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Welcomel

Thank you for joining this webinar about how
to use pressure ulcer risk assessment
tools in care planning.




A Little About Myself...

* Board certified wound and ostomy
nurse

e C(linical editor of the journal
Advances in Skin and Wound Care

* Vice president of the World Council
of Enterostomal Therapists (WCET)

* Faculty member of Excelsior College
School of Nursing

 Author of numerous articles and two
books on wound care

* Past president of the National
Pressure Ulcer Advisory Panel

e Former consultant to CMS on some
skin conditions




Today We Will Talk About

* Pressure ulcer risk factor assessment

* Pressure ulcer risk assessment tools

e Using pressure ulcer risk assessment tools in
care planning

These topics were introduced in your 1-day
training. Today, we will revisit them in depth.

Please make a note of your questions. Your
Quality Improvement (Ql) Specialists will follow
up with you after this webinar to address them.




Attributes of Risk Factor Assessment

 Multifaceted
* Ongoing
e Standardized
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Standardized risk assessment is a prerequisite to implementing
an evidence-based pressure ulcer prevention protocol.




Purpose of Risk Factor Assessment

Risk factor assessment facilitates—

* Clinical decisionmaking

* Selective targeting of preventive interventions
e Care planning

e Communication between health care workers
and care settings




Purpose of Risk Factor Assessment

Risk factor assessment identifies—

e Patients who are more likely to develop
pressure ulcers

* Different components of risk for pressure
ulcers




When To Do Risk Assessment

e On admission
— Within 8 hours

* Reassessment frequency
— Based on patient’s acuity

» Significant change in patient’s
condition




Risk Assessment Tools

Adult tools used in the United
States include—

e Norton Scale
L‘ZJ Begins on
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e Braden Scale
‘:" '—:| Begins on
@d Page 134

Today, we will focus on the

Braden Scale.




o U s W iheE

Braden Scale Risk Factors

Sensory/perception
Moisture

Activity

Mobility

Nutrition
Friction/shear
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Fatenl's Mama

Braden Scale

BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK

Evakiater's Mams

Date of Assassimant

SENSORY PERCEPTION

ability to respond meaning-
fully o pressure-relaled
dgomion

1. Completely Limited
Linrasponaive (does nol maan,
Minch, ar grasp) 10 painhd

slimudi, due o diminished lewel of
CON-GCIBUSTEES O BadERon,

OR
limited ability ta feal
PN Gvar most of body

2 Very Limited
Rasponds orlly b painful
shimail, Carnot commminicats
discomort except by moaning
o Faglassrsds

oR

has a sersary impairment which
Vs tha abiity 1 foal pain or
discamiar aver % of bady.

4 Slightly Limited
Raspoids 1o verbal com-
mands, but carmol alweys
communicate disconor or the
e b e s,

aR
hars some sensory impaiment
wihich imits ability to feal pan
or discomdart in 1 or 2 exiremilies,

4. No Impairment
Raspends 1o verbal
commands, Has no
sensary defict which would
limit ability o ksl o waics
pan or discamfart..

MOETURE

dagres o which skin is

1. Constantly Malst
Skin is kept maist almost
COrEtantly by perspiration, uine,

2. Wery Melst
Skin s ofien, but not akbsays maist.
Linssn praist ba changad ol least

3, Dceaslonally Molsh:
Shin i ovcasionally moist, requring
B axira lnan change apprasimataly

4, Rarely Modst
Skin is usually dry, linen
oy reguires changing at

axposed 1o mokhare &4, Dampness is desarliad onoe & shifl, s 3 dat, rauting irfardals,
every ime patien is moved ar
med,

ACTIVITY 1. Bediast 2. Chairfast 3. Walks Occasionally 4. Walks Freguently
Confined fa bed. Ahility io walk sevensly limited or ‘Walis occasionally during day, but | 'Walies oulside room at least

dagraa of physical actiity

non-axglent. Cannol baar cwn
weight andar must be assisied inta
chair or whaalchair

Tor vary shorl dslances, with or
without assstance. Spends
ity of aach shilf in Ded or chair

twice a day and ingkle rasm
at learst anoe every tao
hauirs durng weking Rows

MOBILITY

abilty b changs ard contral
body pasition

1. Completely Immobile
Doss not make even sight
changes in body oF esiramity
pasition withoul assistance

2. Very Limited

Makes occasional shighl changes in
by or axiremity pesion b
unable to make frequent ar
significant changes independaently.

3. Slightly Limited

Makes frequent though sight
charges in bady of axtramity
positian independendy.

4. Mo Limitation

Makes major and frequent
changes in posilion wishoid
assislance,

NUTRITION

upual food Intake pattam

1. Very Poor

Mever eats 2 complets mesal
Raraly aats maore than \4 of any
food oftered. Eals. 2 sardngs or
less of prossin [meat ar dairy

2. Frobably Inadequaie

Rarely sat= 3 complets meal and
genaraly aaks only about Ve af any
Tood oftarad. Profain inlake
includes anly 3 servings af meat ar

3, Adequate

Ealz ower half of mast meals. Eats
& tlal of 4 sarvings o proten
imaat, dairy products par day.
Orcasianally will refuss a meal, but

4. Excalleni

Eals mast of every maal.
Nevar redisas 8 masl,
Uisually eats & bolal of 4 or
miares sardings of meal and

prochicts) par day. Takas fidds dairy produets par day, will uisually taka B supplament when dary products,
poody. Does nat lake a bouid Cocasionally will leke a dietary offared Occasianally eals betwesn
dietary supplemert suppkement. OR meals. Does not requine
QR OR Is o B b faadirg or TRM supgpkamentation

= MNPO andior maintained on receives less than optmum amaount | regimen which probably meels
chear liquids or Vs far more of liguid disl or iube feeding mast of nutriional nesds
than & days,

FRICTION & SHEAR 1. Problem 2. Potential Problem 3. No Apparent Problem
Riejuines maderaba fo maxkmum Mo Baably oF requires minimim Bowes in bed and inchair
assistance in moving. Complete | assistance. During a mave skin independendy and has sufficient
lifting withour sliding against probably slides io some extent muscle sirenpth o 6t up
shesls ks impessitle. Freouanty againat shaats, chal, resiraints or compktaly durig move. Mainlaing
slides down in bed ar chair, ciher devices.  Maintans relalively good positian in bed ar chair.
requirng frequent repasitioning good pasision in chair ar bed most
with masimum assstanca, of the Gima bl cccasionally shdas
Spaslidty, conlraciures ar dioraT.
agiation lacs o almest
COMEIan nction

# Copyright Barbara Braden and Kancy Bergstrom, 1888 Al rights ressned Taotal Scare
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How To Score Risk Factors

* Score risk factors from 1 to 4 except—
— Score friction/shear from 1 to 3.

e Risk factor score of 1 is the lowest level of
functioning.

* |f a category falls
between two numbers,
choose the lower score.




How To Interpret Braden Score

* Total score ranges from 6 to 23.

* Lower Braden score indicates higher level of
risk for pressure ulcer development.

* |n most cases, a score of 18 or less indicates
at-risk status. Tailor this number to fit your
hospital or unit.

* Low subscale score indicates risk from that
factor. Address all deficits in care planning.

Do not rely on the total score alone.







Limits of Risk Scores

* Some assessment tools include a scoring system
to predict pressure ulcer risk:
— No tool has perfect predictability.
— Even patients with a low risk score may need intervention.

— If you base a patient’s individualized care plan on the risk
score alone, the care plan will not be tailored to all of his
or her risk factors.

— Instead, use a comprehensive approach to risk
assessment to identify pressure ulcer risk factors.

Don’t rely on scores alone.




Comprehensive Pressure Ulcer

Risk Assessment

* History.
* Assess co-morbidities, medications.
* Look at the skin.

* Touch the skin.

© Ayello, 2012




History: It’s Not Just About Score
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Assess Co-Morbidities & Medications

* Perfusion and oxygenation
* Nutritional deficits

* Higher rates of PU
— Corticosteroid use
— CHF
— COPD
— PVD
— DM
— Obesity




Look at Skin

Skin Status
Bony prominences, especially sacrum and h:

e
‘@» \ NN,

‘medical devices
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Skin to skin



Touch Skin

Skin temperature may predict pressure ulcer risk.




Risk Assessment

* Critically ill patients

— Number of hypotensive
episodes, hemodynamic
instability

— Medical devices

* Perioperative patients

— Length of surgery

— Number of hypotensive
episodes during surgery

— Low core temperatures during
surgery

— Amount of time immobilized
before and after surgery

“5' S i
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Clinical Decision making Based on Pressure Ulcer Risk

Skin
assessment

Braden Scale
scores -

Co-

4
(orbidities I

Is my patient at risk for a pressure ulcer?

What is the plan of care?



Using Assessment Tools

Assessment tools should be used—

e By trained staff

* |In conjunction with clinical judgment and review
of other risk factors

* To identify a patient’s risk factors

* To plan care that addresses these factors

— Prevention strategies should be consistent with the
patient’s preferences and care goals.

If your hospital has an electronic health record system,
integrate assessment tools into the system.




Strategies for Using Risk Assessment Tools

e Use valid and reliable tools.

* Train staff in how to properly use risk
assessment tools.

* Assess all patients.

* Tailor interventions based on patient-specific
areas of risk.

Patients who previously had pressure ulcers are at risk for
getting them again, especially under similar circumstances.
Plan appropriately.




Using Risk Assessment Tools

In Care Planning

Take these steps:

1. Review areas of risk identified by the Braden Scale
for a specific patient and other risk factors included
as part of a structured comprehensive risk
assessment.

2. Select interventions to address each area of risk
that are consistent with patient preference and care
goals.

3. Communicate a tailored pressure ulcer prevention
plan to all staff who interact with the patient. Also
share it with the patient and their family members.




Planning Care for Each Category

Assessment and Care planning

Braden
Category

Braden Score: 1

Braden Score: 2

Braden Score: 3

Braden Score: 4

Completely limited

*5kin assessment and inspection g shift. Pay sttention
to heels

*Elevate heels and nse proteciors

*Consider specialty matmess or bed

*Ulze pillows between knees and boney prominences
‘o awvoid direct contact.

Very limited

*Skin assessment and inspection q shift Pay attention
1o heels

*Elevate heels and use protectors

*Consider specizlty mattress or bed.

Slightly Limited

*Skin assessment and inspecton g shift Pay
attention to heels

*Elevate heels and use protectors

No Emitation

*Encourage patent fo report pain over
boney prominences.

*Check heals daily.

Constantly Moist

*5kin assessment and inspection g shift.

*Jse moisiure barmier ointments {Frotective skin
‘harriers)

*MMoisumize dry unbroken skin.

*Avaid hot water. Use mild soap and soft cloths or
package cleansar wipes.

*Check incontinence pads frequently (g2-3h) and
change as needsd

*Apply condom catheter if appropriate.

*If stool ncontinence considar bowel training and
totleting after meals or Flectal tubes if appropriate
*Comsider low air loss bed

Moist

*1ise moistare barmier ointments (Protective barriers)
*Moisurize dry unbroken skin,

*Avoid hot water. Use mild soap and soft cloths or
package clesnser wipes.

*Check incontinence pads frequently {g2-3h)

* Avoid nse of dispers but if necessary check frequently
{g2-3h)and change as needed

*If stool incontinence consider bowel raining and
toileting after meals

*Consider low air loss bad

Docasionally Modst

*U'se moismare bamier ointments (Protective
skin barmiers)

*hoismrize dry unbroken skin

*Avoid hot water. Uze mild soap and soft
cloths or package cleanzer wipes.

*Check incontinence pads frequently
*Avold use of dispers tut if necessary check
frequently {g2-3h) and change as needed
*Encourage patient to report any other
moistare problem (such as under breasts)
*If stool incontinence consider bowel training
and teileting after meals

Rarely Moist
*Encourage patient to use lotion to
prevent skin cracks.

*Encourage patient o report any
modstare problem (such as under
breasts.)

Bedfast

*5kin aszsessment and inspection g shift.

*Position prone if sppropriate or elevate HOB no
more than 30 degrees

*Position with pillows to elevate pressure points off
of the bed.

*Consider specialty bed

*Elevate heels off bed and/or heel protectors
*Consider physical therapy consule for conditoning
and W/C assessment

*Tum 'reposition q 1-2 hours.

Chairfast

*Consider specislty chair pad

*Consider postaral alisnment, weight distribation,
balance, stability, and pressure relief when positoning
individnzls in chair or wheelchair.

*Instruct patient to repositon q 15 minutes when in
chair.

*Stand every hour

*Pad boney prominences with foam wedpes, rolled
blankets or towels.

*Consider physical therapy consult for conditioning

Walks Occasionally

*Provide structured mobility plan.
*Conszider chair cushion
*Consider physical therapy consult

Wallks Frequently
*Encourage smmbulating outside the
oo 5t least bid

*Check skin daily

*Monitor balance snd endurance

*Post tuming scheduale. and W/C assessment

*Teach or do frequent small shifis of body weizht

Completely Immaobile Very Limited Slightly Limited Mo Limitations

*5kin assessment and inspection g shift. *Skin assessment and inspection q shift *Check skin daily *Check skin daily

*Tum 'reposition q 1-2 hours. *Tum repositon 1-2 hours. *TumTeposition Sequently *Encourage smmbulating omside the
*Post muming schednle. *Post mruing schedule *Teach frequent smeall shifts of body weigh oo &t least hid

*Teach or do frequent small shifts of body weight.

*Teach or do frequent small shifts of body weigh
*Elevate heels

*BT conmlt for stengthenime'conditioning
*(ait balt for sassistance.

*IMo interventions reguired.

*Comsidar bed *Consider spacialry bed

Very Poor Frobably Inadequate Adeguate Excellent

*Mutriton Consualt *Mumiten Consult *Mlonitor muiritional intske *Omt of bed for all meals.
*5kin assessment and inspection g shift. *Differ Mumiton Supplements and water *If PO for = 24 howrs, discuss plan with MDD *Provide food choices.

*Offer Mutriion Supplements and water

*Encourage family to bring fivorite foods

*Fecord dietary intake and LSO if

*+(Oifer Mutrition Supplements If MPO

*Mimimmom of 2 people + draw sheet to pull patient op
inbad.

*Fesp bed linens clean dry, and wrinkle-fres.
*Apply or elboarheel protectors to intact skin awer
elbows= and heals.

*Elevate head of bed 30 degree or less

*Avoid massaging pressure points.
* Apply transparent dressing or elbowar'heel protectors 1o
infact skin over elbows and heels.

\E—EJ

*Encourage family to bring favorite foods *Monitor Muoiritionzl Intake Appropriate for = 24 hours, discuss plan with MMy
*Monitor Mutritional Intake *Small frequent meals *Record dietary intake
*Tf WPO for = 24 hours, discwss plan with MM *If PO for = 24 hours, discuss plan with MDD
*Pecord dietary intake amd I & O if appropriate *Fecord dietary intske and I & O if sappropriate
Friction & Problem FPotential Froblem No apparent problem
Sk *5kin assessment smd inspection g shift. *Eeep bed linens clean, dry, and wrinkle-free. *Eeep bed linens clean dry, and wrinkle-fres.

Begins on
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Select Interventions

* Bariatric patients

— Appropriate size and weight of equipment, including
pressure redistribution support surfaces.

— Are staff trained to care for these patients?

e Critically ill patients

— Choose pressure redistribution support surfaces based on
individual’s perfusion and ability to be turned.

— “Slow, gradual turns”; allow time for hemodynamic and
oxygenation stabilization.

* Perioperative patients
— Facial pads for prone position.
— Operating room support surfaces on table.
— Heel suspension devices.

© Ayello, 2014




Case Study

Your hospitalized patient—
* Responds to verbal commands
* Reports no pain

* Can turn and reposition without assistance but needs
frequent reminders

 Needs encouragement to walk more than twice a day
outside his/her room

* Eats some of the food on his/her tray
* Has not suffered any recent weight loss
e Has moist skin from urinary and fecal incontinence

What is the total Braden Scale score for this patient, and
is he/she at risk for a pressure ulcer?




Case Study Braden Scale Scores

BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK

Pagsil's Mamsa Evakialor's Mams Mﬂmﬂt
SENSORY PERCEPTION | 1. Completely Limited % Very Limited 2. Slightly Limited ﬁummmt
Linrasponsive (dees nol maan, Rasponds oy o padniul Rasporets 1o verbal com- Rasporeds 1o werbal

abdiRy ta respond meaning-
fuily 1o pressure-relaied
dscomion

Ninch, ar grasp) 1o painhd
stimudi, due o diminished level of
COM-ECHNISTEEE O Sadation,

oR
limited ability ta el
psin cvar moat of oy

slimaill. Tannot communicats
discomiart exoept by moaning
of raslessmess

OoR
has a sermary impairment which
limis tha abiity o feal pain ar
discomfort aver Y of body.

mancs, bul carmnct akeays
communicate discomfor or the
s ho e s,

oR
hers some sensory impaimment
wihich imits ability 1o feal pain
or dispamdart in 1 or 2 exiremilies.

commands. Has no
sensary defict which would
it abilty o faal o wica
pan or discomdart..

MHSTURE

dagres fo which skin is

1. Constantly Malst
Skin = k=pt maoisi almost

corstantly by perspinatian, m-m(

7
2. Wary Moist

Skin is aflen, but not akvays maist.
Linen st be changaed &t keasl

3, Doeasianally Madst:
Sion = occasionally moisl, reguiring
an axira linen change approximately

4, Raraly Moist
Skin is usually dry, linen

only reguiras changing ai
L} +

axpesed 1o mokhre efe. Dampness s defacied & shifl, oo a day,
every fime patierd is moved ar

ACTIVITY 1. Bediast 2. Chairfast 3. Walks Occasionally 4. Walks. Frequently
Confined 1o bed. Ability 1o walk severaly limited or ‘Walics oocasionally during day, but ‘Walies autside room at least

degrae of physical Bclivity

mon-axigtent. Cannod basr cwm
waight andlar must be assicied inta
chair o whaalchair

Tor vary short dislances, with or

Iy of @ach shilf in bed o

besics @ diay and insida n
at least ance every tao
s during waking

MOBILITY

ability to changs ard conbrol
body postion

1. Completely Immobile
Do=s not make even sight
changes in body or extramity
pasiicn withoul assisiance

2. Very Limited

Makes occasional shighl changes
by or axinemity posion b
unable to make frequent ar
significant changes independently.

A, Slightly Limited

Makes frequent though sight

charges in bady or axiramity
jlion indeperdendy.

4. Mo Limitaticn

Makes major and frequer
chamnges in poatian wishout
wssislance,

NUTRITION

usual food infake palsam

1. Vary Poor
Hewer eats a complste meal
Raraly asts mane than Vs of army
food oftered. EBls 2 sardngs o
less of proten |meat or dairy
products) per day. Takes fuids
pooty. Dioes not lake 2 iguid
cietary supplement

OR
& NPO andior maintasined on
clear liquids or Vs far more:
than 5 days,

2, Frobably Inadequata
Rarely pats a complete meal and
menarally aats only about Y of any
faad oftarad. Frobain inlake
inchides anly 3 serdngs of meat ar
tairy products par day.
Occasionally will take a dietary
supplemenl.

DR
receives less than optimum amount
of liguid dist or lube feeding

& it taacing of TPM
which probably meels
ional nesds

4, Excallani
Eats mast of every meaal.
Meavar redusas & maal,

1ally eals B tolal of 4 or
res sarvings. of meal and
daly products,

D::*:i\:naﬂy aals betaean

maflls. Daes not requine
8 alicn

FRICTION & SHEAR

1. Problem

Requines maderaha to maximum
assistance inmoving. Complete
lifting without siding against
shesals s impoesible. Fraguanty
slides down in bed ar chair,
requiring freqguent repasitioning
wilh maximum asssianca.
Spaslidty, conlraciures or
agibation laass o almost
constant frchion

2. Potential Problem

Mires faably or requines minimum
mssistance. During a mave skin
probabty slides o some exdent
againsl sheaals, chair, resiraints or
other devices.  Maintains relatively
pood posifion in chair or bed most
ol the fima bul ccoasionaly shdes
AT

A: Apparent Prablem
Mowes i bad and inchair
independendy and has sufficient
mrsche strength o 5t up
complataly during move. Maintaing
good position in bed ar chair.

& Copymght Barbara Braden and Mancy Bergstram, 1288 All ights resared




Selected Care Planning Examples

Plan care for pain.

* Assess using validated and reliable pain assessment scales;

use specific tools or observe body language or other cues
for nonverbal patients.

* Prevent and manage pain.
— Do this when lifting or transferring patient.
— Coordinate pain medication administration with care.

Completely limited Very limited Slightly limited No Imitation

*5kin assescment and inspection q shift. Pay attention *Skin assessment and inspaction q shift Pay atention *5kin assessment and inspection q shift Pay *Encourage patient to TepoTt pain over
to heels to heels attention to heels boney prominences.

*Elevate heels and use protectors *Elevate heels and use protectors *Elevate heels and wse protectors *Check hesls daily.

*Consider specialty mantress or bed *Consider specialty martress or bed.
*Uze pillows between knses and boney prominences
to awvoid direct confact.

“ ;-©' -_—__-J| Begins on
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Selected Care Planning Examples

* Plan care for moisture problems.
e Use pH balanced skin cleaning products.

 Don’t massage or vigorously rub skin at risk for
pressure ulcers.
* Cope with dry skin.
— Apply moisturizing products such as lotions and creams.
* Cope with wet skin (incontinence, perspiration).

— Clean skin promptly.

— Protect skin with products such as skin sealants, lotions,
and creams.

Constantly Moist Moist Docasionally Moist Rarely Moist

*5kin assessment and inspection q shift. *Tse modstare barmer ointments (Protective barriers) *Use modsmre barmier ointments (Protective *Encourage patient to use lotdon to
*TTse moisture bharmer cintments (Protective skin *Moismurize dry unbroken skin. skin barriers) prevent skin cracks.

‘barriers) * Avoid hot water. Use mild scap and soft cloths or *Moistrize dry unbroken skin *Encourage patient to Teport sy
*Moisturize dry unbroken skin. package cleanser wipes. *Awoid hot water. Ulse mild soap and soft madsmare problem (such as under
*Avoid hot water. Use mild soap and soft cloths or *Check incontinence pads frequently (g2-3h) cloths or package cleanser wipes. breasts.)

packags cleanser wipes. * Avoid nse of dispers but if necessary check frequently | *Check incontinence pads Sequently

*Check incontinence pads frequently {g2-3h) and {g2-3h)and change as needed *Avold nse of dispers but if necessary check

change as needed *If stool incontinence consider bowel maining and frequently (g2-3h) and changs as needed

*Apply condom catheter if appropriate. toileting after meals *Encoursge patient to Teport any other

*If stool incontinence consider bowel training and *Consider low air loss bed moistare problem (such as under breasts.)

toileting after meals or Fectal mbes if appropriate *If stool incontinence consider bowel raining

*Consider low air loss bed and toileting after meals




Selected Care Planning Examples

Plan care for activity problems.

* |nability to move while sitting in a wheelchair
— Use support cushion in properly fitted wheelchair.
— Consider PT/OT referrals for evaluation.

Bedfast Chairfast Walks Occasionally Walks Frequently
*5kin assessment and inspection q shifi. *Consider specialty chair pad *Provide structured mobility plan *Encourage ambulsting ontside the
*Position prone if appropriate or elevate HOB no *Consider postoral alipnment, weizht distribution, *Consider chair cushion room at least bid
more than 30 degrees balance, stability, and pressure relief whea posidoning *Consider physical therapy consult *Check skin daily
*Position with pillows to elevate pressure points off individusls in chair or wheelchadir. *Woniter balance and endurance
nnnnn ed. *Instract patient to repositdon q 15 minutes when in
*Consider specialy bed chair.
*Elevate heels off bed snd'or heel protectors *Stand every hour
*Consider physical therapy consualt for conditioning *Pad boney prominences with foam wedges, rolled
and W/C assessment blankess or towels.
L reposition hours *Consider physical therapy consult for conditioning

*Post tuming schednle. and WC assessment
*Teach or do frequent small shifis of body weight




Selected Care Planning Examples

Plan care for mobility problems.

* Heels on the mattress
— Use heel suspension devices.

No Limitations

Completely Immobile Very Limited
*5kin assessment and inspection g shifi. *Skin assessment and imspection g shift *Check skin daily *Check skin daily
*Tum Teposition q 1-2 hours. *Tumn Tepositon 1-2 hours. *Tum Teposition Sequenthy *Encourage ambulating ourside the
*Post luming schednle. *Post urning schedule. *Teach fequent sall shifis of body welgh room At least bid.

each or do frequent small shifts of body weight. *Teach or do frequent small shifrs of body weigh *PT conmls for smengthening'condidoning *Mo interventions required.
*Elevate b eels *Elevate heels {Fait belt for assistamn
*Consider specialy bed *Consider specizloy bed




Selected Care Planning Examples

Plan care for nutrition problems.
* Encourage family to bring favorite foods.
e Offer nutrition supplements and water.

Nutrition Very Poor Frobably Inadequate Adequate Excellemt
*Mumidon Consalt *Mumiton Consult *Nonitor nnritional intake *Omar of bed for all meals.
*5kin assessment and inspection q shift. *Orfer Mumitdon Supplements and water *If WD for = 24 hours, discuss plan with MDD *Provide food choices.
=Offer Nutrition Sapplements and water *Encourage family to bring favorite foods *Pecord dietary intake and I&O if *Offer Murition Supplements If WPO
*Encourags family to bring favorite foods *Nonitor Muomitional Intaka Appropriate fior = 24 hours, discwss plan with 3T
*Monitor Mutriiional Intake *Small frequent meals *Record dietary intake
*If WPO for = 24 hours, discuss plan with MT *IE WO for = 24 hours, discuss plan with MD
*Fecord dietary intske and I & O if appropriate *Record dietary intake and I & O if appropriate




Selected Care Planning Examples

Plan care for friction and shear.

Protect bony prominences prophylactically by
applying a polyurethane foam dressing.

e Use silk-like fabrics rather than cotton or
cotton blend fabrics.

Mo apparent problem

Friction & Froblem FPotential Froblem
Sk *5kin assessment and inspection q shift. *Feep bed linens clean dry, and wrinkle-free. *Feep bed linens clean dry, and wrinkle-fee.
*Mimimmm of 2 people + draw sheet to pull patient up | *Aveid massaging pressure points.
n bed. * Apply ransparent dressing or elbow'heel protectors to
*Fesp bed linens clean dry, snd wrinkls-fres. intact skin over elbows and heels.
= Apply or elboanhesl protectors to intact skin owver
elbows and heels.
*Elevate head of bed 30 degree or less




Today We Talked About

* Pressure ulcer risk factor assessment
 Pressure ulcer risk assessment tools

e Using pressure ulcer risk assessment tools in
care planning




Any Questions?

Thank you for being such great listeners. Please
refer any questions you have to your Q|
Specialists.




Resources

e Berlowitz D, VanDeusen C, Parker V, et al. Preventing pressure ulcers
in hospitals: a toolkit for improving quality of care. (Prepared by
Boston University School of Public Health under Contract No. HHSA
290200600012 TO #5 and Grant No. RRP 09-112.) Rockville, MD:
Agency for Healthcare Research and Quality; April 2011. AHRQ
Publication No. 11-0053-EF.

— Tool 3D: The Braden Scale for Predicting Pressure Sore Risk
— Tool 3E: Norton Scale
— Tool 3F: Care Plan

e Sprigle S, Linden, M, McKenna D, et al. Clinical skin temperature
measurement to predict incipient pressure ulcers. Adv Skin Wound
Care 2001;14(3):133-7.
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John A. Hartford Institute for Geriatric Nursing. Assessment Tools- Try This.
http://www.hartfordign.org/practice/try this/

Lyder CH, Wang Y, Metersky M, et al. Hospital-acquired pressure ulcers: results
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Rapp MP, Bergstrom N, Padhye NC. Contribution of skin temperature regularity to
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Shanks HT, Kleinhelter P, Baker J. Skin failure: a retrospective review of patients
with hospital-acquired pressure ulcers. World Council Enterostomal Ther J
2009;29(1):6-10.
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