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About this guide 

This document gives hospital staff practical guidance on how to implement a robust PI 

measurement approach, as part of wider PI prevention and management (PIPM) activities. 

Having a strong measurement approach in place means hospital staff can measure the 

impact of their wider PI improvement work and track change over time. Without a robust 

measurement approach, change can’t be demonstrated. 

This document also provides PI measurement guidance prior to the roll-out of the national 

quality and safety markers (QSMs) for PIs. Reporting to the Health Quality & Safety 

Commission (the Commission) is required from 1 July 2018. 

The experiences of the four DHBs that piloted the PI measurement approach proposed by 

the Commission are summarised in this guide. This includes information about lessons 

learned, key priorities, challenges and successes of implementing the recommended 

approach, and examples of resources developed and used by the pilot DHBs. 

Also included are answers to some frequently asked questions taken directly from the 

Commission’s PI measurement frequently asked questions resource (the full document 

should be referred to alongside this guide) and recommendations for governance, project 

management and infrastructure arrangements for PIPM programmes. 

More information 

For more detailed information about preventing, managing and measuring PIs, please read 

this guide in conjunction with the following resources: 

 Guiding principles for pressure injury prevention and management in New Zealand 

 The case for investment in: A quality improvement programme to reduce pressure 

injuries in New Zealand  

 Developing a national approach to the measurement and reporting of pressure injuries  

 PI measurement frequently asked questions  

http://www.hqsc.govt.nz/publications-and-resources/publication/3128
http://www.acc.co.nz/assets/provider/acc7758-pressure-injury-prevention.pdf
http://www.hqsc.govt.nz/assets/Pressure-Injuries/PR/KPMG-pressure-injury-report-Jan-2016.pdf
http://www.hqsc.govt.nz/assets/Pressure-Injuries/PR/KPMG-pressure-injury-report-Jan-2016.pdf
http://www.hqsc.govt.nz/assets/Pressure-Injuries/PR/Developing-a-national-approach-to-the-measurement-and-reporting-of-pressure-injuries-Oct-2016.pdf
http://www.hqsc.govt.nz/publications-and-resources/publication/3128
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 New Zealand Wound Care Society PIPM resources at www.nzwcs.org.nz, including a 

recently updated staging tool called How to classify and document pressure injuries. A 

copy of this resource is in Appendix 1. 

Background to the PI measurement approach 

The Commission is working with the Accident Compensation Corporation (ACC) and the 

Ministry of Health (the Ministry) to reduce the occurrence of and harm from PIs. 

PIs (also known as pressure ulcers, decubitus ulcers, pressure areas and bed sores) are a 

cause of preventable harm for people using health care services, including hospital, aged 

residential care and home or community care. 

In late 2014, ACC, the Ministry and the Commission engaged KPMG to investigate the 

economic and social harm caused by PIs and to advise on the likely benefits of national PI 

prevention and improvement work. The KPMG report is available on the Commission 

website and has informed the joint agency approach to PI prevention. 

ACC is leading the development of guidance, resources and tools for the sector on the 

prevention, assessment and treatment of PIs. In May 2017, it published a resource entitled 

Guiding principles for pressure injury prevention and management in New Zealand.  

The Ministry provides clinical oversight and support for engagement with clinical leaders. 

Ongoing focus areas are: developing a culture and infrastructure that supports PI prevention; 

promoting a multidisciplinary approach; and improving collaboration between different parts 

of the sector. The Ministry, through HealthCERT, also focuses on PIPM in aged residential 

care.  

The Commission is leading two pieces of related work:  

1. producing case studies to inform improvement projects (now complete; four patient 

stories can be found here) 

2. measurement of PI prevalence, of which this document is a part. 

In October 2016, the Commission published a report called Developing a national approach 

to the measurement and reporting of pressure injuries. The report outlines an ideal, robust 

approach to the measurement and reporting of in-hospital PIs, measuring change over time 

and demonstrating where improvement activities have had a positive impact and reduced 

the incidence of PIs. 

Since then, four DHB hospitals have piloted the measurement approach recommended in 

that report. Their experience and learnings are shared in this guide.  

http://www.nzwcs.org.nz/
http://www.hqsc.govt.nz/assets/Pressure-Injuries/PR/KPMG-pressure-injury-report-Jan-2016.pdf
http://www.hqsc.govt.nz/assets/Pressure-Injuries/PR/KPMG-pressure-injury-report-Jan-2016.pdf
http://www.acc.co.nz/assets/provider/acc7758-pressure-injury-prevention.pdf
http://www.health.govt.nz/our-work/regulation-health-and-disability-system/certification-health-care-services
http://www.hqsc.govt.nz/our-programmes/pressure-injury-prevention/patient-stories
http://www.hqsc.govt.nz/our-programmes/pressure-injury-prevention/measurement
http://www.hqsc.govt.nz/our-programmes/pressure-injury-prevention/measurement
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The case for reducing PIs 

PIs are often avoidable, have significant negative impact on patient’s lives, their families and 

whanau, and those providing their care, increase hospital length of stay and are associated 

with extra resource consumption. 

PIs are an indicator of the quality of care being received. While prevalence in New Zealand 

cannot be precisely quantified because there is no consistent, national measurement 

approach at this stage (which is something the Commission hopes to change with the 

introduction of its PI QSMs), it is known that PIs affect a high number of people, and reports 

of PIs are increasing. 

The good news is that, as both international and local evidence shows, with the right 

knowledge and care, the prevalence of hospital acquired PIs (HAPIs) can be reduced.1  

At a glance: PIs in New Zealand2 

 An estimated 55,000 people suffer from a PI in New Zealand every year, which equates 

to 4–8 percent of people receiving health care in New Zealand. 

 Direct costs are estimated at $67 million per annum. 

 Approximately 3,000 of these people develop severe (grade 3 or 4) PIs each year, 

resulting in a significant negative impact on their quality of life. 

Case studies: Why is work to prevent PIs important? What is the impact on patients 

and their carers? 

The Commission has worked with patients and providers to develop four case studies that 

share personal experiences of patients who developed a debilitating PI while in hospital or 

receiving care. The case studies also outline how the health care providers and carers 

adjusted their policies and processes to prevent similar events from occurring again. 

The case studies are summarised below to provide a personal element to the rationale for 

undertaking PI prevention and measurement/improvement initiatives. Reading about 

peoples’ actual experiences of PIs helps to build ‘the case for change’.  

Case study one: PI risk assessment vital to patient safety 

In 2016, John Rankin was diagnosed with lymphoma after being admitted to hospital. During 

his stay in hospital John didn’t receive any skin checks and wasn’t provided with information 

about PIs. Unfortunately, John developed the start of a PI, and while it was dressed, no care 

plan was put in place at the hospital to prevent it getting worse.  

At home after discharge, the PI worsened. John needed negative pressure wound therapy, 

which is a dressing over the wound with a vacuum machine attached to draw moisture out. 

The PI led to extended recovery time and additional stress for John and his family.  

                                                
1 Jull A, McCall E, Chappell M, Tobin S. 2016. Measuring hospital-acquired pressure injuries: A surveillance 

programme for monitoring performance improvement and estimating annual prevalence. Int J Nurs Studies 58: 
71–9. 

2 KPMG. 2015. The case for investment in: A quality improvement programme to reduce pressure injuries 

in New Zealand. URL: www.hqsc.govt.nz/assets/Pressure-Injuries/PR/KPMG-pressure-injury-report-

Jan-2016.pdf. 

http://www.hqsc.govt.nz/our-programmes/pressure-injury-prevention/patient-stories
http://www.hqsc.govt.nz/assets/Pressure-Injuries/PR/KPMG-pressure-injury-report-Jan-2016.pdf
http://www.hqsc.govt.nz/assets/Pressure-Injuries/PR/KPMG-pressure-injury-report-Jan-2016.pdf
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Following John’s PI, the DHB reviewed and improved its PI prevention programme to reduce 

the likelihood of a similar occurrence.  

Additional risk assessment and prevention strategies were also implemented and a 

comprehensive education programme established to make staff fully aware of the risk to the 

patient, as well as staff responsibilities. 

The full case study is here. 

Case study two: Rosalie Ross-Cunningham’s Story 

In 2012, Rosalie Ross-Cunningham passed away due to sepsis caused by an infected PI 

that developed while she was living in aged residential care. 

Factors that contributed to Rosalie’s PI and subsequent deterioration included lack of the 

right resources and equipment, lack of attention to Rosalie’s poor hydration levels, and staff 

who did not seem to know about PI prevention (including non-medical staff, such as those 

providing food and drinks). 

The residential care facility where Rosalie lived has since changed ownership and new 

management is in place. The case study highlights the priority the new management places 

on PI prevention. 

The full case study is here. 

Case study three: Patient and family collaboration vital to PI care plan success 

In 2013, Amanda Bradbury was admitted to hospital with lymphedema (swelling) in her legs 

and a PI on her sacrum, believed to be caused by an old, ill-fitting wheelchair.  

Amanda’s story shares the difficulty of managing a long-term PI. It highlights the importance 

of patient, carers, family and whānau members and health care professionals developing a 

care plan that everyone contributes to and that clearly articulates roles and responsibilities. 

The full case study is here. 

Case study four: Patient participation supports PI awareness and prevention 

In March 2017, David Jackson underwent a bilateral (double) hip replacement. However, 

during his stay David’s limited mobility and a lack of preventative actions, such as the 

provision of a pressure-relieving mattress, contributed towards the development of a PI on 

his sacrum. 

The hospital acknowledged the shortfall in David’s care, stating that engagement and 

communication with David about his PI risk should have been better, both before admission 

and during his stay. 

Following David’s experience, the hospital reinforced the expected practice of using a three-

step skin check process to support staff to more appropriately engage the patient in their 

care. It also put in place a surgery-related pre-assessment alert system so that appropriate 

PI prevention resources, such as pressure relieving mattresses, are available immediately 

after surgery. 

The full case study is here. 

  

https://www.hqsc.govt.nz/assets/Pressure-Injuries/PR/Pressure_Injury_Case_Study_Two_John_Rankin.pdf
https://www.hqsc.govt.nz/assets/Pressure-Injuries/PR/Pressure_Injury_Case_Study_One_Rosalie_Cunningham_Draft_v10_FINAL.pdf
https://www.hqsc.govt.nz/assets/Pressure-Injuries/PR/Pressure_Injury_Case_Study_Five_Amanda.pdf
https://www.hqsc.govt.nz/assets/Pressure-Injuries/PR/Pressure_Injury_Case_Study_David.pdf
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Why is measurement important? 

Patients have the right to safe, quality health care; and measurement is a key part of 

preventing patient harm. Without measurement the extent to which PIs are prevalent within 

an organisation will be unknown. Whether or not the right PI interventions are being 

performed at the right time to reduce the risk of PIs occurring will also be unknown. 

Measurement tells the measurer whether or not prevention efforts are making a difference. 

Without robust information, there is no basis for improvement. Measurement provides a solid 

foundation upon which to monitor quality improvement (QI) activities and drive change at a 

local level. 

The Commission’s PI measurement work is focused on bringing about national consistency 

in PI prevention practice, data collection and reporting. This will improve data for local PI 

prevention work and eventually allow the Commission to understand the national prevalence 

of PIs and measure change (improvement) over time across the sector. 

Preparing for PI QSMs 

Until now, there has been no consistent, national approach for measuring PIs in New 

Zealand.3 In promoting this PI measurement approach and introducing the PI QSMs 

(focused on in-hospital process and outcome improvement), the Commission hopes to 

achieve three aims: 

1. Make PI prevention practice more consistent around the country and, as a result, reduce 

unwarranted variation and patient harm. 

2. Give organisations the tools to monitor performance improvement, resulting in: 

a. fewer PIs occurring over time 

b. the benefits of PI prevention activities being realised. 

3. Take a robust, standardised approach to data and information aggregation so the 

Commission can better understand the prevalence of PIs in New Zealand. This 

information will help the Commission decide which providers need further support to 

reduce PIs and associated harm (for example, hospitals, aged residential care providers 

and/or community-based care providers). 

What are timeframes? 

The intention is that, from 1 July 2018, PI data will be reported by DHBs to the Commission 

on a quarterly basis. Once the Commission and DHBs are confident with the process, the 

information will be publicly reported, most likely starting with quarter 3, 2018–19 (January–

March 2019). 

The Commission will work with DHBs in January–June 2018 to test and refine the PI QSM 

data collection and reporting process. Willing, early adopters will be able to get a ‘head start’ 

                                                
3 Moore D, Sin M, Smith J, et al. 2016. Developing a national approach to the measurement and 

reporting of pressure injuries. Wellington: Health Quality & Safety Commission. URL: 

www.hqsc.govt.nz/assets/Pressure-Injuries/PR/Developing-a-national-approach-to-the-measurement-

and-reporting-of-pressure-injuries-Oct-2016.pdf. 

http://www.hqsc.govt.nz/assets/Pressure-Injuries/PR/Developing-a-national-approach-to-the-measurement-and-reporting-of-pressure-injuries-Oct-2016.pdf
http://www.hqsc.govt.nz/assets/Pressure-Injuries/PR/Developing-a-national-approach-to-the-measurement-and-reporting-of-pressure-injuries-Oct-2016.pdf
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on implementing the data collection process. The approach will be confirmed by the end of 

June 2018 and from July 2018 ‘real’ reporting will begin. 

Please refer to the PI measurement frequently asked questions for detailed information. This 

guide provides a summary of key points only. More information to guide you in the set-up of 

your PI measurement programme is below under ‘PI measurement: How to measure and 

what data to collect’ and ‘Setting up your PI measurement programme’. 

What are QSMs? 

QSMs are usually a combination of process measures and outcome measures. They are 

sets of related indicators concentrating on specific areas of harm.   

QSMs help providers focus on and prioritise an area of high harm. They can drive change in 

behaviour or practice, and a shift to using evidence-based processes that are known to 

reduce harm and improve patient outcomes. They are also used to evaluate the success of 

QI programmes and see whether desired changes in practice and reductions in harm and 

cost have occurred. 

More information about QSMs is on the Commission website. 

What are the PI QSMs? 

The PI QSMs comprise two process measures and one outcome measure, which is 

calculated in two ways: 

 Process 1: Percentage of patients with a documented and current4 PI assessment. 

 Process 2: Percentage of at-risk patients with a documented and current5 individualised 

care plan with specific PI actions. 

 Outcome 1: Percentage of patients with a HAPI.6 

 Outcome 2: Percentage of patients with a non-HAPI.7 

Collecting data for the PI process QSMs will involve reviewing the notes of patients that are 

randomly selected for a complete skin check to determine whether they have had the 

appropriate (and current) PI assessment and individualised care planning processes 

completed (and documented). The same group of patients must be used for both the 

process and outcome QSMs. 

To summarise, here is one approach to collecting data for the QSMs: 

1. Selection of a random sample of patients, with the size of the sample determined by the 

ward or unit size and excluding ineligible patients (see the PI measurement frequently 

asked questions for detailed information about random sampling). 

                                                
4 A current assessment is one that evaluates recent patient need and has been conducted before the 
day of measurement and within the last seven days. 
5 A current individualised care plan is one that responds to a current assessment of patient need (eg, 
within the last week or within reasonable proximity to a change in the patient’s condition). 
6 Hospital acquired PIs (HAPIs) are any stage of PI developed after admission to hospital or that were 
not captured on admission. 
7 Non-HAPIs are any stage of PI above stage 1 captured on admission. If the PI is stage 1 it is 
considered to be a HAPI because these can develop in a very short period of time, eg, four hours. 
and could have developed while the patient was waiting for admission. Regardless of stage, if the PI 
was not captured on admission (meaning noted in the patient notes) it must be counted as a HAPI. 

http://www.hqsc.govt.nz/publications-and-resources/publication/3128
http://www.hqsc.govt.nz/our-programmes/health-quality-evaluation/projects/quality-and-safety-markers
http://www.hqsc.govt.nz/publications-and-resources/publication/3128
http://www.hqsc.govt.nz/publications-and-resources/publication/3128
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2. Process QSM 1: Review of the patient’s notes to confirm if a PI assessment was done 

and is current. 

3. Process QSM 2: Where the assessment found the patient to be at risk of PIs, review of 

the patient’s notes to confirm if a current individualised care plan is in place. 

4. Outcome QSM 1 and 2: Skin check. 

Why is the Commission interested in PI assessments and individualised care plans? 

The Commission wants patients to receive the best care possible. For PIPM, that care 

should include assessments of the patient’s risk of developing a PI and an individualised 

care plan that responds to the findings of that assessment. 

What is meant by the term ‘PI assessment’? 

PI assessment involves documented assessment processes to establish what interventions 

might be needed to stop either the patient from developing a HAPI or an existing PI from 

worsening. Any assessment tool that considers patients’ needs to prevent the development 

of a HAPI is suitable evidence of a documented assessment. 

For the purposes of the Commission’s PI QSMS, a current assessment is one that evaluates 

recent patient need and has been conducted before the day of PI measurement and within 

the last seven days. 

An evaluation of recent patient need depends on the patient’s circumstances. It will usually 

take place within the week before the day of QSM measurement, assuming there has been 

no change in circumstances. For instance, in an older rehabilitation patient, an assessment 

that took place within the previous week will likely be current, unless the patient’s condition 

has deteriorated, in which case a more recent assessment would be required. If an 

assessment did not take place in response to the deterioration, then any assessment should 

not be considered current. If an assessment is not current, the individualised care plan is 

unlikely to be current. 

What is meant by the term ‘individualised care plan’? 

An individualised care plan is a plan that responds to the assessed needs of the particular 

patient, is updated as the patient’s status changes and shows evidence of identified needs 

being met. A current individualised care plan is one that responds to a current assessment of 

patient need (eg, within the last week or within reasonable proximity to a change in the 

patient’s condition). 

A current individualised care plan that meets the requirements for the Commission’s QSM is 

one that documents and addresses the patient’s PI(s), either existing or at risk of. 

How will the QSMs be reported by the Commission? 

The PI QSMs will be reported by DHB as percentages, which means DHBs need to submit 

numerator and denominator data to the Commission. 

What will the numerators and denominators be? 

A numerator is the top number in any fraction. The denominator is the bottom number of any 

fraction. 



Guide to preparing and implementing a pressure injury measurement programme | Final draft for consultation 10 

The numerator for the first process QSM is the count of patients with a documented PI 

assessment. The denominator is the number of patients included in the surveillance for that 

period (ie, the total number of patients sampled). 

The numerator for the second process QSM is the count of patients with a documented, 

current individualised care plan that includes actions specific to that patient’s PI(s), either 

existing or at risk of. The denominator is the number of patients with a documented PI 

assessment that were then found to be ‘at risk’ (meaning an individualised care plan with 

specific PI actions is warranted). In other words, the denominator of the second process 

QSM will be a subset of the numerator of the first process QSM. 

For the outcome measure, the Commission will report the prevalence of HAPIs by stage. 

The numerator will be the count of patients with any stage of HAPI (stages 1, 2, 3, 4 and 

unstageable). The denominator will be the number of patients included in the surveillance for 

that period (ie, the total number of patients sampled). 

Will the outcome QSM be reported by stage? 

Yes. DHBs will therefore be asked to report the stages separately so the outcome QSM can 

be reported by stage, making the true scale of the problem easier to understand. 

Stage 1 PIs are likely to make up the majority of HAPIs. Simply reporting an overall 

prevalence rate could mislead the reader about the severity of the issue or the PIs being 

reported. For example, stage 1 PIs involve no break in the skin; stage 2 PIs are partial-

thickness wounds; and stage 3 and 4 PIs are full-thickness wounds and unstageable PIs are 

likely to be full-thickness. 

A recently updated staging tool, How to classify and document pressure injuries, is in 

Appendix 1. 

PI measurement: How to measure and what data to collect 

Please refer to the PI measurement frequently asked questions for detailed information. The 

information provided in this section is a summary of key points only. 

What is the proposed methodology for collecting the outcome data? 

In summary, the methodology is to randomly select patients (refer to next subheading for 

information about random selection) then carry out a complete skin check of bony 

prominences on those patients as part of normal rounds. The data for the process markers 

should be collected at the same time via reviewing the patient’s notes. We recommend DHB 

hospitals do the data collection (ie, review of notes and skin checks) at least each month to 

ensure they have the appropriate number of patients per quarter to build up a picture of 

prevalence in as short a period as possible.  

The methodology specifies that skin checks should be carried out on a minimum of five 

randomly selected patients for a ward or unit, assuming a ward size of about 22–25 beds. 

For smaller wards or units (eg, fewer than 15 beds), three randomly selected patients will be 

enough, while for larger wards or units (eg, more than 30 beds), 7–10 randomly selected 

patients will be enough.  

http://www.hqsc.govt.nz/publications-and-resources/publication/3128
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Some patients may be unavailable for the skin check, for example, if they meet an exclusion 

criterion or are on leave on the measurement day. DHBs may want to generate a slightly 

larger list of randomly selected patients for each ward each month so alternates are 

available. For instance, Auckland DHB generates a list of seven patients for each ward on 

measurement/audit/surveillance day with the expectation that the first five consecutive 

patients on the list will be included in the measurement, and the remaining two are alternates 

to be included sequentially if required. 

Why is random selection of patients important? 

Random selection is important because it eliminates selection bias and therefore means the 

estimated prevalence is accurate. With random selection it is unpredictable who will be 

sampled and this approach produces a sample representative of the hospital census on the 

day. Non-random methods can lead to unrepresentative samples and thus unreliable 

estimates of prevalence. 

Non-random methods include selection by last digit of the NHI number (eg, odd or even), 

selection by specified bed space and selection by date of admission. 

There are many ways to do random selection. It is best to work with your quality teams 

and/or business analysts to develop a suitable method for your hospital. Several DHBs have 

developed automated methods, generating a list from the midnight census, with the list of 

selected patients automatically being sent to the wards (eg, via email or printout) on 

measurement day. The DHBs that have developed this or another approach did so with 

support from their quality teams and/or business analysts. 

Which PIs should be counted and reported? 

A recently updated staging tool, How to classify and document pressure injuries, is in 

Appendix 1. 

Any stage of PI (ie, stages 1, 2, 3, 4 and unstageable) should be counted and reported as 

either a HAPI or non-HAPI (a PI that existed prior to and was documented on admission). 

For patients with more than one PI, DHB hospitals should report the most severe PI to the 

Commission. 

Hospitals should assume that all stage 1 PIs are HAPIs; other stages may have occurred 

outside the hospital. However, if the PI was not noted on admission, it must be reported as a 

HAPI regardless of stage because this will drive improvements in admission processes 

and/or transitions of care both within the hospital and across the sector. 

Note for patients who have transferred between clinical areas, wards or units and the PI 

occurred in another area or service within the hospital, the PI is still a HAPI and should be 

included. 

The individual stages of all PIs (both HAPIs and non-HAPIs) need to be submitted to the 

Commission but we will only report publicly on the prevalence of HAPIs by DHB. 

Data about non-HAPIs will be used to inform wider, non-hospital QI activities, such as with 

aged residential care and community care providers. 

Providers should not include suspected deep tissue injuries and mucosal injuries in the 

count reported to the Commission (the rationale for which is explained in the PI 

measurement frequently asked questions). 

http://www.hqsc.govt.nz/publications-and-resources/publication/3128
http://www.hqsc.govt.nz/publications-and-resources/publication/3128
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How are hospital-acquired pressure injuries (HAPIs) defined? 

HAPIs are any stage of PI developed after admission to hospital or not captured on 

admission. Stage 1 PIs should always be reported as HAPIs because they can develop in a 

very short period of time. 

Where an undocumented PI is found after admission, no matter what stage, it should be 

considered a HAPI because this is an important part of driving improvements in PI detection 

and management at admission. 

Any PIs documented as part of admission are considered pre-existing (ie, non-HAPI).  

Why is the Commission interested in ALL PIs (ie, HAPI and non-HAPI)? 

We want to know about all PIs (excluding deep tissue injuries and mucosal injuries) whether 

they are HAPIs or non-HAPIs (meaning they occurred outside the hospital, for example, in 

aged residential care or in the community). 

Data about non-HAPIs will help us, and others such as ACC and DHBs (who have 

population-wide responsibilities and work with other providers, such as aged residential care, 

in their region), focus efforts on reducing the incidence of and harm from PIs that occur 

outside hospitals. 

Note the Commission will only report HAPIs by DHB hospital; DHB hospitals will not be held 

accountable for non-HAPIs. 

How will non-HAPIs be reported by the Commission? 

The Commission will not report non-HAPIs as part of DHB hospital QSM reporting. Instead, 

we and other agencies, such as ACC, will use this information to work with regions with high 

numbers of non-HAPIs to identify where these PIs are coming from. We will work with the 

carers of those patients (eg, aged residential care facilities and/or community care providers) 

to inform quality improvement activities and reduce the incidence of and harm from non-

HAPIs. 

What if a patient has multiple PIs? 

Count and report only the most severe PI to the Commission. 

What if a patient has both a HAPI and a non-HAPI? 

Count and report both the most severe HAPI and the most severe non-HAPI. This will mean 

that the patient is, in effect, counted twice, but the Commission needs to understand the 

prevalence of both HAPI and non-HAPI, and the information about non-HAPIs will be used to 

inform activity with the wider sector, such as community and aged residential care providers. 

What are the exclusions/inclusions? 

The Commission’s proposed methodology allows for some planned exclusions (that is, 

patients that should be excluded from selection or lists of selected patients). The focus of the 

measurement approach is hospitalised patients, where skin checks are appropriate. All 

inpatient areas, bar those noted as exclusions below, should be included in the 

measurement. 

The exclusions are: 
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 patients in emergency departments 

 day-stay patients 

 patients on last-days of life pathways 

 patients in delivery suites 

 patients in acute mental health units. 

There may be other reasons that individual patients on participating wards should not be 

included and wards should exercise a common-sense approach to inclusion or exclusion in 

such circumstances. 

Aside from the exclusions noted above, all other inpatients/inpatient areas should be 

included. 

Reporting findings internally 

Reporting PI prevalence data internally can be a powerful tool to help motivate staff and 

drive improvement. A lot of DHBs already make use of this mechanism and report their 

adverse events data for a similar reason. 

Internal reporting allows explanation of the DHB’s current situation, highlights where 

improvement occurred and shows what interventions are making a difference. 

DHBs must determine the best way to present and report data internally. However, we 

recommended DHBs report PI data on a monthly basis, while the data is still new. This will 

enable data to be used in a more timely manner to drive local change and improvement. 

Strategies to feed PI QI data back to ward staff and up through to members of the senior 

leadership team should be developed to support the cycle of QI. DHBs may also wish to 

consider the following: 

 Outcome data should be reported back to each service (as overall hospital prevalence 

data, rather than service/unit-level prevalence data, which can vary too much on a 

monthly basis and be discouraging) as well as to quality and safety managers, directors 

of nursing and the chief executive. 

 Feedback from pilot DHBs advised that the charge nurse manager and senior team on 

each service is best placed to disseminate a hospital-level PI prevalence report to ward 

staff.  

 Encourage ward staff to compare process measure results with other wards. This 

comparison will support healthy competition and will encourage staff to identify solutions 

to support improvement and prevent PIs occurring. 

 Will you publicly display your reports? If so, how and where will you do this? 

Setting up a PI measurement programme 

Below are some recommendations to help plan and implement a PI improvement and 

measurement programme. These steps provide general guidance only. Please assess and 

consider how each step relates to your hospital’s unique environment. 

Step Description 
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1. Governance Engagement with senior leadership about a PI measurement 

programme is vital for meaningful support and leadership. Before 

starting it is essential that the project has that endorsement and 

support, and has agreed governance processes in place, with 

appropriate resourcing. 

Useful guidance about leadership can be found in principle 2 of 

ACC’s Guiding Principles for Pressure Injury Prevention and 

Management in New Zealand. See also the Commission’s 2017 

guide, Clinical governance: Guidance for health and disability 

providers, which provides a useful framework to consider when 

establishing and/or improving quality and safety programmes. 

2. Establish a 
programme team 

Establish a multidisciplinary programme team to plan and support 

implementation of the PI measurement programme.  

Identify key individuals and assign roles and responsibilities, such as 

the programme lead and/or coordinator. 

Key people to consider including are: 

 director of nursing (or a delegate) 

 chief medical officer (or a delegate) 

 quality and safety representative(s) 

 wound care clinical nurse specialist 

 allied health representative(s) 

 charge nurse(s) of pilot wards 

 nurse educator(s) 

 frontline nursing staff. 

3. Plan The programme team will plan the implementation approach that will 

be taken. Key considerations are: 

 should the approach be a pilot phase followed by a roll-out 

phase? 

 how should pilot wards be selected? 

 should a ‘champion’ for each ward be appointed to help promote 

and encourage PI prevention among colleagues be identified? 

 how should pilot ward staff be engaged to ensure buy-in? 

 what PI education and measurement specific training is needed? 

 how will patients be engaged with and informed about PI 

measurement? 

 what data will be collected?  

 how will random sampling be conducted? 

 who will organise random sampling?  

 who will conduct measurement? 

 how will data be analysed and who will analyse it? 

 how will data be reported? 

 who will the reports go to and how often? 

 how long will the pilot last? 

http://www.acc.co.nz/assets/provider/acc7758-pressure-injury-prevention.pdf
http://www.acc.co.nz/assets/provider/acc7758-pressure-injury-prevention.pdf
http://www.hqsc.govt.nz/assets/Capability-Leadership/PR/HQS-ClinicalGovernance.pdf
http://www.hqsc.govt.nz/assets/Capability-Leadership/PR/HQS-ClinicalGovernance.pdf
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 what resources are needed? 

 how and when will the roll-out of the PI measurement programme 

to the wider hospital (barring excluded areas) occur once the pilot 

is complete? 

4. Choose a QI 
methodology 

Decide what QI methodology will be used to test and refine the pilot 

(eg, the improvement model including plan–do–study–act (PDSA) 

cycles, the existing/preferred methodology (if the DHB has one) or 

another recognised QI approach).  

The Healthcare Quality Improvement Partnership’s Guide to quality 

improvement methods is a useful resource to determine what 

improvement method will suit local context.  

5. Internal reporting Consider what internal reporting will be implemented once data has 

been collected. For example, using run and control charts are a good 

way to display findings. The DHB’s QI specialist(s) can support this. 

6. Engagement Engage with pilot wards. Seek buy-in and discuss and concerns 

raised, particularly those related to additional workload and time 

required. 

Engage more widely too. Let the whole organisation know what’s 

planned and the proposed timeframes for roll-out. 

Engage patients. Talk to them about PIs, what they can expect from 

staff and what they can do to reduce PI risk. 

7. Tool 
development 

Work with the project team and ward staff to develop measurement 

tools that best suit their unique needs. This document includes some 

examples from the pilot DHBs. 

It is important to develop tools in partnership with those who will 

conduct the measurement, so the tools are user friendly. 

8. Training Train staff so they understand the measurement processes, data 

collection requirements, and PI escalation requirements, eg, stage 3 

and 4 PIs to be classified as adverse events. 

9. Conduct 
measurement  

Schedule a date to start measurement. Once collected, data should 

be sent to the appropriate project team member for analysis. 

Consider using a questionnaire to gather feedback from staff to 

understand how the measurement process went for them. What 

difficulties did they encounter? These will need to be addressed prior 

to roll-out. Do staff need more training? What went smoothly? Should 

this be replicated in other areas or kept as part of the roll-out? 

10. Review 
measurement 
process 

Review the data submitted by staff. Is there any missing data? What 

does the data show? What feedback did staff provide about the 

process? Study and discuss the results with the project team.  

http://www.hqip.org.uk/resources/guide-to-quality-improvement-methods
http://www.hqip.org.uk/resources/guide-to-quality-improvement-methods
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Consider what improvements could be made to the measurement 

tools or to pre-measurement training to make the process quicker 

and easier, or to ensure any missing data is collected. 

11. Start cycle 2 Implement improvements agreed by project team. Perform the next 

monthly measurement, incorporating any changes. 
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Pilot DHB learning and experience 

Four DHBs were invited to pilot the PI measurement approach as part of their broader PI 

prevention/improvement programmes: Waikato, Whanganui, Capital & Coast and Southern. 

Their involvement helped us understand the implications of the proposed measurement 

approach across different types of DHBs, in different stages of developing a PI 

measurement programme.  

 Waikato DHB is a large multi-campus DHB that was already using the proposed method, 

but needed to extend it to include the proposed population. 

 Whanganui is a small DHB that had implemented a different weekly data capture 

approach, but needed to extend the approach to the proposed population. 

 Capital & Coast DHB is an urban DHB with two hospital sites that had implemented a 

two-monthly data capture approach but needed to increase the frequency of sampling, 

test/confirm their sampling approach reflected the patient population (and met the 

definition of random), and extend the approach to the proposed broader population. 

 Southern DHB is a multi-campus DHB that was awaiting Commission guidance before 

implementing any routine DHB-wide PI data collection method and was, therefore, 

‘starting from scratch’. 

Tips from the pilot DHBs 

The following tips are the culmination of common findings and experiences shared by the 

DHBs during the pilot. 

Planning and management 

 Don’t rush the programme set-up process, particularly the planning stage.  

 Taking your time at the set-up stage will save time in the long run and will set you on a 

better path. 

 If you can, have a dedicated FTE (full-time equivalent) resource to coordinate your PI 

measurement programme. This allows specific time to be allotted to the work required to 

establish and manage the programme. 

 Consider a staged approach – roll out gradually rather than all at once. 

Leadership and engagement 

 Senior leadership support is vital for appropriate governance and resourcing. 

 Charge nurse manager support and leadership are vital for the success of a PI 

measurement programme roll-out, as well as ongoing management.  

 Good leadership supports staff to get it right. 

 Management should celebrate PI measurement programme achievements at DHB level. 

This is vital for staff morale, motivation and continued improvement. 
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Education considerations 

 Determine what level of PI detection and prevention knowledge staff have. This will help 

you determine what educational resources are needed to support staff to improve. 

 Keep PI education flexible and achievable by offering different types of training on 

different dates. Rolling presentations and in-ward/service training worked well for pilot 

DHBs.  

 Provide measurement training and conduct practice measurement so those conducting 

the measurement understand what is needed.  

 Those conducting the measurement must have a sound knowledge of PI staging (see 

Appendix 1). Include this in all training and run regular, quick refreshers. 

Measurement tool development 

Don’t reinvent the wheel when developing measurement tools. See what other DHBs have 

developed, then borrow and adapt them for your own use. Examples from the pilot DHBs 

have been included in this document.  

Managing PI measurement 

 Make sure random sampling truly is random – get help from measurement experts within 

your DHB. 

 Keep your PI measurement tools and processes as simple as possible. 

 Develop a sustainable approach to PI measurement approach, so it becomes business 

as usual on each ward. 

 Conduct audits in small, manageable chunks so data can be analysed and reported in a 

timely way. 

Provide feedback 

 Provide overall PI measurement reports to wards and senior leadership. Don’t feed back 

individual ward prevalence because it can vary too much on a monthly basis and be 

discouraging. The measurement approach is designed to monitor DHB performance, not 

ward performance.  

 Display results publicly on ‘how are we doing’-style noticeboards. 

Quality improvement 

 Use a QI methodology to test your measurement process and tools. 

 Include staff in the feedback and development loop. This is key to gaining buy-in and 

making the PI measurement programme sustainable. 
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DHB case studies 

The following case studies describe the steps each pilot DHB took when implementing a PI 

measurement programme. 

Waikato DHB 

Timeline 

2013: Three serious and sentinel events, Health Roundtable data and wound care data 

show a need to improve PIPM at Waikato DHB. Planning for a PIPM programme pilot 

begins. 

2014: Pilot is rolled out to three inpatient wards. The planning and pilot lasts 

approximately nine months. 

2015: Findings of the pilot are presented to the board of clinical governance. Approval 

sought to roll out the programme to the rest of the DHB. Approval granted. Liaison with 

nurse managers begins and the programme is rolled out to a cluster of new wards every 

three months.  

2016: Programme implementation completed in all target wards. 

2017: Roll out to neonatal intensive care and paediatrics. 

 

In 2013, a series of stage 3 HAPIs prompted Waikato DHB to renew its approach to PIPM. 

Since then it has implemented a comprehensive PIPM programme throughout the DHB 

including Waikato Hospital, four rural hospitals and two long-term care facilities. It is 

currently working with paediatrics and neonatal intensive care to introduce PIPM. The 

Commission’s pilot gave the DHB an opportunity to consider how best to roll out a PI 

measurement programme within these services, both of which have unique considerations.  

What governance approval was required for the programme?  

Waikato DHB sought approval from the board of clinical governance to implement the PIPM 

programme. This included seeking approval to implement roll-out of the programme across 

the DHB once the pilot was complete. 

Waikato also established a PI measurement steering group to provide expert leadership and 

guidance to the programme. The individuals within this group are influential advocates for 

the programme. The group is nursing focused, meets quarterly and is chaired by the chief 

nursing and midwifery officer. Members include the director of quality and patient safety, 

clinical nurse director, nurse educator, nurse practitioner wound care, clinical nurse 

specialist wound care, and the patient safety facilitator.  
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How did the DHB establish and plan the programme?  

Waikato DHB’s overall PIPM programme is managed by the DHB’s patient safety facilitator, 

a role that has an allocated 0.2 FTE. 

It took approximately nine months to plan, document, mandate and trial the new approach in 

the DHB’s orthopaedics, vascular and stroke wards. 

Waikato DHB felt strongly that it was important to take time to plan and implement the 

programme. Having a pilot stage was vital. It allowed the DHB to determine what would work 

and what wouldn’t, helping it improve and try again until it was confident the programme 

could be successfully implemented on a wider scale. 

The DHB’s PI risk assessment form was also reviewed and updated to give staff a structured 

course of action to take when a PI is identified. Ward staff, predominantly nurses, were 

engaged in all parts of developing the form.  

The form utilises the Braden Pressure Ulcer Risk Assessment and each patient assessment 

is linked to one of three PI packages of care (all shown in Appendix 2). The form is now 

reviewed annually with input from clinical areas. The revised form has improved the 

consistency, completion and adequacy of patient assessments. Packages of care ensure 

changes to skin integrity are recognised, and interventions to prevent and manage PIs are 

timely.  

How did the DHB engage with hospital staff about the programme? 

The lead-up time for implementing the pilot was important. It provided the DHB with time to 

introduce the plan to charge nurse managers and nurse educators for each pilot ward.  

It also provided time to seek input from staff on developing practical solutions for a clinical 

setting and introduce the programme in advance to ward staff. This involved listening to staff 

concerns and finding out what level of PI knowledge staff had (via a questionnaire) so PI 

education could be designed to meet staff needs. 

The programme team felt strongly it was important to make sure the PI measurement 

approach would work for ward staff, because they would be the ones implementing it at ward 

level.  

Concerns about the time required to manage measurement was an initial challenge. Walking 

staff through the measurement steps to demonstrate the time it takes was important to 

address this concern. 

Widespread roll-out across Waikato DHB required liaison with the clinical nurse director 

group to gain support and determine how the roll-out would take place.  

Programme roll-out to a new cluster every three months was regarded as the most 

pragmatic approach. It allowed clinical areas that are naturally clustered together to be 

involved in making the change and implementing auditing together.  

Showing staff how their efforts make a difference and celebrating their achievements helped 

to support and motivate them. 
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What PI training and education was provided to hospital staff as part of the 

programme roll-out? 

Waikato DHB developed new PI education materials and offers staff a variety of PI training 

opportunities on different days/times, so staff can refresh their knowledge of PIs. This 

includes one-to-one PI education, 10-minute in-service education during handover, and 

video conference training to support rural hospitals without the need to travel.  

The DHB also developed a ‘train-the-trainer’ approach enabling clinical champions and 

nurse educators to provide PI education. An online education programme is also being 

developed and nurses receive in-service PI measurement training before starting their role 

as an auditor.  

How does the DHB conduct measurement? 

PI measurement takes place every second Tuesday of the month on all wards. The patient 

safety facilitator uses calendar appointments and email reminders the Friday prior, to alert 

charge nurses to an upcoming audit. On the Tuesday of audit week, a random sample of 

patients is generated in an Excel spreadsheet from Monday census information. A list of 

names is then sent to charge nurse managers to audit. 

Working out how to randomly sample patients for measurement was initially difficult. Waikato 

DHB worked with a DHB business analyst to create a reporting system that randomly selects 

patients on the measurement day of each month. 

If the ward has fewer than 11 beds, three patients are randomly sampled for measurement. 

If the ward has 11–30 beds, seven patients are measured. If there are more than 30 beds, 

10 are measured. Most wards measure five patients per month or approximately 150 

patients per month for the whole DHB. 

Charge nurse managers typically oversee measurement completion, with one nurse 

responsible for completing audits. Managing measurement if the charge nurse manager was 

on leave was an initial challenge. However, Waikato DHB determined that at least two staff 

on each ward should know how to manage the audit process, so measurement isn’t put on 

hold if someone is away. 

Skin checks are required for each patient that is randomly selected, but there is no audit of 

risk assessment documentation. This is captured as part of the charge nurse managers’ care 

standards. The measurement data is returned to the patient safety facilitator via internal mail 

or email. Data is then entered into an Excel spreadsheet and analysed.  

How does the DHB report data internally? 

Waikato DHB develops a monthly report that goes back to charge nurse managers and their 

managers displaying overall hospital data, rather than individual ward data. Data is also 

reported to Waikato DHB’s PI steering group and senior leadership team on a monthly basis.  

Achievements 

 Monthly measurement has helped to drive improvement, where required. 

 Waikato DHB now has 32 wards completing PI measurement each month. 

 Since the roll-out of the programme, HAPI stage 3 and 4 PIs have decreased (Table 1).   

 PI measurement is now regarded as business as usual at Waikato DHB. 
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Table 1: Waikato DHB HAPI prevalence control chart – rolling 24 months 

 

Whanganui DHB 

In 2016, Whanganui DHB undertook an audit of patients found to have had a PI recorded in 

the National Minimum Dataset (NMDS) between 1 January 2013 and 30 June 2015. 

The review highlighted issues, such as inconsistent coding, inconsistent staging and multiple 

recordings of the same PI. The issues pointed to a need for a more robust approach towards 

the collection and reporting of PI data.   

To address the situation, Whanganui DHB implemented PI measurement using Care-Metric 

in mid-2016. Care-Metric is an online quality and safety performance data management 

service. Prior to this, the DHB did not undertake regular PI measurement as part of its PIPM 

programme, except for information collected and sent every two years to Care-Metric as part 

of the National Survey Care Indicators New Zealand.8 

What governance approval was required for the programme?  

Initial sign-off for the programme came from the director of nursing.  

How did the DHB establish and plan the programme?  

Discussions regarding how to best to improve the existing programme and implement a 

measurement approach took place between the director of nursing, the PI prevention 

coordinator and the associate director of nursing for patient safety and service quality. 

Whanganui DHB has one medical, one surgical and one AT&R ward, so the revamped PI 

programme and new measurement approach was rolled out across these high-risk wards in 

one go. 

Because the DHB already has a ‘Knowing how we are doing’ programme that focuses on 

care outcomes, such as medication errors, falls, hand hygiene and skin integrity, the PI 

measurement programme was not difficult to implement. Instead it was regarded as an 

addition to complement the skin checks that were already taking place. 

In addition, a small PI working group was established and meets monthly to review PI data 

entered into RiskMan, Care-Metric reports and patient notes. 

                                                
8 www.care-metric.com/products.html 

http://www.care-metric.com/products.html
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This helps the DHB identify problems with equipment, care planning or the initiation of new 

prevention measures that may have inadvertently contributed to a PI occurring. 

How did the DHB engage with hospital staff about the programme? 

Initial discussions to introduce the idea to each ward took place between the director of 

nursing, the PI prevention coordinator and the line managers/charge nurse managers for 

each area. Topics included the process for implementing the programme, and what 

requirements were needed to implement it appropriately within each ward. 

Charge nurse managers decided that the clinical coach (sometimes known as nurse 

educator) would manage the measurement programme for their ward. This is because the 

clinical coach can provide feedback immediately if they believe the ward is not doing well in 

a specific area. 

What PI training and education did the DHB provide to hospital staff as part of the 

programme roll-out? 

Clinical coaches were initially concerned that measurement would be time-consuming. To 

address this, the PI prevention coordinator provided one-to-one education on how to perform 

measurement and enter data into Care-Metric.  

After this, the clinical coaches were comfortable with the process and their concerns were 

alleviated about the length of time it would take. 

To support ward staff to complete required actions when a PI is first found, Whanganui DHB 

introduced a pink sticker system (see below).  

 

Actions prompted by the sticker include grading the injury, completing a risk management 

plan, entering it into the clinical incident management system (RiskMan) and completing or 

updating the individualised care plan. 

The sticker is then placed in the patient’s clinical notes to alert other staff members to the PI. 

Staff can also add data to RiskMan to advise that a pink sticker has been added. 

PI education at the DHB was revamped, with the introduction of a rolling PI prevention 

seminar. A room was booked for a day and a 5–10-minute presentation provided throughout 

the day, making it easier for staff to attend the bite-sized session. These sessions covered: 
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 a snapshot into aetiology and epidemiology of PIs in New Zealand  

 cost implications in New Zealand 

 evidence-based practice (dressings for prevention in high-risk patients) 

 protocols for applying dressings for prevention, ie, checking the skin underneath daily 

 moisture lesion versus PI. 

There have also been monthly continuing education sessions in clinical areas with an 

emphasis on prevention. Education sessions are continuing in 2018.  

A new PI education booklet has been developed. All clinical staff must read and sign this 

booklet to state they understand their responsibilities when a PI is first noted. 

Whanganui DHB also believes staff must have a very sound knowledge of staging, so its 

ward education covers this. The PI education booklet also includes staging information and 

the measurement tool. 

How does the DHB conduct measurement? 

To enable each clinical coach to fit PI measurement into their business-as-usual workload, 

measurement is performed on a weekly basis, with five per week. This divides measurement 

into easily manageable chunks and keeps a stream of data flowing into Care-Metric.  

The clinical coach starts each data collection by randomly selecting eight sets of bed spaces 

to measure. This allows for occasions when there is no patient in a particular bed space, and 

the clinical coach can move on to the next selected space. 

The measurement tool asks if a skin check has taken place that day. The clinical coach must 

confirm, from evidence in the patient notes, whether this has occurred or not. Because daily 

skin checks are required at the DHB, staff don’t need to physically check the patient during 

measurement. (See Appendix 3 for Whanganui’s PI bedside data collection form.) 

To record, analyse and report auditing data, the DHB uses Care-Metric. This makes the 

process of reporting and reviewing data quick and easy for DHB staff. 

However, when a PI is identified, it must be entered into the DHB’s RiskMan database and 

the PI prevention coordinator is notified automatically. If a stage 3 PI is entered, the 

coordinator goes to the ward to physically confirm the staging is correct.  

ACC forms are required for stage 3 PIs and above. By checking the accuracy of staging, the 

DHB has reduced the number of PIs being recorded inaccurately and submitted to ACC.  

How does the DHB report data internally? 

Live, up-to-date results are reported as and when required by designated ward staff, the 

director of nursing and the PI prevention coordinator. This removes the need for the DHB to 

manage the analysis of data itself and means immediate improvements to practice can be 

made if and when required. 

Reports are also produced on a monthly basis by the director of nursing and the PI 

prevention coordinator, who compare month-by-month data and discuss the results. Care-

Metric provides a six-monthly report with data analysis. Reports are distributed to charge 

nurse managers and senior leaders.  
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The working group also considers how best to make PI prevalence results matter to staff, for 

example, through the DHB’s ‘Knowing how we are doing’ boards. 

Key achievements 

 The implementation process has been smooth with few difficulties. Part of this is due to 

the DHB already having a ‘Knowing how we are doing’ campaign in place, making PI 

measurement a relatively small addition.   

 There is a greater focus on PI prevention at the DHB and regular education is taking 

place.  

 The ‘can-do’ approach staff have demonstrated has made a real difference.   

 The integrity of the data is better than before. Much more detailed data is being collected 

and provided via RiskMan.  

 A recent staff survey indicated that staff have a good understanding of PI prevention 

strategies and are able to appropriately stage PIs. When in doubt, staff are able to find 

appropriate resources to aid decision-making.  

Capital & Coast DHB 

Capital & Coast DHB has had a PIPM programme in place for a number of years, utilising 

three main measurement approaches: 

1. Monthly reporting of adverse event data using control charts. 

2. Taking part in and reporting on findings from the National Survey Care Indicators 

‘annual’ point prevalence exercise (used 1–2-yearly since 2009 across all adult patients, 

excluding maternity and mental health).9 

3. Care process PIPM tool using a three-step skin check and PI bundle of care 

interventions (process measures) – see Appendix 4. 

 

Capital & Coast DHB uses a three-step skin check to physically look for PIs on the day of 

measurement, as well as using this to guide practice and documentation in clinical notes. A 

copy of the three-step skin check resource is provided below.  

                                                
9 www.care-metric.com/products.html 

http://www.care-metric.com/products.html
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What governance approval was required for the programme?  

The changes that Capital & Coast DHB made to their existing PI care process auditing 

programme had to go through the existing governance process for approval. This was 

overseen by the quality improvement and patient safety (QIPS) directorate. As part of this, 

QIPS sought approval from nursing and midwifery leadership and the medical and surgical 

services directorate quality managers. 

Support from each clinical directorate’s quality manager was important, because they took 

the proposal about the pilot to their directorate for discussion. 

Governance processes were tabled right through to the hospital and health services 

executive level. The whole governance process took a couple of months, but was an 

important foundation to build at the start. 

How did the DHB engage with hospital staff about the programme? 

The associate director of nursing for practice development and clinical nurse specialist 

(CNS) wound care at the DHB talked with the charge nurse manager/leaders from each 

service. Capital & Coast found it important to work with each service (especially those that 

would be undertaking the process) according to their schedule and not to rush. 

This supported each clinical area to ‘own’ its PI measurement approach, because it was able 

to define and rework the measurement tools and process to fit its unique needs. For 

example, the child health services and neonatal service use a tool with different PI care 

bundle interventions than the bundle used in the adult areas. Each area decides which staff 

members should drive the PI care process tool use, which includes them undertaking PI 

measurement. It is important that the senior team supports staff members undertaking PI 

measurement. 

The CNS ensures each clinical area’s dedicated wound care resource nurse can 

competently use the criteria associated with each measured care intervention.  

It was also important to engage frontline staff in the development of the measurement tool to 

make it relevant to the specific challenges and opportunities in each area. 

Capital & Coast DHB also found that how you communicate monthly measurement 

requirements to staff is important. It has focused on the positives of being able to provide 

real-time data and how the measurement will support practice change. 

How did the DHB establish and plan the programme?  

Capital & Coast DHB began piloting its PIPM tool in 2015 in a selection of surgical, medical 

and rehabilitation wards, but only started collecting PI prevalence data in 2016. 

This involved measurement of patients and PI care delivered by nurses every two months, 

via the PI care process audit tool. It also involved capturing a snapshot of practice delivery 

against real-time risk assessment, care planning and practice. 

The pilot proved that the tool and skin check approach worked well, so it was rolled out 

across adult inpatient areas, excluding mental health and maternity. 
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Organisational support from a leadership perspective was important, particularly at this 

stage, to ensure critical review. This supported staff to get it right, rather than fail because of 

systems and processes. 

Capital & Coast DHB was also careful to assess how measurement can be balanced so it is 

manageable for the hospital. Making sure measurement is practical and sustainable has 

been key. 

How does the DHB conduct measurement? 

Capital & Coast DHB has now moved from two-monthly to monthly measurement and has 

incorporated four new areas into the PI measurement programme (two child health wards, 

the neonatal intensive care unit (NICU) and psychogeriatric). Maternity were invited to take 

part but at this stage have chosen not to and instead are participating in an improvement 

project across a range of services aimed at reducing the PI risk for patients receiving 

epidural analgesia.10 

The DHB uses a sampling method based on allocating by bed numbers.11 A 10-patient 

sample (every third patient on the bed list) is used for areas with over 15 beds, while a five-

patient sample (every second patient on the bed list) in clinical areas is used with 15 or 

fewer beds. 

Each ward/unit sends its bed list to the QIPS team when it submits its measurement results. 

This enables the DHB to check compliance against care process audit policy guidance on 

sampling and population representation. 

The process is as follows: 

1. Capital & Coast DHB requires all directorates to undertake PI measurement during the 

first half of each month so DHB PI reports can be generated by month-end.  

2. The charge nurse manager or coordinator identifies that PI measurement is required and 

prints the measurement tool from the intranet. 

3. The charge nurse manager prints off the bed list and highlights which patients’ care or 

notes should be measured. 

4. The measurement tool is given to the staff member conducting measurement, along with 

the bed list of highlighted patients, ie, every second or third patient highlighted. 

5. Generally, patient NHIs are not written on the forms. However, required information can 

be written on the form, for example, a patient’s relevant demographic information in the 

case of falls and PI prevalence. 

6. When complete, the measurement form is emailed to a clinical measurement email 

address. All areas must submit the randomised measurement sampling list with their 

measurement results.  

                                                
10 Please note maternity is not an exclusion and evidence shows that PIs in maternity patients are not 
limited to those receiving epidural analgesia. The Commission’s methodology specifies that maternity 
should be included and treated the same as the other inpatient areas. 
11 Please note this method of sampling is not a random sampling approach. Using this methodology, it 
is possible to predict the patients that will be included in the sample. The Commission recommends 
using a random sampling approach to ensure unpredictability in sampling. 
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7. The CNS wound care sends collated results to charge nurse managers and relevant 

others, acknowledging practice effort as well as constructively communicating practice 

change that needs to occur.  

8. The charge nurse manager displays compliance measurement results on the quality 

board. The QIPS directorate adds results of measurement to a measurement 

spreadsheet for the overall PI report. The report allows comparisons to be made with 

previous findings and helps to identify whether previous actions have improved results. 

9. The QIPS analyst is responsible for producing an organisational report of compliance 

and sending this to the director of nursing, associate directors of nursing and quality 

managers of relevant directorates. 

How does the DHB report data internally? 

Capital & Coast DHB’s measurement criteria requires a real-time assessment to determine if 

the patient’s care plan has been used to prevent PIs occurring. This means if an episode of 

patient care is missed, it can be addressed at the time of the measurement. 

This allows nurses to inform the wider team about practice achievements, as well as 

improvement required. As a team, they can determine solutions that will work in their 

environment. 

In addition, the QIPS team collates results and improvement strategies from each area and 

produces a report that shows reportable PI event data.  

Capital & Coast DHB’s CNS wound care sends collated results to charge nurse managers 

and others to acknowledge practice effort, as well as constructively communicating practice 

change that needs to occur. The staff involved with wound care resource nurses and PI care 

process auditing then help to communicate results back to their own clinical teams. 

Key achievements 

 Most recently, extending PI measurement into four new clinical areas, including NICU.  

 Identifying opportunities to improve auditing processes. 

 Effective use of the three-step skin process, which is supporting practice development in 

this area. 

Southern DHB 

Until 2013, PI measurement was conducted annually on Southern DHB’s Otago and 

Southland sites. Both collected PI prevalence and incidence data, but results were reported 

separately. Since then, measurement has been intermittent and inconsistent within the DHB. 

What governance approval was required for the programme?  

To begin with, Southern DHB sought endorsement for a new PIPM programme via the 

executive director of nursing (project sponsor), the chief medical officer and the director of 

quality.  

The DHB also has a patient safety group that provides oversight on patient safety activities. 

Approval was also sought from this group.  
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How did the DHB establish and plan the programme?  

Southern DHB believes it is important to have the right people involved in a PI measurement 

programme. This begins with establishing a programme team so the right people are 

involved. 

Once approval to begin was given, the DHB established a PIPM programme project team 

(see box below for members). Project co-leads were identified; with representation from both 

the Otago and Southland sites. No dedicated FTE was allocated to the project. A patient 

safety and policy advisor also joined the group to provide input from an improvement advisor 

perspective. The team meets weekly and uses an A312 improvement methodology to guide 

the project. 

Strong leadership support was important to help get a clear message across to the 

organisation about PI prevention and why measurement is important, as was support from 

charge nurse managers and the educator group. 

Southern DHB PI measurement programme team members 

 Nurse manager, older persons and community service 

 Long-term conditions manager, quality and performance medical directorate  

 Patient safety and policy advisor 

 Nurse educators 

 Charge nurse managers 

 Clinical nurse specialists (CNS) wound care 

 Allied health representative 

For the Otago site, Southern DHB selected general surgical wards for the pilot PIPM 

programme. Those wards were selected due to their close working relationship with the 

DHB’s wound care nurse specialist. The wards also had strong leadership and a nurse 

educator, who was a powerful champion for the work.   

Southern DHB’s Southland site self-selected its pilot areas. It chose to focus on frail elderly 

patients, so it selected its AT&R service.  

How did the DHB develop its measurement tools? 

Together, the programme project team determined what questions the audit tool should ask 

and how it should be structured.  

Southern DHB used the PI audit tool developed by Waikato DHB as a guide for the 

development of its own audit tool. This saved time and meant Southern could amend the tool 

to suit its own specific data collection needs.  

Once the tool was developed, members of the programme project team worked with pilot 

wards to undertake a PDSA QI process. This enabled them to trial and refine the audit tool 

and auditing process.  

                                                
12 A3 is a structured problem-solving and continuous improvement approach, first employed at Toyota 
and typically used by lean manufacturing practitioners. 
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Two PDSA cycles were undertaken on the audit form to ensure ease of use and 

understanding. 

The first PDSA cycle highlighted that the audit form was not as clear as the team thought. 

When data was analysed, crucial information was missing. This included whether a PI was 

present on admission. Noted stage 3 and 4 PIs were also not being entered as adverse 

events. Undertaking a PDSA process enabled the DHB to address these issues at an early 

stage. 

Three further PDSA cycles were undertaken to further refine the tool, and begin to test data 

collation. 

According to staff feedback, the form is now easy to use and the average time it takes to 

complete an audit is five minutes.  

How does the DHB conduct measurement? 

Southern DHB conducts audits on a monthly basis using the sampling methodology 

recommended in this guide. The day selected is the second Tuesday of each month. Having 

a consistent day for audits helps staff become familiar with the audit timetable. 

A reminder is sent to charge nurse managers the day before the audit as a reminder to staff. 

The DHB’s patient safety and policy advisor randomly samples from the patient list on the 

morning of the audit. The audit tool and patient list is physically taken to each pilot ward 

(though it is planned that this will be emailed once staff are familiar with the regular audit 

cycle). A questionnaire for the person conducting the measurement is also included to 

encourage feedback on the audit process during this stage of implementation; it is not 

anticipated this will continue once full implementation is achieved. 

Typically, the nurse caring for the patient will undertake PI measurement during routine daily 

care, for example, when hygiene cares or similar are undertaken. Southern DHB found this 

to be the most logical option because it provides a reminder to staff about PI assessment 

and intervention. It also keeps the measurement process simple and sustainable. Using a 

wound care specialist or quality person to do the measurement wasn’t deemed a sustainable 

approach. 

Making sure those who are conducting the measurement know how to perform 

measurement correctly was also an important step.  

How does the DHB report data internally? 

Once collected, data is sent to the DHB’s patient safety and policy advisor to input and 

analyse. During the pilot, this has been relatively easy to manage. However, a more 

sustainable way to manage analysis and reporting will be required once the programme is 

implemented more widely across the DHB. 

PI prevalence reports are not currently being sent throughout the DHB. The PDSA cycles 

identified that further work is needed to improve consistent capture of all required data.  

Key achievements 

 Getting to the current stage of implementation within a few months. 

 Recognition that stage 3 and 4 PIs should be treated as adverse events has added 

importance to PI prevention within the DHB.  



Appendix 1: How to classify and document pressure injuries 

Below is a recently updated staging tool, entitled How to classify and document pressure injuries. It was developed by the New Zealand Wound 

Care Society, ACC, the Ministry of Health and the Commission, and is based on the European and US National Pressure Ulcer Advisory panels 

(EPUAP and NPUAP) PI classification system. It can be downloaded as a standalone document from the New Zealand Wound Care Society 

website. 

https://www.nzwcs.org.nz/images/ppig/stop-pressure-injury-day-2017/a4-Grading-Tool-print-1.pdf
https://www.nzwcs.org.nz/images/ppig/stop-pressure-injury-day-2017/a4-Grading-Tool-print-1.pdf
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Appendix 2: Waikato DHB PI risk assessment form 
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Appendix 3: Whanganui DHB PI audit – bedside data collection 

form 
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Appendix 4: Capital & Coast DHB PI care process tool 
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Appendix 5: Southern DHB PI Pressure Injury Patient Audit Form 

 

Pressure Injury  

Patient Audit 

 

Ward: __________________ Date Conducted: ________________ 

 

Person Conducting the Audit: _______________________________ 

 

Exclusions: 

 Pressure injuries do not include mucosal injuries or incontinence associated dermatitis (see 
below description). 

 Patients that are documented as in Last Days of Life. 
 
Check all the pressure points on your patient and indicate on the form whether or not they have a 
Pressure Injury (PI). If they do have a PI  tick  the appropriate stage and H/A if hospital acquired (a 
PI which was not present on admission]  
 
Once completed please scan the forms to kim.caffell@southerndhb.govt.nz 

 
This audit is undertaken as part of normal care delivery using a full skin assessment.  If the 
patient declines please select the next patient on the randomised list until the number for 

your area is complete. 

PI do not include mucosal injuries or Incontinence Associated Dermatitis 
 
Incontinence Associated Dermatitis (IAD): 
Skin damage from exposure to urine or stool. IAD appears over a large area, and initially as erythema 
which can range from pink to red. In darker skin tones, skin may be paler, darker, purple, dark red or 
yellow. Lesions including vesicles or bullae, papules or pustules may be observed. The epidermis 
may be damaged superficially or partial-thickness. IAD can affect perineum, peri-genital area, groins, 
buttocks, thighs and lower back. 

   

 

If a new PI is found you need to:  

 Complete a Pressure Area Risk Assessment (MIDAS 42082)(Otago), Braden Scale: PA Risk Assessment 
and Intervention Tool (MR1257 V1) (Southland)   

 If there is a wound present complete a Wound Assessment form (Oracle PRNT4405)  

 If the PI  is a Stage 3 or 4, please refer to the Wound Care CNS for advice  

 For all Pressure Injuries, complete a Skin and Tissue form on Safety1st  
 
CONFIDENTIALITY 
The information contained on this report is classified as confidential therefore keep in a safe place in 
your office. If the reader of this report is not the intended recipient you are notified that any use, 
disclosure, copying or distribution of the information is prohibited. 
 

mailto:kim.caffell@southerndhb.govt.nz
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Note: if there is additional information following the audit, e.g. detailed clinical assessment/ interventions, 
please document these in the patient’s clinical record. These forms are for audit purposes only and are not 
retained in the clinical record. 
 

 



Appendix 6: Southern DHB Prevalence and Incidence Audit 

Process 

 

 

 

Note: If the CNM is on leave or not available this must be handed to the person who will be in 

charge of the shift on the day of the audit. The CNM must ensure the person in charge understands 

the process. 

The number of patients selected depends on the number of beds in your ward. In the event of patient 

unavailability/refusal, or by your clinical judgement it is not appropriate or safe to audit them, please 

continue to the next selected patient (spare). 

1-10 patients on ward = 3 patients selected, only 2 audits required (1 spare) 

11-30 patients on ward = 7 patients selected, only 5 audits required (2 spare) 

30+ patients on ward = 14 patients selected, only 10 audits required (4 spare) 

PREVALENCE AND INCIDENT AUDIT  
PROCESS FOR CNMS 


