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Pressure Ulceration

Definition:

“A pressure ulcer is a localised injury to the
skin +/or underlying tissue usually over a
bony prominence as a result of pressure or

pressure in combination with shear” (International pressure
ulcer classification 2014)

“A number of contributing or confounding factors are also
associated with pressure ulcers; the significance has yet to be
elucidated”(HSE 2018) %
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ldentification of pressure ulcer risk
factors

Extremes of age (72% occur in
>65yrs. Hospitalized >80’s 7 times
more likely than <45yrs)

Malnutrition/Dehydration
Incontinence/Moisture
Immobility

Factors affecting perfusion &
oxygenation e.g. diabetes,
cardiovascular instability/ nor
epinephrine use, low BP, ABPI &
oxygen use

Previous history of pressure damage
Medication

Level of consciousness

Sensory impairment

Reduced sensation
Acute illness

Severe/chronic/ terminal iliness
(Scale 2009)

Medical devices

However

Any one of any age could get a
pressure ulcer (Moore 2011)

Holistic assessment is key

Waterlow risk assessment carried out
within 6 hours of presentation.

Used in combination with clinical
judgement

Pressure Ulcers
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Pressure Ulcer Risk Assessment, Prevention & Management

U

@ Identify patient at risk using: )
. Holistic assessment
. Pressure ulcer risk assessment tool e.g. Waterlow/Braden etc

\° Plus: Clinical judgement )
[ Pressure Ulcer Prevention ] Pressure Ulcer Management &
Prevent further pressure ulceration

3 []

[ Implement SSKIN Bundle ] [ Implement SSKIN Bundle ]

Pressure Ulcers

to Zero [ Plus Wound Management ]




%PreSSUerkefS Prevention — SSKIN Bundle

to Zero
S — Skin —
S — Surface

K - Keep Moving

| — Incontinence

N - Nutrition

Assessment of the patient’s skin

Provision of effective pressure
redistributing surface (Timely)

Appropriate repositioning

Managing moisture & incontinence

Adequate nutrition & hydration



w Pressure Ulcers
to Zero

“Surface:
Make sure
your patients
are seated and “Keep your
lying on the patient moving.”
correct support
surface.”

“Incontinence/
e Moisture: Make sure
skin your patients are
Inspection: not lying or sitting
Early inspection on a wet surface,
means early keep skin clean and

detection. Show moisturised.”
patients and
carers what to

look for.”

"Nutrition/
Hydration:
Help patients
have the
right diet and
fluid intake.”

National
Quality Improvement
Programme

CPS ONE
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&fgelses[uoremcers S - Skin assessment

* Observe skin at every
episode of care @

e Blanching vs non @@
blanching)/ Temperature/ :
Oedema/Consistency/ SN,
Localised Pain -

e React to Red!

* Check for
moisture/dryness

* Inspect under medical o\
devices

Bony Prominences



S - Skin assessment

As soon as possible but max of 6 hours
As part of every risk assessment

Ongoing based on setting, degree of risk and in
response to any deterioration

Record what you see in the patient’s notes

% Pressure Ulcers
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S - Surface

Support surface selection based on individual assessment &

need.

Consider:

Level of immobility & inactivity
Microclimate control & shear reduction
Size & weight of the individual

Risk re development of new pressure ulcers

Number, severity & location of existing pressure ulcer
(HSE 2018)

Consider lying & seating

Patient location e.g. hospital/home
Pressure Ulcers
to Zero



S Surface

e Condition of mattress/cushion
* |sit working correctly
* |sincontinence wear necessary?



K —Keep Moving

Assess patients ability to reposition

Encourage to independently reposition as able
Patient education

Refer to OT/Physio if appropriate
Repositioning plan if unable to self reposition

¢

Pressure Ulcers
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K-Keep Moving

Reposition all patients at risk or
with pressure ulcers unless
contra-indicated (irrespective of
support surface)

Safe manual handling & use of
repositioning aids

Frequency of repositioning
depends on:

— Tissue tolerance

— Level of activity & mobility
— General medical condition
— Overall treatment objectives
— Skin condition

— Comfort

30 degree tilt

¢

Pressure Ulcers
t0 Zero

Hip bone

Tail bone

Fleshy
part of
buttocks



| - Incontinence

Assess continence

If wearing pads, do they fit correctly?

Assess skin condition for signs of moisture damage
Assess Skin care regime

Two elements — Cleanse & Protect

Cleanse skin after each episode of incontinence to
remove urine/faeces/moisture

Protect skin from moisture damage/ friction

% Pressure Ulcers
t0 Zero



N- Nutrition

Is nutritional intake sufficient? Consider if food/fluid chart
required

Has MUST score been recorded?

Structured nutrition assessment & refer for dietetic
assessment

Encourage nutrition & hydration

% Pressure Ulcers
t0 Zero



Safety Cross

| Colour | Code

No new case

New PU case identified

Transferred with pressure ulcer within
the same hospital (e.g. transfer from
one ward to another).

Admitted with PU from outside e.g. own
home, care home other hospital

*One box per completed per day

*Record all newly observed pressure ulcers once only on the safety cross
*Record additional details in the legend box on the chart if required
*Use safety cross as a visual tool

*Report pressure ulcers as per HSE (2018) guide and local policy Il)(;els(ésflge U|(€f$
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Info rma tion Source

Wrhere to look for pre==ure ulcers:
*  'bomy promine nces’, forexample on your MNICE Patient Information Pressure Ulcers fﬂl-eiseslsge Ulcers

elbows orshouders

*  swolkenskinower bony points

*  amas where skin may b2 damaged due 1o
tempe@ture changes

Ifyou oryourcamr notice possible oractel sems
ofdamage, you shoul tellyour health cae sEff
immediatety. Ccomact the nusing s@ff fyouane
inhospial, orpour public health nuse orG e, i
wou am at home.

Get aduice HOW tﬂ

Ywour nuse or healthcam pmfessiomal [and your

carer if you hawe one] should tell you about how recngniﬁe a“d

toreduce press ue onameas of your body thatare

at riskof pressure damage. This advice should rEIiEUE prESSurE
include tips on:
ulcers

*  the comect seating and lyine positions
*  how toad just your lvineg or sithing position " Buikling &

*  howoften you need to mowe orbe mowed and Bedter Heallh

* which equipment woushould use

— Mational Cuality Improvamant Team

Your nurse or healt hcare pmfessioml shoud ako A pEItIEI'It information
adw e wou how to awoid pressure by, forexample, leaflet

making sure your bedd ing is free of c eases. In
add ition, your clathing shoul not hawe:

* thickseanms

* Zips
* studsor
*  buttons

wourshoes and soc ks should not be too tieht.

Wio ud youlike to know mare?™ H G%
Plain

Ask your nurse or healthcare professioma lar wisit b
www, e e EngllSh
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Wiftat are pre==ure UlcersT

PEssum ukers am also known as bedsores, pressure soms
and decubitis ukes. They are localsed injuries to the skin,
or the tissue undemeath the skin, or both. sittine ina chair
or lying in bed puts a lot of pressure onthe skin owver what
are calied 'bony prominence s’ These are areas whare
bones or joints may Stickout’ becawse them is wery litthe
flesh cwer them, forexample wour knees orelbows.

Howr does ‘pre==ure’ cause harm?

Body weightsq uBshes the fissues in those whoare urable to
mirve toreliewe pressure. Ths red wes the blood supply to
the affected areas,squeshes celband reduces the coygen
and nutre mt supply tothe fissues. ThE pressure combined
with'shear' cancase pressume ulcers.

Wkat is shear' T

‘shear forces’ or shearstmin ocours in soft tissue when
these tEsues are stretched, forexample, whena person &
sliding dowin ina chairor inbed, or when sitting downand
the thsuestmtches amund the bones.

shearine & a mixtume of pressume and frction. It & cawsed
when twosurfaces lEve opposing forces, forexample, when
somecne 5lides owera surface, like a bed orchair.

Wirfbereare pressure ulcers fourd?

FPessume ukers BBl ofcurower bomy areas, in partculr:
*  shouders

*  albows
*  buttocksand
*  heels

Pressure uke s candews lop in the deepar Byers of the
tissue and may not always msult ina break in the skin.

Wifho gets pressure dlcersT

Amyane who B confined to bed orachairand is urable
tomowe & at rék. & numbar of other factors increase
the rEkinimmobile peoplke, forexample:

. ka5 of sersation

. loss of bowelar beddercontrol or

. poor nutrtion

vouare ako at niskofgetting a pressure ulcer when
wouam unwelland pouare urable to mowe toc lEmEe
wour position regulrly .

ﬁ,‘ 4 Back af
Haacd

li # 4 Shoulkdar
i

d4 Baso of

= {  Spine
Sufmem of e i
Buttocks

This picture idemntifies the areas on the body wher
pressure ukems are most likely to dewvelop.

Wirhat @ nyoudo to relisve pre=sure ukers?

The best thines youcandoto mlieve the pessue

whetheryouare Iving in b=d orsitting inac Eirare to:

* |eepactiveand
+ chanee your position frequently

Ifyouame urable to mowe yourself, the sEffinthe
unit, oryaurcanars ifyou ame at home, will help to
chamge your position regulriy. Special eq uipment
suc has air mettresses, cushioms and booties may be
Eed to reduce the pessum in partculr ploes.

Lok afberyourskin

*  Keepyour bedding dry.

* Letstafforyourcarerknow if yourc lothes or
beddineare damporceased.

*  Tellstafforyourcamr if you hawe any tendemess
orsoneness owera bony ama.

*  Tellstafforyourcamer if you notice amy reddenad,
blstemd or bokenskin.

*  Avoid rubbing or massaging yourskin ower bony
parts of the body.

* UUseamid scap.

*  Mosturse dryskin.

Eat a balanced diet
Eatirg a healthy nutritiows d et and drinking fluids will
help keep wourskin healthy.

Checkyourskin

Ifwouam willing and able to do 5o, staffcan teac h
wou how tocheckyourskin, TRinine canalso begien
to yourcamr [if you Eve one]. You or your camer
should inspectyourskinregulrly, lbokine forsems of
possible oract\l damaee.

The sigre to look forans:

* purplishar blush patc bes ondarkskinned popk
* ed patc hes onlight-skinned peoplke

* suelling

* blsters

* shimy areas

* dnypatches




Differentiating between pressure ulcers and
moisture lesions

Parameter IAD Pressure ulcer
History Urinary and/or faecal incontinence Exposure to pressure/shear
Symptoms Pain, burning, itching, tingling Pain
Location Affects perineum, perigenital area; Usually over a bony prominence
buttocks; gluteal fold; medial and or associated with location of a
posterior aspects of upper thighs; medical device
lower back; may extend over bony
prominence
Shape/edges Affected area is diffuse with poorly- Distinct edges or margins

defined edges/may be blotchy

Presentation/depth

Intact skin with erythema (blanchable
or non-blanchable), with/without
superficial, partial-thickness skin loss

Presentation varies from intact skin
with non-blanchable erythema to
full-thickness skin loss

Base of wound may contain non-
viable tissue

Other

Secondary superficial skin infection
(e.g. candidiasis) may be present

Secondary soft tissue infection
may be present

Citation: Beeckman D et al. Proceedings of the Global IAD Expert Panel. Incontinence associated
dermatitis: moving prevention forward. Wounds International 2015. Available to download from
www.woundsinternational.com



moisture lesions

Appendix 2. HSE 2018 Pressure Ulcer Category/Staging System Recommendation

Definition: “4 pressure wicer is 3 localised injuvy fo the skin and / or underlying fiscoe wsualy over 3 bony prominence, s @
resuit of pressure, or pressove in combinaGon with shear. A number of comtributing or confornding factors are also
associated with pressure uicers, the signifi has yef to be eluci

Cabegory! Stags |: Intact skin with non — blanchable redness of a localised area

usually over a bomy prominence. Discolowation of the skin, warmm, odema,

hardness of pain may also be present. Darndy pigmentad skin may not nave
wisible bianching. The area may be painful, firm, soft, wammer or cooler as
companed o adjacent skin. (EPUAS 2009)

Differentiating between pressure ulcers and

Scottish Excoriation & Moisture Related Skin Damage Tool
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i fiuid. Presents as 3 shimy or ary shallow uicer without Sieugh or Brising.

[EPUAP 2003).

Category i Stage II-Full thicness skin loss. Sudcutaneous fal may be visioe
Dut bone, 1ENdon or MUSCES 37e Not exposed. Siough May be present but does
not obscure the depih of s5sue loss. The stage may include undermining or
wmneling (EPUAP 2009).

Category [ Sfgge [V-Full hickness fissue loss with exposed bone, t=ndon or
musCE. Skough of 8schar may be present. This stage ofien includes
undesmining and tunneiling. Expased bone | muscie is visible or directly
palpable (EPUAR 2003).
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In individuals with non-blanchable redness and purple’maroon discoloration of
intact skin combined with a history of prolonged, unrebeved pressureishear,
this skin change may be an indication of emerging, more savere pressure
ulceration i.e. an emerging Category/Stage lll or W Pressure Ulcer. Clear
recording of the exact nature of the visible skin changes, including recording
of the rigk that these changes may be an indication of emerging more severe
pressure ulcaration, should be documented in the patients’ health record.
These observations should be recorded in tandem with information pertaining
io the pafient history of prolonged, unrelieved pressure’shear.

It is estimated that i could take 3-10 days from the initial insult causing the
damage, to become a Category/Stage Il or IV Pressure Ulcer (Black et al,
2015).

Stable eschar (dry agnerent, intact without ertnema of Auciuance) on Me hesd serves as Ne
body's biakogical cover and should Rt be remaoved. It should be documented a3 at least
Categery | Stage W until proven otheraise.

Treatmant:
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Differentiating between pressure ulcers and
moisture lesions

- Pressure ulcer Moisture lesion

Cause Pressure/shear Moisture

Location Over bony prominences May be over bony prominences, skin folds,
anal cleft, perianal area

Shape Circular or regular shape Diffuse superficial spots or irregular shape.
Linear shape in cleft and skin folds

Depth Partial to full thickness, from Superficial — partial thickness

grade 2-4
Necrosis Present in full-thickness No necrosis or eschar present

pressure damage

Edges Distinct edges, clear Diffuse irregular edges
demarcation

Colour Red, yellow, green, black Redness that is not uniformly distributed. Pink
or white maceration



Questions?



Recap: on what to bring on day 2

e Story board Template

 Try completing:

Tool 1: Project on a page

Tool 2: Stakeholder map

Tool 3: Aim statement/Driver diagram

Tool 4: Project Charter

Tool 10: Measurement Plan

Tool 12: PDSA template

Tool 6: Effective meetings
www.qualityimprovement.ie
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http://www.qualityimprovement.ie/

Follow us on Twitter %y  @NationalQl #Qlreland

Missed a webinar — Don’t worry you can watch recorded webinars on HSE QID PUTZ
Falls webpages

See you soon in Cavan or Cork

Any questions/ queries:
Roisin.breen@hse.ie
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