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Overview

Impact of malnutrition on risk of pressure injury
development.
Importance of nutrition & hydration in wound healing

NPUAP/EPUAP 2014 guidelines & HIQA requirements
to screen all patients in hospital for risk of
malnutrition.

Calculate MUST score (add steps 1+2+3 to get step 4
overall risk of malnutrition: low, medium or high risk)

Understand step 5 appropriate nutritional
interventions for prevention of pressure injury

Be aware of need to follow local policy, nutritional
action plan & document care.

Consider your own role in SSKIN bundle.

———

- >



Clinical effects of malnutrition

Normal

»ﬁigue

Weight

Bedridden

Decubitus ulcer / Pressure injury

Pneumonia

Death

Time
Malnutrition defined as insufficient calories, proteins or other
nutrients needed for tissue maintenance and repair.



Who is at greatest risk of Pressure Ulcers?

Anyone with poor mobility and a compromised
nutritional status.

* Disease states, such as cancer, diabetes, renal disease,
and heart disease, may predispose patients to pressure
injury secondary to the decrease in oxygen supplied to
at-risk areas.

e Assessment of serum albumin is key in this high-risk
population, since hypoalbuminemia, if not corrected,
has been associated with the development &
progression of pressure ulcers.

I care
Observe clothing, appearance, rings, energy level



Wound healing process

Blood dlot Protein
Calories
Vitamins
Minerals
Hydration

Proliferative




Nutritional intervention

Must include adequate protein and adequate
calories to spare protein from wound healing.

The amount of protein and number of calories
need to increase as the stage of the ulcer
Increases.

Supplementation with vitamin C
Supplementation with zinc

Hydration

Information, advice & encouragement
Multidisciplinary team assessment
Assistance at mealtimes

Monitoring & documenting intake.



Pressure injuries may never heal

if the patient is failing to consume adequate food
and fluids to maintain body functions and assist

tissue growth.
e Cellular growth is dependent on adequate intake
of protein, vitamin C, zinc and iron.

FOOD AS MEDICINE
Food & Fluids First

We all have a role in pressure ulcer prevention
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Nutrition in Pressure Ulcer
Prevention & Treatment

Nutrition Screening
Nutrition Assessment
Care Planning

Energy Intake

Protein Intake
Hydration

Vitamins & Minerals



National standards for

Safer Better Healthcare. =\ Health

W Information
“"" and Quality
: Authornit

Report of the review of ' .

nutrition & hydration care in

public acute hospitals. 2016

* Need to screen ALL adult inpatients
using a validated tool.

* Accurate weights must be recorded

 Protected mealtimes



Must do Mainutrition Universal Screening T ool
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Step 2
Note percontage unplanned weight loss and score using tables provided.

Step 3

Establish acute disease effect and score.
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Step 4

Add scores from steps 1, 2 and 3 together to obtain overall risk of malnutrition.

Step 5
Use managemant guidelines and/or local policy to develop care plan.
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Alternative measurements and conslderations BAFEN Alternative measurements: Instructlons and tables BAPEN
e i height cannot be cbtained, use length of foreanm (ulna) to calculste height using tebles below.
{See The ‘MUST" Explanatory Bookiet for details of ather altemative measurements (knee height and
If hoight cannot b measurod demispan) that can also be used to estimate height).

» USE recently documented or SeF-TEparted height (i relistle and raslistic).
= |f the subject does nat know ar i5 unable to repart their height, use one of the altemsative messurements E RN [ [
o estimate height (ulna, knea hesght or damispan).

If recent wesght kss cannot be cslculsted, uss Seifreportsd wesght 1055 (i relisble and reslistic).

Subjective critaria

If neight, weight or EMI cannot be obteined, the following critria which retste to them can assist your
professionsl judgsment of the subject’s nutritional risk category. Flesse note, Mess critefis sNould be used
callestively ot = 10 5t2ps 2 5nd 2 0F MUST and are not cesign=d to assign s score. (o ] [ ] i | e 2] ] v ] [ i =]
Mid upper srm circumferance (MUAC) may b2 used to estimate BMI categony in order to suppart your overall
imprassion of the Subject’s Rutritions] risk.

Mizasure betwaen the point of the elbow
(olecTanon Process) and the midpoint of the prominent
BONE of the Wiist {Shyloid process) (left sie i possibe).

i BMI
* Ciinicsl imp ~ thin, stceptable weignt, S3Et. Obwius WESTNE (VY thin) &nd abesity
(very ovenweight) can also be noted.

2. Unplanned weight loss
» CIOthes and/or jeweliery have become loose Atting (Weight loss).
= History of decressed food intake, reduced sppetite or swallowing problems over 3-8 months and

underling dis2ase o pSyCho-Socisl/physicel disebilities Ekely 10 caUSE Weight loss. — e — —

3. Acute diseasa effact

« Acutely ill &nd no nutritionsl intake or lkelihood of no intake for mare than S days. OLE, e S T PO RIS E TELEITE RS20 E S,

with the upper srm hekd pargliel to the side of the body. Messurs the
distance betwsen e bony ProtrUsion on the shouldsr (Scromion) and
the point of the elbow [olecranon process). Mark the mid-point.

Furthar detsils on taking sfamstive spasisl &0 SUD} criteria can be
found in The MWUST" Explanatory Booklet A copy cen be downlosded st www.bspen org.uk or purchased
from the BAPEN office. The full evidence-bese for ‘MUST is contsined in The MUST” Report and is also
evailsble for purchass from the BAPEN affice.

Azk the SUBjECt t0 12t arm Nang 10052 and MEasure Sround the
UppSr &IM St the Mit-point, MEking Sure that the tepe measurs

EAPEN Offies, Farckinc, Weres, 803 TLES. Tek 04527 457 ESO. Ram: 04527 453 T1E bugenll i SNUg but not tight.
i sk [BAPEM & ATIIONT. e Bl SR i
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@ credfited adel etagrised

Fe— - . - . X . I MUAC i5 <23.5 cm, BMI is likely to be <20 Kgm=.

vl H s o commersial i & fotree ok sy be reguined. I MUAC i »>32.0 cm, BMI is fikely to be >30 Kgm=.
The use of |provides & general indication of BMI &nd is not designsd to generste sn Sotusl SGore for use
with ‘MUST". For further information on use of MUAC please refer to The ‘MUST Explanatory Bookiet,
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MUST Workshop 1 3

Mrs Annie Body is 74years old and has been admitted from a nursing ,
for a procedure.

Her weight is 43kgs & you find she was 48kgs four months ago in previous
admission records.

She says her height is 5ft 2inches. She has a poor appetite but is eating.
Please calculate & document her MUST score & action plan

Step 1. BMI kg/m? score =
Step 2. Unplanned weight loss in last 3-6months score =

Step 3. Acute disease effect score =
Add 1+2+3 to get

Step 4. Overall risk of malnutrition

Step 5. Management guidelines and action plan.

(Note on tool if therapeutic diet in place)



MUST Workshop 1

Mrs Annie Body is 74years old and has been admitted from a nursing home for a procedure.
Her weight is 43kgs & you find she was 48kgs four months ago in previous admission records.
She says her height is 5ft 2inches. She has a poor appetite but is eating. o

Please calculate & document her MUST score & action plan
Step 1. BMI kg/m?= 17 kg/m? score = 2
Step 2. Unplanned weight loss in last 3-6months score = 2
48-43=5kgs lost. Using weight loss chart =2 >10% weight loss

Step 3 Acute disease effect score =0 She is eating & not
fasting at present

Add 1+2+3 to get Step 4. Overall risk of malnutrition
2+2+0=4
Step 5 Management guidelines and action plan.
Score 2 or more = High risk.

Follow local policies, referral to dietician, follow guidelines, improve & increase
nutritional intake, monitor & review care plan, assist with mealtimes

Inclusive of action as per medium risk.
Rescreen (hospitals weekly, homes monthly) or more frequently if condition changes



Food first, food & hydration as medicine
Supervise & Monitor Mealtimes

Protected mealtimes as per
local policy & national
guidelines

Follow therapeutic diets

Be alert for food allergens,
sensitivities, intolerances

Plan & Prepare for Mealtimes
Red tray system

Assist with Meal

Observe

Document dietary & fluid
intake

Consider shadowing a mealtime to learn more

Py T —__ 7 What was
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S5KIN BUNDLE

Lo Dero
Freguency of care delivery |circle as appropriate) 1 hrly 2hirly EL dhirly
Date
Time |24 Hour Clock)
SuRFACE
Inchcate gach di\'lf Foam Matross ar Pressure Relie "gM:hrm

Mattress appropriate &
functioning correctly

Appropriate saating

Heal protectors

SKIN INSPECTION

Inespect skin ai boney prominence every 2-4 howurs. Existing Fressune Woeration /N CIRCLE
Stage* & site of existing uiceration recorded in wound assesment chart WM CIRCLE

Pressure areas checked

Frequancy of repositioning is determinad by skin inspaction if red at least 2 hourdy

CHar

Standing/Mobilising

| NCONTINENCE

IMCOmt] namoe

Related Skin Care regime bmplemented YN

Dy and Clean

Peri-anal skin healthy

MuTrmion

Fluld Balanoe

Chart,Food Chast in progress Y/'N [Cirde and continwe] Otherwise record below.

Meal/Snack taken

Dirink taken

supplemnents taken

Signature

Grade: SN = 51aff Nurse

HCA= Health care Attendant

OT= Occupational Therapist

D= Dieticiam

P= Physiotherapist

5= Student

SALT

KEY: Care Dellvered: =YES X=MNO/([If NO Document & Explain in Mursing notes)

RED 5KIN - RELEVE PRESSURE - REVERSE DAMAGE
Patlent Pressure Ulcer Prevention Information booklet gheen

Category/Stage: Flease refer to the interantion NPUAR/EPUAP Pressure Ulcer Classification system




Please encourage patients to
maintain their nutrition:

— Swallow assessment

— 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.

— Regular meals & snacks

— Oral hygiene & dental care

— Oral nutritional supplements, choice, temperature,

— Dexterity assessed, adapted cutlery, straws, non slip mats
— Assistance & advice

— Information leaflets



Reposition-Inspect-Skin Care-Eat Well

continues the skin can become damaged:; this is

called a pressure ulcer.

Who can get a Pressure Ulcer

1irs. The
wl people with ill health are particularly

How To Prevent Pressure Ulcers

Nl

RISE

Reposition « Inspect - Skin Care « Eat Well

Repositon

Try to help the persan you are caring for to move
every 2 hours or more aften. This could irmvalve
standing with help fior a few minutes, a short walk
af changing position in the chair or bed. Always
try to keep the heals free of pressure as they are
soft and can become damaged very easily.

Inspect

Inspect the skin at least daily for any signs of
redness particulardy at the pressure points shown
in the picture sverleaf. If you notice redness that
dives not go away, keep pressure off the area and
infarm your local health professional such as your
GF or public health nurse who will be able ta
advise you.

Some people have very poor feeling in their skin
and will not be able to tell you if on area is
hurting, so ahsvays inspect carefully.

Care Giver Tip

Choose socks that de not have a tight elastic
band at the top as this can impede dreulation in
the legs.

Skin Care

When washing the person you are caring for use a
mild soap and water and pat the skin dry but de
not rubl! If the person is incontinent make sure to
wash the skin in that area requlady and dry well

Eat well

W need good food ta keep our badies healthy
ond to help bealing. It is impertant to offer the:
person fluids and foods that are high in nutrition.
Sometimes small meals offered more frequently
ore easier than large meals. If the skin is very dry it
may be a sign the person is not getting enough
fluids. If in dowbt contact your health
professionals.

Care Giver Tip

Remember red is a waming sign! If concermed talk
to a health care professional.

http://www.epuap.org/wp-content/uploads/2014/11/RISE-LEaflet-07.05.14-FInal-Version.pdf




Summary
Hospitalised patients at risk of undernutrition

— Fasting, missed meals, food choice

—Disease process

Must do Mainutrition Universal Screening Tool

Unplanned weight change / insidious weight loss
Reliant on accurate height & weight recorded

Healthy meal patterns & adequate fluids I"‘

Patient & carer information leaflets

~ood & hydration first

Oral nutritional supplements

We all have a role in preventing pressure injury

by enhancing nutritional care
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Further Information

http://www.wounds-uk.com/

http://www.epuap.org/wp-
content/uploads/2016/10/quick-reference-guide-digital-
npuap-epuap-pppia-jan2016.pdf
https://www.higa.ie/higa-news-updates/nutrition-and-
hydration-publication

http://www.bapen.org.uk/screening-and-must/must-
calculator

www.bapen.org.uk/pdfs/must/must explan.pdf

http://www.epuap.org/wp-content/uploads/2014/11/RISE-
LEaflet-07.05.14-FInal-Version.pdf

Bapen, Irspen & Hseland e-learning on MUST



