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Wound Care

AVOIDING RISK OF
PRESSURE ULCERS

Anne Scheurich

How can your facility pursue best prac-
tices in the prevention of pressure ul-
cers? Learn about avoidable versus
unavoidable pressure ulcers, pressure
ulcer prevention points, and critical
steps in wound documentation.

Pressure ulcers (PrUs) are a significant,
common, and costly medical problem in
long-term care residents. Residents with
PrUs have decreased quality of life and
increased morbidity and mortality rates."
Facilities that have implemented com-
prehensive PrU-prevention protocols
have demonstrated a decrease in inci-
dence of PrUs.*’ With implementation
of PrU-prevention protocols, long-term
care facilities may also reduce costs
associated with treating PrUs, improve

resident quality of life, and decrease risk

of litigation.*®’

An avoidable pressure ulcer is defined
as one that can develop when the pro-
vider of care has failed to followed cer-
tain steps. These steps can be attributed
to several factors. The most common
factor is failure to evaluate a patient’s
clinical condition and pressure ulcer risk
factors. In addition, it is also important
to define and implement interventions
consistent with individual needs, indi-
vidual goals and recognized standards of
practice. A lack of monitoring and eval-
uation of the impact of the interventions,
or the revision of interventions as appro-
priate, can produce unnecessary pres-
sure ulcers in patients.'

The National Pressure Ulcer Advisory
Panel recommends five basic elements
for preventing pressure ulcers. '

1. Risk Assessment

Consider conducting a risk assessment
for all bed-bound and chair-bound per-
sons, or those whose ability to reposi-
tion is impaired, to be at risk for pres-
sure ulcers. It is recommended to use a

valid, reliable and age appropriated
method of risk assessment that ensures
systematic evaluation of individual risk
factors, for example the Braden Scale.!!
Upon admission to a health care facility
all patients and/or residents should un-
dergo an at-risk assessment. This should
be done at regular intervals thereafter
and with a change in condition.

A schedule is helpful and this should be
based on individual acuity and the pa-
tient care setting.

e Acute care: assess on admission,
reassess at least every 24 hours or
sooner if the patient’s condition
changes

e Long-term care: assess on admis-
sion, weekly for four week, then
quarterly and whenever the resi-
dent’s condition changes.

e Home care: assess on admission
and at every nurse visit.

Once all individual risk factors have
been identified (decreased mental status,
exposure to moisture, incontinence, de-
vice related pressure, friction, shear,
immobility, inactivity, nutritional defi-
cits) specific preventive treatments
should be in place, remembering to
modify care according to the individual
factors.

Document risk assessment subscale
scores and total scores, and then imple-
ment a risk-based prevention plan.

2. Skin Care

A daily head to toe skin assessment,
especially checking pressure points such
as the sacrum, ischium, trochanters,
heels, elbows, and the back of the head
should be performed as part of the pre-
vention plan for pressure ulcers.

Bathing should be individualized and
frequent, using a mild cleansing agent,
avoiding hot water and excessive rub-
bing. Use lotion after bathing and moist-
urizers for dry skin. Strive to minimize
environmental factors leading to dry
skin such as low humidity and cold air.
Avoid massaging over bony prominenc-
es.

For neonates and infants follow evi-
dence-based institutional protocols.

Patients suffering from incontinence
should have a personalized bowel and
bladder program, especially when in-
continence cannot be controlled. In such
cases cleanse skin at time of soiling and
use a topical barrier to protect the skin.
Upon selecting under pads or briefs look
for those that are absorbent and provide
a quick drying surface to the skin. If
necessary, consider a pouching system
or collection device to contain stool and
to protect the skin.

3. Nutrition

Identifying and correcting factors com-
promising the patient’s protein and ca-
loric intake are another important ele-
ment in the prevention of pressure ul-
cers. These parameters need be con-
sistent with overall goals of care. In the
event of deficiencies in the patient’s
diet, additional nutritional supplementa-
tion should be considered. These can
include offering the patient a glass of
water when turning the patient over, as a
way to keep the resident hydrated. Mul-
tivitamins with minerals - per physi-
cian’s order - are a common supplement
used in these cases.

4. Mechanical Loading and Support
Surfaces

Bed-bound persons should be changed
position at least every two hours and
chair-bound persons every hour con-
sistent with overall goals of care. Pos-
tural alignment, distribution of weight,
balance and stability as well as pressure
redistribution are part of the protocol to
be used when repositioning persons in
chairs and wheelchairs.

Keeping a written reposition schedule
for all residents at risk, is a recommend-
ed method to avoid unnecessary compli-
cations. Follow these basic steps:

o Teach chair-bound persons - those
who are able - to shift weight every
15 minutes.

e Use pressure-redistribution mat-
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tresses and chair cushion surfaces.

Avoid donut-type devices and

sheepskin for pressure redistribu-

tion.

e In the operating room use pressure-
redistribution devices.

e Use lifting devices - trapeze or bed
linens - to move persons rather than
dragging them during transfers and
position changes.

e Use pillows or foam wedges to
keep bony prominences - knees and
ankles - from direct contact with
each other. Pad skin subjected to
device related pressure and inspect
regularly.

e Use devices that eliminate pressure
on the heels. For short-term use
with cooperative patients, place
pillows under the calf to raise the
heels off the bed. Place heel sus-
“pension boots for long-term use.

e  Avoid position directly on the tro-
chanter when using the side-lying
position; use the 30° lateral inclined
position.

e  Maintain the head of the bed at or

below 30° at the lowest degree of

elevation consistent with the pa-
tient’s/resident’s medical condition.

Additionally, institute a rehabilitation
program to maintain or improve mobili-
ty/activity status.

5. Education

Education is key to prevention of pain-
ful pressure ulcers. It is imperative that
facilities implement comprehensive PrU
educational programs that are struc-
tured, organized, comprehensive and
directed at all levels of health care pro-
viders, patients, family and caregivers.
These programs should incorporate
mechanisms that evaluate program ef-
fectiveness in preventing pressure ul-
cers.

Information should include the follow-
ing:

e Etiology of and risk factors for
pressure ulcers.

e Risk assessment tools and their
application.

e  Skin assessment.

e Selection and use of support surfac-
es.

e  Nutritional support.

e Program for bowel and bladder
management.

e Development and implementation
of individualized programs of skin
care.

e Demonstration of positioning to
decrease risk of tissue breakdown.

e Accurate documentation of perti-
nent data.

Critical Steps in PrU Documenting

Documenting pressure ulcers is an inte-
gral part of staff and or care givers’ re-
sponsibilities. Facility wound manage-
ment should consider the following
eight components of effective documen-
tation practices.

1. Evaluate the individual’s clinical
condition and pressure ulcer risk
factor.

Consider use of a standardized tool rec-
ommended by NPUAP and WOCN. The
most widely used are the Braden'' Scale
and the Norton Scale'’. Standards of
practice dictate an assessment be done
upon admission to the facility and with
any change in condition. For Long Term
Care environments - upon admission -
once weekly for the first month and then
monthly is the recommended standard.

2. Define and implement interven-
tions consistent with individual
needs.

This is achieved by paying close atten-
tion to the individual’s sub-score within
the Braden risk tool.'' Individualizing
interventions based on the sub-scores
(moisture, nutrition, mobility, etc.) will
provide evidence of care targeted to the
individual’s needs.

3. Set individual goals.

Keep in mind that not every wound will
heal. Whether is due to the patient’s
clinical status, personal compliance or

location of the wound, healing may not
always be an appropriate goal. Make
sure to clearly discuss the goal of care
with the individual and document the
discussion.

4. Reference standards of practice.

As part of recognized Standards of Prac-
tice, always be sure to look at the whole
patient not just the hole in the patient...
Standards of practice dictate that the
issues of Nutrition, Repositioning, Sup-
port Surface and Hemodynamic Insta-
bility be addressed in conjunction with
specific wound site management.

5. Consider nutrition.

Engage the facility dietician for a nutri-
tion plan that addresses the at-risk indi-
vidual. The role of the CNA is in report-
ing dietary consumption. Consistently
reviewing and documenting the sub-
scores on your Risk Assessment tool
will help you monitor progress.

6. Consider repositioning & support
surfaces.

Repositioning should be done every two
hours as a guideline, not a standard. The
individual’s specific wound history,
clinical history and compliance need to
be considered and documented to sup-
port a turning schedule that is effective.

Preventive support surfaces for individ-
uals at risk should be provided on a con-
tinuous basis during the time that they
are at risk. These should be assessed and
applied carefully. Be sure to consider
special needs of seated patients.

7. Consider hemodynamics.

Any pharmacologic or mechanical sup-
port required to provide adequate cardi-
ac output or normal blood pressure, con-
stitutes hemodynamic instability. More
broadly as global or regional perfusion
that is not adequate to support normal
organ function, including the skin.
(NPUAP, Feb 2011)

(Continued on page 28)
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(Continued from page 27)

Be sure to check labs such as Albumin
and Pre-Albumin in the case of chronic
or slow to heal wounds.

8. Monitor and evaluate the impact
of the interventions; or revise the
interventions as appropriate.

Treatment protocols will only work
when one frequently and consistently re-
assesses the situation. As a general rule
if no progress is noted in a 14 day time
span, change the treatment plan. This
may include any of the previously out-
lined interventions (nutrition, reposi-
tioning, etc.)

Consider use of an objective tool such
as PUSH" to track and monitor progress
towards healing.

Documentation of wound care is an im-
portant part of pressure ulcer prevention
and healing. Increasingly facilities are
including wound photography as part of
the documentation record to show
wound progression and document ad-
missions status.

In summary, long term care facilities
help win the war against pressure ulcers
by consider the prevention points and
following best practices in documenta-
tion.

Anne Scheurich, BS,;RN, CWOCN, is
the Vice President of Clinical Services
for WoundRounds®, the wound man-
agement and prevention solution that
empowers nurses to deliver better
wound care in less time. Ms. Scheurich
is a certified wound, ostomy and conti-
nence nurse (CWOCN), past president
of the Northern Illinois Affiliate of the
Wound Ostomy Continence Nursing
Association and the former editor of
WOCNews. She can be reached at
anne.scheurich@woundrounds.com
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