The video and 

more photos from 

the celebration 

event are available 

on  

www.hse.ie/

pressureulcersto 

zero 


