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Appendix F 

Skills Training Matrix 
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Appendix G 

Standard Work 

Standard Work 

Last 
updated: 

02/22/20
18 

Owner: Med/Surg/Tele Unit Performed 
by: 

 Nursing staff 

Version: 1.0 Revised 
by: 

Cherilyn Schumacher Trigger: Ensure staff ability to manage patients at 
risk for HAPI, to decrease the occurrence 
of HAPIs. 

Standard Work 
Applicability:  

Every Work Day, the HAPI action plan is in place to manage patients at risk for HAPI. 

                                               Standard Work 

         Work 
Performed By 

Major Step Details Reason why this step is 
important 

1 Charge 
Nurse/Co-
Charge Nurse, 
and Nursing 
Staff  

Identify patients who are at 
risk for HAPI and who need 
assistance to turn by staff 
members. 
 
 

• Definitions:   
• Turning Wheel: The tool is used 

to provide a visual cue to quickly 
identify patients that need to be 
turned q2h. 

• Turning Teams: Will consist of 
two staff members (one RN and 
one NA).   

• Turning Team List: List of 
patients with Braden Skin Risk 
Assessment score of ≤14 

 
• Allows for easy 

identification and real-
time documentation of 
patients at risk for 
HAPI. 
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(Moderate Risk) that need to be 
closely monitored 

• Patients with Braden Skin Risk 
Assessment score of ≤14 (Moderate 
Risk) require: 

• a Turning Wheel posted outside 
of the patient room with the bed 
number clearly marked on sheet 
by primary care RN.   

• are added to the Turning Team 
List every shift by charge nurse 
on DMS board. 

• At the end of the 24-hour period, the 
completed Turning Wheel will be placed 
in the designated binder at 0700 of the 
next day by primary care RN, and a 
new Turning Wheel will be affixed to the 
patient’s door.  

• At the start of each shift, the charge 
nurse will assign the Turning Teams. 

• The Turning Teams are responsible for 
turning patients at the designated turning 
times utilizing pillows to lift heels and 
relieve pressure from bony prominences. 
Any patient care will be communicated 
to primary RN. 

• Once patient is turned, the patient’s 
position will be documented on the 
Turning Wheel and signed off by the 
turning team. 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
• Communicating patient 

care to primary RN 
allows for clear 
communication and 
accurate documentation 
in CPRS. 
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2 RN Nursing 
Staff 

Identify patients with 
Braden Score <16 (Mild 
Risk) for wound nurse to 
evaluate.  

• Place wound consult. 

 

• To notify the wound 
nurse of patients at risk 
of HAPI. 

• To assess patients and 
make recommendations 
if necessary. 

3 All Nursing 
Staff 

Proper ways to position the 
patient 
(Ref: Proper Positioning 30-
30-1/3 by Aileen Fabian, RN 
WOCN Wound Care 
Specialist) 

• Have 4 pillows at bedside. 
• Do not turn patient more than 30 degrees 

on back and on side unless 
contraindicated (ex: patients with 
aspiration risk, or G-tube feeding). 

• Tuck a pillow up to 1 /3 of the back to 
maintain proper 30-degree angle. 

• Off load the heels with pillows. 
• Put a pillow in between knees when 

turning patient to either side to prevent 
friction. 

• Use ONE sheet and ONE chuck per pt 
only.  

• Briefs/diapers are to only be used if pt 
has active diarrhea. 

• Relieve pressure on 
bony prominences 
(shoulders, elbows, 
trochanters, knees, and 
ankles) 

 
 
 
• Avoid friction from 

knees being rubbed 
together. 

• Too many layers or 
unnecessary use of 
chux/sheets/briefs/diap
ers can cause excessive 
moisture and skin break 
down. 

4 All Nursing 
Staff 

Skin Care Prevention (Ref: 
Skincare Algorithm by Aileen 
Fabian, RN WOCN Wound 
Care Specialist) 

• Incontinent patients: Use Sage Barrier 
Cream Cloths or WOCN approved 
product for perineum/buttocks area (grey 
package). 

• Patients with denuded skin: Use Sensi-
care barrier cream or WOCN approved 
product for perineum/buttocks area 
(maroon tube). 

• Helps protect the skin 
from breakdown/further 
breakdown. 
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• Dry skin: Use Medline Skin Repair 
Cream (purple tube) or WOCN approved 
product. 

5 All Nursing 
Staff/WOCN 
RN 

Specialty Bed Ordering • Hill-Rom beds on unit are adequate for 
up to Stage II pressure injuries. 

• For pressure injuries Stage III and above 
and for bariatric pts, notify NM/ANM to 
have specialty bed ordered by WOCN.  

• Specialty beds provide 
therapeutic support to 
patients at risk/with 
pressure injuries. 

6 RN Nursing 
Staff  

Document HAPI Preventive 
Measures 

• Daily Documentation 
o In Nursing Reassessment Note 

under “Nursing Notes,” the 
primary RN must document the 
time and position of patient q2h 
in narrative form. 

o Example: 0900: patient turned 
facing the door/turned to the 
right. 

• Document patient refusal, education, and 
risk. 

• New Admissions 
o Skin Initial Assessment must be 

physically verified/co-signed by 
another RN. 

• New Pressure Injury 
o Skin Reassessment must be 

physically verified/co-signed by 
another RN. 

o Assigned RN will place Wound 
Consult. 

• To clearly and 
adequately document 
HAPI preventive 
measures in CPRS q2h. 
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Appendix H 

Turning Wheel 

 


