


Pressure Ulcers:
Putting Pressure on

Prevention




Why are we failing?

* Insanity (il g
— Doing the same thing & expecting different
result

« Changing policy not practices

* Looking at paper not people




EXTERNAL FACTORS
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Pressure and shear




SHEAR

Tissue layers slide against each other, disrupts or
angulates blood vessels
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Pressure happens when you sit or lie on a bony
area for too long. Pressure on bony areas slows
down or stops the blood from flowing to the skin.
Pressure may hurt the skin and the layers of tissue
Inderneath it. This may cause the tissue to
pecome damaged, or even die. Pressure can begin

fo cause damage to your skin and tissue within

\ Shearing or friction happens
hen delicate skin is dragged across a surface,
uch as using sheets. This may cause your skin to

ear or a blister to form. Fragile skin can tear if it is
oved up or down in bed or moved from the bed to
chair. Your skin can also tear when muscle
pasms cause your arms or legs to jerk and rub the
heets.
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Where are they iound on the body? Pressure ulcers

typically occur in bony areas of the body that sustain pressure
when lying or sitting in bed for long periods of time (shoulders,

elbows, hips, buttocks and heels).




Medical devices and equipment
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Other Risk Factors

History of pressure ulcers, scarring

Medical diagnhoses

Nutritional deficits - wt loss, low albumin or

pre-albumin

“Behaviors™. non-compliance, self-destructive

behaviors




Complicating llinesses

Impaired cardiovascular or pulmonary function:
*Compromise perfusion and oxygenation

Conditions with damage to capillary basement
membrane - radiation, PVD

*Tissue perfusion is restricted

Systolic pressure <100 mm Hg and diastolic <60
associated with PU development

— may shunt blood flow away from skin to more vital
organs.....decreasing skin tolerance by allowing
capillaries to close at lower levels of interface
pressure




Pain Control

« Eliminate/control pain
— Affects mobility
— Affects mental status
— Affects motivation
— Affects blood flow/perfusion of tissue
— Affects nutrition




Incontinence:
O Incontinence occurs when you cannot control when you urinate or have bowel movements.

O You may be at risk for pressure ulcers if you sit or lie in urine or bowel movement which can
lead to infections.

Malnutrition and dehydration: ) aS 9 Al o g

O Malnutrition means that your body is not getting enough calories and nutrients, such as protein
and fat.

Dehydration means that your body is not getting enough healthy liquids, such as water.
Malnutrition and dehydration may cause your skin to be injured more easily.

You may have less tissue and fat over bony areas of your body. Less padding may increase the
pressure over a bony area.

Lack of movement: Syl (e
O Pressure will build on body areas if you stay in a chair or bed most of the time.
O The risk that an ulcer will form increases the longer you leave pressure on a bony area.

O Medical conditions that may lead to a lack of movement include spinal cord injury, stroke, and
hip fracture.

Numbness: oo JOEA) [ s o
Your skin may become damaged without your knowing it.

Medical conditions that may cause numbness include multiple sclerosis and nerve damage from
diabetes.

Previous pressure ulcer: S i ) 8 3l g

You may have a higher chance of getting a pressure ulcer if you have had a pressure ulcer
before.




Fecal Incontinence

— 56.7% of patients with PU were fecally
iIncontinent

— 22 times more likely to have PU than patients
without fecal incontinence




Risk factors

»» Acute 1llness

¥ Extremes of ages (over 65, less than 5 years old)

* Severe chronic or terminal 1llness

* Medication




“At Risk”

Moderate Risk

High Risk

Very High Risk

Sample Protocol
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High Risk

Very High Risk
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Pressure Ulcer Prevention?

Algorithm g

ALLINA

Hospitals & Clinics

| Skin assessment (including history) |

v

Develop an individualized care plan for treating

Head to toe inspection: and p_reventing further skin breakdown_z"‘_ )
Is there skin injury or Yeos If patient has apressure ulcer on afim|33|on: Notify
pressure ulcer? admitting physman and document in LDA group
“Pressure injury/ulcer”
A 4
_>| Daily pressure ulcer risk assessment; use Braden Scale. Complete holistic review for risk factors |
I—I v Yes
No Is there risk for skinlbregkdown ———»| *Braden score <18
Braden / Or pressure uicers ,“ orother risk factors
score > 18 X
If pressure injury/ulcer is hospital Siln i ; ;
: ) pection Q shift
P 4 gedi e c:joculr)neqt';r\yls_gA group if Braden < 12 ; otherwise
v . - ana suomi d daily v
Daily: Place "iceberg” magnet on patient’s door to identify
« Skin Inspection risk*

94— .Braden Scale - — - - -
«Holistic review of risk Peyglop t-arget |ntervent|0n§ to address each I’ISk- ar:ea and include in the
factors |nd|\(|dual|zed plan of care ( Prgssure u!cer prevention” secondary care plan)

Review outcomes of plan and intervention

A
Mobility
Activity
Deficit

Nutritional
Deficit

Braden Scale Risk
Stratification

*Braden Scores:

At Risk: 15-18
Moderate Risk: ~ 13-14 SKIN Bundle’ Automatic consult goes
High Risk: 10-12 S = Skin Inspection & Risk Assessment to Dietitians: Braden

Very High Risk: <9 K = Keep pressure off — minimize
pressure, friction, shear

| = Incontinence/moisture
skin protection

N = Nutrition is optimized

score < 14 and nutrition
subscore is 1-2 for 3
consecutive days >
NIP policy/order set

1Adapted from Armstrong DG et al: New opportunities to improve

pressure ulcer prevention and treatment, Adv Skin Wound Care 4
21(10):469-78, 2008.

2Monahan FD: Phipps’ medical-surgical nursing: health and illness

perspective, ed. 8, St. Louis, 2007, Mosby/Elsevier.

SPerry AG, Potter PA: Clinical nursing skills & technique, ed. 6, St. Review outcomes of plan »
Louis, 2006, Mosby/Elsevier. f :

4Tucker SM et al: Patient care .. collab jve pi ing and and interventions

nursing interventions, ed. 7, St. Louis, 2007, Mosby/Elsevier.
SMN Hospital Association, 2/2007, Road Map to a Comprehensive Skin
Safety Program

* Magnets optional on high-risk patient care areas
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Pressure Ulcer Prevention Algorithm for Adults Solutions’

Algorithms

Admission Assessment and Documentation (usually within 24 hours) Provide staff, caregiver,
1. Assess Pressure Ulcer (PU) risk using valid and reliable instrument {e.g., Braden scale) and patient education

2. Complete skin assassment related to assessment,
l documentation and

interventions.
= Nol at risk and intact skin

= Current or recent history
of limited mobility?

Al risk fTor, or actual alteration In skin integrity

= Activity/mobility Bmitations Skin exposure %0 Less than optimal nutnsonal statuss® Alteration in
« High risk for friction/shear moisture n. v 10 PU resn ‘_‘Jm b "'-“;" | Is\:snegﬁ‘gerﬁ:’
vt vaale! nedntona ansesseraond 04 Documentation
Interventions/Documentation - If consistent with overall goals of patient care: )
protocol v v v v
- Use high quality foam orother  + Minimize skin = Provide high protein nutritional « Differential
support surface bed and char” contact with supplemeant” and/or conrect diagnosis(e.g.,
+ Implement regulsr urinefeces nutritional deficiencies Incontinence
repositioning schedule (incontinence ! Associated
- Use transfer device{(s) managemeant) Recomemencisd lor sl bagh risk paderits Dermanitis,
At risk for, or - Elavate heeals {pilows/davices) - U* pH —balancad Pressure Ulcer)
actual alteration - Maintain head of bed at < 30° skin cleansers = implament
in skin integrity angle * Apply protective approprlate
- Moisturize skin as needed ordw’n;;m protocol {e.g.
+ Apply protective skin basmier Solutons®
cream or dressing wound care
* E e ARIOCOpTHANG. TRt maRaC algorithm
Frade choepcan )
« $

Repeat PU risk and skin assessment as per setting protocol.

© 2000 CoraTos K TR St Wadaren o Coras we

Figure 1. The pressure ulcer algorithm.



Pressure Ulcer Algorithm
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Admiission

-

Thorough skin
assessytrent
fimciuding history)

| ] Dewvelop an individualized
I= there =ki n_i\ care plan for treating and

.-"/’ 1—,_, E
breakdown or preventing further

\&Essure uI::eA:’—’_/ skin breakdown

= |

Assess pressure ulcer risk dailw:
S = Braden Scale or validated tool w
- Complete holistic rewview for risk

factors

P Is there risk fux," —
S moain e 1 skin breakdown or il DEtrrifher rjskref.a:—::tf:lra's
e mm

Dewvelop targeted interventions to
address each risk area and include
in the individualized plan of care

Reasse=ss the skinm and

— pressure ulcer risk daily
Rewview outcomes of
plan and intermventions
- Assess pressure
wlcer risk daily
Braden Scale Key™
At Risk: 15-18
Moderate Risk: 13-149
m M ]'E 12 “Braden Scale for predicting Pressure Score Rishk. Awsailable af
% lﬁl Rtﬂl‘ﬂ E‘B’ hithp-fwww_ bradenscale comfmewlevels hitm. Accessed May 13, SO00O0R
Sourcea: Wiounds £ 2008 HMPFPF Commuinicaldesorss, .




Combination of Prevention
Interventions

« Adequate nutrition and hydration
» Repositioning schedule and positioning

» Appropriate support



Documentation and Measuring

15

Measuring Wounds

Measure the length “head to toe”at the longest point (A) and the
width at the widest point (B). Measure the depth (C) at the deepest
point of the wound. All measures should be in centimeters.

14

13

12

1l

Using a clock format, describe the location and extent of
tunneling (sinus tract) and/or undermining.

10

B

7

The head of the patient is 12:00, the patient’s foot is 6:00

&

Tunneling/Sinus Tract Undermining
A narrow channel of Tunneling wound which

i e LT L L e L L T LI ) PRFISEE. PR 5 FAp

ference only. To prevent infection, do notuse this ruler tomeasure an actual wound,
9



Pressure ulcer documentation includes

Wound location
Stage
Size
Length
Width
- Depth

Tunneling/Sinus Tract
Undermining

Necrotic Tissue
«  Slough

. Eschar

Granulation

Pain
Exudate/Drainage

. Amount

-  Color

-  Odor
Description of
Surrounding Tissue
Support Surface

Wound edges
-  Round

- Rolled
. Extended



Rule of 30

 Head of bed Is elevated to 30 degrees or
less

* Body Is placed in a 30-degree laterally
Inclined position - when repositioned to
either side
— Hips and shoulders tilted 30 degrees from

supine
— Pillows or wedges to keep position without
pressure over trochanter or sacrum




Repositioning

Every 1-2 hours in bed
— Pros/Cons of facility-wide “clocks”

Positioning devices

— No direct contact of bony
prominences

— Individualized w/c “accessories”
Encourage mobility

CREATE A CULTURE OF
MOVEMENT

i
A&

| T




Competencies

« Have staff been taught how to conduct a
skin assessment

« Competency testing initially and annually

— Follow-up when a “necrotic” area is
discovered
* If skin check during shower.....how can we
do a complete assessment If resident
sitting on a shower chair?




Ql Lessons Learned

« Systems improvement does not happen
from
— Writing a new program
— Providing education one time
— Having “weekly measurements”
— Good intentions




THE ROLE OF FAMILY-CENTERED CARE ON
PREVENTION, CARING AND CONTROL

PRESSURE ULCERS
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eep moving,
change
position a lot.

Check that If you are
your Skin ncontinent,
isn‘t sore or stay clean
discolouring.

Check that Check that

you are on your Nutrition

a supportive is good
urface. and drink

’ frequently.

www.stopthepressure.com
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o 3tay off the area with the ulcer as much as possibl

¢ Get up and walk often

o(Change positons in bed af leastevery 2 hous

oDon rest on your hip bone. Use pllows to keep
Jou o your side

oUse pillows to keep knees and ankles from rubbing
and o keep your heels from resting on the bed



okeep the head of the bed at 30 degrees or less
except when eafing




Other helpful hints:

e Eat a healthy diet. Include a source of protein at
every meal.

o Ask your doctor if vitamin, mineral and protein supplements would
help your sore to heal.

¢ Drink plenty of fluids.

¢ If you can’t control your bowels or bladder, make sure that you clean
your skin, apply a barrier cream and a fresh adult diaper or pad as
soon as possible after soiling,

¢ (hange your dressings as ordered




Your Wound Care:

Things to report to your doctor or nurse:
¢ Increased or bad smelling drainage
¢ Increased pain in or around the sore
¢ Increased redness around the sore
e New or increased yellow or black tissue in the
wound
¢ A fever, or just feeling sick




