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Purpose

An evidence based, inter-professional 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 Injury Advisory Panel (NPIAP) Staging System: A staging system that
describes the depth of tissue involvement in a unilateral dimension of deterioration created by
the NPIAP. Appendix B outlines the NPIAP 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 NPIAP 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. Afull 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. Askin 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 Injury 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)
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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 (PI) 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

Accreditation Canada. Required Organizational Practices: Risk Assessment, Pressure Ulcer
Prevention

Barbara Braden and Nancy Bergstrom (2008), “Braden Pressure Ulcer Risk Assessment”
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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://cdn.ymaws.com/npiap.com/resource/resmgr/online_store/npiap pressure injury stag

es.pdf

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

Wounds Canada. Best Practice Recommendations for Prevention and Management of Wounds.
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Appendix A: Braden Score
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Appendix B- National Pressure Injury Advisory Panel Staging Guide
Iy "
N s, fuconey Pressure Injury Staging

Stage |
Pressure Injury

Stage ll
Pressure Injury

Stage Il
Pressure Injury

Stage IV
Pressure Injury

Deep Tissue
Pressure Injury

Unstageable Pressure
Injury

Mon-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
not incluce purple or marlon
discoloration; thes may
indicate deep tissue pressure
injury.

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
present as an intact or
ruptured serum-filled blister.
Adipose [fat) is not visable and
deeper tissues are not viable.
Granulation tissue, slough and
eschar are not present. These
injuries commaonly result from
adverse microdimate and
shear in the skin over the
pelvis and shear in the heel.
This stage should not be used
to desaribe moisture-
assosicated skin damage
(MASD) induding
incontinence associated
dermatitis (IAD), intertriginous|
dermatitis (ITD), medical
adhesive-related skin injury
(MARSI), or taumatic wounds
(skin tears, burns, abrasions).

Full-thickness skin loss

Full-thickness loss of skin, in
whiich adipose (fat) is visible
in 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, musdle,
tendon, ligament, cartilage or
bone are not exposed.
slough or eschar obscures the
extent of tissue loss this isan
Unstageable Pressure Injury

Full-thickness loss of skin
and tissue

Full-thickness skin and tissue
loss with exposed or directhy
palpable fascia, musde,
tendon, ligament, cartilage
or bone in the ulcer. Slough
and/or eschar may be
visible. Epibole (rolled
edges), undermining and/or
tunneling often ocour. 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 evclve 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
because it is obscured by
slough or eschar. If slough or
eschar is removed, a Stage 3
or Stage 4 pressure injury will
e revealed. 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
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B Neairmeane o Surface Selection For Braden Score and Pressure Injury
Very High Risk High Risk Moderate Risk Mo 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/for High maoisture and/for High moisture issues and/or minimal moisture with minimal moisture
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Stage 4 Pressure Injury Stage 1to 3 Pressure Injury Stage 1 or 2 Pressure Injury MNo Pressure Injury
Primary Choice
Progressa Pulmonary Centrella Max Surface Centrella Max Surface AccuMax Quantum

L s s s

Secondary Choice Alternate Surface Options
Centrella Max Surface or VersaCare ALR. Surface Moisture Management Skin Idﬂxlternatwe Rental Surface P50
[¢
Excel Care ES Bariatric Bed [For body weight of 250-10001bs) | SkiL-Care 30 degree Wedge Heel Frotection
___-____-________ﬁP_“_'_ZPED'
Appendix E — Patient Information: Bed sore and Pressure Injury Prevention
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Reposltlon In bed and move 38 offen &8 YoU CEN: wum
waur bady at least avary tws ba faur hours. If you cannat
PO On gour own, bave someane help you

. Kesp preasure off your skin: Use pillows or special

cushions such as foam wedges so that bany areas da nat
toudh each ather. Elevate yaur heals sa that they da nat
touch the surface of the bed. You can also use hes|
pratecioes b reduce pressune on your beels and ankles

Pressure Injury Prevention Policy

Manual: Nursing
Section:  General TIPS FOR PREVENTING PRESSURE INJURIES KT, Muskora oy
Pages:  100f 12 =

ges: IF YOU ARE IN BED FOR A LONG TIME:

Patient Information

Bed Sore and
Pressure Injury Prevention

Pressure injuries, alse known 35 bed sores or pressure
ulc=rs, develop when your skin and the fissus under

the skin is damaged by pressurs. They can develop in
3 wery short time and take a long time to hesl. This can
happen if you spend most of your day in 3 chair or bed.
Pressurs sores can be painful, hard fo heal, and may
lzad to serious infections or affect your ability to
perform day-to-day activities.

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

1. Shilrt your welght avaery 15 minutas. If you cannet shift
yaur '\Nlﬂgﬂl N WIUT W, havver SOMEone regosEtion you at
lmast every haur.

2. Do nof create your own cushlon. Creating your twn

cushion, &g, & donwe, will likely just move pressuns b a e Pressure injuries can be preventzd. While you are in

ares of pour body. Instead, use special cushions called
prassure-reducing davices. Anaccupasanal tharapist or a
physical therapist can sugges? the bast seating device o

hospital, your cars team will work with you fo kesp
your skin healthy. This brachure will provide tips an
how to kesp your skin h2althy and pravent pressure

special cushion based an Faur needs.

imjuries.
4
HUNEEAIE BT MENGSHIAL T AWM WEREE L
Adapta fom: Q5L Sadsore and Fressure Invy Pravention [ — i —
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ViouT Skin Healty and Prevent Fressure hm;.&r;ﬂz rnh e w2t ot oo et
WEEHC Wersion: Jenuary D020 wnn.miahe. A
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WHAT CAUSES PRESSURE INJURIES?
. The tiangles shaw

*  Prassure injuries can happen anywhens there & constant —| whee pressims

prassure on the skin, A vary sick persan may devalop a | injuties cemmanly

pressure injury quickly. ; —= develon.

1o

»  Paople whe lay in bed for long penods of Gme may develop -

pressure injuries an bony parts of the bady where they rest

thesir weight, such &= the taibone, buttocks, heals, hips,

ankles, shaudar blades back of he haad, aars, albows

and knees -
= [People who sitin a char ar wheelchar far lang penods af -

tme may develop a pressune injury on the buttocks, h
*  Pragsure injuries may also develop becauss of long-term B

pressure on & person's skin fram madical devices,
a  They can accur becsuse you have difficulty moving by |

yaurself, perhaps because of surgery or a short- or long- . - d

e ilness. = — - = —
a Mol eating well ar drinking encugh can contibuts ta

caLsing pressure injuries. CARING FOR YOUR SKIN
a  Lack af cantral aver yaur bowels andior #  Chack your all aress of pour skin regularky. Tall your nunse if

bladder can lead 1o Sores if the skin o netios any signs of & pressure injury, ke pain or

becames wet andiar sailed. change in cakour ar blisters.
WHAT ARE 5IGNS OF PRESSURE INJURIES? a Use products that ars gentle on the skin when bating and

o o after nstances of ncontinence. Uss moisturizer on dry skin
= [ you have light skin, the firs? sign of a pressure njury is

reddanad skin. [ your skin tone is darear, the skin may -

appear purplsh or blue

Do nal massage bany anees of the bady.

# Eat healthy meals, snacks and dinks. Eal fruits, vegetables
ard foads high in protain and energy. Drink plenty of watar
and other fluids. Ask your caee leam abour supplerments if
wau have dishetes or cannol eat a halanced diet.

= Blzters are also a sign of & pressure
Inpury.
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