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As part of Healthcare Improvement Scotland's ihub, the Scottish Patient Safety Programme aims to improve the quality, safety and reliability of health and social care.

Introduction

The Scottish Patient Safety Programme 
(SPSP) is a unique initiative that aims to 
improve the safety and reliability of 
health and social care and reduce harm, 
wherever care is delivered. 

Pressure ulcers are an unwanted 
complication of illness, severe physical 
disability or increasing frailty that leads 
to poor experience for people and 
increased costs for health and social 
care. 

Aim

In January 2014, responsibility for 
pressure ulcer improvement work 
transferred to SPSP with an aim to 
reduce newly acquired pressure ulcers 
(grade 2-4) in acute hospital by 50% by 
December 2017. 

Reducing pressure ulcers in acute hospitals 
in Scotland

Results 

Process and outcome data has been 
collated in all 14 Scottish territorial NHS 
boards and significant progress has been 
made in reliable delivery of risk 
assessment and the SSKIN care bundle1. 

Chart 2 shows a 31% improvement 
across 20 Scottish acute hospitals. This 
represents an average reduction of 
46 pressure ulcers (grades 2-4) acquired 
each month by people in acute hospitals 
in Scotland (fallen from 149 to 103 per 
month). Working on the basis of a 
pressure ulcer costing £1,000 (the lower 
end of estimate)2, the impact of the 
SPSP harm reduction work relating to 
pressure ulcers equates to a potential 
resource saving of >£46,000 per month. 

• Leadership and governance: nurse 
director support, including regular 
review of pressure ulcer incidence.

• Tissue viability resource: subject 
matter expertise to support clinical 
staff to review and accurately grade. 
Teachback was used to support 
continuous learning. 

• Data: getting an accurate baseline to 
measure progress and understand data 
to drive improvement.

• Risk assessment and care planning: 
linking risk assessment and care 
planning, for example the SSKIN care 
bundle.

• Education: consistent education 
delivered at the place of care to 
generate ideas for improvement.

• Equipment: availability and proactive 
use of pressure relieving equipment. 

• Improved strategic and operational 
links: improved links between tissue 
viability and improvement teams, both 
nationally and locally.

• Working across care sectors: including 
connections between acute and 
community settings.

Method

Since 2014, SPSP has collated and 
shared data from all NHS boards in 
Scotland on the rate of newly acquired 
pressure ulcers (grade 2-4).

In 2016, SPSP carried out three case 
studies to better understand the barriers 
and enablers to pressure ulcer 
reduction. This produced valuable 
learning and the findings were shared 
widely in NHSScotland. Chart 1 shows 
the identified enablers.
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Chart 1: Identified enablers

Chart 2: Pressure ulcer reduction

Conclusion

The combination of technical process 
changes, making a critical connection 
between risk assessment and care 
delivery, as well as system changes, 
including reviewing and learning from 
events, has resulted in better outcomes 
and experiences for people in acute care, 
their families and staff who are caring for 
them. 
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