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>
Objectives ’ .{

4 Compare and contrast narrow and expanded views of nurse patient

advocacy and identify key basics nursing care practices that prevent
harm

4 Outline evidence-based prevention strategies for incontinence-

associated dermatitis, shear reduction, and addressing pressure
injury risk factors

4 Describe key care process changes that lead to a successful reduction
of skin injury and address healthcare worker injury




Notes on Hospitals: 1859 >

“It may seem a strange principle to enunciate as the
very first requirement in a hospital that it should do the

sick no harm.”

- Florence Nightingale

Advocacy = Safety




Protect The Patient From Bad Things
Happening on Your Watch

Implement
Interventional Patient Hygiene




& INTERVENTIONAL PATIENT HYGIENE
X
‘&s&"o
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4 Hygiene...the science and practice of the
establishment and maintenance of health

4 Interventional Patient Hygiene....nursing action plan
directly focused on fortifying the patients host
defense through proactive use of evidence-based B""tl;-
hygiene care strategies Asgq. 4

nsive Crit Care Nurs, 2013;22(4): 152-154 |
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INTERVENTIONAL PATIENT HYGIENE(IPH)
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Do the staff you work with
see pressure injury harm
the same way they view
CAUTI/CLABSI harm?




Immediate
Huddle
Learn from a
Defect

Learning from Defect: Pressure Injury Facility Acquired

Date: sticker

Attendees:

Instructions:

When HAPI is identified, staff nurse to notify unit manager. Manager will notify team of super huddle time. Super
huddle to include any staff nurses and P5Ts available, wound care nurse, CNS, CL, and NEC if available, and
respiratory if applicable. If this cccurs on nights, huddle can be done at night with any staff available, and then info
paszed on to manager to follow up with wound care, CL, CNS, NEC.

Manager to complete the form AT the BEDSIDE with input from everyone present. Once Section | has been
completed, dinical leader [or manager designee) will complete Section Il. _Return completed form to Quality
Department. Manager to keep a copy and have available for review at Pressure Injury Task force.

*if manager is off, contact whomever is covering, i.e. other manager or clinical leader.
Section I:

Location of the Pressure Injury: Unit Date of Pressure Injury:

What happened? [brief description from RN caring for patient}

Anatomical location of the HAPI:
LOS when discovered:

Stage when discovered:
‘Was the patient transferred prior to discovery? dves [ no
Was there an OR procedure within 72 hours of discovery? [ Jyes [ ] no
6. Time in ED from admit order to admission to floor = 8 hours?l:] yes D no
Why did it happen?

AR

Wound Nurse Comments:
Risk:
7. What risks were identified? [_Jmmobility [_|Shear [ |Medical device [ | HD patient
[] Moisturefincontinence [:] hemodynamic instability with turning[_| nutrition risk

skin Assessment:

8. Redness was recognized before the skin broke down. D Yes [|no [:l MSA
Pressure/Shear and Patient Movement: complete on how patient is currently positioned

9. Ifthe patient is in bed, what position are they currently in? [_Jback [_] Rt side lying

[:| Lt side lying |:| prone DN,.’A

10. Immaobile patients are moved using lifting equipment to minimize sheer and caregiver injury?
[Jves [ ne [CIn/A-notimmobile

11. Heels are floated with pillows if temporary (<8hrs)? Cyes [T ne [T mya

12. Heel floated with a device if »8 hrs of immobility? [:l‘r’es [:l no ] nya

13. Sacral foam dressing in place? |:|Yes D no

14. HOB greater than 30 degrees? DYES ] no

Incontinence/Moisture
Rew. 7.11.2019 LMC

15. Urine and fecal containment per policy if patient is incontinent? D ves [ 1 no [] MNfa
16. Was barrier cream in room if patient is incontinent? [ Yes [] no ] nya

Support Surface:
17. At risk patient is on appropriate surface?El Yes [:] no |:| MNfA

Medical Devices (check all that apply) (If none check proceed to the questions in a box)

[ Itrach |:] noninvasive mask

I:l Endotracheal tube [_] Endo Tube Holder
[] immobilizer/splint/arm board

arterial line

ouygen M/C E cervical collar
sCh/stocking

orthotics cooling blanket

18. Were protective measures taken to prevent injury? (Foam padding, protective dressing,
repositioning? [_] Yes I:l No [:] NfA

What happened to cause the defect? What prevented it from being worse?

What can we do to prevent this from happening to someone else?

Action Plan

Responsible person | Targeted Evaluation Plan: How will we
date know risk is reduced?

With whom shall we share our learning? {communication plan)

Who

When How Follow up

Section il:

Additional Data to be completed when able:

Was Braden risk identified? yes [ no[_]

4 eyes head to toe assessment performed on admission?[_]Yes [ ] no

4 eyes head to toe assessment performed per shift (last 24hrs)?[_J¥es [] no

4 eyes assessment of skin underneath device done q 12 hrs by RT.?D Yes I:l no I:l NSA
Patient pressures redistributed and documented q 27 [ves [ no

Was patient placed on a specialty surface in OR (=/dhrs El Yes |:| no [_In/a

Was patient placed on specialty surface in ER? (>/dhrs) [:| Yes [] no DN!A

Was a nutritional consult placed/completed in patients at high risk?[ ] Yes EI ne [] NSA
. Document significant co-morbidities:
10. Doctor notified of the pressure inju r\r:|:| yes [ |Ne

e U

Rev. 7.11.2019 LMC




Pressure Injury
Prevention



Pressure Injury Impact ’ ’

4 HAPU are the 4th most common preventable medical error in the United States?!
4 2.5 million patients are treated for HAPU annually in acute care!

4 Acute care: 0-12%, critical care: 3.3% to 53.4% (International Guidelines)?

4 Most severe pressure ulcer: sacrum (44.8%) or the heels (24.2%) 1.2

4 Cost Stage 1-2 $2,770.54, Stage 3-4 $71,000 to $127,00034

- 17,000 lawsuits are related to pressure ulcers annually

- Targeted pressure injury prevention to patients with low Braden scores < 15 vs standard care does save
money and results in better quality per life year (QALYs)

4 60,000 persons die from pressure ulcer complications each year in US/Pain & Suffering?!

4 National healthcare cost $26.8 billion per year in US34

. http://www.ahrg.gov/professionals/systems/hospital/pressureulcertoolkit/putooll.html#11
2. European Pressure Ulcer Advisory Panel/ National Pressure Injury Advisory Panel, and Pan
Pacific Pressure Injury Alliance. Prevention & treatment of pressure ulcers/injuries Clinical
Practice Guideline. Emily Haesler (Ed).EPUAP/NPIAP/PPPIA. 2019
3. Padula WV, et al. Int Wound J. 2019;16(3):634-640.
4. Padula WV. Et al BMJ Qual Safety, 2019;28:132-41



http://www.ahrq.gov/professionals/systems/hospital/pressureulcertoolkit/putool1.html#11

<

Incidence of Pressure Injuries in Critical Care }

4 22 studies, 10 reported cumulative incidence of Pl
4 Incidence: 10-25.9%
4 Prevalence: 16.9-23.8%

4 Excluding Stage 1 Incidence: 0.0 to 23.8%

4 Location: 5 studies (406 patients) r ‘
A Sacrum: 26.9-48% /. .
A Buttock: 4.1-46% ,/
A Heel: 18.5-38.9% 1 out of every ) \‘
A Hips: 10.9-15.7% 4-5 patients in 3 &
A Ears: 4.3-19.7% the ICU will
A Shoulders: 0.0-40.2% develop a PI

Chaboyer WP, et al. Crit Care Med, 2018 Nov;46(11):e1074-e1081 '



Clarification of Definitions:

4 Pressure Injury to replace Pressure Ulcer

4 Accurately describes pressure injuries of both intact and ulcerated skin

Stage | and Deep Tissue Injury Stage Il through IV
(DTI) describe intact skin describe open ulcers

b

PRESSURE INJURY




Top-Down vs Bottom-Up Tissue Damage

Bottom-Up
Stage 1, 2 e Stage 3, 4, Unstageable, DTI

. ® Wound Ostomy and Continence Nurses Society. (2016) Bottom-Up (Pressure Shear) Injuries. In D. Doughty, and L. McNichol (Ed). Core Curriculum Wound
Scott Trlggers PLLC Management. (pp. 313-332). Philadelphia, Wolters Kluwer.



Deep Tissue Pressure Injury

PANEL

Persistent non-blanchable deep red, maroon or purple discoloration

Intact or non-intact skin with localized area of persistent non-blanchable deep red,
maroon, purple discoloration or epidermal separation revealing a dark wound bed ‘
wWww.npuap.org

or blood filled blister



Moisture Injury:
Incontinence-Associated Dermatitis

4 Inflammatory response to the injury of the water-protein-lipid
matrix of the skin?

Caused from prolonged exposure to urinary and fecal incontinence

Contributing factors of friction and secondary infection?
4 Top-down injuryl-?

4 Physical signs on the perineum & buttocks!

Erythema, swelling, oozing, vesiculation, crusting, and scaling

4 Skin breaks 4x more easily with excess moisture than dry skin3

1. Doughty D, et al. JIWOCN. 2012;39(3):303-315
2. Beele H, et al. Drugs Aging 2018;35:1-10
3. KottnerJ, et al. Clin Biomech, 2018;59:62-70




IAD: Multistate Epidemiology Study

& 5,342 patients in 189 acute care facilities in 36 states

4 Prevalence study

- To measure the prevalence of IAD, describe clinical characteristics of IAD, and analyze the
relationship between IAD and prevalence of sacral/coccygeal pressure ulcers

4 Results: 2,492 patients incontinent (46.6%)
- 57% both Fl and Ul, 27% Fl, 15% Ul
- 21.3% IAD rate overall/14% also had fungal rash
- 45.7% in incontinent patients
* 52.3% mild
* 27.9% moderate
* 9.2% severe
- 73% was facility-acquired
- ICU a 36% rate

- 1AD alone and in combination with immobility statistically associated with FAPI

Gray M. Giuliana K. JWOCN. 2018;45(1):63-67 '



== Categ Skin loss

2A - Skin loss without clinlcal signs of Infection

1A - Persistent redness without clinical signs of Infection

Critical criterion

« Persistent redness
A variety of tones of redness may be prezent.

Potients with dorker skin tones, the skin moy be paler or dorker

than normal, or purpie in colour.

Critical criterion
* Skin losz
Skin Joss may present o5 skin erosion (may result from
domoged/eroded vesicles or bullag), denudation or excongation.
The skin domoge pattern may be diffuse.

<
<

Additional criteria Additional criteria

* Marked areas or discolouration from 3 previous (healed) skin defect * Persistent redness

» Shiny appearance of the skin A variaty of tones of redness moy be present. Pationts with dovker skin tones,
* Macerated ki the skin may be paier or darker than normal, or purple in colour

* Intact vesicles and/or bullae » Marked areas or discolourstion from 2 previous (healed) skin defect

» Siin may feel tenze or swollen 3t palpation = Shiny appearance of the skin

» Burning, tingling, itching or pain * Macerated zkin

» Intact vesicles and/or bullae
» Skin may feel tense or swollen 3t palpation
» Burning, tingling, itching or pain

1B - Persistent redness with clinlcal signs of Infection 2B - Skin loss with clinical signs of Infection

= Skin lozs
Skin foss may present as skin erasion {may result from domoged/
sroded vesicles or bullos), denudation or excoriation.
The skin domage pattern may be diffuse

* Signs of infection
Such as white scoling of the skin (suggesting a fungal infoction)
or sateliite lesions (pustules surrounding the lesion, suggesting a
Condida albicons fungal infoction), slough visible in the wound bed

Such as white scoling of the skin {suggesting a fungal infection)
(veflow/brown/greyish), green appearonce within the wound bed

or satellite lesions (pustules surrounding the lesion, suggesting
o Candida olbicans fungal infoction).
{suggesting a bactencal infection with Pseudomonas aeruginosc),

Additional aiteria excassive exudate levels, purulent exudote fpus) or o shiny

» Marked areas or discolouration from 3 previous (healed) skin defect Additionsl criteria appearonce of the wound bed.
'he Ghent Globa
* Macersted skin A variety of tones of redness may be present. Patients with darker skin tones,
« Intact vesicles and/or bullse the zkin may be paler or darker than normal, or purple in colour
* Marked areas or dizcolouration from 2 previous (hesled) skin cefect
Categorization tool

 Persistent redness
A vaniety of tones of redness may be present. Potients with
darker skin tones, the skin moy be paler or darker than normal,
or purpis in colour.

= Signs of infection

* The zkin may feel tense or swollen 3t palpation : <
« Burning, tingfing, itching or pain . f:""r appearance of the zkin

* Macersted siin

* Intact vesicles and/or bullae

« Skin may feel tenze or swollen 3t palpation
= Burning, tingling. itching or pain

Beeckman D. et al. The Ghent Global IAD Categorisation Tool (GLOBIAD). Skin Integrity Research
Group - Ghent University 2017. Available to download from www.UCVVGent.be



|dentify Patients at High Risk




Risk Assessment on Admission, Daily,

Patient Condition!?

A Use standard EBP
risk assessment tool

A Research has shown
risk assessment tools
are more accurate
than RN assessment
alone

Change in

Epidemiological study | Braden Scale’'* Norton Scale' Waterlow Score'* Cubbin-Jackson Scale'® | SCIPUS'™ Braden Q Scale™
risk factors (critically ill (individuals with SCI) (children)
individuals)
Activity and mobility * Mobility* * Mobility* Mobility * Mobility * Mobility * Mobility*
limitations * Activity* * Activity* * Hygiene * Level of activity * Activity*
* Friction-shear* * Complete SCI Friction-shear*
* Autonomic
dysreflexia/ severe
spasticity

Skin status Not included Not included Skin type General skin condition | Not included Not included

(in visual areas, partial

measure of skin status)
Diabetes Not included Not incdluded Not induded Not included Blood glucose levels Not included
Perfusion and Not included Not included Special Risk * Oxygen requirements | * Tobacco use « Tissue perfusion
oxygenation (partial measure of * Respiration = Cardiac disease oxygenation

perfusion) * Hemodynamics
PoorAnuttitionaI status | Nutrition * Food intake * Appetite « Weight/tissue viability | Not included Nutrition

* Fluid intake * Build (weight for * Nutrition
(modified scale) height)
Increased skin moisture | Moisture* Incontinence Continence Incontinence Urine incontinence or | Moisture*
constant moistness

Increased body Not included Not included Not included Not included Not included Not included
temperature
Advanced age Not included Not included Gender/Age Age Age Not included
Sensory perception Sensory perception* Not iﬁdudod Neurological Deficit Not included Not included Sensory perception*
Abnormal laboratory Not included Not included Not included Not included = Albumin * Not included
blood results * Hematocrit
General health status Not included * Physical condition = Major Surgery/Trauma | * Mental condition * Respiratory disease * Not included

* Mental condition*

* Medications

* Past medical
condition

* Renal disease
* Impaired cognitive
function

Garcia-Fernandez FP, et al. JWOCN, 2014:41(1):24-34

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel, and Pan Pacific Pressure
Injury Alliance. Prevention & treatment of pressure ulcers/injuries :Clinical Practice Guideline. Emily

Haesler (Ed).EPUAP/NPIAP/PPPIA. 2019




Picking the Right Scale

4

Scales Sensitivity Specificity Positive Negative AUROC Relative Risk
(cut-off) Median Median likelihood ratio  likelihood ratio Median (95% Q1)
(range) (range) (range)
Braden 0.74° 0.68+ 2.31* 0.38* 0.77% 426 |
(s 18)"e1s (033t01) (0.34 to 0.86) (0.55 to 0.88) (3.27 to 5.55)
Norton 0.75¢ 0.68¢ 2.34° 0.37¢ 0.74¢ 369 |
(s 18)"%15 (0 to 0.89) (0.59 to 0.95) (0.56 to 0.75) (2.64 t0 5.16)
Waterlow 1.00, 0.88¢ 0.13, 0.29¢ 1.15, 0.0, 0.41 ¢ 0.61¢ 266" |
(= 10)e12 1.24°¢ (0.54 to 0.66) (1.76 to 4.01)
Cubbin-Jackson 0.72 0.68 - e 0.763 8.63% !
(£ 28)=0% (3.02 to 24.66)
SCIPUS 0.85" 0.38" 1.4m — 0.64™ —
(= 8)'™ (0.59 to 0.70)
Braden Q 0.86° 0.59¢ 2,00 i 0.72¢ - N
(= 13)™ (0.76 to 0.96)  (0.55 to 0.63) (0.95 t04.58) (0.76 to 0.78)
"16 studies, n=5,462 7 studies, n=4,811 5 studles, n=2,809

12 studies, n=419
915 studies, n=4,935
* 2 studies, n=151

¢4 studies, n=2,559
h12 studies, n=2,408
™ 1 study (n=759)

31 studies, n=7,137
j 1 study, n=829
71 study, n=625

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel, and Pan Pacific Pressure Injury Alliance. Prevention &
treatment of pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler (Ed).EPUAP/NPIAP/PPPIA. 2019



<

It’s About the Sub-Scales >

4 Retrospective cohort analysis of 12,566 adult patients in progressive &
ICU settings for yr. 2007

4 ldentifying patients with HAPU Stage 2-4

4 Data extracted: Demographic, Braden score, Braden subscales on
admission, LOS, ICU LOS, presence of Acute respiratory and renal failure

A& Calculated time to event, # of HAPU'’s

4 Results:
- 3.3% developed a HAPU

- Total Braden score predictive (C=.71)

- Subscales predictive (C=.83)
Tescher AN, et al. ] WOCN. 2012;39(3):282-291



Braden Score

Braden Sub-Scales

>

<

5.00 10.00 16,00 20.00 2600 30.00
Incidanca of Prassuna Llcar

35.00

Braden Score

Perception 4
Perception 3
Perception 2
Perception 1

Molsture 4
Moisture 3
Moisture 2
Moisture 1

Activity 43
Activity 2
Activity 1

Mutrion 4/3
Nutrion 2
Nutrien 1

Mability 413
Mobility 2
Mobility 1

Friction 3
Friction 2
Friction 1

0% 5% 10% 15% 20% 25% 0% 35% 40%

(C=0.83)
Friction Score of 1=126
times the risk

Incidence of Pressure Ulcer

Multivariate model included 5 Braden subscales, surgery and acute respiratory failure
C=0.91 (Mobility, Activity and sensory perception more predictive when combined

with moisture or shear and friction)




Vasopressors/Pressure Injury
Cox J, et al Am J Crit Care, 2015;24(8):501-510

4 Retrospective correlation design

4 306 medical surgical and CV ICU patients who receive vasopressors
4 Examine the type, dose and duration of vasopressor agents and PU development

Results

- 13% Pl rate

- MV > 72 hours 23x more likely to develop a PI

- Receiving 2 vasopressor (Norepi & vasopressin) significant

Significant Predictors of Pl Development

Variable B SE LEL P Exp (B) 95%d
Cardiac arrest 1.359 0.605 3.831 05 3.804 0.998-15.188
Mechanical ventilation>72 hours 3.161 0.664 2268 <001 23604  6.427-86.668
Hours of MAP<60 mm Hg while receiving vasopressors ~ 0.092  0.037 6.199 01 1096 1.020-1.178 -
_ Addition of a
Use of vasopressin 1572 0.542 843 004 4816  1.666-13.925

* Nagelkerke R*=0.571; Hosmer and Lemeshow tast y?=5. 3; df=8; P=T3.

Cardiac diagnosis at ICU admission 330 1577 4539 03 0035 0.002-0.764 second agent
Abbreviations: ICU, intensive care unit; MAP mean arterial pressure.



|JAD Assessment Tool

Hospital Survey on Incontinence & Related Skin Injury

Unit / Work Area

Instructions:

Nate: Complete ONLY ONE form for each umnit.

Flease check the unit specialty that best describes the care provided,

1S - Surgical Psychiatric - General

___ Bum _ LTAC —_—
— Cardiac Surgery LTS —
__ CCU - General _ Medical _
__ CCU - Interventional _ MediSurg _
__ g - Cardiovascular _ Meuroclogy _
_ o - General _ Oncology _
— Icu - Medical —_ Onhopedic -
— 1S - Neuro — Other —
___ ICU - Neonatal . Pacu I
___ QU - Pediatric __ Pediatrics R

Patient Census of Unit at Time of Survey:

Incontinence Collection Products:
Check all that apply to a specific unit'work area.

_ PadiChux

__ Reusabla cloth

__ Disposable plastic-backed
__ Disposable air flow-backed

__ Diaper/Brief

___Reusable cloth

___ Disposable plastic-backed
__ Disposable air flow-backed

This survey is limited to inpatient care areas and excludes the following:
Labor & Delivery, Obstetrics, Mursery, Emergency Department & Operating Room

Date of Survey: ! ! Unit:

Psychialric - Geriatric
Rehabilitation
Reanal/Uralogy
Respiratory/Pulmonary
SMF/Transitional Care
Skilled Care (LTC)
Stepdown/Transition
Surgical

Telemetry - General
Telemetry - Medicine
Telametry - Surgical
Wound Care

Collection Device

Fabent Unk:

Patlant nfonmssthon

o L tisord dAras deds cosscion S

Fabant Gender:
[T
Farrais

- Ta GUres
Camosgraphio Infcemmat ks
Patkent Age Sroupc

D 17 morin A% 1o &3 e

Incond reree = el ity Io coried 1ae Sow of pire esSior sood Inithe precadep 24 oo

Cance all Fist Bzss
[Elp =

Corliasal

ke K T A P S
O
Fadart as Fairs

ol e ard

1603 yrm 1oy
4o 18 ym 1o E .
0 ba TF ym IoTa .
30k 36y e
Continenocs 3tatuc:
Ehoenil:
o Conbreri

e A, el N e e B ¢ i B B
B e e

—_lrcovinaT
. gl o mee- o wools

amroe

a5 ired mesllin g Mol cobeclic dadon

Falisr! bas sl facsl colscior Srdce

Cance all it azs 5
Lo = arna

Cicatrid 211 GFloia alod pouEne
L

Cance prodocs ussd or et

Cleancing:
Scazfteinras r
Fas-"smsh {sprwy
Commrang Fomrr
Wanadiooh o e

1mamnt et d mpoestde
Framantaies Wize

Baoilon £ - Compleke only for INooriinent palemc
S buking Faoions B

___ Dmdan Scoea
 WAcEiby Soorm
— Fridor & Shasr Soore
—__ huirion Soore

[Cabedz ails recerl hnpergheeie
Dtma by &1 dasps groiret oa aksd ooresn
wkir Aoichs

rTRnsoTE s ead
Cfvar

Immanbimenos Clearop & Skin ProfscHon:
Barriar Profscbon: (Tubss, Botlss or Spraysi

et o e

Incontinence Cleanup & Skin Protection:
Check all product categories that are available in a specific unittwork area,

Toa, e i S8

Cleansing:

Soap/WWater'Basin
Peri-\Wash (spray}
Cleansing Foam
Washcloth jeirchs type)
reusable | disposable
Premoistened Wipa
(thm. rof washciol)

Moisturizers:
Lotion

Cream
Qintment

sage 10410

Barrier Protection (Tubes, Bottles or Sprays):

Adurst confam ane of the "Acive ngreavands ™ kafed below

Petrolewm

Zing Oxide
Dirnethicone
Liguid Film Barrier
Other

All-in-one products:
Adeied conmhins clemrmsing,
Barrier cloth with skin protectant

iz & Barmsr profection

Molkturizans: Alimons products
——_ Lo@iza bt ot
—— Crmam - Basres Chothwif ada prolscisnd
CAntrrat

‘Techon &

Compleds oy Tor Imaontnesnt patienbc with rachirednscs of butbook or parmessl ckin

Camce al st Az
CondHion:

Inconlir erce Sssccisted Derral S

. Redasdey

. Fed s weegry

. Peawent on Sdmis on

Frawers Noor e, < sy o b
Voosar rrasrey T

Frawnd on Sdmiss on

——— Furggelfyeart apeearing rash

Perinsal Skin injurs
Coorriaimrnent Froduois:

Baboots —_ FeaiSeal Fecal Coleciion Dedon
Zazel Feosl Collection Destce

Hansl Trurzat

Dfvar

L) Inthars Eabapge aouts derdon @ e arun T

" Was Itesn a0 erderpad = esant?

[= L 2 Cigp=mabla ar fow-tached
S L O —
L3 L) Were iIrcorinance beiefa ee by casaTT
gt

Junkin J, Selek JL. ) WOCN 2007;34(3):260-269
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The Goal: Patient & Caregiver Safety




Immobility Risk Mobility, Skin & Fall | | ’
Skin Risk Factors  Prevention Strategies Care Giver Risk

Moisture Clean & Repetitive

Protect motion, Lifting

Pressure

Repetitive
Reduce motion,
Shear PEBELE 2 Lifting & Limb

Shear

Friction

holding

In-bed
Shear and Exercise &

Pressure Out of Bed
Mobility

Repetitive
motion, Dragging,
patient weight




Pressure &
Shear as a
Risk Factor




EBP Recommendations to Achieve Offloading &
Reduce Pressure

4 Turn & reposition every (2) hours (avoid positioning patients on a
pressure ulcer

A Repositioning should be undertaken to reduce the duration &
magnitude of pressure over vulnerable areas*

A Consider right surface with right frequency#

A Cushioning devices to maintain alighment /30° side-lying & prevent  The '"‘""az‘g"":' Cuideline
pressure on bony prominences’?

* Between pillows and wedges, the wedge system was more effective in
reducing pressure in the sacral area (healthy subjects)

* Between pillows and wedges, wedges maintain lateral position better
A Assess whether actual offloading has occurred*

A Use lifting device or other aids to reposition & make it easy to achieve S&El = NPIAP o
the turn®

1. McNichol L, et al. ) Wound Ostomy Continence Nurse, 2015;42(1):19-37.

2. Bush T, et al. WOCN, 2015;42(4):338-345

3. Kapp S, et al. Int Wound J. 2019;1-7

4. European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel, and Pan Pacific Pressure
Injury Alliance. Prevention & treatment of pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler
(Ed). EPUAP/NPIAP/PPPIA. 2019




EBP Recommendations to Reduce Shear & Friction

& Loose covers & increased immersion in the support medium
increase contact area

Prophylactic dressings: emerging science

Reposition the individual to relieve or redistribute pressure using
manual handling techniques and equipment that reduce shear &

friCtion . The International Guideline
: . 2019 |
A Mechanical lifts
A Transfer sheets
A 2-4 person lifts
A Turn & assist features on beds
Do not leave moving and handling equip underneath the patient, SEl ~ wNPIAP s

unless it is specifically designed for this purpose

European Pressure Ulcer Advisory Panel/ National Pressure Injury Advisory
Panel, and Pan Pacific Pressure Injury Alliance. Prevention & treatment of
pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler
(Ed).EPUAP/NPIAP/PPPIA. 2019




Pressure Ulcer Prevention

Systematic Review: Use of Prophylactic Dressing in ’ r

A 21 studies met the criteria for review

4 2 RCTs, 9 had a comparator arm, 5 cohort studies, 1 within-subject design where
prophylactic dressings were applied to one trochanter with the other trochanter

dressing free

Expermental  Control Risk Ratio Risk Ratio
Studyor Subgroup  Events  Total Events Total Weight MhH Random, 95%CI M-H, Random, 95% CI
Callaghan 1998 28 8 10 38% 031009108 7
Huang 2008 6 10 8 8 UM 083037109 ]
Weng 2008 B0 N 3N M 048037064 ]
Total {95% Cl) L} 48 1000%  050{0.39,0.64) ¢
Total events % §
Heterogeneity. Tau’= 0.0, Chi =142, df=2(P= 049), P= 0%

0t 01 1 10 100

Testior overall efect Z= 561 (P < 000001) Favours experimental Farours condol

Evaluated nasal bridge device ulcer prevention

Exeivertd  Cootrel Risk Ratio Risk Rato
Sudjor oo Events  Ttal Fverts Tota Weigt MALRadom 95501 MK, Rmdom, 954.1
Fomi 01 OB 1 06N mpnoy ——
Sbmaa2) 3 W 1208 e owpmony ——

Total 54.0) A MM wpsl| @

Tolal werts § 8

L | l | |
o o 1 10100
Fanours expenmental Famours coedrl

eferogenely. Tau'= 010, Chi'= 121, d1=1P= 027, P=18%
Tetforveral effect Z= 365 (P= 0.0003)

Evaluated sacral pressure ulcer prevention
Clark M, Black J, et al. Int Wound J 2014; 11:460-471



EBP Recommendations to Reduce Shear & Friction

& Loose covers & increased immersion in the support medium
increase contact area

Prophylactic dressings: emerging science

Reposition the individual to relieve or redistribute pressure using
manual handling techniques and equipment that reduce shear &

friCtion . The International Guideline
: . 2019 |
A Mechanical lifts
A Transfer sheets
A 2-4 person lifts
A Turn & assist features on beds
Do not leave moving and handling equip underneath the patient, SEl ~ wNPIAP s

unless it is specifically designed for this purpose

European Pressure Ulcer Advisory Panel/ National Pressure Injury Advisory
Panel, and Pan Pacific Pressure Injury Alliance. Prevention & treatment of
pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler
(Ed).EPUAP/NPIAP/PPPIA. 2019




Specialty Bed Dis.posable Glide Breathable Shear
/Slide Sheets Reduction Glide Sheet

Current Practice:
Turn & Reposition

Draw Sheet/Pillows/Layers of Linen Lift Device




* 50% of nurses required to do repositioning suffered back pain? \
 High physical demand tasks’?
- 31.3% up in bed or side to side

- 37.7% transfers in bed

* 40% of critical care unit caregivers performed repositioning tasks more than
six times per shift3

&Number one injury causation activity: Repositioning patients in bed3 /

e — T —

1. Smedley J, et al. J Occupation & Environmental Med,1995;51:160-163)
2. Knibbe J, et al. Ergonomics1996;39:186-198)
3. Fragala G. AAOHN, 2011;59:1-6

<



Oh, My Aching Back!

Back Pain Incidence in Nursing:

& 8 out of 10 nurses work despite experiencing
musculoskeletal pain?

& 62% of nurses report concern regarding
developing a disabling musculoskeletal injury?

& 56% of nurses report musculoskeletal pain is
made worse by their job?!

4 Nursing assistants had the 2" highest and RNs
had the 6t highest number of musculoskeletal
disorders in the U.S.?

1. American Nurses Association. (2013). ANA Health and Safety Survey. Retrieved from http://www.nursingworld.org/MainMenuCategories/WorkplaceSafety/Healthy-
Work-Environment/Work-Environment/2011-HealthSafetySurvey.html 2. U.S. Department of Labor, Bureau of Labor Statistics. (2014). Table 16. Number, incidence
rate, and median days away from work for nonfatal occupational injuries and illnesses involving days away from work and musculoskeletal disorders by selected
worker occupation and ownership, 2014. Retrieved from http://www.bls.gov/news.release/osh2.t16.htm

<



http://www.nursingworld.org/MainMenuCategories/WorkplaceSafety/Healthy-Work-Environment/Work-Environment/2011-HealthSafetySurvey.html
http://www.bls.gov/news.release/osh2.t16.htm

Contributing Factors to Injury

4 Healthcare is the only industry that
considers 100 pounds to be a “light”
weight

4 Other professions use assistive
equipment when moving heavy items

4 On average, nurses and assistants lift
1.8 tons per shift (ana, n.a)

| ]
/{‘ » » : /
(Kelly, 2015)
American Nurses Association. (n.d.). Safe Patient Handling Movement. Retrieved from

http://nursingworld.org/DocumentVault/GOVA/Federal/Federal-lIssues/SPHM.html



http://nursingworld.org/DocumentVault/GOVA/Federal/Federal-Issues/SPHM.html

Number, Incidence Rate, & Median Days Away From
Work for Occupational Injuries RN’s with

Musculoskeletal Disorders in US, 2003 — 2014

Year Owinership Oocupation Total Inddence Medial Dayvs Away

Cases  Rate From Witk
A0 private industry RS 0, a0 516 ]

2011 Private industry RN 10,210
2012 Private industry RN 9,000 585

2013 Private Industry RN 9,820 56.2
2014 Private Industry RN 9,820 55.3
2014 Private Industry NA 18,510

* Incidence rate per 10,000 FTE

Bureau of Labor Statistics, U.S. Department of Labor, February 14, 2011. Numbers for local and state government Unavailable prior to 2008/Nov 2011, Release 10:00 a.m. '
(EST) Thursday, November 8, 2012, 2013 data http://www.bls.gov/news.release/pdf/osh2.pdf. Accessed 01/07/2016 http://www.bls.gov/news.release/pdf/osh2.pdf



http://www.bls.gov/news.release/pdf/osh2.pdf

Achieving the Use of the Evidence for Pressure Injury ’
Reduction ’ .4

4 Resource & System

A Breathable glide sheet/stays
Foam wedges
Microclimate control

Reduce layers of linen

Factors Impacting the
Ability to Achieve Quality
Nursing Outcomes
at the Point of Care

Wick away moisture body pad

> > > D> D

Protects the caregiver

value Attitude & Accountability
Vollman KM. Intensive Care Nurse.2013;29(5):250-5



Impact of a Turn & Position Device on Pl & Staff Time ’

>

4 Prospective, Ql study (1 SICU & 1 MICU)
4 2 phases

- SOC: pillows, under pads, standard low air loss bed and additional staff if required
- Interventional: turn and position system, a large wicking pad (part of the product)

A Inclusion criteria: newly admitted, non-ambulatory, required 2 or more to assist with turning/
repositioning
A Turning procedures were timed/admitting till ICU discharge
4 Results
- No difference in sociodemographic and clinical data between the groups
- Phase 1: 14 patients (28%) Stage |l sacral Pl
- Phase 2: zero sacral Pl (p<.0001)
- Timing:
* Phase 1: 16.34 mins (range 4-60min) SD= 10.08

* Phase 2: 3.58 mins (range 1.12-8.48) SD = 2.31 (p=0.0006)
Hall KD, et al. Ostomy Wound Management, Nov 2016:40-44 '



Reducing HAPI & Patient Handling Injuries

A

A

Compared pre-implementation turning practice:
pillows/draw sheet vs turn and position system
(breathable glide sheet/foam wedges/wick away pad)

Baseline: November 2011-August 2012
Implementation period: November 2012 to August

2015
3660 patients

035 -

.20 -

015 =

010 =

HAP rate per 1,000 patiant days

005 —

0,00 :
Mors 11 - Bug 12 Mow 12 - Aug 13

Hewe 13- Aug i4 Mov 14-Aug 15

Compared HAPU rates, patent handling injuries, and
cost
PATIENT HANDLING INJURY AND COSTS /4% reduction
January 2012 November 2012 to November 2013 to November 2014 to
to October 2012 August 2013 August 2014 August 2015
(Before) ( After) ( Afier) (After)
Injuries/Cost 19/§427,500 8/$180,000 2/$45,000 5%/$112,500

Average cost calculated by estimating $22,500 per injury."”
*1 PCI in critical care, 4 PCIs in medical. We were unable to determine if the patients were eligible for the

repositioning system.

Way H, Am JSPHM, 2016;6(4):160-165



D%es Use of a Positioning
Aid I Compliance

& Exp Group 1: PROTECT (positioning is

tailored to individual risk) & turn and
270 at risk patients from 29 wards in 16 reposition system

hospitals (39 ICU, 129 geriatrics, 59 rehab)

Multicenter, clustered, three arm RCT

& Exp Group 2: Usual positioning
protocol & turn and reposition
system

Wards assigned to 2 experimental & 1
control

Primary: Examine compliance to

repositioning frequencies & Control Group: Usual care

Secondary: Incidence of Pl and IAD,
nurses and patient comfort, acceptability
of intervention and budget.

De Meyer D, et al. J Adv Nurs. 2019 May;75(5):1085-1098



<
Results

4 Body posture in bed

A 30 degree & use of turn & position
system

A Group 1=no PI
4 Group 2= 1 suspected DTI
4 Control= 3 sacral Pl’s

4 Overall positive response on use of
turn and position system by nurses
and patients

4 Cost higher in control because of
median time to turn is longer

De Meyer D, et al. J Adv Nurs. 2019 May;75(5):1085-1098

Turning Compliance

Compliance bed
Exp. group 1
Exp. group 2 and control group
Exp. group 1 and 2
Control group
Compliance chair
Exp. group 1
Exp. group 2 and control group
Exp. group 1 and 2
Control group

% (n/N)

Visit 1

65.1 (28/43)
63.2 (43/68)
62.9 (39/62)
65.3 (32/49)

68.4 (26/38)
65.3 (47/72)
69.4 (50/72)
60.5 (23/38)

Visit 2

94.6 (35/37)
69.0 (40/58)
B49 (45/53)
714 (30/42)

58.1 (18/31)
B39 (47/56)
698 (37/53)
B24 (28/34)

Adjusted odds ratio
(OR) (95% CI)

2597 (3.65-184.68)

680 (141-32.75)

004 (001027

015(003-071)

Adjusted X? statistic

10.59

571

10.59

a7l




EBP Recommendations to Achieve Offloading & Reduce

Pressure

4 Turn & reposition every 2 hours (avoid positioning
patients on a pressure ulcer)

A

> > D> D

Use active support surfaces for patients at higher risk of
development where frequent manual turning may be

difficult2
Microclimate management?
Heel protection?

Early mobility programs?

nical Practice Guideline

The International Guideline
2019 A

G~ wNPIAP 3

Seated support surfaces for patients with limited mobility

when sitting in a chair?

1. Reger Sl etal, OWM, 2007;53(10):50-58
2. European Pressure Ulcer Advisory Panel/ National Pressure Injury Advisory

Panel, and Pan Pacific Pressure Injury Alliance. Prevention & treatment of
pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler
(Ed).EPUAP/NPIAP/PPPIA. 2019




In-Bed Technology



http://www.molnlycke.com/patient/en/Products/Wound/Mepilex-Border-Sacrum/

EBP Recommendations to Achieve Offloading & Reduce ’
Pressure >

A Ensure the heels are free of the bed surface

A Heel protection devices should elevate the heel completely (off-load)
in such a way as to distribute weight along the calf

A The knee should be in slight flexion

A Remove device periodically to assess the skin

The International Guideline
2019

@
N

European Pressure Ulcer Advisory Panel/ National Pressure Injury Advisory
Panel, and Pan Pacific Pressure Injury Alliance. Prevention & treatment of
pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler
(Ed).EPUAP/NPIAP/PPPIA. 2019




RCT: Prevention of Heel Injuries and ’
Plantar Flexion Contractures >

Surgical intensive care unit, medical intensive care unit, and neurotrauma intensive care
unit.

Inclusion criteria; 5 days of sedation related to care for a critical illness, immobility for 6
to 8 hours before study initiation. Braden < 18, mobility subscale < 2 & pre-existing Pl

54 subjects: 37 intervention 19 control

Measured pressure injury and goniometric scores
Intervention: Heel protector Control: Pillows
Results:

A Pl: 0% versus 41% developed by day 2

A Goniometric scores: Significant day 3 lower goniometric score as well as last study day.

e 10 patients had improved PFC in intervention group

e 1 patient had improved PFC in control group
Meyers T, WOCN, 2017;44(5):429-433



Sustainability of Heel Injury Reduction: QI Project

HEEL PROTECTOR ALGORITHM

& Folon! at fsk for Seel Broaiadown ovalor Fool Trop?
Erodon 5000 < 16¥

& 490 bed facility ~ e

v -
Tolow hew Pracios Guidelnes o velne « Irmplarmerd Prwva rlive S Cooe Profeccl

“ncaoe
+ Encurigal epeal teng whis o bedt +Tiapoken overy 2 hosk

4 Evidence-based quality R R
improvement initiative _N N

Criena for Hoet howcio

1. e NonAmbudakey

.
A 4 tier process 3 2 o e g
) 3 Meve 1 ot mone of i foowing ma stk
Dicoeles Nettar FEppomEve medccion O
Herw paroes A B-Taadere Sagon [ ew O
Sowmid oot My Sannes Btk soken o e Wi
Lagor ot Houna o8 (16 Poesons, 8, Ty Mairasrs

Loy Compatrun! Percredt nerve irary
W SAOO0M U

A Partnership

e N - o B VN CWOCN A% Towcors Soe - Suee O fOHI0P1 - fettin See - Saes Qo #002077
Acacmect oy Aloe Angee BN AP 7 ondl haurs Rt 3N Tchve — —— —

A Comprehensive product review
A Education & engagement Heel Injury Reduction

7.00% 72%
A Support structures & processes 00y 2% Reduction

5.00% 4.2%

4.00%

3.00%

2.00% I 1.6%

1.00%

0.00% .

Pre-Implementation 1 year 4 years

Hanna-Bull D. WOCN, 2016;43(2):129-132



EBP Recommendations to Achieve Offloading & Reduce
Pressure

4 Turn & reposition every 2 hours (avoid positioning

patients on a pressure ulcer) 'ressure Ulcers/Injuries:
al Practice Guideline

A Use active support surfaces for patients at higher risk of |
development where frequent manual turning may be difficult The International Guideline
2019 -

Microclimate management

Heel protection

Early mobility programs

> > D> D

Seated support surfaces for patients with limited mobility L « NPIAP -
when sitting in a chair

Reger Sl et al, OWM, 2007;53(10):50-58, www.ihi.org
European Pressure Ulcer Advisory Panel/ National Pressure Injury Advisory Panel, and Pan Pacific Pressure Injury Alliance. Prevention & treatment of
pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler (Ed).EPUAP/NPIAP/PPPIA. 2019



http://www.ihi.org/

Transition: In-Bed to Out-of-Bed & Back




Out-of-Bed Technology




Current Seating Positioning Challenges

Sacral Sitting

Airway & epiglottis

Frequent repositionin
compressed d P J

& potential caregiver
injury

Body alignment

Potential risk of

sliding from chair
Shear/Friction

Sacral pressure




Repositioning patients in chairs:
an improved method (SPS)

A Study the exertion required for 3 Smm
methods of repositioning patients in |
chairs

A 31 caregiver volunteers

A Each one trialed all 3 reposition
methods

A Reported perceived exertion usin ,5
the Borg tool, a validated scale

Fragala G, et al. Workplace Health & Safety;61:141-144 '
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Prevention Strategies for IAD




Evidence-Based Components of an IAD Prevention Program > .{

& Skin care products used for prevention or treatment of IAD should be
selected based on consideration of individual ingredients in addition to
consideration of broad product categories such as cleanser, moisturizer, or

skin protectant. (Grade C)
A A skin protectant or disposable cloth that combines a pH balanced no rinse cleanser,
emollient-based moisturizer, and skin protectant is recommended for prevention of

IAD in persons with urinary or fecal incontinence and for treatment of IAD,
especially when the skin is denuded. (Grade B)

A Commercially available skin protectants vary in their ability to protect the skin from
irritants, prevent maceration, and maintain skin health. More research is needed.

(Grade B)
Doughty D, etal. ] WOCN. 2012;39(3):303-315 |



EBP Recommendations to Reduce Injury From
Incontinence & Other Forms of Moisture

A Clean the skin as soon as it becomes soiled?#

3 1 n{':

4 Use an incontinence pad and/or briefs that wick away moisture!-24 R
Pi'actice Guideline

4 Use a protective cream or ointment!%4

A Disposable barrier cloth recommended by IHI & IAD consensus group B The lmernazti&n;l Guideline
4 Ensure an appropriate microclimate & breathability* i
& <4 layers of linen3 {4 4
4 Barrier & wick away material under adipose and breast tissue?* B
4 Support or retraction of the adipose tissue (i.e. KanguruWeb)* S W NPIAP 5

4 Pouching device or a bowel management system?#

www.ihi.org
Doughty D, et al. JWOCN. 2012;39(3):303-315

Williamson, R, et al (2008) Linen Usage Impact on Pressure and Microclimate Management. Hill-Rom
European Pressure Ulcer Advisory Panel/ National Pressure Injury Advisory Panel, and Pan Pacific Pressure Injury
Alliance. Prevention & treatment of pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler
(Ed).EPUAP/NPIAP

A wNe


http://www.ihi.org/

Current Practice:
Moisture Management




EBP Recommendations to Reduce Injury From
Incontinence & Other Forms of Moisture

A Clean the skin as soon as it becomes soiled?#

3 1 n{':

4 Use an incontinence pad and/or briefs that wick away moisture!-24 R
Pi'actice Guideline

4 Use a protective cream or ointment!%4

A Disposable barrier cloth recommended by IHI & IAD consensus group B The lmernazti&n;l Guideline
4 Ensure an appropriate microclimate & breathability* i
& <4 layers of linen3 {4 4
4 Barrier & wick away material under adipose and breast tissue?* B
4 Support or retraction of the adipose tissue (i.e. KanguruWeb)* S W NPIAP 5

4 Pouching device or a bowel management system?#

www.ihi.org
Doughty D, et al. JWOCN. 2012;39(3):303-315

Williamson, R, et al (2008) Linen Usage Impact on Pressure and Microclimate Management. Hill-Rom
European Pressure Ulcer Advisory Panel/ National Pressure Injury Advisory Panel, and Pan Pacific Pressure Injury
Alliance. Prevention & treatment of pressure ulcers/injuries :Clinical Practice Guideline. Emily Haesler
(Ed).EPUAP/NPIAP

A wNe


http://www.ihi.org/

IAD/HAPU Reduction Study

4 Prospective, descriptive study

4 2 Neuro units

4 Phase 1: prevalence of incontinence & incidence of IAD & HAPU
4 Phase 2: Intervention

A Use of a 1 step cleanser/barrier product
A Education on IAD/HAPU
4 Results:
A Phase 1: incontinent 42.5%, IAD 29.4%, HAPU 29.4%, LOS 7.3 (2-14 days), Braden 14.4
A Phase 2:incontinent 54.3%, IAD & HAPU 0, LOS 7.4 (2-14), Braden 12.74

Hall K, et al. Ostomy Wound Management, 2015;61(7):26-30 '



IAD Prevention Practices: Implementation Science ’
Approach ’

4 ldentified evidence gaps in previous study (4 hospitals-250 patients

& Using implementation science approach to introduce evidence based
|AD practices

4 |AD committee: education about correct pad sizing, washable and
disposable pads and plastic sheets removed from the wards. All in
one barrier cloth that cleans, protects and moisturizes was introduced

& Nurses from wards ask to participate in 1 of 6 focus groups post
implementation

Barakat-Johnson M, et al. Ostomy Wound Management. 2018;64(12):16-28 '



|JAD Prevention Practices: Results

Variable

Pre-Implementation
N=250

Post Implementation
N=259

P value

IAD 23 (9.2%) 6 (2.3%) .015
HAPI 9 (3.6%) 2 (0.8%) .034
Bed protection use 154 (64.7%) 6 (2.3%) <.01
Continent patients with 73 (29.2%) 28 (10.8%) <.01

incontinent products

Nurse Focus Groups: 31 nurses, 4 themes

Benefit to patient: improved skin condition, patient comfort

Usability: fewer steps

Problems encountered: not seeing barrier in place

Related factors: confusion between IAD and pressure injury

Barakat-Johnson M, et al. Ostomy Wound Management. 2018;64(12):16

<



Urine and Fecal Containment Device




10% incidence in a recent

metanalysis

e 26% nasal oxygen tubing

* 9% airway pressure masks
7.7% sequential compression
devices
5.6% nasal oxygen prongs
5.5percent tracheostomy
tubes under flange
5% nasogastric tube
2.4% cervical collar under the
rim

Jackson D, et al. International J of Nursing Studies.

2019;92:109-120

Having a medical device
you are 2.4 x more likely
to develop a HAPU of
any kind (p=0.0008)

.82 200

Black JM., et al. International Wound J, 2010;7(5)358-365




Prevention of MDR’s-HAP|1:2

Selected based on their ability to cause the least
degree of damage from pressure or shear forces

A use devices made of softer material
Sized correctly to avoid excessive pressure

A tension on securement device should be checked
regularly and adjusted

Securement devices that splint the tubes (for NG’s)
allowing them to float

Remove as soon as clinical possible

Skin under device assessed minimum q 12 (more freq
if fluid shifts or localized edema seen)

Devices lifted at frequent intervals or rotated
Use dressings to cushion medical devices

<

4

@ Best Practices for Prevention of
= Medical Device-Related Pressure Ulcers

in Critical Care

L4

® Choose the correct size of medical device(s) to fit the individual

® Cushion and protect the skin with dressings in high-risk areas (e.g., nasal bridge)

® Inspect the skin in contact with device at least daily (if not medically contraindicated)

® Avoid placement of device(s) over sites of prior or existing pressure ulcer

® Educate staff on correct use of devices and prevention of skin breakdown

® Be aware of edema under device(s) and potential for skin breakdown

® Confirm that devices are not placed directly under an individual who is bedridden or immobile

> =7Z
‘Jrzﬂlg
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Copyright & Oeober 2013 by Rationzl Pressure Uer Avisory Panel, Al Tights reszrved,

1. HaugenV, Perspectives; 2016 http://www.perspectivesinnursing.org/current.html
2. Cooper KD, et al. Amer J of Crit Care. 2020;29(2):150-154
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Progressive Mobility + Caregiver Safety
+ Skin Safety




Outcomes of Early Mobility Program

A
A
A
A
A

A

J time on the ventilator?
J, incidence of VAP?

J days of sedation3

J, delirium?

N ambulatory distance*?

Improved function*?

INCiUGES Complex, INtubiates, Nemodynamically unstable

Includes Intubated, non Intubated hemodynamicaily stable/stablizing, no

and stable Intubated patients; may Inciuds non-intutated contrandications
START HERE LEVEL | LEVEL Il LEVEL Il LEVEL IV LEVELV
TRAsEEne | TRAESER | TRAsTaw | | TRASSGRw | | TRAESORw
Perform Initial mobility ‘Goal- dinical stbiity; Goal: upright siting: Goal: Increased trunk || | Goal: stands w/ min. Goal: Increase
screen win 8 hours of ICU passive ROM mncreased strength and strength, moves leg [bo mid. assist, able to|| Histanee in ambulation|
admission MoVES 3 against gravity| agamnst gravity and march in place, & ability to perform
Reassess mobility level readiness o weight bear| weight bear and some ADLs
at least every 12 hours transfer to chair
|Recommended at shift &) F’TchsuItaﬁ.m pm PT: Active Resistance| FT = 2 daily PTx2 :thy &EOT x1
OT consultation pm Dmeathy__mngm OT consut for ADL'S daily
EXEMCEES
202 Sat < B6% refraciony |OT consuttation pm
fo Increasing F102 —ﬂm—l
) ACTVITY: Q2 hrtumin
oMew onset candlac g -
[ ACTIVITY. ACTIVITY: ACTIVITY:
amytnmias or lschemia _ HoB2ar Pﬁﬂ*éﬁ“ REL Salf or assisted Seff or assisted Seff or assisted
o HR <50 or =120 Passive ROM 2KId | | B 0 oo 15 min Q2 hr tumning Q2 hr uming @2 br tuming
0 MAP <55 07 »140 perormed by RN.orf | B B e ege | | [ Stracnesgeot | |J1-Bed siting Posion | i chair (008 w
CAP “in dont bed wRN. PT, RT Min.20 min. 3X/d; RMPT/RT assist
o SBF <80 or >160 Q2 br tuming depe : assist X 15 min [_Siting on edge of Min. 3¥iday
position X 15 min. 1 £ bed: stand v RN - ¥
o New or Ineraasing Coreier . HOB 85° Legs p Progressive bed - v . || | Meals consumed
Vasopessor Infusion T in dependant sitting Posifion FT. AT assist while dangling cn
CLRT/Pronation if = : Min. 200 min. 3X/d E Active Transfer to | | edge of bed or in
oFemoral sheath patient meets crteria :ﬁm"; }; E”'”'”- or Char (DOB) w! chair
oHeurniOring Instability Consult MD for : d-;': Ii-ri:de Pivot to chair RNFT/RT assst
oParalyllc use 320 min. 3xd position 24d ey

*Mobility is the responsibility of the RN, with the assistance from the RT"s Unlicensed Assistive Personnel and PT/ OT. PT and OT may assist the team
with placement to the appropriate mobility level of activity, always prioritizing patient and provider safery. Placement is based on clinical judgment.

Bassett R, et al. Intensive & Crit Care Nurs, 2012;28:88-97

vk wNpeR

Staudinger t, et al. Crit Care Med, 2010;38.
Morris PE, et al. Crit Care Med, 2008;36:2238-2243
Titsworth WL. J Neurosurg, 2012 116:1379-1388

Schweickert WD, et al. Lancet, 373(9678):1874-82.
Thomsen GE, et al. CCM 2008;36;1119-1124




Challenges to Mobilizing Patients

4 Potentially Modifiable Barriers

A Patient — related barriers (50%)

- Hemodynamic instability, ICU devices, physical & neuropysch

A Structural (18%)

- Human or technological Resources

A ICU culture (18%)
- Knowledge/ Priority/ Habits

A Process related (14%)

- Service delivery/ lack of coordination

- Clinician function '
Dubb R,et al. Ann Am Thorac Soc. 2016 May;13(5):724-30.



Decision-Making Tree for Patients Who Are Hemodynamically Unsible
With Movement ™

Screen for mobility readiness within 8 hrs of
admission to ICU & daily initiate in-bed
mobility strategies as soon as possible

\
(s, N N N R

unstable with manual Is the patient still o
turning? hemodynamically Screen for mobility N _
. ; o . readiness within 8 hours . Initiate continuous lateral
O, saturation < 90% unstable after allowing of admission to 1CU & Has the manual position rotation therapy via a
* Newonsetcardiac Yes 5-10 minutes’ adaption Yes dailv initiate in-bed Yes turn or HOB elevation Yes rotocol to trg?/n the
arrhythmias or ischemia  L_, post-position change =~ y —> | been performed slowly? t—p P

*« HR <60 <120 before determinin
« MAP < 55>140 ?

. SPB <90 >180 tolerance?
* New or increasing
\ vasopressor infusion / K / K / K / K /
| No_ | No_ | No_ | No_

Try the position turn or HOB

mobility strategies as
soon as possible

patient to tolerate turning

Allow the patient a minimum

Begin in-bed mobility techniques and progress out-of- of 10 minutes of rest between maneuver slowly to allow HOB = Head of Bed
bed mobili h ) | - h . adaption of cardiovascular HR = Heart Rate
ed mobility as the patient tolerates activities, then try again to response to the inner ear VAP = Mean Atterial Pressure

determine tolerance SPB = Systolic Blood Press

position change

1. Vollman KM. Crit Care Nurse. 2012;32:70-75.
2. Vollman KM. Crit Care Nurs Q. 2013;36:17-27.



[Clinical Findings Which Prevent Patient Turning_]

1. Development of life threatening arrhythmia with sympto-
matic response (VFIB/VTACH/SVT) This does NOT in-
clude asymptomatic AFIB.

2. Active Fluid Resuscitation: (i.e. no volume going in= no
systemic blood pressure).

3. Active Hemorrhaging:
« Following Cardiac Surgery/Active Tamponade
« Massive Gl bleeding with use of Blakemore tube.
« Active hemorrhage following Trauma.

4. Change in baseline hemodynamic parameters (BP, HR,
Oxygen Saturation, RR, etc) that does not recover with-
in 10 Minutes of position change and is not an expected
result based on diagnosis.

{Recommended Interventions for the Unstable Patient ]
IF PATIENT IS DEEMED TOO UNSTABLE TO TURN BY ABOVE PARAMETERS:

A TRIAL TURN SHOULD BE ATTEMPTED AT LEAST EVERY 8 HOURS TO DETERMINE
ABILITY TO RESUME FREQUENT TURNING AT LEAST EVERY 2 HOURS

Provide mini-turns
Weight shift patient at least every 30 minutes
Elevate heels from surface of bed
Reposition patient’s head, arms and legs at least every hour, consider passive ROM
Consider use of Continuous Lateral Rotation Therapy to prevent development of
“gravitational equilibrium”. Begin: SLOW AND LOW angles of turning to gauge patient
response.
When turning patient: GO SLOW! Provide serial small turns from supine to lateral po-
sition to achieve linen changes, hygiene checks, and reposition with wedges and pil-
lows.

s
2.
3.
4.
5.

o

UNSTABLE FRACTURES

Patient’s with unstable pelvis injuries LOG ROLL PATIENT ONLY with approval of Attending
MD. Consider wedges or pillows placed between the legs to maintain proper alignment.
DO NOT use continuous loateral rotation therapy (CLRT) with unstable spinal fractures: these

patients should be positioned with multiple wedges to maintain proper alignment

Cervical Fractures/ UNSTABLE: Patient must have appropriately fitted cervical collar in
place. Ensure security and proper positioning of collar, then log roll patient, and wedge in prop-
er alignment.
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Brindle TC, et al. WOCN, 2013;40(3):254-267
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B It is not enough to do your
best, you have to know what to |
do and then do your best. '
E Deming




How do we make it happen? |




Driving Change

« Gap analysis

e Build the will

* Protocol development

& /

4 )

» Make it prescriptive

« Overcoming barriers

« Dalily integration




Intact Skin Is In: Making it Happen

4 Advocacy

A Subscales
4 Skin rounds/time frequency
A Hand-off communication

4 The right products and processes-pressure/shear/moisture/prevent skin tear and medical
adhesive related injuries

4 Quarterly prevalence/incidence of PU & IAD
4 Skin liaison/champion nurses

4 Creative strategies to reinforce protocol use
Visual cues in the room or medical record

Rewards for increased compliance

4 Yearly competencies on beds or positioning aids to ensure correct and maximum utilization

<



The Goal:
Patient and Caregiver Safety

Repetitive motion injury
J' Musculoskeletal injury
J, Days away from work
J Staffing challenges
Retain experienced staff

J Hospital LOS

J ICU LOS

J Skin Injury

J CAUTI

J Delirium

J Time on the vent

J Falls with injury
J Hospital LOS




Earn 1 CE credit

To get started:

o Register on
FocusRN.stryker.com

Please access on desktop, laptop, or tablet

6 Check your email the week

following your event. You'll

receive an evaluation to complete. accredited clinical education

e On your next visit to the website,
you'll see a message prompting you
to complete your evaluation. This will
allow you to access your downloadable
certificate of completion.

Stryker is accredited as a provider of continuing education in nursing by the California Board of Registered Nursing (provider number CEP 15927).
CMR 27582
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