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Introduction and Background 
In November 2015, Our Lady’s Hospice & Care Services participated as 

a pilot site in the ‘Pressure Ulcer to Zero Collaborative’ under the HSE 

National Quality Improvement Programme. Participation in this initiative 

provided an opportunity to enhance the care delivered to our patients and 

residents and actively engage in improving quality of care outcomes.   

‘Our Lady’s Hospice & Care Services strive 

towards making a difference in relieving our 

own pressures and the pressure of those in 

our care’ 
Eimer Noone, 

Tissue Viability, Clinical Nurse Specialist, 

Our Lady’s Hospice & Care Services, Harold's Cross & Blackrock                             

 

Aim & Objectives 
The aim of this initiative was to achieve and 

maintain a reduction in incidence and prevalence of 

avoidable pressure ulcers within the organisation. 

Change Process 
A team approach was implemented within our 

Palliative Care Unit. Small changes using the pilot 

collaborative framework, of  PDSA 

(Plan/Do/Study/Act) were applied .  

• This fundamental strategy enabled the 

identification of the key areas of practice 

necessary to enhance and support sustained 

improvements in Pressure Ulcer Management.  

• It assisted staff  to better understand their 

involvement in improving sustained quality 

service user outcomes. 

• It helped identify key areas which required 

attention, which in turn promoted and nurtured 

the need for change. 

Implementation 
Throughout the collaborative, each month 

small tangible changes were implemented 

to ensure sustained improvements.  

The changes allowed the team to focus on 

an integrated approach to the quality of 

services provided in relation to pressure 

ulcer management which in turn has 

allowed for  improved outcomes for quality 

and safety in Pressure Ulcer Care:  

• The team saw a turn around in how 

Pressure Ulcers are viewed and reported 

and the relevance of this when providing 

quality care on the ward.  

• This enabled a reduction in Hospice 

Acquired Pressure Ulcers since 

commencement of the programme. 

• Improved recognition and reporting of 

Pressure Ulcers through an increase in 

education for staff and patients. 

• Improved awareness of the relevance of 

Pressure Ulcer care to both patient and 

staff.  

• Providing skills to view the patient as a 

whole and not just look at the hole in the 

patient, making our care more patient 

centred. 

• The ability to embrace change and open 

our minds to a more positive outlook for 

the future of Pressure ulcer management 

within our organisation. 

Organisational Impact 
The impact of the changes identified following 

participation in this pilot collaborative include: 

• Observed improvements around 

patient/family engagement and involvement 

in their care relating to pressure ulcers. 

• Staff education and training, has allowed for 

increased awareness on pressure ulcer 

classification, assessment and management. 

• A consistent understanding and application 

of the evidence based ‘SSKIN bundle’ (Skin 

inspection, Surface, Keep moving, 

Incontinence, Nutrition) interventions in 

practice was achieved 

• Our Waterlow risk assessment tool was 

reviewed in order to assess its suitability in 

capturing repeat risk assessments and 

changing clinical needs of patients. Work on 

improving our risk assessment tool is on-

going. 
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Next Steps 
Our Lady’s Hospice & Care Services now 

endeavours to sustain the programme for 

enhancing the quality outcomes of this pilot 

work and to ensure the outcomes of clinical 

excellence are realised across all services 

within the organisation. 
 


