Pressure Injury Prevention in Cardiothoracic Transplant
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[ PURPOSE N IMPLEMENTATION N [ RESULTS CONTINUED A

Our institution identified an emerging concern involving e Jan-April- Four intergluteal cleft pressure injuries reported in the cardiothoracic surgical patient N The initiative launched on May 28, 2025. As of

deep tissue injuries among our cardiothoracic transplant population November 2025 there have been’zero s;';\cral or
patients, with four identified cases of injury in the e pri e March- Assessment of current state and root cause analysis . I " f, s 1o f
intergluteal cleft. These recent sacral and intergluteal 5025 e April- Analysis of dressings, dressing selected, dressing inventory, location determined, and par level !nicer.g uteal cleTt pressure injuries, compared to four
pressure injuries were noted shortly after patients \ determined 4 Injuries recorded between January and May 2025.

To monitor the initiative, the specialized team
collaborated with the cardiothoracic operating room
and cardiac ICU staff, holding monthly meetings to

returned to the CICU following transplant procedures. In
response, a multidisciplinary team comprising two
Nursing Professional Development Practitioners and

e May 12-16- Established documentation process and added skin dressing protocol into the surgeon's
preference cards

e May 19-23- Cardiothoracic nursing team and cardiac ICU received training

Wound and Perioperative Clinical Nurse Specialists o May 28- Go-live P analyze the project, provide feedback, and assess

initiated a root cause analysis to better understand the ' dressing application techniques and the skin

contributing factors. N assessment process. In addition, the team regularly
e June 4-July 2- weekly meetings to analyze project, feedback, and review dressing application

Current practice involves positioning cardiothoracic
transplant patient's supine on a fluid immersion pad

audits case documentation and event reports to

e August 4-Nov 5- Monthly meetings, ongoing auditing of dressing techniques, event reports, skin monitor compliance and identify ongoing

prevalence outcomes

while utilizing a sacral silicone-boarded foam dressing. June-December [N o . . . . o opportunities for improvement.
Despite these measures, patients continued to develop 5025 ov-Dec- Optimizing the electronic medical record to include documentation of preventative skin
measures
intergluteal cleft injuries, highlighting the need to » CONCLUSION
evaluate current protocols and identify additional -
interventions. INTERVENTIONS Collaborating as a multidisciplinary team with a
AVAILABLE EVIDENCE B shared goal has fostered active communication and
Prevention VS Treatment enhanced adherence to preventative practices,
Pressure injuries lead to higher rates of morbidity, e AN Scone:foam order Dressig Documentation T Sheet leading to a decrease in hospital-acquired pressure
longer hospital stays, and increased health care costs. Prevention Treatment o injuries, improved patient safety, and progress

toward the zero-harm target.
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An extensive literature search was preformed, and a

2. Inthe LDA Avatar search box, type “injury”. LDA Wound (Pressure Injury) will generate. Click it. Rotate your
avatar to view the back (use the “View Back”). Click on he avatars' sacrum. In the “select location bax”, choose
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sacrum, and click continue.

e Active LDAs ac Wond Care [ [
. . . . e R management team, cardiothoracic surgical nurses
synthesis table created. This provided our team with 9 5 il ’ ¢ <t 5 , ’
. and our critical care nurses for assisting in our
the evidence s N : e " . ; ot 5
. ) F=— improvement project.
and guidance needed = e | P PTo)

to develop a skin
protection protocol [z
that would benefit —

Repositioning every 2

our patient needs. &L

(reactive air, alternating

B REFERENCES

1. Agency for Healthcare Research and Quality. (2014, October). Preventing
Pressure Ulcers in Hospitals. Retrieved from https://www.ahrg.gov/patient-

R ES U LTS safety/settings/hospital/resource/pressureulcer/tool/pul.html#:~:text=Cost:
%20Pressure%20ulcers%20cost%2059.1,t0%20151%2C700%20per%20pressu

DESCRIPTION OF PROTOCOL re%20ulcer.

pressure air, reactive g
surfaces) (not foam)

Cardiothroacic Transplant Pressue Injuries 2. AORN. (2022). Guideline for prevention of perioperative pressure injury.
Cardiothoracic Skin Injury Prevention Protocol 2.00 Retrieved from
PHtiE“t U“dﬂgﬂifﬂ Eal'di“thm{:ic trﬂnsplam pl'ﬂEE[lllr'E wi“ recei'we: https//WwwaOrnglﬂdenneSOrg/gU|dE||neS/COntent?SECtlon|d:245945765&v
oy . iew=book#245945767
. -
X1, SHET-EI! _SIIIEHHE border d[.EE-E-Iﬁg to SE:Emm ~ Ja n-ApriI -4 acq u | red 3. Geller, C.M., Seng, S.S. (2020). How to keep patients un-HAPI: Cardiac surgery
¢ X2, 2%5 silicon-border dressings to the intergluteal folds S and sacral pressure injuries: Invited expert opinion: Hospital-acquired
Dressings to be labeled: Injuries
s “p” for Prevention -[if skin ic iI'ItHl[ft:l . 4. Rahman-Synthia, S., et al. (2022). Prophylactic use of silicone dressing to

May — Implementation
month 0.00

minimize pressure injuries: Systematic review and meta-analysis. Enfermeria
0 0 0 0 0 0 0 Clinica. 33, 4-13.
5. Spruce, L. (2023). Prevention of perioperative pressure Injury. AORN Journal.

 “T" for Treatment (if a wound is present)

I pressure injuries. J Thorac Cardiovasc Surg. 160(1), 158-163.
Skin assessment to be done in OR (pre- and post-procedure) ™

Number of Injuries

=

=

=

2

§
o

7 I

: : " : & & Il © ¢ & &F F 117(5), 317-323
Dressing will remain in place during transfer from OR to ICU & & W 3 S S y 311733,
Sk S T P e [ e ;;Jqf? o 6. Strauss, R., Preston, S., Zalman, D., Rao, A. (2019). Silicone foam dressing for
L AULDWLL S LU UL LS Months prevention of sacral deep tissue injury among cardiac surgery patients.

ICU nurse will determine if the dressing remains in place for treatment Advances in Skin & Wound Care. 32(3), 139-142.



https://www.ahrq.gov/patient-safety/settings/hospital/resource/pressureulcer/tool/pu1.html#:~:text=Cost:%20Pressure%20ulcers%20cost%20$9.1,to%20151%2C700%20per%20pressure%20ulcer
https://www.ahrq.gov/patient-safety/settings/hospital/resource/pressureulcer/tool/pu1.html#:~:text=Cost:%20Pressure%20ulcers%20cost%20$9.1,to%20151%2C700%20per%20pressure%20ulcer
https://www.ahrq.gov/patient-safety/settings/hospital/resource/pressureulcer/tool/pu1.html#:~:text=Cost:%20Pressure%20ulcers%20cost%20$9.1,to%20151%2C700%20per%20pressure%20ulcer
https://www.ahrq.gov/patient-safety/settings/hospital/resource/pressureulcer/tool/pu1.html#:~:text=Cost:%20Pressure%20ulcers%20cost%20$9.1,to%20151%2C700%20per%20pressure%20ulcer
https://www.aornguidelines.org/guidelines/content?sectionid=245945765&view=book#245945767
https://www.aornguidelines.org/guidelines/content?sectionid=245945765&view=book#245945767

	Slide 1

