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Purpose

An evidence based, interprofessional and person centered approach to care can decrease the
incidence of pressure injuries in the hospital setting, thus reducing pain, suffering and cost
within the healthcare system. At MAHC, all admitted patient will undergo routine risk
assessment, have an individualized skin injury prevention care plan and consistent monitoring
of skin surfaces to support safe skin practices.

Scope

The policy pertains to all staff members and physicians at Muskoka Algonquin Healthcare
(MAHC).

Policy Statement

At MAHC, the primary goal is the prevention of pressure injuries, and/or preventing further
tissue damage of pre- existing pressure injuries. Nurses will assess for risk of skin breakdown
using the Braden Scale for predicting Pressure Sore Risk on all adult patients with the exception
of maternity. A Braden Score of less than 18 indicates that a patient is at risk, requiring the
nurse to establish, implement and document a plan of care. Ongoing evaluation of Braden
Score and effectiveness of the plan of care must be documented. The patient and family are to
be included in the prevention planning and intervention process. The Management of wounds
will follow the Wound Assessment and Management Policy.

Definitions

Braden Scale: A validated risk assessment tool used to determine risk for developing pressure
injuries. Six subscales are scored based upon patient presentation. A low score indicates high
risk of developing skin injury. Subscale scores can be used to determine appropriate patient
interventions.

National Pressure Ulcer Advisory Panel (NPUAP) Staging System: A staging system that
describes the depth of tissue involvement in a unilateral dimension of deterioration created by
the NPUAP. Appendix B outlines the NPUAP staging system.

Pressure Injury: Localized damage to the skin and underlying soft tissue usually over a bony
prominence or related to a device. The extent of damage is defined by the NPUAP staging
guide (Appendix B)
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Procedure

Risk Assessment:

1. All nurses working in patient areas will receive education on utilization of the Braden
scoring tool. (Appendix A) Lanyard cards will be available for reference.

2. All patients admitted to MAHC will have a Braden score assessment completed and
documented within 12 hours of admission, weekly, with the development of any
pressure injury and with any major change in patient status.

3. Braden score values will be used to create the individualized patient care plan along
with the interdisciplinary team as required.

Skin Assessment:

1. All patients admitted to hospital will have a complete skin assessment within the first 12
hours of admission.

2. A full skin assessment on admission will include all the bodily surfaces, with particular
attention to bony prominences and areas of pressure. Any existing dressings or devices
will be removed with the underlying tissue examined and documented.

3. A skin assessment will subsequently take place every shift, focusing on bony
prominences. In subsequent assessments, any therapeutic dressings may remain intact
and be documented as such. Any dressings used for prevention or medical devices must
be lifted to examine the underlying tissue.

4. Staff will utilize the National Pressure Ulcer Advisory Panel staging guide for assessment
of skin injuries. (Appendix B) It is important to consider previous skin assessments as
pressure injury staging works in a unilateral direction (i.e. a stage 2 injury cannot
recover and become a stage 1 injury). (Appendix B)

Documentation:

1. All suspected and established pressure injuries, including stage 1, are to be documented
at the time they are initially noted and with each subsequent skin assessment.
Documentation will take place on the ‘Incision/Wound care’ Power Form and include at
minimum the location, stage and size of wound and a description of the wound bed and
peri-wound area.

2. Wounds stage 2 or greater require photo documentation on initial assessment. All
photos must be taken on a hospital owned camera, available in designated unit
Medication Rooms. Refer to instructions for loading to patients Cerner chart in the
Wound Care Binder and attached to all cameras.

3. Document utilization of any therapeutic surfaces on initiation or discontinuation.
(Appendix D)

4. Document all patient and/or family education and instructions.
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Reporting:

1. Any pressure injury first identified after 24 hours of admission are considered a Hospital
Acquired Pressure Injury (HAPI).

2. HAPIs will be recorded in the patient chart followed by an IMRS incident report using
the “Skin Tissue” incident category.

3. Any Pressure Injury that worsens (i.e.: stage 1 develops to a stage 2) will be reported
through the IMRS.

4. HAPIs and worsening injuries will be reviewed quarterly by the Skin and Wound Care
committee and forwarded to Nursing Leadership and Quality Council.

5. Braden Score Compliance will be reviewed quarterly by the Skin and Wound Care
Committee.

6. Pressure Injury (Pl) audits will be conducted at a minimum of monthly on a designated
unit and results reported to staff and management.

Care Plan:

1. All patients receiving care at MAHC will have an individualized Braden Skin Assessment
Care Plan documented in Power Chart. The MAHC Pressure Injury Prevention Protocol
will be utilized. (Appendix C)

2. The Braden Skin Assessment Care Plan will be reviewed and updated with each instance
of the Braden Scoring Tool.

3. Interventions will be selected considering the sub scoring values.

4. Dietician, physio and OT consults will be completed as required.

Education:

1. Education will be provided for care providers regarding utilization of the Braden Score,
protocols and prevention strategies/ devices and recognition of pressure injuries in
general orientation.

2. Strategies and algorithms will be available in the Wound Care Binder found in all clinical
areas and on SharePoint.

3. All patients will receive a copy of the Patient Information on Bed Sores and Pressure
Injury information sheet. (Appendix E)

Cross Reference

N/A
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Notes

Standardized Statement:

This material has been prepared solely for the use at Muskoka Algonquin Healthcare. Muskoka
Algonquin Healthcare accepts no responsibility for the use of this material by any person or
organization not associated with Muskoka Algonquin Healthcare. No part of this document may
be reproduced in any form for publication without permission of Muskoka Algonquin
Healthcare.

References / Relevant Legislation
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https://www.hgontario.ca/Evidence-to-Improve-Care/Quality-Standards/View-all-Quality-
Standards/Pressure-Injuries

National Pressure Ulcer Advisory Panel. (2016). National Pressure Ulcer Advisory Panel (NPUAP)
announces a change in terminology from pressure ulcer to pressure injury and updates the
stages of pressure injury. Retrieved from: https://www.npuap.org/national-pressure-ulcer-
advisory-panel-npuap-announcesa-change-in-terminology-from-pressure-ulcer-to-pressure-
injury-and-updates-thestages-of-pressure-injury/

Registered Nurses’ Association of Ontario. (2016). Assessment and Management of Pressure
Injuries for the Interprofessional Team (Third Edition). Toronto, Canada: Registered Nurses’
Association of Ontario: https://rnao.ca/bpg/guidelines/pressure-injuries
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Appendix A: Braden Score
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Appendix B- National Pressure Ulcer Advisory Panel Staging Guide
*
K usKoxa AuconauiN Pressure Ulcer Stages

Stage |
Pressure Injury

Stage Il
Pressure Injury

Stage Il
Pressure Injury

Stage IV
Pressure Injury

Deep Tissue
Pressure Injury

Unstageable Pressure
Injury

Non-blanchable erythema
of intact skin

Intact skin with localized
area of non-blanchable
erythema, which may
appear differently in
darkly pigmented skin.
Presence of blanchable
erythema or changes in
sensation, temperature, or
firmness may precede
visual changes. Colour
changes do notincluce
purple or marOon
discoloration; thes may
indicate deep tissue
pressureinjury.

Partial-thickness skin loss
with exposed dermis

Partial-thickness loss of
skin with exposed dermis.
The wound bed is viable,
pink or red, moist and may
also presentas an intactor
ruptured serum-filled
blister. Adipose (fat) is not
visable and deeper tissues
are notviable. Granulation
tissue, slough and eschar
are not present. These
injuries commonly result
from adverse microclimate
and shear in the skin over
the pelvis and shear in the
heel. This stage should not
be used to describe
moisture-assosicated skin
damage (MASD) including
incontinence associated
dermatitis (IAD),
intertriginous dermatitis
(1TD), medical adhesive-
related skin injury (MARSI),
or taumatic wounds (skin
tears, burns, abrasions).

Full-thickness skin loss

Full-thickness loss of skin,
in which adipose (fat) is
visiblein the ulcer and
granulation tissue and
epibole (rolled wound
edges) are often present.
Slough and/or eschar may
be visible. The depth of
tissue damage varies by
anatomical location; areas
of significant adiposity can
develop deep wounds.
Undermining and tunneling
may occur. Fascia, muscle,
tendon, ligament, cartilage
or bone are not exposed. If
slough or eschar obscures
the extent of tissue loss
this is an Unstageable
Pressure Injury

Full-thickness loss of skin
and tissue

Full-thickness skin and
tissue loss with exposed
or directly palpable
fascia, muscle, tendon,
ligament, cartilage or
bonein the ulcer. Slough
and/or eschar may be
visible. Epibole (rolled
edges), undermining
and/or tunneling often
occur. Depth varies by
anatomical location. If
sough or eschar obscures
the extent of tissue loss
this is an Unstageable
Pressure Injury.

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 or blood-filled blister.
Pain and temperature change
often precede skin colour changes.
Discoloration may appear
differently in darkly pigmented
skin. This injury results from
intense and/or prolonged pressure|
and shear forces at the bone-
muscle interface. The wound may
evolve rapidly to reveal the actual
extent of tissue injury, or may
resolve without tissue loss. If
necrotic tissue, subcutaneous
tissue, granulation tissue, fascia,
muscle or other underlying
structures are visible, this
indicates a full thickness pressure
injury (Unstageable, Stage 3 or
Stage 4). Do not use DTPI to
describe vascular, traumatic,
neuropathic, or dematologic
conditions.

Obscured full-thickness skin
and tissue loss

Full-thickness skin and
tissue loss in which the
extent of tissue damage
within the ulcer cannot be
confirmed becauseitis
obscured by slough or
eschar. If slough or eschar
is removed, a Stage 3 or
Stage 4 pressure injury will
berevealed. Stable eschar
(i.e. dry, adherent, intact
without erythema or
fluctuance) on an ischemic
limb or the heels(s) should
not be softened or removed.

Developed by MAHC Wound Care Team referencing from www.npuap.org

April 2020
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Appendix C- MAHC Pressure Injury Prevention Protocol

MUSKOKA ALGONGQUIN

Muskoka Algonquin Healthcare Pressure Injury Prevention

Protocol
3
sk Assesument General Care suas
= Braden Score to be done on admission, every 7 = Donotm ddened bony promi ]
days and with acute change in patient status = Do not use donut type devioes
= Patient care plan interventions to be reevaluated = Educate all patients regarding skin health and
with sach Braden Score mionitoring
= Consider el it i e if =  Avoid wing rolled blankets as posithoning
patient has additional risk fasctors: devices on bony surfaces
o Age =T5, Mobility Emiting fracture, stroke, =  Advanced surfaces do not substitute for
multiple co-morbidities [CED, Diabetes, turning schedubes
heart failure, dialysis, VD), dedirium, poor = Encourage maximal activity for all patients
dietary protein intake, fever
Braden Riisk Level Protocol
Score
=or = 15 Lo Fisk Patient family educatian
Freguant repasiticning
Pratect heels: slevate using a pillow, apply advanced dressing
Manage Maisture, Mutritian, Friction and Shear
Pressure redistribution suppart surfsce IF patient is bed or chair bownd
Advance ta next level of risk if ather major risk Factors present o with dinical nursing
judpment
Swe 13- | Moderate Inciwdes the abwwe strotegies PLUS:
14 IRiisk Ensure patient repasitioning q 2-4 howrs. In bed ensure 300 depgres lateral poesitioning
Pressure redistribution suppart surface
Advance ta next level of risk if ather major risk Factors present o with dinical nursing
judgment
cor=12 High Risk Inciudes the above strotegies PLLE:
G 2 hawr repasitioning. In bed ensure 30 degree eteral positioning
Required PT OT BD cansult
Strategies to Manage
iisture RMutrition
= Address cause if possible (fever, incontinence, = Monitar nutritional intake
wanund drain age) =  Encourage pratein intake
= Use Cauilon Barrier cresam = Dietary consult
= Clearse skin after sach episode of incontinence
*  Use absarbent pads or dispers anby if
incontinence persists
= Use infesoley. between maist skin falds
= Dffer bedpanyurinal ard glass of water in
conjuncticn with turning schedule
= Use fragrance fres moisturizing products ar skin
amolliznts with bath when appropriate
#  Use warm {not hat water for bathing)
Friction and Shear Fressure
= Maintain the head of the bed at the lowest =  Encourage, educate and assst with frequent
degree of elevation consistent with medical repositioning g 2-dhours.
conditions [assess patients with swallowing, and = IF patients cannat self-repasitian, wse foam
airwdy corsiderations indspendently | wedges to achieve lateral turn of 30 degress
*  Use lift shests 8o moes patient = Air mattress f patient bed baund ar
= Utilize Yerpecaps cloths for cleansing at risk skin maderateShigh risk {continue to use wedge)
#*  Use air mattress & apprapriate =  OT consult far seating asoesxment
= Protect elbows and heek from friction: Use long
slesves ard mpiles heel where approgriste
= Meglier sacrum for protection if patient bed
baund
= Cansult PT/OT for pasitioning)” transfery mability
conmsiderations
L
Last Revie cal Services and
NeXt Re\” €vww . viivuicucse vu.uU.UU [Veroivie. L.y
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Appendix D — Surface Selection for Braden Score and Pressure Injury

.#:"‘ MUSKOKA m GONCLIN

& 2o Surface Selection For Braden Score and Pressure Injury
Very High Risk High Risk Moderate Risk No Risk to Low Risk
Braden Score <9 Braden Score 10-12 Braden Score 13-14 Braden Score 15-23

Think: Mobile patient Think: Ambulatory patient Think: Mobile patient Think: Ambulatory patient

and/or High moisture andfor High moisture issues andfor minimal moisture with minimal moisture
Issues Issues Issues

Stage 4 Pressure Injury Stage 1 to 3 Pressure Injury Stage 1 or 2 Pressure Injury Mo Pressure Injury

Primary Choice
Progressa Pulmonary Centrella Max Surface Centrella Max Surface AccuMax Quantum

e

Secondary Choice Alternate Surface Options
Centrella Max Surface or VersaCare A LR. Surface fMoisture Management Skin IQalternative Rental Surface P50
Excel Care ES Bariatric Bed (For body weight of 250-10001bs) | SkIL-Care 30 degree Wedge Heel Protection
ng resources: Hill-Rom, Braden Scale, Skil-Care, Sage P _________ ¢ April 2020
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Appendix E — Patient Information: Bed sore and Pressure Injury Prevention

TIPS FOR PREVENTING PRESSURE INJURIES
IF ¥OU ARE IN BED FOR A LONG TIME:

1. Reposlfion In bed and move 38 ofi8n 28 You CAN fum
yaur body at beast avery two ba four bours. IF you cannat
o an yaur oan, have someane belp you

2. Kesp preasurg off your skin: Use pillows or special
cushions such as foam wedges so thal bany areas da nat
tauch each athier. Elevate your heels =0 that they da nat
tauch the surliscs of the bed. You can also use heel
pratecions b reduce pressure on your beels and ankles

IF ¥OU ARE IN A CHAIR OR WHEELCHAIR FOR A
LONG TIME:

1. Shirt your welght avery 15 minutas. If pou cannot shift
aur weight on your awn, haes Someans reposiion you at
l=ast avery haur.

2. Do not create your own cushion. Creating your oam
cushion, a.g. & donwt, will likely just move pressare o a nes
area of your bady. Inslead, we special cushions called
pressune-reducing devices. An occupadanal therapist or &
phiysical therapist can supges? the best seating dewvces o
spedial cushion based an yaur needs

Agfmrtad o OSLH Sedsone and Fressiee kny Prevantion
(E01E; RNACLGA Hemtn Sovcation and Prevention Sact
‘St Pressurs ki Frevention (2670) LR How 3o Feen
VouT Skt Hearty ang Frevan Fressune Indes (R O
e

KIS Version: Jenusry 2020

WHAT CAUSES PRESSURE INJURIES?

= Prassure njunes can happen anywhens here s oorstant
pressure an the skin, A very sick pensan may develop a
pressire injury quiskly.

= Paople whe lay in bed for long periods of ime may devalop
pressure injuries an bony pars of the body where they ress
Sheir weight, such a= the talbone, buttocks, heals, hips,
ankles, shaulder bades, back of the head, sars, elbows
and krees

= Paople who st ina chair arwheelchair for lang periods of
time may develop 3 pressurs injury on the buttacks.

»  Prazsiee njures may alss develop becauss of long-berm
prEssure an @ person’s skin fram medical deices,

*  They can occur because you have difficulty moving by
yaurself, perhaps because of surgeny or a short- o long-
term dlness.

= Mol eating well or drinking enowgh can contibute bo
SALsIng pressure mjuries.

*  Lack af cantrol over your bowels andior
Bladder can lead o sores if the skin
Becameas wed andiar sailed. s

WHAT ARE SIGNS OF PRESSURE INJURIES?
+ W you have light skin, the first sign of a pressure injury is

recdenead skin, I your skin tone is darker, the skin may
aAppear purplsh ar blue

= Bisters are also a sign of & pressune
irjury .
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TS MASKDKA, ALGEROUIN
HEARTAC AN

Patient Information

Bed Sore and
Pressure Injury Prevention

Pressurs injuries, also known 55 bed sores or pressurs
ulcars, develop when your skin and the tissws under
the skin is damapged by pressure. They can develop in
a wvery short time and take a long time to heal. This can
happen if you spend most of your day in a chair or bed.
Preszsure sores can be painful, hard to heal, and may
lzad to =erious infections or affect your ability fo
perform day-to-day activities.

Fressure injuries can be prevented. While you are in
hospital, your care team will work with you to keep
your skin healthy. This brochure will provide tips on
how to kesp your skin healthy and prevent pressure

imjuries.
WONEEAOE BRITT E2
HECSFITAL SITE WCSFITAL SITE
B FRANE MALLER DEIE T i STREET
HUNTEVILE, £, P1H THT ERATEREDSE D6 F1LIE
B O TEE-2H1 T FHONE D) $a80a0d
ssnanaLmabr. ca

The trianples show
whisne pressure

X - irpuries commanty
|7 = devalop

CARING FOR YOUR SKIN

& Check your all areas of yaur skin regularky. Tell your nurse i
yau notios any sipns of & pressune injury, Bke pain or
change in calowr ar blisters,

@ Use produwcts that are gentle an the skin when bating and
after nstances of noontinence. Lss moisburizer on dry skin

= Do nal massage bany aras of the bady.

= [Eat healihy meals, snacks and drinks. Eal fruits, vegetables
and focds high in protein and energy. Drink plenty of water
and oeher fluids. Ask your care fmam about supplerments if
you hawve disheles or canno! sat 3 balanced del.
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