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Objectives

» An understanding of how pressure ulcers develop and what
can be done to prevent and manage them

» An understanding of the education and support that can be
provided to patients to help them manage their own risk of
pressure ulcers

» An understanding of every trained nurse’s professional
responsibility in relation to the prevention and management of
pressure ulcers












EPIDEMIOLOGY

» In 1999 Amlung et al.l performed a |-day pressure ulcer
prevalence survey of 356 acute care facilities and 42 817
patients. The overall pressure ulcer prevalence rate was 14.8%;
facility-acquired ulcers accounted for 7.1%.
with dehydration, advanced age, moist skin,
higher Braden scores, diabetes, and pulmonary disease all
associated with higher rates of ulceration.
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» Incidencewas highest in the acute
care setting and associated with
longer wait before surgery, ICU stay,
longer surgery, and general
anestheftic.Spinal cord injury (SCI)



Anatomic distribution

» the most common site of occurrence was
the sacrum (36%),

» followed by the heel (30%).

» More recently VanGilder et a/.2 reported that the sacrum (28.3%)
and the heel (23.6%) were the most common sites for pressure
ulceration,
followed by the buttocks (17.2%).



Which areas are prone to
pressure ulcers?
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As can be seen, the most likely areas of tissue damage are
those that are situated over bony prominences. The precise
areas that are at risk are dependent upon the position in which
the patient remains.

(Diagram courtesy of the Tissue Viability Society.)
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Pressure Areas In Wheelchairs




Medical devices and




What is a
pressure ulcer?

A service delivered on behalf of the NHS by Serco,
South Essex Partnership University NHS Foundation
Trust and Community Dental Services CIC.
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RISK FACTORS

» Intrinsic: physiologic factors or disease states that
Increase the risk for pressure ulcer development

> Age
» Nutritional status
» Decreased arteriolar blood pressure

» Extrinsic: external factors that damage skin
» Pressure, friction, shear
> Molisture, urinary, or fecal incontinence



FACTORS PREDICTIVE OF PRESSURE
ULCER DEVELOPMENT

vV V.V vV v v v .Y

Age 70+

Impaired mobility

Current smoking

Low BMI

Confusion

Urinary and fecal incontinence
Malnutrition

Restraints

» Many other disorders: malignancy,
diabetes, stroke, pneumonia, CHF,
fever, sepsis, hypotension, renal
failure, dry skin, history of pressure
ulcers, anemia, lymphopenia,
hypoalbuminemia

Slide 23
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Pressure
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A service delivered on behalf of the NHS by Serco,
South Essex Partnership University NHS Foundation
Trust and Community Dental Services CIC.




A service delivered on behalf of the NHS by Serco,
South Essex Partnership University NHS Foundation

Trust and Community Dental Services CIC.
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A service delivered on behalf of the NHS by Serco,
South Essex Partnership University NHS Foundation
Trust and Community Dental Services CIC.




Friction and Shear Forces
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1 Pressure ulcers are due to localized ischemia, a deficiency in the blood

supply to the tissue.

O The tissue is compressed between two hard surfaces, usually the surface
between the bed and the skeleton, when the blood cannot reach the tissue, the
cells are deprived of oxygen and nutrients, waste products of metabolism
accumulate in the cells, and the tissue consequently dies. Prolonged, unrelieved

pressure also damages the small blood vessels.



After the skin has been compressed, it appears , as If the blood had
been squeezed out of it. When pressure is relieved, the skin takes on
a bright red flush called . The flush is due to
vasodilatation, a process In which extra blood supply to

compensate for the preceding period of impeded blood flow.
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Assessment factorsi:

vV v v vV VvV Vv

Intrinsic factors:
Reduced mobility
Sensory impairment
Neuropathy

Acute iliness.

Level of consciousness.

Extremes of age.
Vascular disease.

Severe chronic or
terminal illness.

Previous history of
pressure damage.

Malnutrition and
dehydration.



Assessment factors 2:

» Extrinsic factors:

> Pressure. e Other factors:
» Shearing. . :

e e Medication.
» Friction.

e Moisture to the skin.



Risk Assessment
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A service delivered on behalf of the NHS by Serco,
South Essex Partnership University NHS Foundation
Trust and Community Dental Services CIC.



Risk Assessment

A service delivered on behalf of the NHS by Serco,
South Essex Partnership University NHS Foundation
Trust and Community Dental Services CIC.
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REMEMBER!

Reassess on an on-going basis



Patient's Name

BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK

Evaluator's Name

Date of Assessment

SENSORY PERCEPTION

ability to respond
meaningfully to pressure-
related discomfort

1. Completely Limited
Unresponsive (does not moan,
flinch, or grasp) to painful
stimuli, due to diminished level
of consciousness or sedation
OR
limited ability to feel pain over
most of body.

2. Very Limited
Responds only to painful stimuli.
Cannot communicate discomfort
except by moaning or
restlessness

OR
has a sensory impairment which
limits the ability to feel pain or
discomfort over %; of body.

3. Slightly Limited
Responds to verbal commands,
but cannot always communicate
discomfort or the need to be
turned

OR
has some sensory impairment
which limits ability to feel pain or
discomfort in 1 or 2 extremities.

4. No Impairment

Responds to verbal
commands. Has no sensory
deficit which would limit ability
to feel or voice pain or
discomfort.

MOISTURE

degree to which skin is
exposed to moisture

1. Constantly Moist

Skin is kept moist almost
constantly by perspiration,
urine, etc. Dampness is
detected every time patient is
moved or turned.

2. Very Moist

Skin is often, but not always
moist. Linen must be changed at
least once a shift.

3. Occasionally Moist

Skin is occasionally moist,
requiring an extra linen change
approximately once a day.

4. Rarely Moist

Skin is usually dry, linen only
requires changing at routine
intervals.

ACTIVITY
degree of physical activity

1. Bedfast
Confined to bed.

2. Chairfast

Ability to walk severely limited or
non-existent. Cannot bear own
weight and/or must be assisted
into chair or wheelchair.

3. Walks Occasionally

Walks occasionally during day,
but for very short distances, with
or without assistance. Spends
majority of each shift in bed or
chair.

4. Walks Frequently

Walks outside room at least
twice a day and inside room at
least once every two hours
during waking hours.

MOBILITY

ability to change and control
body position

1. Completely Immobile
Does not make even slight
changes in body or extremity
position without assistance.

2. Very Limited

Makes occasional slight changes
in body or extremity position but
unable to make frequent or
significant changes
independently.

3. Slightly Limited

Makes frequent though slight
changes in body or extremity
position independently.

4. No Limitation

Makes major and frequent
changes in position without
assistance.

NUTRITION

usual food intake pattern

1. Very Poor

Never eats a complete meal.
Rarely eats more than % of
any food offered. Eats 2
servings or less of protein

2. Probably Inadequate

Rarely eats a complete meal and
generally eats only about % of
any food offered. Protein intake
includes only 3 servings of meat

3. Adequate

Eats over half of most meals.
Eats a total of 4 servings of
protein (meat, dairy products) per
day. Occasionally will refuse a

4. Excellent

Eats most of every meal. Never
refuses a meal. Usually eats a
total of 4 or more servings of
meat and dairy products.

(meat or dairy products) per or dairy products per day. meal, but will usually take a Occasionally eats between
day. Takes fluids poorly. Does Occasionally will take a dietary supplement when offered meals. Does not require
not take a liquid dietary supplement OR supplementation.
supplement OR is on a tube feeding or TPN
OR receives less than optimum regimen which probably meets

is NPO and/or maintained on amount of liquid diet or tube most of nutritional needs.
clear liquids or IVs for more feeding.
than 5 days.

FRICTION & SHEAR 1. Problem 2. Potential Problem 3. No Apparent Problem
Requires moderate to Moves feebly or requires Moves in bed and in chair
maximum assistance in minimum assistance. During a independently and has sufficient
moving. Complete lifting move skin probably slides to muscle strength to lift up
without sliding against sheets some extent against sheets, completely during move.
is impossible. Frequently slides | chair, restraints or other devices. | Maintains good position in bed or
down in bed or chair, requiring Maintains relatively good position | chair.
frequent repositioning with in chair or bed most of the time
maximum assistance. but occasionally slides down.
Spasticity, contractures or
agitation leads to almost
constant friction.

© Copyright Barbara Braden and Nancy Bergstrom, 1988 All rights reserved Total Score




European Pressure Ulcer Advisory
Panel Classification (EPUAP)

A service delivered on behalf of the NHS by Serco,
South Essex Partnership University NHS Foundation
Trust and Community Dental Services CIC.




Category/Stage I

A service delivered on behalf of the NHS by Serco,
South Essex Partnership University NHS Foundation
Trust and Community Dental Services CIC.



Category/Stage llI

A service delivered on behalf of the NHS by Serco,
South Essex Partnership University NHS Foundation
Trust and Community Dental Services CIC.



Category/Stage IV

A service delivered on behalf of the NHS by Serco,
South Essex Partnership University NHS Foundation
Trust and Community Dental Services CIC.




Objectives

Participants will be able to:
» Assess Stage |-IV and Unstageable ulcers
» Choose the correct product based on the stage of the ulcer

> DoTcumen’r an accurate detailed assessment in the ED Progress
notes.

» Order the correct bed based on the stage of the pressure ulcer.
» Correctly place a WOCN consult on the infranet when necessary.



The Godal

» To recognize all existing pressure ulcers and prevent skin breakdown
on patients that are admitted to the Emergency Depf.

» Provide optimal freatment for existing pressure ulcers and
preventative care for those patients aft risk.



Why Prevent Skin Breakdown®e

» It's the right thing to dol!
» Patient’s quality of life is

decreased.
» Patient may have increased pain and decreased function.

» May be discharged to a Nursing home instead of their home.



Why Preventing Skin Breakdown Is
Important

» The number of hospital patients who develop pressure sores has
risen by 63% over the last 10 years and nearly 60,000 deaths occur
every year from hospital-acquired pressure sores.

» The average stay for patients admitted 1o the hospital for freatment
of hospital-acquired pressure sores was 13 days, with an average
cost of $37,500 dollars per hospital stay.




Why Preventing Skin Breakdown Is
Important

» Nonpayment by Medicare

Medicare has made a provision that they will not pay for treatment
of hospital acquired pressure ulcers.

» This could result in millions of lost  revenue for the hospital.



NICE Guidelines:

» The National Institute for Clinical Excellence recommends the
following in terms of pressure ulcer prevention:

» Assessment of a patient’s risk of pressure injury within 6 hours of
admission to hospital for each episode of care, and regularly
thereafter depending upon the severity of the issues identified.



Assessment factorsi:

vV v v vV VvV Vv

Intrinsic factors:
Reduced mobility
Sensory impairment
Neuropathy

Acute iliness.

Level of consciousness.

Extremes of age.
Vascular disease.

Severe chronic or
terminal illness.

Previous history of
pressure damage.

Malnutrition and
dehydration.



Assessment factors 2:

» Extrinsic factors:

> Pressure. e Other factors:
» Shearing. . :

e e Medication.
» Friction.

e Moisture to the skin.



Care Plans:

» Use the body maps in the generic assessment documentation
to record where there is skin damage.

» Use the daily check charts to record on a daily basis that
every area has been checked and if there is a pressure ulcer

grade it accordingly.



Care Plans 2

» A patient who is unable to reposition themselves MUST

have a repositioning plan. Plan on 2 hourly repositioning
day and night. Include 30° filt on bed rest.

» Repositioning regimes need 1o:

» Minimise prolonged pressure on bony prominences.

» Minimise friction and shear damage — ensure good
manual handling with the correct equipment.

» Specify that repositioning takes place regularly — even
with pressure-relieving devices in situ.

» Establish a means of recording when this repositioning

takes place — YOU MUST RECORD EVERY INSTANCE OF
REPOSITIONING




Care Plans3:

» Any patient with a pressure ulcer which is EPUAP grade 2 or

>

higher should have a wound care plan.

Any equipment required, whether it has been already

obtained, or, whether it has been requested, when and by
whom.

Dates and times should be set for the evaluation of pressure

ullcer and wound care plans so that regular updates can take
place.



Pressure reducing or relievinge

» Pressure reducing mattresses distribute the patient’s weight
more evenly across the surface of the mattress

» Pressure relieving mattresses, such as alternating maftresses,
are designed to completely remove the pressure from areqs
of the patient’s skin



Pressure ulcer management.

» Each pressure ulcer should have an individual care plan
detailing the wound care and more general measures to
reduce further risk.

» Ulcers which develop to EPUAP grade 2 or above are NOT TO
BE RETRO-GRADED. They become ‘headling grade 3 heel
ulcers,’ or ‘healing grade 4 sacral ulcers.’



Pressure Ulcer Care plans.

Pressure ulcer care plans should detail:

>
>

Where the ulcerated areas are.

What measures are currently being used to reduce risk, with
special reference to nutrition, continence, pain management
and mobility.

If a regime of turning the patient is in place, there must be a
means of documenting each time that this is done, and by
whom.

These care plans should set up review dates, and these need to
be reviewed when indicated.



Check Skin




Patient involvement:

Please encourage patients to maintain their nutrifion:
» Meat, fish, or alternatives.
» Fruit and vegetables.
» Bread, potatoes and cereals.
» Cheese, milk and dairy products.

» Plenty of fluids stop the skin becoming dehydrated and can
reduce the risk of ulceration.



Advice Regarding Skin Care 1:

» Avoid massaging bony parts of the body. This can cause
addition damage to skin which may already be delicate.

» In bed, your position should be changed every 2 hours. Bed
sheets should have no creases.

» If you cannot move yourself, ask for help.

» Try to avoid dropping crumis or other food debris in bed
which you might lay on.



Advice Regarding Skin Care 2:

>

If you can move around in your chair, try changing position
every 15 minutes.

Avoid being dragged when you are lifted — dragging causes
friction and increases risk.

Do not use ring cushions as these increase rather than reduce
pressure.

Avoid staying in one position for more than 2 hours — try to
spread your weight evenly.



Advice Regarding Skin Care 3:

>

>

Use warm (not too hot) water and mild soap to cleanse. Use a
moisturiser to avoid dry skin, and avoid cold or dry air.

If you have a problem with perspiration or incontinence, your
skin should be cleansed as soon as you are aware of it. Using a
soft cloth or sponge should reduce friction.

Check your skin at least once daily, or ask a carer to help. A
mirror will help to see hard-to-reach areas. Attend especially
to those areas where pressure is heaviest.



Advice Regarding Skin Care 4:

» Look out for skin changes:
» Reddening on light skin.
Purple or bluish patches on dark skin.
Swelling, especially over bony parts.
Blisters.
Shiny areas.
Dry patches or hard areas.
» Cracks, callouses, wrinkles or broken skin.

» Let your nurse know if you notice any of these things.

vV vvyyvVvyy



Mental Capacity

» 2 stage process of assessment

» If patient has capacity, then their wishes must be respected. In
these situations, each and every individual refusal must be
recorded.

» If patient does not have capacity, care must be provided
under ‘best interests’ provision of Mental Capacity Act.



Delegating care

» Under NMC code, it is the registered nurse’s responsibility to
ensure that if we delegate care duties to non-qualified staff,
that they are competent and confident to complete the tasks
set out o the standard that we require.

» This is of partficular relevance in primary care when registered
nurses are delegating this care to home carers or patient’s
relatives.....



RCA process

It is now an NHS LA requirement that all GRADE 3 and 4 pressure
ulcers, wherever they occur within the Trust, are to be reported
as a Serious Incidents Requiring Investigation and to be
investigated in accordance with the Root Cause Analysis
process and SIRI policy.






Pressure Ulcer Risk Factors

v, V. V V

Age
Lack of mobility
Poor diet

Unwanted moisture

Pressure ulcers in the

past

Mental, neurological
and other physical
problems

Friction & sheering

Wrinkled sheets or hard
objects left in the bed.



Age

» Normal aging process changes the skin and circulation

» Skin can become dry and very fragile

» Skin can be easily irritated, break open in fo a sore and can tear
easily

» Older patients may have poor circulation- less O2 to the tissue



Lack of Mobility

» Pressure ulcers can start within
1-2 hours. ED average length of stay is 4 hours.

» Pressure ulcers can form when a patient stays in a chair or wheel
chair for a long time.

» Pressure ulcers form when a
patient is left in one position
in bed for too long.




Lack of Mobillity continued

» The weight of the body pushes against a bony area to cut off the
blood and O2 to the area.

» The sacrum, hips, spine, elbows, ears, shoulders, toes and heels are
areas that can break down if a pt is kept in one position for a long
period of fime.




Poor Appetite

» Pts who are dehydrated or have a poor appetite are at risk for
pressure ulcers.

» The skin and other fissues of the body do not get the food and
nutrition they need 1o stay healthy and to repair damaged skin.




Unwanted Moisture

» Patients that are incontinent of urine or stool or those who sweat are
at risk for a pressure ulcer.

» Pts with draining wounds over areas of a boney prominence are at
risk for pressure ulcers.




Mental, Neurological and other
ohysical problems

» Confused or very sleepy patients may not turn themselves like alert
patients.

» People who have a lessened sensation to pain or do not have the
physical ability to tfurn are at risk for pressure ulcers.

» Comatose patients are at HIGH risk!




Friction and Sheering

» Friction and sheering occur when a patient is pulled up in the
stretcher, bed or chair.

» These forces can irritate the skin and can cause the skin to break
down.




Bed Sheets and Objects left In Bed

» Uneven pressure is created when sheets are wrinkled. This can lead
to pressure ulcers.

» Objects such as spoons, tissue boxes, food crumbs, and other hard
objects left in the bed or chair can cause pressure ulcers.
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Pressure Ulcers in the Past

»Patients who have had o
oressure ulcer in the past
are at greater RISK of
getting another one.




How do Pressure Ulcers Form

» A warning sign of a pressure ulcer is when pink skin on a bony area
turns deep red and is slow to blanch after pressure is relieved.

» Blood cells have “rushed” to the area of pressure turning the skin
red
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