	System Policy

	 
	Code: S: PC-2014 

	Entity:
	 Fairview Health Services

	Manual:
	 Policy and Procedure

	Category:
	Provision of Care, Treatment and Services

	Subject:
	Pressure Ulcer Prevention

	Purpose:
	 To provide nursing guidelines for patient skin assessment and strategies to prevent skin breakdown. 

	Policy:
	A. A HEAD to TOE, FRONT to BACK skin inspection (every skin fold) will be completed on all inpatients except behavioral and perinatal. Skin inspections will be completed:
• Upon admission
• Upon transfer to another unit
• B.I.D and as needed during inpatient admission
Behavioral, perinatal, day-surgery, and Home Care patients will have skin inspections according to their plan of care. 
B. Braden risk assessment will be completed on all adult ICU, medical, surgical, Acute Rehab, Transitional Care patients and on any patients in behavioral or obstetric care units who are bed bound, chair bound, need assistance to transfer, or have existing pressure ulcers. Braden Q Risk Assessment will be completed on all pediatric patients. Braden/Braden Q risk assessment should be done on admission/transfer, daily, or with any change in condition. Note: Braden Risk Assessment is independent of a skin assessment.
C. The WOC nurse, physician, or nurses who have completed pressure ulcer staging education may stage pressure ulcers.
D. Documentation: For entities using electronic documentation, skin assessment, Braden/Braden Q risk assessment and pressure ulcer prevention interventions will be charted in the electronic medical record. For entities using a paper medical record, the Braden/Braden Q Flow sheets will be utilized (or a flow sheet incorporating the Braden/Braden Q Flow sheet).

	Definitions:
	Braden/Braden Q Risk Assessment for Pressure Ulcers: 
Braden Risk Assessment Tool: A valid and reliable assessment tool used primarily to assess the level of risk of developing pressure ulcers. The scale contains six sub-scales which are independently assessed and scored. A cumulative score (ranging from 6 to 23) is then obtained providing an overall indication of the patient’s level of risk for developing pressure ulcers. A score of 18 or lower is considered to be at risk. Subscales less than 3 indicate risk and interventions and referrals should be initiated, even if the total score is 18 or greater. 
Braden Q Risk Assessment Tool: For use in children, the Braden Q contains 7 sub-scales. A cumulative score can range from 7 to 28. A score of 21 or lower is considered the point at which the pediatric patients are at risk. 
Present On Admission (POA) Pressure Ulcer: Any pressure ulcer present and documented on admission.
Facility Acquired Pressure Ulcer: Any pressure ulcer developed while in the facility and/or not documented on admission.
Friction: Surface damage to the epidermis and dermis caused by the skin rubbing against another surface. May be caused by involuntary rubbing or spastic movements against any surface.
Pressure redistribution surface: A specialized device for pressure redistribution designed for management of tissue loads, micro-climate, and/or other therapeutic functions. (i.e. any mattresses, integrated bed system, mattress replacement, overlay, seat cushion or seat overlay).
Pressure ulcer: Tissue destruction of varying depths resulting from interruption in blood flow to a specific area caused by unrelieved compression to skin or soft tissue from a bony prominence, firm surface, or device.
Repositioning: Activity to be performed with: bed-bound individuals at least every 2 hours even while on special beds / overlays; chair-bound individuals every hour and encourage weight shifts every 15 minutes. Person must be turned 40 degrees to remove pressure from sacrum. 
Shear: Tissue trauma caused by tissue layers sliding against each other; results in disruption or angulation of blood vessels. Usually caused by sliding down in the bed or chair.
Skin inspection: A systematic HEAD to TOE, FRONT to BACK (every skin fold) examination of the skin surfaces both visually and by touch. Inspection is done to observe for any variation from normal; look for any alteration in skin moisture, texture, temperature, color or consistency; for darkly pigmented skin; purplish/ bluish localized areas and/or localized warm areas that become cool.

	Procedure:
	 I. Assessment:
A. Inspect skin integrity of the patient within 24 hours of admission/transfer, and repeat skin inspections B.I.D. and as needed during the inpatient stay. If pressure ulcers or other skin integrity changes occur, notify the provider; provider may consult entity’s Wound Ostomy Continence Nurse via provider order (some entities may not require provider order for WOCN consult). 
1. Home Care patients will receive a skin assessment on admission and repeat weekly on 1st visit of the week for patients found to be at risk, or per plan of care when visits are less often than weekly. For patients found to be at risk, appropriate interventions will be addressed in the plan of care at every nurse visit. 
B. Assess Braden/Braden Q Score within 24 hours of admission/transfer and reassess every calendar day thereafter, and with any change in condition.
1. For adults: If the Braden Score is 18 or less initiate appropriate interventions. In addition, if any subscale is less than 3, initiate interventions even if total score is 18 or greater. 
2. For pediatrics: If the Braden Q score is 21 or less, initiate appropriate interventions.
II. Interventions:
A. Initiate appropriate interventions based on skin inspection and Braden/Braden Q risk assessment. 
1. Refer to Priority Intervention Strategies Adult and Pediatrics to address deficit areas in each of the Braden/Braden Q subscales.
2. If the patient requires more pressure relief than the standard hospital pressure redistribution surface, please see the entity-specific support surface algorithm. Home Care will confer with a support surface provider for mattress and seating products.
a. Heel pressure relief (heel suspension and/or repositioning) is required regardless of support surface in use.
b. Occipital pressure relief (repositioning and/or use of gel pad) is required regardless of support surface in use.
B. All patients sedated for procedures and diagnostic tests will have their heels suspended over pillows if not contraindicated, and be repositioned post-procedure. 
C. Provide patient and family education. Refer to entity specific education resources as available.
D. At FSH only: All patients with pressure ulcer risk, a Braden risk of < 18, and/or existing pressure ulcers will be identified with a Braden Risk wrist band and the Braden Pressure Ulcer Risk will be recorded in the Voice Care permanent header.
E. Consideration for consults.
1. Nutrition 
2. PT/OT
3. Pharmacy
4. WOC Nurse
5. Specialty Physician
Additional Resources:
Braden Flow Sheet 

Routine Incontinence Protocol 
Braden Q Flow sheet 
III. Documentation:
Refer to entity specific documentation guidelines for instructions on where to document the following: 

A. Skin inspection on admission/transfer and B.I.D.
B. Risk assessment, including Braden/Braden Q, on admission/transfer and daily.
C. Rationale for any delays or exceptions in completing assessments/inspections or interventions.
D. Interventions every shift. 
E. Wounds identified during the admission/transfer or shift assessment in the medical record and on the plan of care for ongoing monitoring and intervention. 
F. Goal/outcomes on patient plan of care.
G. Patient/Family education as needed. 
H. Document patient/patient representative refusal of skin inspection and/or interventions in the patient care record. 
1. Document each nurse communication with patient/patient representative regarding importance of inspection and interventions.
2. Notify M.D. of the refusal of skin inspections and/ or interventions. Document provider notification.
3. Consider use of alternative support surfaces if patient or representative is refusing preventative interventions. 
I. Document when referrals are made to other members of health care team.
J. If any skin safety interventions are medically contraindicated, document rationale, e.g., “BP drops if patient is turned.” Provider orders for “do not reposition patient” must be re-evaluated routinely.
IV. Data Tracking and Reporting
A. Each hospital will track and monitor the prevalence and incidence (P&I) of pressure ulcers and/or track facility acquired pressure ulcers. The results and trends will be reported to hospital and nursing leadership.
B. The presence of existing pressure ulcers will be communicated to other hospitals, care facilities, and home care agencies at the time of transfer.
C. An occurrence report (I Care) should be completed for all facility-acquired pressure ulcers.  The staff most directly involved in observing, or discovering the pressure ulcer is responsible for completion of the occurrence report before the end of their work shift.
V. Wound, Ostomy, Continence Nursing Resources 
WOC nurses are available by telephone for Fairview hospitals that are without this specialty to consult on pressure ulcer or skin care issues. 
• Fairview Lakes: 651-982-7652
• Fairview Range: 218-362-6540 
• Fairview Ridges: 952-892-2593
• Fairview Southdale Hospital: 952-924-5086
• UMMC, Fairview: 612-273-4844 or 612-273-6909

	External Ref:
	Guideline for Prevention and Management of Pressure Ulcers, Wound Ostomy Continence Nurses Society, 2003.
Institute for Clinical Systems Improvement: Skin Safety Plan, January 2006. 
PUAP-EPUAP Pressure Ulcer Prevention and Treatment Guidelines (http://www.npuap.org )
Minnesota Hospital Association, Pressure Ulcer Best Practice Questions, February 2009, MHA Pressure Ulcer Best Practice Questions

	Internal Ref:
	 Support Surface Algorithms:
• Fairview Lakes 
• Fairview Northland
• Fairview Ridges
• Fairview Southdale
• University of Minnesota Medical Center, Fairview 
Wound Care: Assessment and Treatment policies:
• Fairview Lakes
• Fairview Northland
• Fairview Southdale
• University of Minnesota Medical Center, Fairview
Assessment and Intervention Tools:
• Braden Risk Assessment 

• Braden Q Risk Assessment 

• Pressure Ulcer Prevention Priority Intervention Strategies: Adult and Pediatric
Flow Sheets from SMARTworks:
• Braden Flow Sheet
• Braden Q Risk Assessment and Flow Sheet

	Source:
	 UMMC Pressure Ulcer Prevention Task Force

	Approved by:
	 UMMC Pressure Ulcer Prevention Task Force and all Fairview entities’ WOCN or skin care/pressure ulcer representative.

	Date Effective:
	 7/1/09

	Date Revised:
	 (6/26/09 Revisions Approved by UMMC PUPTF)

	Date Reviewed:
	 


BRADEN RISK ASSESSMENT SCALE - Adult
	SENSORY
PERCEPTION
Ability to respond meaningfully to pressure-related discomfort
	1. Completely Limited:
Unresponsive (does not moan, flinch or grasp) to painful stimuli, due to diminished level of conscious-ness or sedation OR limited ability to feel pain over most of body surface.
	2. Very Limited: 
Responds only to painful stimuli. Cannot communicate discomfort except by moaning or restlessness OR has a sensory impairment which limits ability to feel pain or discomfort over ½ of the body.
	3. Slightly Limited: 
Responds to verbal commands, but cannot always communicate discomfort or need to be turned OR has some sensory impairment which limits ability to feel pain or discomfort in 1 or 2 extremities.
	4. No impairment:
Responds to verbal commands. Has no sensory deficit, which would limit ability to feel or voice pain or discomfort.

	MOISTURE
Degree to which skin is exposed to moisture
	1. Constantly Moist:
Skin is kept moist, almost constantly be perspiration, urine, etc. Dampness is detected every time patient is moved or turned.
	2. Moist: 
Skin is often, but not always moist. Linen must be changed at least once a shift
	3. Occasionally Moist: 
Skin is occasionally moist, requiring an extra linen change approximately once a day.
	4. Rarely Moist:
Skin is usually dry, linen only requires changing at routine intervals.

	ACTIVITY
Degree or physical activity
	1. Bedfast:
Confined to bed.
	2. Chairfast: 
Ability to walk severely limited or non-existent. Cannot bear own weight and/or must be assisted into chair or wheel chair.
	3. Walks Occasionally: 
Walks occasionally during day, but for very short distances, with or without assistance. Spends majority of each shift in bed or chair.
	4. Walks Frequently:
Walks outside the room at least twice a day and inside room at least once every 2 hours during waking hours.

	MOBILITY
Ability to change and control body position
	1. Complete Immobile:
Does not make even slight changes in body or extremity position without assistance.
	2. Very Limited: 
Makes occasional slight changes in body or extremity position but unable to make frequent or significant changes independently.
	3. Slightly Limited: 
Makes frequent though slight changes in body or extremity position independently.
	4. No Limitations:
Makes major and frequent changes in position without assistance.

	NUTRITION
Usual food intake pattern
	1. Very Poor:
Never eats complete meal. Rarely eats more than 1/3 of any food offered. Eats 2 servings or less of protein (meat or dairy products) per day. Takes fluids poorly. Does not take a liquid dietary supplement OR is NPO and/or maintained on clear liquid or IV’s for more than 5 days.
	2. Probably Inadequate: 
Rarely eats a complete meal and generally eats only about ½ or any food offered. Protein intake includes only 3 servings of meat or dairy products per day. 
Occasionally will take dietary supplement OR receives less than optimum amount of liquid diet or tube feeding.
	3. Adequate 
Eats over half of most meals. Eats a total of 4 servings of protein (meat, diary products) each day. Occasionally will refuse a meal, but will usually take a supplement if offered OR is on a tube feeding or TPN regimen, which probably meets most of nutritional needs.
	4. Excellent
Eats most of every meal. Never refuses a meal. Usually eats a total of 4 or more servings of meat and dairy products. 
Occasionally eats between meals. Does not require supplementation

	FRICTION AND
SHEAR
	1. Problem:
Requires moderate to maximum assistance in moving. Complete lifting without sliding against sheets is impossible. Frequently slides down in bed or chair, requiring frequent repositioning with maximum assistance. Spasticity, contractures or agitation leads to almost constant friction.
	2. Potential Problem: 
Moves feebly or requires minimum assistance. During a move, skin probably slides to some extent against sheets, chair, restraints, or other devices. Maintains relatively good position in chair or bed most of the time but occasionally slides down
	3. No Apparent Problem:
Moves in bed and in chair independently and has sufficient muscle strength to lift up completely during move. Maintains good position in bed or chair at all times.
	  


Source: Barbara Braden and Nancy Bergstrom. Copyright, 1988. Reprinted with permission
BRADEN Q RISK ASSESSMENT SCALE – Pediatric
	
	

	BRADEN Q SCALE: Full Description* 

	Mobility:
Ability to change and control body position
	1 Completely Immobile: Does not make even slight changes in body or extremity position without assistance.
2 Very Limited: Makes occasional slight changes in body or extremity position, but unable to completely turn self independently.
3 Slightly Limited: Makes frequent though slight changes in body or extremity position.
4 No Limitations: Makes major and frequent changes in position without assistance.

	Activity:
Degree of physical activity
	1 Bedfast: Confined to bed.
2 Chairfast: Ability to walk severely limited or non-existent. Cannot bear own weight and/or must be assisted into chair or wheelchair.
3 Walks occasionally: During day, but for very short distances, with or without assistance. Spends majority of shift in bed or wheelchair.
4 All pts too young to ambulate OR walks frequently: Walks outside the room at least twice a day and inside room at least once every 2 hrs during waking hrs

	Sensory Perception:
Ability to respond effectively to pressure related discomfort
	1 Completely Limited: Unresponsive (does not moan, flinch or grasp) to painful stimuli due to diminished level of consciousness or sedation OR limited ability 
to feel pain over most of body surface.
2 Very Limited: Responds only to painful stimuli. Cannot communicate discomfort except by moaning or restlessness OR has sensory impairment which 
limits the ability to feel pain or discomfort over ½ of body.
3 Slightly Limited: Responds to verbal commands, but cannot always communicate discomfort or need to be turned OR has some sensory impairment which 
limits ability to feel pain or discomfort in 1 or 2 extremities.
4 No Impairment: Responds to verbal commands. Has no sensory deficit which limits ability to feel or communicate pain or discomfort.

	Moisture: 

Degree to which skin is exposed to moisture
	1 Constantly Moist: Skin is kept moist almost constantly by perspiration, urine, drainage, etc. Dampness is detected every time patient is moved or turned.
2 Very Moist: Skin is often, but not always, moist. Linen must be changed at least every 8 hrs.
3 Occasionally Moist: Skin is occasionally moist, requiring linen change every 12 hours.
4 Rarely Moist: Skin is usually dry; routine diaper changes; linen only requires changing every 24 hrs.

	Friction and
Shear
When skin moves against support surfaces or when skin and adjacent bony surface slide across one another.
	1 Significant Problem: Spasticity, contracture, itching, or agitation leads to almost constant thrashing and friction.
2 Problem: Requires moderate to maximum assistance in moving. Complete lifting without sliding against sheets is impossible. Frequently slides down in bed 
or chair, requiring frequent repositioning with maximum assistance.
3 Potential Problem: Moves feebly or requires minimum assistance. During a move, skin probably slides to some extent against sheets, chair, restraints, or 
other devices. Maintains relatively good position in chair or bed most of the time but occasionally slides down.
4 No Apparent Problem: Able to completely lift patient during a position change, moves in bed and in chair independently and has sufficient muscle strength 
to lift up completely during move. Maintains good position in bed or chair at all times.

	Nutrition
Usual food intake pattern
	1 Very Poor: NPO and/or maintained on clear liquids or IVs for > 5 days OR albumin <2.5 mg/dL OR never eats a complete meal. Rarely eats more than ½ of 
any food offered. Protein intake includes only 2 servings of meat or dairy products per day. Takes fluids poorly. Does not take a liquid dietary supplement.
2 Inadequate: Is on liquid diet or tube feedings/TPN which provide inadequate calories and minerals for age OR albumin <3 mg/dL OR rarely eats a complete 
meal and generally eats only about ½ of any food offered. Protein intake includes only 3 servings of meat or dairy products per day. Occasionally will take a 
dietary supplement.
3 Adequate: Is on tube feedings or TPN, which provide adequate calories and minerals for age OR eats over ½ of most meals. Eats a total of 4 servings of 
protein (meat, dairy products) each day. Occasionally will refuse a meal, but will usually take a supplement if offered.
4 Excellent: Is on a normal diet providing adequate calories for age. For example: eats/drinks most of every meal/feeding. Never refuses a meal. Usually eats 
a total of 4 or more servings of meat and diary products. Occasionally eats between meals. Does not require supplementation.

	Tissue Perfusion & Oxygenation
	1 Extremely Compromised: Hypotensive (MAP <50mmHg; <40 in a newborn) or the patient does not physiologically tolerate position changes.
2 Compromised: Normotensive; O2 saturation may be < 95% OR hemoglobin may be <10 mg/dL OR capillary refill may be >2 seconds; serum pH is <7.40.
3 Adequate: Normotensive; O2 saturation may be <95% OR hemoglobin may be <10 mg/dL OR capillary refill may be >2 seconds; serum pH is normal.
4 Excellent: Normotensive, O2 saturation >95%; normal hemoglobin; capillary refill <2 seconds.


*Used with permission. Martha A.Q. Curley, Ivy S. Razmus, Kathryn E. Roberts, David Wypij, Predicting Pressure Ulcer Risk in Pediatric Patients, Nursing Research, Jan/Feb 2003, Issue 52, volume 1, Appendix A, pgs. 32-33. 
Pressure Ulcer Prevention Priority Intervention Strategies – Adult
(For Braden Score ≤ 18 or any sub score < 3, initiate the appropriate interventions)
	Sub-Score
	Definition
	Nursing Interventions
	Avoid

	SENSORY PERCEPTION
	Patient’s ability to respond meaningfully to pressure related discomfort due to level of consciousness, cognitive ability and or extremity loss of sensation
	• Pad/protect bony prominences
• Suspend heels
• Consider use of redistribution surface (see entity specific support surface algorithm)
• Turn head to side
• Bedfast: Careful repositioning with attention to location of cords/tubes, reposition every 2 hours regardless of mattress type
• Chairfast- have patient shift weight every 15 minutes, limit sitting to one hour at a time, consider use of chair cushion
	• Avoid supine (flat position)
• Avoid hot water
• Avoid massage red bony prominences
• Avoid heels on bed

	ACTIVITY
	Degree of Physical Activity
• 
	
	• Avoid long periods of sitting
• Avoid heels on bed
• Avoid long periods in any one position

	MOBILITY
	Ability to change and control body position
• 
	
	• Avoid massage red bony prominences
• Do not use donut type devices
• Avoid pressure, wrinkled sheets, tubes and object under patient
• Avoid heels on bed

	MOSITURE
	Degree to which skin is exposed to moisture:
Incontinence
Perspiration
Wound Drainage
Edema
	• Minimize skin exposed to moisture
• Cleanse skin with an appropriate skin cleanser
• Protect skin from maceration (moisture barrier, protective film)
• For incontinence address underlying cause and use perineal cleanser and barrier creams, refer to incontinence protocol
• Consider low air loss mattress
	• Avoid blue plastic chux 
• Avoid adult briefs to contain effluent except when pt is out of bed
• Avoid rubbing when cleansing skin

	NUTRITION
	Usual food intake pattern
	• If Nutrition sub score is less than 3 request Nutrition consult unless the patient is on clear liquid, full liquid, receiving nutrition support or the RD is currently following.
• Maintain adequate hydration
• Encourage supplements
• Encourage PO intake per diet order
	• Avoid extended periods of inadequate nutritional requirements

	FRICTION & SHEAR
	Friction occurs when skin moves against the support surface
Shearing forces are produced when adjacent surfaces slide across another
	• If friction & shear sub score is less than 3 maintain head of bed at 30 degrees or less unless contraindicated
• Use draw sheet for moving patients
• Use assistive lifting devices
• Limit time sitting in chair
• Moisturize as necessary, especially over bony prominences
• Protect elbows and heels if being exposed to friction
	• Avoid skin dehydration
• Avoid rubbing when cleansing and drying skin


Pressure Ulcer Prevention Priority Intervention Strategies – Pediatric
(For Braden Q Score ≤ 21 initiate the appropriate interventions)
	Sub-Score
	Definition
	Nursing Interventions
	Avoid

	SENSORY PERCEPTION
	Patient’s ability to respond meaningfully to pressure related discomfort due to level of consciousness, cognitive ability and or extremity loss of sensation
	• Pad/protect bony prominences
• Suspend heels
• Consider use of redistribution surface (see entity specific support surface algorithm)
• Turn head to side
• Bedfast: Careful repositioning with attention to location of cords/tubes, reposition every 2 hours regardless of mattress type
• Chairfast- have patient shift weight every 15 minutes, limit sitting to one hour at a time, consider use of chair cushion
	• Avoid supine (flat position)
• Avoid hot water
• Avoid massage red bony prominences
• Avoid heels on bed

	ACTIVITY
	Degree of Physical Activity
• 
	
	• Avoid long periods of sitting
• Avoid heels on bed
• Avoid long periods in any one position

	MOBILITY
	Ability to change and control body position
• 
	
	• Avoid massage red bony prominences
• Do not use donut type devices
• Avoid pressure, wrinkled sheets, tubes and object under patient
• Avoid heels on bed

	MOSITURE
	Degree to which skin is exposed to moisture:
Incontinence
Perspiration
Wound Drainage
Edema
	• Minimize skin exposed to moisture
• Cleanse skin with an appropriate skin cleanser
• Protect skin from maceration (moisture barrier, protective film)
• For incontinence address underlying cause and use perineal cleanser and barrier creams, refer to incontinence protocol
• Consider low air loss mattress
	• Avoid blue plastic chux 
• Avoid adult briefs to contain effluent except when pt is out of bed
• Avoid rubbing when cleansing skin

	NUTRITION
	Usual food intake pattern
	• If Nutrition sub score is less than 3 request Nutrition consult unless the patient is on clear liquid, full liquid, receiving nutrition support or the RD is currently following.
• Maintain adequate hydration
• Encourage supplements
• Encourage PO intake per diet order
	• Avoid extended periods of inadequate nutritional requirements

	FRICTION & SHEAR
	Friction occurs when skin moves against the support surface
Shearing forces are produced when adjacent surfaces slide across another
	• If friction & shear sub score is less than 3 maintain head of bed at 30 degrees or less unless contraindicated
• Use draw sheet for moving patients
• Use assistive lifting devices
• Limit time sitting in chair
• Moisturize as necessary, especially over bony prominences
• Protect elbows and heels if being exposed to friction
	• Avoid skin dehydration
• Avoid rubbing when cleansing and drying skin

	TISSUE PERF/OXYG
	Low arteriolar pressure subsequently lowers tissue tolerance to withstand pressure.
	• Maintain normothermia.
• Bedfast: Careful repositioning with attention to location of cords/tubes, reposition every 2 hours regardless of mattress type
• Promote re-circulation.
	• Avoid hypothermia.
• Avoid long periods in any one position
• Avoid constricting devices.


