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Background: Hospital-acquired pressure ulcers (HAPUs) afflict patients while they are in the 

hospital, increasing their risk of developing further issues. One of the hospital quality indicators, 

HAPU, calls for quality programs or activities to lessen its occurrence and effects.     

Objectives: This study aimed to identify the challenges and outcome of the application of 

pressure ulcer prevention project.    

Methodology: This is a retrospective hospital-based study, which monitored the pressure ulcer 

prevention project's (PUPP) outcomes from 2019 to 2021 for 3 years. Data on 21400 admitted 

patients were gathered from several departments of a hospital in the northern region of Saudi 

Arabia. The project's main goals were the installation of a wound care team, hospital staff 

education, ongoing data monitoring, and follow-up visits for inpatient units.                                                                                 

Results: This study showed that the pressure ulcer prevention project was successful showing a 

statistically significant reduction of hospital-acquired pressure ulcers patient (HAPUs) from 1.97% 

in 2018 to 1.4% in 2019 and 0.53% in 2020 to 0.14% in 2021.        

Conclusion: The research conclude the percentage of cases of pressure ulcers was successfully 

decreased by the PUPP. The project can be expanded and carried out in additional hospitals.   

 

Keywords: pressure ulcer, wound, prevention, skin, Braden scale.     
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INTRODUCTION 

Pressure ulcer (bedsores, pressure sores, 

pressure injuries, decubitus ulcers) (1) are common 

conditions among patients hospitalized in acute and 

chronic care facilities and impose a significant burden 

on patients, their relatives, and caregivers. 

 Nowadays, pressure ulcers are recognized 

worldwide as one of the five most common causes of 

harm to patients and preventable patient safety 

problems, increasingly described as an indicator of 

the quality of care provided by healthcare 

organizations (2). 

It is well-recognized that physical pressure is a 

major factor in the development of pressure ulcers. 

Simplistically, when prolonged perpendicular 

pressure is applied over a small area, especially a 

bony prominence, it causes compression of the 

tissues beneath the skin, disruption to the local blood 

supply, and ultimately pressure damage. (3) Chronic 

illnesses can push their functional reserves to the 

limit and losing weight, increasing the risk of PU. (4) 

Moreover, pressure ulcer prevention is 

considered a priority for nurses and an important 

indicator of the quality of nursing services and care. 

As a result of this, to achieve the best care for 

patients, nursing officials should make efforts to 

improve nurses' knowledge regarding the prevention 

of pressure ulcers based on the most recent scientific 

evidence and recommendations. In addition, due to 

the invasive nature of the intensive care unit (ICU), 

the majority of critically ill patients is a high risk of 

Pressure ulcer, in the area with bony prominences, 

sacrum, coccyx, heels, and ear. Cause of pressure, 

moisture, friction, and shear such as intubated 

patients with endotracheal tubing for example, can 

cause pressure ulcers on the lips of a patient, causing 

tissue ischemia in the skin (5). 

About 2.5 million individuals acquire Pressure 

ulcers in 60,000 fatalities worldwide occur each year. 

In the United Kingdom, the estimated prevalence of 

pressure ulcers is roughly 3.1 per 10,000 people, 

putting a high cost on health. (6) 81-49% across all of 

Europe in Australia, 3-50% In the Middle East, 7-

44,4% 9:7:51:6% in Africa, and 2:1-31:3% in Asia. 

Moreover, PU incidence data also differ by medical 

settings, ranging from 0% to 17% for home care, 0% 

to 23% for long-term care, and 0% to 6% for 

rehabilitative care. (7) In a prospective cohort research 

conducted in two 24-bed ICUs at two referral hospital 

governmental institutions in Saudi Arabia in 2013, 84 

patients were monitored and the incidence of 

hospital-acquired PU was 39.3%. (8) The high 

frequency of Pressure ulcers is a reflection of the 

nursing care provided. As a result, a variety of 

measures have been employed to reduce Pressure 

ulcers rates and enhance patient quality of care (9). 

The economic costs of treatment for Pressure 

ulcers are significant. The cost of care for one 

Pressure ulcers is between $500 and $70,000, 

depending on the stage. The American Journal of 

Surgery calculated that the cost of treatment for a 

stage IV Hospital acquired pressure ulcer (HAPU) 

totals $129 K and the cost of a present-on-admission 

(POA) Pressure ulcer is $124 K over an average of 

four admissions. Several studies on Pressure ulcer 

cost conclude that cost of prevention is less 

expensive than the cost of treatment of a pressure 

ulcer (10). 

Besides the high cost of Pressure ulcers 

management in hospitalized patients, it has also a 

high impact on the medical condition. Pressure ulcer 

is considered preventable through the implementation 

of evidence-based prevention programs. Prevention 

of hospital-acquired pressure ulcers (HAPU) has 

increasingly become the center focus of healthcare 

facilities due to many reasons including the impact on 

reportable hospital performance metrics. Significant 

reduction of Hospital acquired pressure ulcer (HAPU) 

such as achieving 0% is very challenge but it is 

attainable through comprehensive and sustainable 

preventive measures (11) hence, this study was done 
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to identify the outcome and challenges of the 

application of pressure ulcer prevention project.  

 

AIMS OF THE STUDY  

This study aimed to identify the challenges and 

outcome of the application of pressure ulcer 

prevention project.  

 

RESEARCH QUESTIONS: 

1. What is the prevalence rate of a hospital-acquired 

pressure ulcers before, during and after project? 

2. What are the findings of application of pressure 

ulcer prevention project? 

3. Has this project an effect on reduction of pressure 

ulcer? 

4. Which type of challenges the team met?   

 

METHODOLOGY  

Design and setting: A retrospective hospital-based 

study was conducted in the King Fahad hospital; 

governmental hospital located at Jeddah state in the 

west of Saudi Arabia, general hospital included the 

entire critical care unit (ICU for cardiac surgery, 

general ICU, Coronary care Unit, burn unit, and 

Emergency department), medical and surgical units 

and dialysis center. 

It is comparative value evaluation between 

pressure ulcer prevalence rate before and after 

implementation of project, which the prevention 

project focus on Nursing education , adherence to 

pressure ulcer prevention policy, provide resources, 

data monitoring. 

Study population: The target population of the study 

was all hospitalized patients who received nursing 

care in King Fahad Hospital.    

Sampling: Total coverage sampling techniques were 

used, 21400 patients who achieved the inclusion 

criteria.  

Inclusion criteria: Adult male and female admitted to 

the hospital and have a risk factor to develop a 

pressure ulcer including immobility, incontinence, 

Lack of sensory perception, poor nutrition and 

hydration, medical condition affecting blood flow. 

(Braden scale score more than 18).  

Exclusion criteria  

- Patient in outpatient department. 

Sample size and technique:  

All admitted patients during the period of study.   

Data collection methods: Data were collected by 

the researcher from pressure ulcer prevention project 

chart, it is a patient documentation data to assess the 

documentation of the Braden scale for all admitted 

patients, and both the nursing admission assessment 

and the daily nursing assessment utilized the Braden 

Scale for Predicting Pressure Sore Risk. All 6 

subscales were given 12 scores (sensory perception, 

moisture, activity, mobility, nutrition, and friction and 

shear). When the score dropped below 13, the 

computer automatically consulted the nurse, signaling 

that the patient was at a high or extremely high risk of 

getting a pressure ulcer. Additionally assess nursing 

intervention for high risk patient including regular 

turning and lifting, skin care, fluid balance, availability 

of equipment ( air mattress , soup , moisture cream) 

and regular dressing for patient who already have 

ulcer.  

Pressure ulcer prevention project are 

communicated to all clinical nursing leaders and staff 

nurses in the hospital through patient pressure ulcer 

prevention policy and procedure and lectures in the 

nursing orientation programs, lectures in the nursing 

continuing education program, and meetings. Clinical 

rounds regularly to assess and audit compliance with 

patient pressure prevention policy and procedure. 

Nurses are encouraged to report newly developed 

pressure ulcers through the hospital reporting system 

(Wiqayah). Data from Wiqayah are analyzed by 

wound management and the newly developed 

pressure ulcer rate is calculated to stand on the 

causes. And proved education through Monthly 

lectures in the coordination of nursing quality, 

Lectures on nursing department general orientation, 

Continues observation of the policy adherence and 

the bedside practice, Observing reporting system, 
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and periodic meetings with the highly-rated area 

frontline leaders, some challenges might be the 

project including the availability of resources and 

adherence to policy but all challenges were solved 

during project implementation.    

 

RESULTS 

Figure 1:  

The Figure showed the prevalence rate of 

pressure ulcers in the hospital during 2018 and 

before the implementation of the prevention project 

was high, starting from 2, 6% in January to 3% in 

December. 

Figure 1:  

The Figure showed the prevalence rate of 

pressure ulcers in the hospital during the application 

of pressure ulcer prevention projects including 

2019.2020,2021 and showed a reduction in the 

pressure ulcer rate.  

Table:  

the table showed an exact statistic that 

determine the incidence rate of pressure ulcers each 

month during the implementation of pressure ulcers.   

 

DISCUSSION  

A retrospective hospital-based study was used 

to identify the outcome and challenges of the 

application of the pressure ulcer prevention project. A 

serious clinical problem for patients, pressure ulcers 

cost healthcare facilities a lot of money. According to 

studies, PUs can be avoided by using the right 

management and preventative techniques (12). This 

study presents the outcomes of a four-year quality 

improvement project that was implemented in a public 

hospital. 

The project including 21400 patients was 

created using four components: Improve nursing 

education, Improve adherence to a policy of pressure 

ulcer prevention, availability of Equipment, and 

Monitor high-risk patients, the supporting literature 

and clinical research served as the foundation for 

creating this project. After implementing the PU 

project, the study's findings indicate that the incidence 

of PU was s reduced from 1.97% in 2018 to 1.4% in 

2019 and 0.53% in 2020 to 0.14% in 2021.  

The implemented program focused on three 

aspects to assess the implementation of best practice 

guideline recommendations: (i) nurse compliance with 

the use of a validated pressure ulcer risk assessment 

and intervention checklist; (ii) accuracy of risk 

assessment scoring in usual-care nurses and 

experienced injury prevention nurses; and (iii) use of 

pressure ulcer prevention strategies. (13) another 

study done by Zainab 2015 conclude the prevalence 

of Hospital acquired pressure ulcer (HAPU) was 

reduced from 6.63% in 2012 to 2.47. The sensitivity 

of the Braden scale in predicting a Hospital acquired 

pressure ulcer (HAPU) was 92.30% and the 

specificity was 60.04%. Two factors – skin care and 

Braden scores – significantly predicted the 

development of a HAPU, according to a logistic 

multiple regression equation (14).  

Utilizing the AHRQ recommendations for 

pressure ulcer detection and prevention can reduce 

the occurrence of pressure ulcers, according to 

additional research. Also internalizing all of these 

suggestions across the entire health care system may 

result in a decline in pressure ulcers (15). 

An examination of the skin's color to either the 

surrounding skin or the skin on the other side of the 

body is part of the assessment process for probable 

tissue damage. It should be emphasized that grade 3 

and 4 pressure ulcers (extend even deeper, exposing 

underlying muscle, tendon, cartilage or bone.) may 

form without any preceding superficial skin damage in 

some circumstances because deep tissue injury can 

sometimes occur before changes on the skin's 

surface are obvious. (3) As a result, to estimate the 

risk of developing PUs, skin assessments using the 

Braden scale, a valid and reliable instrument, were 

performed for all patients in addition to the first skin 

examination performed upon admission. To 

determine the probability of developing PU, the 

Braden scale assesses various risk variables, 
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including sensory perception, mobility, activity, diet, 

friction/shear, and skin hydration. Patients who are at 

a higher risk should be closely monitored to detect 

early skin changes.  

Reviewing the outcomes of the PUPP 

implementation, it is clear that the implementation of 

specified clinical guidelines has increased the patient 

outcomes due to the reduction in the number of PUs. 

The Braden scale proved useful for identifying 

patients who were likely to develop Pressure ulcers.  

This research's usage of skin care products 

and ongoing re-education helped to keep Hospital 

acquired pressure ulcer (HAPU) rates below the set 

threshold of 3.1% for 25 straight months, according to 

a study conducted concurrently by Amparo. (6) 

Similarly study done in Australia by Anna, Following 

the implementation of an evidence-based prevention 

program, the prevalence of hospital-acquired 

pressure ulcers decreased from 20.6 percent (2 years 

before program implementation) to 12.6 percent (6 

years after program implementation).  

 

CONCLUSION  

This study has conducted the outcomes of a 

pressure ulcer prevention project that was 

established to lower the incidence of Hospital 

acquired pressure ulcer (HAPUs). Enabling HAPU 

rates to stay below the desired benchmark of 1.3% 

for 34 straight months. The program was conducted 

over a three-year and consists of three main 

components: the use of evidence-based practices, 

ongoing monitoring, and nurse education so the 

program can be extended and implemented in other 

hospitals.    
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TABLES AND FIGURE 

Figure (1): Distribution of pressure ulcer rate before implementation of pressure ulcer prevention project; 

N=21400.  
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Figure (2): Distribution of pressure ulcer rate after implementation of pressure ulcer prevention project; N=21400 

 

 

Table (1): Distribution of pressure ulcer rate after implementation of pressure ulcer prevention project; N=21400. 

Distribution Month 2019 2020 2021 

January 1.2% 0.63% 0.3% 

February 1.2% 0.32% 0.2% 

march 1.2% 0.29% 0.2% 

April 0.8% 0.79% 0.18% 

may 1.7% 0.63% 0.2% 

June 1.3% 0.51% 0.07% 

July 1.3% 0.46% 0.23% 

august 1.8% 0.47% 0.15% 

September 2.5% 0.86% 0.06% 

October 1.4% 0.58% 0.06% 

November 1.2% 0.52% 0.06% 

December 1.2% 0.34% 0.06% 

Mean score 1.4% 0.53% 0.14% 

 

 

0

0.5

1

1.5

2

2.5

2019 2020 2021


