
Quality improvement:  
implementation of adapted SSKIN 
bundle care round documentation

Introduction

The aim of the project was to improve documentation and communication regarding pressure area care within a specialist 

centre caring for patients with spinal cord injury (SCI). Three inpatients sustained hospital acquired pressure ulcers within a five 

month period. The initial investigations found that all three incidents were avoidable. A full root cause analysis investigation 

for each individual patient found similarities and highlighted problems with the existing practice of documentation and 

communication. Moore & Cowman (2012) comment that the current practice of pressure ulcer prevention shows several 

areas for improvement, particularly documentation.

Method

 A nursing plenary team was formed to work collaboratively with the Oxford 

Academic Health Science Network on a project to implement an adapted version 

of the SSKIN bundle documentation. Inspiration was generated from the Oxford 

AHSN project manager and the tissue viability nurse, who motivated the plenary 

team in leading the ward nurses to improve the quality of documentation. 

Initial trials began with six beds on one ward (St Patrick Ward) in May 2016 and 

rolled out to include a further seven beds in Nov 2016. Following the success 

of these trials the project was extended to all 110 beds in this specialist centre 

in February 2017. 

Results

After the initial intervention, the 

reliability of completion of SSKIN 

documentation on St Patrick ward 

consistently improved, and this was 

sustained. A reduction in acquired 

avoidable category 3 & 4 pressure 

ulcers was demonstrated following 

roll-out to other wards.

Conclusion
•  Consistent and sustained improvement from the ward nurses in completing the SSKIN documentation compared to 

the previous intentional rounding documentation.

•  A comprehensive communication tool for the patient and multidisciplinary team.

•  Improved quality of care, through documentation that helps to direct care and is meaningful to the patient’s care needs.

• Less repetitive documentation.

• More time for patient care.

• Reduction in acquired, avoidable category 3 & 4 pressure ulcers.

Patient Safety Collaborative
Oxford

Author: Hester Dunne, RN, TVN. National Spinal Injuries Centre, Stoke Mandeville Hospital

References: Moore Z. & Cowman S. (2012). Pressure ulcer prevalence and prevention practices in care of the older person in the Republic of Ireland. Journal of Clinical Nursing 21 (3-4), pp 362-371.

Find out more: www.patientsafetyoxford.org/ or twitter.com/PS_Oxford


