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Background

Background: 
Wound Management in Acute Care                                                                                             
All environments of care have been impacted by the increasing numbers of patients with wounds, and the 
hospital is no exception.  An estimated 19-52% of patients in the acute care setting have one or more 
wounds at any given time.1 As many as 14.9% of patients admitted for other conditions have a wound.

Increasingly, dressing selection is based on price per unit of the product regardless of its clinical 
performance.  This can be distressing to the wound clinician who, as the subject matter expert and hands-
on clinician, witnesses the true impact of poor dressing performance in terms of delayed healing, pain, 
repeated dressing changes, patient dissatisfaction and greater demands on staff time.  
Comparing one’s own practices with the best practices of others, as well as designing, testing and 
comparing intervention outcomes, are critical skills essential to quality improvement (QI).3  However, in 
today’s financially-challenged healthcare economy, clinical performance and dressing quality may not be 
prioritized in formulary dressing selection.

Undisturbed Wound Healing Benefits the Patient
Dressing selection is a key aspect of wound management.  An ideal dressing must not adhere to the 
wound bed, while adhering securely to the intact peri-wound without stripping skin upon removal.4 A 
conformable dressing enables intimate contact with the wound and facilitates the cellular processes of 
wound healing, while dressing flexibility reduces mechanical stress and tissue trauma.4 Once proper 
wound bed preparation is achieved, the goal of undisturbed wound healing is promoted when all the 
above factors plus moisture management work together to create fewer dressing changes thereby 
minimizing wound disruption.4-6 Using dressings that extend wear time to promote undisturbed healing 
improves clinical outcomes and put less stress on tight financial resources.4-7

Dressing Changes in Acute Care
The published mean time for dressings being left in place in acute care is 2.4-2.6 days with 35-45% of 
dressings being changed daily.8,9 Many times dressing changes are an individual habit of the nurse or use 
of outdated protocols rather than the product of critical thinking with appropriate assessment and 
monitoring.8 Dressing changes have been described as either necessary, due to healing, due to a wound 
procedure, due to saturation or for review by physicians.  Unnecessary or undesirable dressing changes 
include routine or rote, due to poor dressing performance or due to patient request. Education of staff has 
been shown to reduce the number of ‘undesirable’ and improve the number of ‘necessary’ and 
‘unavoidable’ reasons for dressing changes.8

Dressing wear time and simplification of dressing protocols are key to drive cost savings in wound 
management.  Because wound care does not usually have high visibility to hospital financial managers, 
most hospital managers are not aware of the extent to which wound management practice can impact 
patient welfare and hospital costs.9 The low priority of dressing utilization in acute care makes it difficult 
to drive QI initiatives.10

Wound Management at Our Facility                                                                                             
Standardization of the dressing formulary has been shown to save up to 48% in hospital costs.11 In 
2017/2018, we initiated a Skin Tear Quality Improvement (QI) project which documented that the 
formulary advanced bordered foam dressing in use at the time caused peri-wound maceration, epidermal 
skin stripping, poor ability to stay in place, pain and unnecessary dressing changes for patients with a skin 
tear.  Additionally, a new soft silicone bordered foam dressing with Flex technology demonstrated an 
average healing rate of 78.2%, a dressing wear time of 6.02 days and improved patient and staff 
satisfaction.  Based on these results we changed the routine dressing change policy from every 3 days to 
every 7 days for wounds that did not fully saturate the dressing prior to 7 days.6

Based on these results, we standardized our formulary dressings to the soft silicone bordered foam 
dressing with Flex technology which was implemented hospital-wide in March of 2018.

Method
Patient selection criteria – Patients with wounds who were seen for a minimum of 2 WOC Nurse consults.

Dressing Clinical Performance
The dressing was assessed for its ability to stay on and to absorb exudate.  The WOC Nurse assessed the wound, the peri-wound and the percent change in 
wound volume. The patient’s rating of pain level on dressing removal and all other findings were documented on the data collection tool.  Each dressing 
utilized by the WOC Nurse and clinical nurse for QIP patients was counted and the average dressing wear time calculated based of the number of days of 
observation from the initial to last WOC Nurse assessment.  

Dressing Utilization and Cost
Dressing utilization for the entire facility was tracked quarterly for the 12 months following implementation.   When we began to note that behaviors leading to 
waste of dressings and dressing supply bin disorganization may be affecting utilization patterns, we responded with numerous interventions. See Table 1. New
Processes Implemented to Support Change in Practice and Figure 1. Best Practice Tools to Reduce Dressing Waste and Inefficiency.  

At 1 year following full facility dressing implementation, we compared dressing utilization over the past 6 months to utilization of dressings over the same 
period the year prior.  
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Setting:
A 247-bed Regional Medical Center in rural Cookeville, TN, where standardization to the new soft 
silicone bordered foam dressing with Flex technology occurred in March of 2018.

Objectives:
Evaluate the clinical outcomes, dressing performance and impact on the patient of implementing the new standardized formulary silicone bordered foam dressing 
with Flex technology.  Determine if the change in routine dressing change policy from every 3 to every 7 days affected the number of dressings used and total cost 
of bordered foam dressings for the management of acute and chronic wounds. 

Clinical Outcomes
Over the first year of implementation of the new dressing (March 2018 – March 2019), 13 patients with 25 wounds were seen for 2 or more WOC Nurse visits.  
See Figure 2. Wound Type by Category.  The average reduction in wound volume was 77% over 13.2 days (mean timeframe) of WOC Nurse observation, no 
wounds enlarged, 4 healed (achieved complete re-epithelialization). Chronic wounds are defined as having a duration of greater than 4 weeks; 60% (15/25) of 
wounds were chronic and those wounds reduced in volume an average of 80.9% over 12.3 days (mean timeframe).   See Figure 3. Standardized Formulary 
Dressing: Key QIP Results. Slough or necrotic tissue was present in 48% of wounds, 75% of the time, the nonviable tissue resolved by the 2nd assessment.  This 
was important because for most of the wound patients, aggressive debridement was not indicated due to their overall condition. This finding in support for 
autolytic debridement of necrotic tissue was also noted in a crossover RCT on the predicate product of the soft silicone bordered foam dressing with Flex 
technology.14

The average patient rating of pain on dressing removal was 1.16 (little to no pain) and 1 on pain during wear. See Figure 4. Average Patient Rating of Pain.  
The dressing was assessed as fully intact without leaking or lifting for 28/29 WOC Nurse dressing changes, a 97% rate of adhesive integrity.

Choice of Formulary Dressing Matters:
Our goal in moving to a standardized formulary dressing in 2018 was to find a simple dressing protocol that effectively 
managed the majority of wounds in our patient population, facilitated the care of wounds by our clinical nurses and that 
also reduced dressing utilization and waste. Understanding dressing technology was important in order to make an 
informed decision. In this QIP, we measured the clinical and economic impact of the decision to standardize our formulary 
dressing.  

Understanding dressing technology was important in order to make an informed decision.  The new silicone bordered foam 
dressing incorporates an innovative Flex technology and is indicated for wear for up to 7 days.  The predicate design of the 
dressing has extensive clinical evidence of efficacy.12,13 The new dressing is flexible and conforms to the wound.  It absorbs  
better with far less swelling of the dressing than our prior dressing and without causing maceration.  The dressing adhered 
well over joints and other hard to dress locations and caused less pain at dressing change for the patient.  Clinical outcomes 
included a 77% reduction in wound volume, support for autolytic debridement important for patients who could not 
tolerate more aggressive forms of debridement, and improved wound bed and peri-wound condition, which confirmed our 
decision to standardize our formulary dressing and implement a 7-day routine dressing change protocol.

Staff Behavior and Dressing Waste:  
Dressing utilization in acute care is often driven by factors other than the needs of the wound; dressing waste is a significant
factor.  Some of the  wasteful scenarios that accounted for considerable dressing overutilization include:
• Several dressings were brought to patient room in anticipation of dressing failure based on previous formulary dressing 

when now only 1 was needed. The dressings could not be returned to the Supply Room and hospital costs increased 
unnecessarily.

• The dressing was changed due to strikethrough  prior to dressing saturation, based on the nurse or family’s perceived 
need to improve the patient’s wound appearance.  The effect of multiple dressing changes on wound healing was not 
considered.

• Patient Care Assistants (PCAs) changed dressings unnecessarily during bathing (beyond PCA scope of practice).
• The dressing was not dated when changed.  This created uncertainty regarding compliance with dressing protocol and 

the dressing may have been changed unnecessarily.

Changing the routine behavior of staff required a change in perception from ‘its just a dressing’ to ‘the dressing is a valued 
clinical resource’.  Driving an understanding of the clinical benefits of undisturbed wound healing for the patient through 
several rounds of unit-to-unit staff in-servicing and education was essential  in order to change past routine behaviors.   

Supply Disorganization and Dressing Waste
At times, Supply Room disorganization resulted in the wrong dressing selection and unnecessary repeat trips to the Supply 
Room. Since the dressing could not be used again after being brought into the patient’s room, those wrong dressings were 
wasted.  Supply Room disorganization resulted in patient charges for the wrong dressings, which could have been avoided.   
We worked with the Supply Technicians and the vendor to organize and clearly label dressing bins for easy and correct 
identification of dressing sizes. 
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Conclusion:
Wounds are a common reality in acute care.  However, the actual impact of wound management practices on patient 
outcomes and hospital costs is under-appreciated and under-studied, which hinders the achievement of consistent 
evidence based wound care-practice in the acute care environment. 1

Selection of a bordered foam dressing that stayed on and maintained a healing wound environment for extended 
periods allowed us to meet our goal of standardizing the formulary dressing.   A change in culture to see dressings as a 
valued partner in wound management facilitated full adoption of the new 7 day routine dressing change protocol.

We demonstrated that standardizing to the new dressing resulted in improved clinical outcomes as well as a reduction in 
the number of dressings used.   Dressing utilization was reduced by 8.11%, and the amount of facility spend on bordered 
foam dressings by 12.6% over a 6 month period of review, as compared to the same review period the year prior.  

The improved dressing performance and standardization of the formulary dressing along with critical analysis and 
correction of waste and inefficiency in dressing utilization, reduced the cost of wound care for the hospital.

Dressing Utilization Outcomes
Dressing Utilization for the QIP Patients: A total of 60 WOC and clinical nurse dressing changes occurred for the 13 patients with 25 wounds. The average 
wear time of the dressing was 5.5 days, just over twice the published average wear times of 2.29-2.6 days for advanced dressings in acute care.8,9  See Figure 3. 
Standardized Formulary Dressing: Key QIP Results

Full Facility Dressing Utilization over 6 Months: The number of formulary dressings used across the entire facility was reduced by 8.11% and the amount of 
facility spend on the formulary dressing was reduced by 12.6%  when compared to full facility dressing utilization with the prior bordered foam dressing over 
the same period the year before.  See Figure 5. Dressing Utilization and Total Cost of Formulary Dressing*
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Figure 4. Average Patient Rating of Pain 
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Figure 2. Wound Types by Category
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Table 1. New Processes Implemented to Support Change in Practice

Problem Intervention Purpose
• Rote practice
• Lack of Clinical Nurse 

understanding of wound care 
principles

Extensive on-line, unit and bedside in-
servicing and education.  On-line education 
available at www.Connect2know.com

Facilitate an understanding of the benefits of 
undisturbed wound healing for both the wound and the 
patient

A multi-disciplinary skin champion team was 
formed

Augment education and best practice 

• Frequent unnecessary 
dressing changes prior to 
dressing saturation

Visual ‘Time to Change’ cues were hung near 
the supply bin

Reminder for staff of the higher performance and 
extended wear time of the new dressing

EMR prompts were updated Require documentation of a clinical basis for dressing 
change outside of protocol 

• Over-utilization based on 
dressing waste 

Dressing utilization was tracked quarterly Close monitoring  of utilization was needed in order to 
implement corrective action

An on-demand dressing audit report per 
patient was developed

Audit used to spot check and follow-up for waste issues

Figure 1. Best Practice Tools to Reduce Dressing Waste and Inefficiency
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Figure 3 . Standardized Formulary Dressing - Key QIP Results 
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1.  What  was the competitor product of focus in Deborah Nelson’s QIP,  
“A New Bordered Foam Dressing Technology Improves Wound Outcomes and Satisfaction”?

 Allevyn® Gentle Border 

2. What Mölnlycke product was the focus of this QIP?
 Mepilex® Border Flex

3. What kinds of wounds were managed in this study?
 Acute and chronic wounds.  In Deborah Nelson’s first QIP, the only wound type studied was skin tears.

4.  How was the QIP designed?
  Cookeville Regional Medical Center patients with acute and chronic wounds who were seen at least twice by the WOC Nurse were 

included in the study, from March 2018-March 2019.  There were 13 patients with 25 wounds included. During the previous year, 
Mepilex Border Flex was integrated onto formulary, beginning with skin tears.  Dressing waste and supply problems were identified 
and corrected.

5.  What are the details about wound healing from this project?
 • The average reduction in wound volume was 77% over an average of 13.2 days of WOC Nurse observation

 • No wounds enlarged, 4 achieved complete re-epithelialization

 •  Fifteen of the 25 wounds were chronic wounds, defined as having a duration of greater than 4 weeks, and showed a reduction in 
wound volume an average of 80.9% over an average of 12.3 days

 •  Some slough or necrotic tissue was present in 48% of wounds,  and 75% of the time, the nonviable tissue resolved by the 2nd 
assessment

   o Aggressive debridement was not indicated for many of the patients due to their overall condition

   o  Support of autolytic debridement of necrotic tissue was also noted in a crossover RCT on the predicate product, 
Mepilex Border4

6.  What are the details about dressing utilization and cost from this project?
  •  For the 60 WOC Nurse and clinical nurse dressing changes occurring for the 13 patients with 25 wounds, average dressing wear 

time was 5.5 days, just over twice the published average wear times for advanced dressings in acute care (2.29-2.6 days)2,3

 •  Dressing utilization was compared during the same 6 months (September 2017-February 2018, September 2018-February 2019) 
in two consecutive years: switching to Mepilex Border Flex allowed reduction in number of dressings used by 8.11% 

 • Facility spend on dressings was reduced by 12.6% by switching to Mepilex Border Flex from Allevyn Gentle Border

7.  What else did the investigator learn during the QIP?  
  Dressing utilization in acute care is often driven by factors other than the needs of the wound:

 • Dressings brought to patient room in anticipation of dressing failure, unable to be restocked

 • Dressing was changed due to strikethrough prior to dressing saturation

 • Patient Care Assistants (PCAs) changed dressings during bathing (unnecessary as well as beyond PCA scope of practice)

 • Undated dressings:  dressing may have been changed unnecessarily

 • Routine behavior of staff required a change in perception from ‘its just a dressing’ to ‘the dressing is a valued clinical resource’

New QIP FAQs:

Background: 
Wound Management in Acute Care                                                                                             
All environments of care have been impacted by the increasing numbers of patients with wounds, and the 
hospital is no exception.  An estimated 19-52% of patients in the acute care setting have one or more 
wounds at any given time.1 As many as 14.9% of patients admitted for other conditions have a wound.

Increasingly, dressing selection is based on price per unit of the product regardless of its clinical 
performance.  This can be distressing to the wound clinician who, as the subject matter expert and hands-
on clinician, witnesses the true impact of poor dressing performance in terms of delayed healing, pain, 
repeated dressing changes, patient dissatisfaction and greater demands on staff time.  
Comparing one’s own practices with the best practices of others, as well as designing, testing and 
comparing intervention outcomes, are critical skills essential to quality improvement (QI).3  However, in 
today’s financially-challenged healthcare economy, clinical performance and dressing quality may not be 
prioritized in formulary dressing selection.

Undisturbed Wound Healing Benefits the Patient
Dressing selection is a key aspect of wound management.  An ideal dressing must not adhere to the 
wound bed, while adhering securely to the intact peri-wound without stripping skin upon removal.4 A 
conformable dressing enables intimate contact with the wound and facilitates the cellular processes of 
wound healing, while dressing flexibility reduces mechanical stress and tissue trauma.4 Once proper 
wound bed preparation is achieved, the goal of undisturbed wound healing is promoted when all the 
above factors plus moisture management work together to create fewer dressing changes thereby 
minimizing wound disruption.4-6 Using dressings that extend wear time to promote undisturbed healing 
improves clinical outcomes and put less stress on tight financial resources.4-7

Dressing Changes in Acute Care
The published mean time for dressings being left in place in acute care is 2.4-2.6 days with 35-45% of 
dressings being changed daily.8,9 Many times dressing changes are an individual habit of the nurse or use 
of outdated protocols rather than the product of critical thinking with appropriate assessment and 
monitoring.8 Dressing changes have been described as either necessary, due to healing, due to a wound 
procedure, due to saturation or for review by physicians.  Unnecessary or undesirable dressing changes 
include routine or rote, due to poor dressing performance or due to patient request. Education of staff has 
been shown to reduce the number of ‘undesirable’ and improve the number of ‘necessary’ and 
‘unavoidable’ reasons for dressing changes.8

Dressing wear time and simplification of dressing protocols are key to drive cost savings in wound 
management.  Because wound care does not usually have high visibility to hospital financial managers, 
most hospital managers are not aware of the extent to which wound management practice can impact 
patient welfare and hospital costs.9 The low priority of dressing utilization in acute care makes it difficult 
to drive QI initiatives.10

Wound Management at Our Facility                                                                                             
Standardization of the dressing formulary has been shown to save up to 48% in hospital costs.11 In 
2017/2018, we initiated a Skin Tear Quality Improvement (QI) project which documented that the 
formulary advanced bordered foam dressing in use at the time caused peri-wound maceration, epidermal 
skin stripping, poor ability to stay in place, pain and unnecessary dressing changes for patients with a skin 
tear.  Additionally, a new soft silicone bordered foam dressing with Flex technology demonstrated an 
average healing rate of 78.2%, a dressing wear time of 6.02 days and improved patient and staff 
satisfaction.  Based on these results we changed the routine dressing change policy from every 3 days to 
every 7 days for wounds that did not fully saturate the dressing prior to 7 days.6

Based on these results, we standardized our formulary dressings to the soft silicone bordered foam 
dressing with Flex technology which was implemented hospital-wide in March of 2018.

Method
Patient selection criteria – Patients with wounds who were seen for a minimum of 2 WOC Nurse consults.

Dressing Clinical Performance
The dressing was assessed for its ability to stay on and to absorb exudate.  The WOC Nurse assessed the wound, the peri-wound and the percent change in 
wound volume. The patient’s rating of pain level on dressing removal and all other findings were documented on the data collection tool.  Each dressing 
utilized by the WOC Nurse and clinical nurse for QIP patients was counted and the average dressing wear time calculated based of the number of days of 
observation from the initial to last WOC Nurse assessment.  

Dressing Utilization and Cost
Dressing utilization for the entire facility was tracked quarterly for the 12 months following implementation.   When we began to note that behaviors leading to 
waste of dressings and dressing supply bin disorganization may be affecting utilization patterns, we responded with numerous interventions. See Table 1. New
Processes Implemented to Support Change in Practice and Figure 1. Best Practice Tools to Reduce Dressing Waste and Inefficiency.  

At 1 year following full facility dressing implementation, we compared dressing utilization over the past 6 months to utilization of dressings over the same 
period the year prior.  
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Setting:
A 247-bed Regional Medical Center in rural Cookeville, TN, where standardization to the new soft 
silicone bordered foam dressing with Flex technology occurred in March of 2018.

Objectives:
Evaluate the clinical outcomes, dressing performance and impact on the patient of implementing the new standardized formulary silicone bordered foam dressing 
with Flex technology.  Determine if the change in routine dressing change policy from every 3 to every 7 days affected the number of dressings used and total cost 
of bordered foam dressings for the management of acute and chronic wounds. 

Clinical Outcomes
Over the first year of implementation of the new dressing (March 2018 – March 2019), 13 patients with 25 wounds were seen for 2 or more WOC Nurse visits.  
See Figure 2. Wound Type by Category.  The average reduction in wound volume was 77% over 13.2 days (mean timeframe) of WOC Nurse observation, no 
wounds enlarged, 4 healed (achieved complete re-epithelialization). Chronic wounds are defined as having a duration of greater than 4 weeks; 60% (15/25) of 
wounds were chronic and those wounds reduced in volume an average of 80.9% over 12.3 days (mean timeframe).   See Figure 3. Standardized Formulary 
Dressing: Key QIP Results. Slough or necrotic tissue was present in 48% of wounds, 75% of the time, the nonviable tissue resolved by the 2nd assessment.  This 
was important because for most of the wound patients, aggressive debridement was not indicated due to their overall condition. This finding in support for 
autolytic debridement of necrotic tissue was also noted in a crossover RCT on the predicate product of the soft silicone bordered foam dressing with Flex 
technology.14

The average patient rating of pain on dressing removal was 1.16 (little to no pain) and 1 on pain during wear. See Figure 4. Average Patient Rating of Pain.  
The dressing was assessed as fully intact without leaking or lifting for 28/29 WOC Nurse dressing changes, a 97% rate of adhesive integrity.

Choice of Formulary Dressing Matters:
Our goal in moving to a standardized formulary dressing in 2018 was to find a simple dressing protocol that effectively 
managed the majority of wounds in our patient population, facilitated the care of wounds by our clinical nurses and that 
also reduced dressing utilization and waste. Understanding dressing technology was important in order to make an 
informed decision. In this QIP, we measured the clinical and economic impact of the decision to standardize our formulary 
dressing.  

Understanding dressing technology was important in order to make an informed decision.  The new silicone bordered foam 
dressing incorporates an innovative Flex technology and is indicated for wear for up to 7 days.  The predicate design of the 
dressing has extensive clinical evidence of efficacy.12,13 The new dressing is flexible and conforms to the wound.  It absorbs  
better with far less swelling of the dressing than our prior dressing and without causing maceration.  The dressing adhered 
well over joints and other hard to dress locations and caused less pain at dressing change for the patient.  Clinical outcomes 
included a 77% reduction in wound volume, support for autolytic debridement important for patients who could not 
tolerate more aggressive forms of debridement, and improved wound bed and peri-wound condition, which confirmed our 
decision to standardize our formulary dressing and implement a 7-day routine dressing change protocol.

Staff Behavior and Dressing Waste:  
Dressing utilization in acute care is often driven by factors other than the needs of the wound; dressing waste is a significant
factor.  Some of the  wasteful scenarios that accounted for considerable dressing overutilization include:
• Several dressings were brought to patient room in anticipation of dressing failure based on previous formulary dressing 

when now only 1 was needed. The dressings could not be returned to the Supply Room and hospital costs increased 
unnecessarily.

• The dressing was changed due to strikethrough  prior to dressing saturation, based on the nurse or family’s perceived 
need to improve the patient’s wound appearance.  The effect of multiple dressing changes on wound healing was not 
considered.

• Patient Care Assistants (PCAs) changed dressings unnecessarily during bathing (beyond PCA scope of practice).
• The dressing was not dated when changed.  This created uncertainty regarding compliance with dressing protocol and 

the dressing may have been changed unnecessarily.

Changing the routine behavior of staff required a change in perception from ‘its just a dressing’ to ‘the dressing is a valued 
clinical resource’.  Driving an understanding of the clinical benefits of undisturbed wound healing for the patient through 
several rounds of unit-to-unit staff in-servicing and education was essential  in order to change past routine behaviors.   

Supply Disorganization and Dressing Waste
At times, Supply Room disorganization resulted in the wrong dressing selection and unnecessary repeat trips to the Supply 
Room. Since the dressing could not be used again after being brought into the patient’s room, those wrong dressings were 
wasted.  Supply Room disorganization resulted in patient charges for the wrong dressings, which could have been avoided.   
We worked with the Supply Technicians and the vendor to organize and clearly label dressing bins for easy and correct 
identification of dressing sizes. 

References
1. Posnett J, Gottrup F, Lungren H. The resource impact of wound on healthcare providers in Europe. J Wound Care. 2009;18(4):154-61.       2. Vowden K, Vowden P, Posnett J. The resource costs of wound care in Bradford and Airedale primary care trust in the UK.  J Wound Care 2009;18(3):93-4,98-8.     3. Easter K, Tamburri L, Understanding safety and quality outcome data. Crit Care Nurse. 2018;38(6):58-66.       4.  Rippon M, Davies P, White R. Taking the trauma out of wound care: the importance of  undisturbed healing.  J Wound Care. 2012;21(8):359-68.     5. Doughty D, McNichol L. General Principles of Topical Therapy. Core Curriculum Wound Management. Philadelphia, PA: Wound, Ostomy and Continence Nurses Society™; 2016:181-195.      6. Nelson D. Better outcomes for skin tears with new 5-layer bordered foam dressings.  Sage Aware Poster Winner at the Wound Ostomy Continence Nurse Conference 2018.         7. Tyson, Leigh.  Study First: 
Driving the Case for Improving Hospital Wound Care. Poster presentation at SAWC Spring 2019.         8. Smith G, Greenwood M, Searle R. Ward nurses’ use of wound dressings before and after a bespoke education programme.  J Wound Care. 2010;19(9):396-402.     9. Hurd T, Posnett J. Point prevalence of wounds in a sample of acute hospitals in Canada. Int Wound J. 2009 Aug;6(4):287-93.        10. Kronert G, Roth H, Searle R. The impact of introducing a new foam dressing in community practice. EWMA J. April 2016:17(1);7-12.       11. McNeese P, Kueven J. Standardizing wound dressings: creating value – delivering best practice. Healthcare Financial Management Association publication. March 2011; 1-7.       12. Davies P, Rippon M. Evidence review: the clinical benefits of Safetac technology in wound care. J Wound Care. 2008 Nov;Suppl:3-31.      13. Davies P, McCarty S, Hamberg K. Silver-containing foam dressing with Safetac: a review of the scientific 
and clinical literature.  J Wound Care. 2017 Jun 1;26(Sup6a):S1-S32.  14.  Woo K, Coutts P, Price, P. A Randomized Crossover Investigation of Pain at
Dressing Change Comparing 2 Foam Dressings. ADVANCES IN SKIN & WOUND CARE & VOL. 22 NO. 7, 2009.

Conclusion:
Wounds are a common reality in acute care.  However, the actual impact of wound management practices on patient 
outcomes and hospital costs is under-appreciated and under-studied, which hinders the achievement of consistent 
evidence based wound care-practice in the acute care environment. 1

Selection of a bordered foam dressing that stayed on and maintained a healing wound environment for extended 
periods allowed us to meet our goal of standardizing the formulary dressing.   A change in culture to see dressings as a 
valued partner in wound management facilitated full adoption of the new 7 day routine dressing change protocol.

We demonstrated that standardizing to the new dressing resulted in improved clinical outcomes as well as a reduction in 
the number of dressings used.   Dressing utilization was reduced by 8.11%, and the amount of facility spend on bordered 
foam dressings by 12.6% over a 6 month period of review, as compared to the same review period the year prior.  

The improved dressing performance and standardization of the formulary dressing along with critical analysis and 
correction of waste and inefficiency in dressing utilization, reduced the cost of wound care for the hospital.

Dressing Utilization Outcomes
Dressing Utilization for the QIP Patients: A total of 60 WOC and clinical nurse dressing changes occurred for the 13 patients with 25 wounds. The average 
wear time of the dressing was 5.5 days, just over twice the published average wear times of 2.29-2.6 days for advanced dressings in acute care.8,9  See Figure 3. 
Standardized Formulary Dressing: Key QIP Results

Full Facility Dressing Utilization over 6 Months: The number of formulary dressings used across the entire facility was reduced by 8.11% and the amount of 
facility spend on the formulary dressing was reduced by 12.6%  when compared to full facility dressing utilization with the prior bordered foam dressing over 
the same period the year before.  See Figure 5. Dressing Utilization and Total Cost of Formulary Dressing*

1
2
3
4
5

Pain Rating
during dressing

change

Pain Rating
during wearPa

tie
nt

 P
ai

n 
Ra

tin
g

Figure 4. Average Patient Rating of Pain 

Scale: 1- no pain to 5 very painful 

DiscussionFigure 5. Dressing Utilization and Total Cost of Formulary Dressing*
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Figure 2. Wound Types by Category
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Table 1. New Processes Implemented to Support Change in Practice

Problem Intervention Purpose
• Rote practice
• Lack of Clinical Nurse 

understanding of wound care 
principles

Extensive on-line, unit and bedside in-
servicing and education.  On-line education 
available at www.Connect2know.com

Facilitate an understanding of the benefits of 
undisturbed wound healing for both the wound and the 
patient

A multi-disciplinary skin champion team was 
formed

Augment education and best practice 

• Frequent unnecessary 
dressing changes prior to 
dressing saturation

Visual ‘Time to Change’ cues were hung near 
the supply bin

Reminder for staff of the higher performance and 
extended wear time of the new dressing

EMR prompts were updated Require documentation of a clinical basis for dressing 
change outside of protocol 

• Over-utilization based on 
dressing waste 

Dressing utilization was tracked quarterly Close monitoring  of utilization was needed in order to 
implement corrective action

An on-demand dressing audit report per 
patient was developed

Audit used to spot check and follow-up for waste issues

Figure 1. Best Practice Tools to Reduce Dressing Waste and Inefficiency
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Figure 3 . Standardized Formulary Dressing - Key QIP Results 
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