Pressure Ulcer Prevention Points

|. Risk Assessment

1.

Consider all bed-bound and chair-bound persons, or
those whose ability to reposition is impaired, to be at
risk for pressure ulcers.

Use a valid, reliable and age appropriate method of

risk assessment that ensures systematic evaluation of

individual risk factors.

Assess all at-risk patients/residents at the time of

admission to health care facilities, at regular intervals

thereafter and with a change in condition. A schedule
is helpful and should be based on individual acuity
and the patient care setting.

« Acute care: assess on admission, reassess at least
every 24 hours or sooner if the patient's condi-
tion changes

« Long-term care: assess on admission, weekly for
four weeks, then quarterly and whenever the
resident’s condition changes

« Home care: assess on admission and at every
nurse visit.

Identify all individual risk factors (decreased mental
status, exposure to moisture, incontinence, device
related pressure, friction, shear, immobility, inactivity,
nutritional deficits) to guide specific preventive treat-
ments. Modify care according to the individual fac-
tors.

Document risk assessment subscale scores and total

scores and implement a risk-based prevention plan.

Il. Skin Care

1.

3.

Perform a head to toe skin assessment at least daily,
especially checking pressure points such as sacrum,
ischium, trochanters, heels, elbows, and the back of
the head.

Individualize bathing frequency. Use a mild cleansing
agent. Avoid hot water and excessive rubbing. Use
lotion after bathing. For neonates and infants follow
evidence-based institutional protocols

Establish a bowel and bladder program for patients

5.

with incontinence. When incontinence cannot be con-
trolled, cleanse skin at time of soiling, and use a topi-
cal barrier to protect the skin. Select under pads or
briefs that are absorbent and provide a quick drying
surface to the skin. Consider a pouching system or col-
lection device to contain stool and to protect the skin.
Use moisturizers for dry skin. Minimize environmen-
tal factors leading to dry skin such as low humidity
and cold air. For neonates and infants follow evi-
dence-based institutional protocols

Avoid massage over bony prominences.

lll. Nutrition

1.

4.

Identify and correct factors compromising protein/
calorie intake consistent with overall goals of care.
Consider nutritional supplementation/support for
nutritionally compromised persons consistent with
overall goals of care.

If appropriate offer a glass of water when turning to
keep patient/resident hydrated.

Multivitamins with minerals per physician’s order.

IV. Mechanical Loading and Support Surfaces

1.

Reposition bed-bound persons at least every two
hours and chair-bound persons every hour consistent
with overall goals of care.

Consider postural alignment, distribution of weight,
balance and stability, and pressure redistribution
when positioning persons in chairs or wheelchairs.
Teach chair-bound persons, who are able, to shift
weight every 15 minutes.

Use a written repositioning schedule.

Place at-risk persons on pressure-redistributing mat-
tress and chair cushion surfaces.

Avoid using donut-type devices and sheepskin for
pressure redistribution.

Use pressure-redistributing devices in the operating
room for individuals assessed to be at high risk for
pressure ulcer development.

Use lifting devices (e.g., trapeze or bed linen) to
move persons rather than drag them during transfers
and position changes.

Use pillows or foam wedges to keep bony promi-
nences, such as knees and ankles, from direct contact
with each other. Pad skin subjected to device related
pressure and inspect regularly.

. Use devices that eliminate pressure on the heels. For

short-term use with cooperative patients, place pil-
lows under the calf to raise the heels off the bed.
Place heel suspension boots for long-term use.

. Avoid positioning directly on the trochanter when

using the side-lying position; use the 30° lateral
inclined position.

. Maintain the head of the bed at or below 30° or at the

lowest degree of elevation consistent with the
patient's/resident’s medical condition.

. Institute a rehabilitation program to maintain or

improve mobility/activity status.

V. Education

1.

Implement pressure ulcer prevention educational

programs that are structured, organized, comprehen-

sive, and directed at all levels of health care providers,

patients, family, and caregivers.

Include information on:

a. etiology of and risk factors for pressure ulcers

risk assessment tools and their application

skin assessment

selection and use of support surfaces

nutritional support

program for bowel and bladder management

development and implement individualized

programs of skin care

h. demonstration of positioning to decrease risk
of tissue breakdown

i. accurate documentation of pertinent data

Include mechanisms to evaluate program effective-

ness in preventing pressure ulcers.

@ "o a0 o

NATIONAL

PRESSURE
ULCER
ADVISORY

PANEL

Revised 2007
Copyright © 2007
National

Pressure Ulcer
Advisory Panel
Www.npuap.org



Pressure Ulcer Prevention Points

REFERENCES

« Ayello EA. Preventing pressure ulcers and skin tears. In
Mezey M, Fulmer T, Abraham |, Zwicker DA (editors).
Geriatric nursing protocols for best practice. 2nd ed. New
York: Springer Publishing Company, Inc. 2003. p 165-84.

Ayello EA, Braden B. How and why to do pressure ulcer risk
assessment. Adv Skin Wound Care. 2002 15(3): 125-131.

Baharestani MM, Ratliff C and the National Pressure Ulcer
Advisory Panel. Neonatal and pediatric pressure ulcers: an
NPUAP white paper. Adv Skin Wound Care. 2007

Black JM. Preventing heel pressure ulcers. Nursing 2004
Nov 34(11): 17

Braden BJ, Makelbust J. Preventing pressure ulcers with the
Braden scale: an update on this easy-to-use tool that assess-
es a patient’s risk. Am J Nurs 105(6): 70-2.

Brienza DM, Geyer MJ. Using support surfaces to manage
tissue integrity. Adv Skin Wound Care. 2005 18(3): 151-7.

Cullum N, Deeks J, Sheldon TA, Song F, Fletcher AW.
Cochrane Review. Beds, Mattresses and Cushions for
Pressure Sore Prevention and Treatment. In: The Cochrane
Library, 2000. Issue 3.

Posthauer, ME. Hydration: an essential nutrient. Adv Skin
Wound Care. 2005 18(1): 32-3.

Posthauer, ME, Jordan, RS, Sylvia, C. & National Pressure
Ulcer Advisory Panel. Support Surface Initiative: Terms and
Definitions and Patient Care. Adv Skin Wound Care, Nov
2006 19 (9): 487-9

The National Pressure Ulcer Advisory Panel's Summary of
the AHCPR Clinical Practice Guideline, Pressure Ulcers in
Adults: Prediction and Prevention (AHCPR Publication No.
92-0047. Rockville, MD: May 1992). © 1993 NPUAP

Wound Ostomy and Continence Nurses Society. (2003)
Guideline for Prevention and Management of Pressure
Ulcers. Glenview: IL. WOCN.

ADDITIONAL REFERENCES

Ankrom MA. Bennett RG. Sprigle S. Langemo D. Black JM.
Berlowitz DR. Lyder CH. National Pressure Ulcer Advisory
Panel. Pressure-related deep tissue injury under intact skin
and the current pressure ulcer staging systems. Adv Skin
Wound Care. 2005 Jan-Feb 18 (1): 35-42

Berlowitz DR, Ratliff C, Cuddigan J, Rodeheaver CT;
National Pressure Ulcer Advisory Panel.The PUSH Tool: A
Survey to Determine Its Perceived Usefulness. Adv Skin
Wound Care. 2005 Nov-Dec; 18(9): 480-483.

Black JM and the National Pressure Ulcer Advisory Panel.
Moving Toward Consensus on Deep Tissue Injury and
Pressure Ulcer Staging. Adv Skin Wound Care. 2005 Oct;
18(8): 415-421.

Cuddigan J. Frantz RA. Pressure ulcer research: pressure
ulcer treatment. A monograph from the National Pressure
Ulcer Advisory Panel. Adv Skin Wound Care. 1998 Oct
11(6): 294-300; quiz 30.

Henderson CT, Ayello EA, Sussman C, Leiby DM, Bennett
MA, Dungog EF, Sprigle S, Woodruff L Draft definition of
stage | pressure ulcers: inclusion of persons with darkly pig-
mented skin. NPUAP Task Force on Stage | Definition and
Darkly Pigmented Skin. Adv Skin Wound Care. 1997 Sept;
10(5): 16-9.

National Pressure Ulcer Advisory Panel. Pressure ulcers in
America: prevalence, incidence, and implications for the
future. An executive summary of the National Pressure
Ulcer Advisory Panel Monograph. Adv Skin Wound Care.
2001 Jul-Aug. 14(4): 208-15.

National Pressure Ulcer Advisory Panel. Monograph
Pressure Ulcers in America: Prevalence, Incidence, and
Implications for the Future. April 1, 2001.

National Pressure Ulcer Advisory Panel. Management of tis-
sue load: An excerpt from the third NPUAP Slide Set.
National Pressure Ulcer Advisory Panel. Adv Skin Wound
Care. 1997 Oct. 10(6): 35-8.

National Pressure Ulcer Advisory Panel. Monitoring
Pressure Ulcer Healing: An Alternative to Reverse Staging.
Proceedings of the National Pressure Ulcer Advisory Panel
5th National Conference. 1997. Adv Skin Wound Care. 1997
Sept. 10(5): 8-10.

National Pressure Ulcer Advisory Panel. Description of
NPUAP. National Pressure Ulcer Advisory Panel. Adv Skin
Wound Care. Jul-Aug 8(4): suppl 93-5.

National Pressure Ulcer Advisory Panel. Pressure ulcer
prevalence, cost and risk assessment; consensus develop-
ment conference statement—The National Pressure Ulcer
Advisory Panel. Decubitus 1989 May 2(2): 24-8.

Pieper B. Mechanical forces: pressure, shear and friction. In
Acute and Chronic Wounds, R, Bryant and D Nix. Ed. 2007:
205-234.

Thomas DR. Rodeheaver GT. Bartolucci AA. Franz RA.
Sussman C. Ferrell BA. Cuddigan J. Stotts NA. Maklebust J.
Pressure ulcer scale for healing: derivation and validation of
the PUSH tool. The PUSH Task Force. Adv Skin Wound
Care. 1997 10(5): 96-101.

Zanca JM, Brienza DM, Berlowitz D, Bennett RG, Lyder CH;
National Pressure Ulcer Advisory Panel. Pressure ulcer
research funding in America: creation and analysis of an on-
line database. Adv Skin Wound Care. 2003 Jul-Aug; 16(4):
190-7.

Zulkowski K, Langemo D, Posthauer ME; National Pressure
Ulcer Advisory Panel. Coming to consensus on deep tissue
injury. Adv Skin Wound Care. 2005 Jan-Feb; 18(1): 28-9.

National Pressure Ulcer Advisory Panel
1255 Twenty-Third Street NW, Suite 200
Washington, DC 20037

NATIONAL
PRESSURE
ULCER
ADVISORY
PANEL

T: 202-521-6789
F: 202-833-3636
www.npuap.org




