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SECTION 1.  PURPOSE

1.1 
To identify nursing measures indicated in care of patients with alterations in skin integrity or the potential for alteration in skin integrity

SECTION 2.  POLICY

2.1 
All patients will have this policy initiated upon admission.

2.2 Braden scale assessments will be completed at admission and daily by nursing staff.   The Skilled Nursing Unit will complete the scale at admission and weekly.  Assessments will be done more frequently as indicated for significant changes.

2.3 Any skin wound will be assessed at the time of identification, weekly, and with any significant change in status.  See the Wound Assessment and Photography policy.
2.4 Patients identified as being at risk for pressure ulcers will have a prevention plan of care implemented.  See Appendix 1.
SECTION 3  APPLICABILITY & SCOPE

3.1   This policy applies to the Critical Care, Medical-Surgical, and Skilled Nursing units.
3.2
Personnel Involved: 
3.2.1  MD – Manages overall care of patient, consults with other clinicians
3.2.2  RN, LVN, CNA – Provide direct treatment of patients following established protocols and physician orders
3.2.3  Dietitian – Determines nutritional status of patient and works with treatment team to determine optimal nutritional outcomes for the patient
3.2.4  Wound Care Specialist – Provides assessment, treatment recommendations and education;  provides direct wound care treatment.
SECTION 4.  PROCEDURE

4.1 An appropriate plan of care will be implemented for any pressure ulcers.  See Appendix 2 for suggested dressings.  Physician orders will be obtained for wound treatment.
4.2  Documentation
4.2.1 Initial skin and wound assessment for all patients is recorded on the nursing initial assessment form.
4.2.2 Ongoing assessments are documented each shift and PRN in the daily nursing notes
4.2.3 Notify the patient’s physician of any changes in skin integrity.

4.2.4 Assessments for patients with wounds are recorded on the Wound and Impaired Skin Integrity Assessment Form

4.2.5 Assessments and re-assessments will be completed per the Wound Assessment and Photography policy.

4.2.6 Photographs will be taken per the Wound Assessment and Photography policy.

4.2.7 Interventions provided are documented on wound care treatment form.

4.3  The patient’s physician will be notified of any changes in skin integrity.
4.4  Pressure Relief and Reduction
4.4.1 Avoid positioning on pressure ulcer.  Use positioning aides as needed.

4.4.2 Consider a specialty bed or mattress overlay. 
4.4.2.1 Avoid the use of donut-type cushions.

4.4.2.2 Use only the blue specialty underpads on specialty mattresses.  Use as few linens as possible under patients on standard mattresses.  
4.4.3 Reposition as indicated for the patient

4.4.3.1 If patient is receiving continuous lateral rotation therapy (CLRT), then off-load the heels and reposition often.  Turn the patient manually when the therapy is turned off.  

4.4.3.2 Note that CLRT rotation is for pulmonary benefit and does not replace manual turning for off-loading of the trunk.

4.4.3.3 Use pillows between bony prominences to avoid skin-to-skin contact.

4.4.3.4 Relieve heel pressure. Consider the use of orthotics or positioning aids if appropriate.
4.4.4 Reduce incidences of shearing by using a sheet or mechanical lift to turn the patient.

4.4.5 Avoid elevating head of bed between 30 and 45 degrees.  Document any reason for keeping head of bed higher than 30 degrees.  
4.4.5.1 If bed must be higher due to medical considerations, a higher-level support surface may be indicated.
4.4.6 Do not massage reddened areas.  
4.5  Activity
4.5.1 Ambulate if able.  If wound is on plantar foot or heel, avoid weight-bearing on the wound.  Consider a PT referral for gait training.
4.5.2 Up in chair if able.  Limit time if patient is unable to reposition himself.
4.5.3 Avoid positioning on pressure ulcers.
4.6 Nutrition
4.6.1 Maintain optimal nutrition status.
4.6.2 Assist with feeding as needed.
4.6.3 Encourage food of choice.
4.6.4 Dietary consult as needed.  Consults may be triggered by hypoalbuminemia or a low pre-albumin level, the presence of a stage III or IV pressure ulcer, or a Braden scale nutrition subscale of 1 or 2.

4.7 Pericare
4.7.1 Keep clean and dry.  Use a moisture barrier if incontinent.
4.7.2 Manage and treat incontinence.

4.7.3 Avoid use of diapers.
4.7.3.1 If diapers are used, keep open while patient is in bed.
4.7.3.2 Diapers may only be used in bed with a physician order.  Diapers may be used during ambulation activities.
4.8 Education Topics to be covered include:
4.8.1 Importance of Movement
4.8.2 Pain management

4.8.3 Hygiene
4.8.4 Emotional Support
4.8.5 Pressure Reduction
4.8.6 Nutrition
4.9 Treatment Options
4.9.1 See Appendix 2
SECTION 5.  EQUIPMENT 
5.1 Order specialty beds through Materials Management.
5.2 Skin and wound care products will be available on the unit, through Central Supply, or from Pharmacy.
SECTION 6.  DEFINITIONS

6.1 Pressure Ulcer Staging
6.1.1 Stage 1: A persistent area of skin redness (without a break in the skin) that does not disappear when pressure is relieved.  The ulcer appears as a defined area of persistent redness in lightly pigmented skin, whereas in darker skin tones, the ulcer may appear with persistent red, blue, or purple hues.  The ulcer may also be manifested as cold or warm temperature, numbness or tingling.

6.1.2 Stage 2: A partial thickness loss of skin layers that presents clinically as an abrasion, blister, or shallow crater.  No necrotic tissue is present.

6.1.3 Stage 3: A full thickness of skin is lost, exposing subcutaneous tissues.  Presents as a deep crater with or without undermining adjacent tissue.  The fascia is intact.

6.1.4 Stage 4: A full thickness of skin and subcutaneous tissue is lost, possibly exposing muscle or bone.  The fascia has been destroyed.

6.1.5 Deep Tissue Injury (DTI):  A pressure related wound that begins in subdermal tissue  It initially appears purple or blue, usually leading to denuding of the epidermis and eschar formation.  The skin is intact, with extensive tissue damage present underneath.
6.1.6 Unstagable or UTD:  Unable to Determine.  Stage cannot be determined because the wound base is covered with necrotic tissue.
6.1.7 Wounds are not to be backstaged, except as required by regulations. 

6.1.8 The staging system is to be used only for pressure ulcers, except as required by regulations.

6.2 Eschar:
 An area of necrotic skin that is black and leathery in appearance.

6.3 Slough:  Adherent or loose yellow, tan, white, or grey necrotic tissue.

SECTION 7.  REFERENCES & REGULATORY STANDARDS

AHCPR Pressure Ulcer Prevention and Treatment Guidelines

National Pressure Ulcer Advisory Panel (NPUAP), Pressure Ulcer Reduction Points and staging definitions
Wound Ostomy and Continence Nurse Society, Guideline for Prevention and Management of Pressure Ulcers

www.BradenScale.com
SECTION 8. APPENDICES
Appendix 1: Suggested Pressure Ulcer Prevention Interventions, per Braden Scale Score

	Total Score
	Risk Category
	 Interventions

	All patients
	Daily head-to-toe skin check

Keep positioned off bony prominences

Do not use diapers in bed

Minimal linens on bed

Keep skin moisturized with lotion as needed
Encourage eating and drinking

Encourage mobility

Do not massage reddened areas 

Turn regularly as indicated.
Moisture barriers to perineal area and buttocks if incontinent.

	15-18
	At Risk
	All of the above, plus

Use cushion on chair when sitting

Limit sitting time to a maximum of two hours if patient is unable to reposition self
Use draw sheet or mechanical lift to move patient

Limit friction and shear

	13-14
	Moderate Risk
	All of the above, plus

Use positioning aids as needed

Check frequently if incontinent

Limit sitting time to one hour or less

Pre-albumin levels every 4 days

	10-12
	High Risk
	All of the above, plus

PROM to all extremities

Pre-albumin levels every 4 days

	5-9
	Very High Risk
	All of the above, plus

Low air loss mattress overlay (or Pressure Relief setting in ICU) 

	Note:  If patient has other major risk factors, such as advanced age, fever, low pre-albumin levels, hypotension, or is unstable, upgrade patient to a higher risk category.


Additional Pressure Ulcer Prevention Interventions,

per Braden Scale Sub-scale Score

	If Sub-scale score is 1 or 2:
	Intervention

	Sensory Perception
	Pay close attention, looking for subtle signs of pressure damage, as the patient is not able to report pain

	Moisture
	Check frequently if incontinent

Keep skin clean and dry

Use moisture barrier on perineal area and buttocks

Change linens as needed to keep skin dry

A low-air loss surface may be beneficial

	Mobility and Activity
	Consider Physical Therapy referral if indicated

Reposition frequently

	Nutrition
	Consider Dietitian consult

Provide foods patient wants, as able

Encourage eating 

Keep patient hydrated

Consider diet supplementation, tube feeding or TPN if indicated

	Friction and Shear
	Use draw sheet or mechanical lift
Keep head of bed low

Consider PT referral if indicated


APPENDIX 2: Pressure Ulcer Treatment Options

	Stage
	Treatment Option
	Typical Frequency

	Stage I 

(Redness or Discoloration)
	Moisturizing Lotion or Ointment
	Twice a day

	
	Transparent film for areas of high friction
	Until it falls off

	Stage II

(Partial thickness and Abrasions) and Excoriation

For intact blister
	Xenaderm for excoriation or if dressings are not adhering to the area
	A thin layer 2-3 x/day

	
	Transparent Film if scant drainage
	Every 3-4 days

	
	Thin Foam or hydrocolloid if draining minimally
	Every 3-4 days

	
	Hydrogel if scant to minimal drainage
	Daily

	
	Foam if draining moderately to heavily
	Every 3 days

	
	Non-adherent dressing
	Daily

	Stage III & Stage IV

(Healthy Granulating)
	Minimal Drainage
	

	
	Hydrogel 
	Daily

	
	Transparent Film if shallow with scant drainage
	Every 3 days

	
	VAC Therapy
	Every 48 hr

	
	Moderate Drainage
	

	
	Alginate
	Daily

	
	Foam
	Every 3 days

	
	VAC Therapy
	Every 48 hr

	
	Heavy Drainage
	

	
	Alginate
	Daily

	
	Foam
	Every 2-3 days

	
	VAC Therapy
	Every 48 hours

	
	Consider referral to Wound Care Specialist  if wound is deep, the patient is medically complex, or wound is not responding

	Stage III & IV

(Necrotic Tissue Present)


	Alginate if draining
	Daily

	
	Hydrogel if dry or scant exudate
	Daily

	
	NS Wet-to-moist
	Every 8 hours

	
	Enzymatic debrider  (may use collagenase if patient reports intolerance or burning)
	Daily

	
	Consider referral to Wound Care Specialist

	Stage III & IV

(Infected)
	Alginate
	Daily

	
	Foam
	Every 1-2 days

	
	NS Wet-to-moist
	Every 8 hours

	
	Consider referral to Wound Care Specialist

	Eschar
	Enzymatic Debrider 
	Daily

	
	Transparent Film 
	Every 2-3 days

	
	Hydrogel
	Daily

	
	Consider referral to Wound Care Specialist

	
	Note:  An intact, stable eschar in the absence of strong pulses, especially on a heel, should NOT be debrided or softened by any method.  Paint with Povidone Iodine daily and relieve pressure. Monitor for changes.
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