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Nationally, hospital acquired pressure injury (HAPI) rates 
are on the rise. We have found that our old method of 
reporting (through an Epic Crystal Report) is inaccurate, 
causing missed pressure injury prevention (PIP) 
opportunities. Through better reporting, we aim to 
deliver reduced patient harm and reduced healthcare 
costs. These aims come from early intervention and 
improved bedside education on high HAPI units.

Our new model is a multi-pronged approach. WOC 
Nurses monitor and record all pressure injuries. When a 
HAPI is found, a huddle occurs on the unit. This is 
followed by a PSI and an Apparent Cause Analysis 
(ACA) to find opportunities. Recently, these ACAs have 
lead to a trial of new foam boots for patients. The 
Pressure Injury Preventionist has been key in reshaping 
and reforming our old model of reporting. 

PROBLEM / OPPORTUNITY

Development requires the manpower of the WOC
Nursing team and the Pressure Injury Preventionist.
Dedicated time has been set aside for this endeavor.
As the enterprise expands, more manpower will be
needed for reporting and education on prevention.
This follows a similar model to our current Patient
Safety and Infection Prevention initiatives.

Pressure Injury Prevention is a team sport. We need 
buy-in from everyone, from Environmental Services to 
the CEO to help prevent patient harm through HAPI. 
For our data collection and reporting, we have the 
support of Nursing Executive Leadership, who 
understand the impact of this innovation under the 
quality pillar. 

Special thanks to the Wound, Ostomy, and Continence 
Nursing (WOCN) Team and to nursing leadership for 
their patience as we continue to improve accuracy and 
reporting measures for hospital acquired pressure 
injuries to reduce patient harm. You help change what 
is possible!

Figure 1. Example of Reporting System in Box
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IMPLEMENTATION PLAN

Phase 1 (Complete): Compilation of HAPI Data in 
Box 

Phase 2 (Complete): Knowledge sharing with Nurse 
Managers about HAPIs on their unit on a monthly 
basis

Phase 3 (On-Going): Huddles and Apparent Cause 
analyses on HAPIs with nursing leadership, 
development of Action Plans.

Phase 4 (In-Development): Development of the 
Pressure Injury Dashboard in PSI and elimination of 
the old reporting system (Box) for streamlined 
reporting and more timely action planning.

VALUE PROPOSITION / BENEFITS

The end goal is to form the PSI Pressure Injury 
Dashboard, which is key to transparency in reporting and 
knowledge sharing. The dashboard will then roll out to 
the Regional Hospital Network. We believe a unified 
approach across the enterprise sends a clear message 
for buy-in. Our ultimate goal is zero HAPIs. 
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