Action plan for pressure ulcers

Supporting Life



We are Care of Sweden. Since 1992, we have been helping healthcare providers to
take better care of people who need support in avoiding pressure ulcers, among other
things. You can find us in care units across the country and in many other

parts of the world. ,-sﬂ"

Our products range from advanced air mattresses to chair cushions

for wheelchairs. We manufacture our products at our factory

in Tranemo, where everything is subject to strict quality . J
requirements and has a minimal environmental impact. ]
But most important of all is our commitment and the
way in which we endeavour to always be available.

Our customers consider us part of their care
team, a team in which we work side by

side so that no one need suffer

from pressure ulcers. Together

we can reduce unrgessary
discomfort and save financi
resources for providing

We call our

Support
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Introduction

Pressure ulcers are a complication that causes considerable problems
not only for those who are affected, but also for others who are close to
them and for personnel. Caring for people with pressure ulcers repre-
sents a challenge for the health service in the form of increased costs.

Pressure ulcers are among our most common healthcare injuries®. The Swedish Patient
Safety Act (2010) defines a healthcare injury as suffering, physical or mental injury, illness or
death that could have been avoided if appropriate measures had been taken during the pa-
tient’s contact with the health and medical care services. The Act stipulates that healthcare
providers have a duty to work systematically on patient safety issues. Healthcare providers
must take the necessary measures to prevent patients from sustaining healthcare injuries. A
timetable must be drawn up for any measures that cannot be taken immediately226),

Most pressure ulcers can be prevented by early identification of people who are in the risk
zone and by taking selective medical and nursing measures 2%,



Definition of pressure ulcers

A pressure ulcer is defined as follows:

A pressure ulcer is a localised injury to the skin and/or underlying tissue, usual-
ly over a bony prominence, resulting from sustained pressure (including pres-

sure associated with shear). A number of confounding factors are also associat-
ed with pressure ulcer, the primary of which are impaired mobility and impaired
sensory perception.”

(EPUAP, NPUAP, PPPIA, 2014 p. 38-39)

Alarge number of risk factors have been described for the occurrence of pressure ul-
cers. Whether or not a pressure ulcer occurs is determined by a combination of various
risk factors together with external pressure.

Some of the documented patient-related risk factors are: activity capacity, reduced mo-
bility, advanced age, reduced general health, incontinence, acute illness, neurological
conditions, cardiovascular disease, terminal stage illness and previous pressure ulcers.

External causes, known as environment-related risk factors, are the effect of pressure,
shearing, friction, moisture and heat.

Factors affecting the occurrence of pressure ulcers are the extent of the pressure and
for how long the pressure applies. Long periods of time spent lying down or sitting,
especially on parts of the body that are exposed to pressure, incorrectly used transfer
technique and transfer aids, and medical devices such as endotracheal tubes, nasal
tubes, catheters, drains and central venous catheters®5¢).

Risk assessment

The risk of pressure ulcers must be assessed as soon as possible after arrival but within
24 hours. Preventive measures should be taken and an individual care plan prepared for
all patients at risk. The care plan describes objectives, planned measures and how they
will be carried out, and the results are described and evaluated .

Risk assessments must thereafter be conducted regularly and during changes in state of
health, after major surgical intervention, as well as prior to discharge. Risk assessment
and a clear policy for preventing pressure ulcers allow at-risk patients to be identified
and selective preventive measures to be taken.



Risk assessment can be based on various risk assessment tools, and it can be used as a
supplement to clinical assessment.(©.

The Modified Norton Scale

assesses eight areas: mental state, physical activity, ability to move, food intake, fluid
intake, incontinence and general health. The maximum score is 28, with individuals
scoring 20 or less being at risk of developing pressure ulcers?.

RAPS/RBT

assesses physical activity, ability to move, the degree to which the skin is exposed to
moisture, food intake, fluid intake, sensation, friction, shearing and body temperature.
The maximum score is 35; persons with 29 points or less run the risk of developing
pressure ulcers®.

Braden

assesses five different areas: sensory perception, moisture, activity, mobility, friction
and shearing. 15-18 points indicates a low risk of the occurrence of pressure ulcers.
13-14 points indicates a medium risk of the occurrence of pressure ulcers. 1012
points indicates a high risk of the occurrence of pressure ulcers. 9 points indicates a
very high risk of the occurrence of pressure ulcers®.

Waterlow

assesses nine areas: BMI, incontinence, skin type, medication, length of operation,
neurological problems, mobility, screening for malnutrition, gender and age. 10+ - risk
of developing pressure ulcers. 15+ - high risk of developing pressure ulcers. 20+ very
high risk of developing pressure ulcers.

All measures must be documented and followed up in order to ensure communication
between professional categories and to permit exchanges of information within the care
team, so that the planning of care is adequate and allows long-term monitoring of an
individual's condition. Risk factors that are identified by risk assessment should resultin
anindividualised care plan“61.

Risk assessment, skin inspection and preventive measures must be documented and
entered into the case notes. This is extremely important for patient safety and for ensur-
ing that the measures can be quality-assured 2%,



Location

Pressure ulcers can occur on all parts also be affected, so be particularly aware
of the body. Points that are particularly that medical equipment such as catheters,
prone to pressure ulcers are the rump- plaster casts and nasal tubes can cause
bone, sitting bones, iliac crest, sacrum, pressure, as can when the person is intu-

shoulder blades, back of the head, heels bated 619,
and ankles™. Other parts of the body can

Back of the head

Shoulder joint

Shoulder blade

Trochanter

Sitting bones

Between the knees

Ankles

© Care of Sweden



Classification, pressure ulcers

Category | — Redness that does not reduce on pressure

Intact skin with redness in a clearly defined area, usually
above a bone protuberance, that does not reduce on
pressure. Dark, pigmented skin might not show this sign,
though the colour is different from the surrounding areas of
skin. The area may be painful, solid or soft, and warmer or
colder than other areas of skin. Category | pressure ulcers
may be difficult to detectin people with dark skin tones.
Category | pressure ulcers may be a sign that the patientis
in the risk zone for developing deeper pressure ulcers®.

© Care of Sweden

Category | - Redness that does not reduce on pressure,
whole skin.

Category Il — Partial skin damage

Partial skin damage that appears as a superficial open ulcer
with a pinkish-red wound bed without fibrin slough. It may
also be anintact or open/ruptured serum-filled or blood-
filled blister. Appears as a shiny or dry superficial ulcer
without fibrin slough or superficial haematoma. This cate-
gory should not be used to describe skin tears, tape burns,
incontinence-associated dermatitis or maceration@®.

(© Care of Sweden

Category Il - Partial skin damage, small ulcer or blister
through the epidermis and the cutis.

Category Ill - Full skin damage

Full skin damage. Subcutaneous fat s visible, though not
bone, tendon or muscle. Fibrin slough may be visible,
though without obscuring the depth of the injury. May in-
clude undermining and tunnelling. The depth of a Category
Il ulcer may vary depending on its anatomical location.
The bridge of the nose, ears, back of the head and ankles \ © Care of Sweden

do nothave any subcutaneous fatly tissue and Category Category lIl - Full skin damage, through the epidermis, the

Iltpressure ulcers may be superficial at these locations. cutis down in the fatty tissue; no involvement of the muscles/

In contrast, areas of significant subcutaneous fatty tissue joints. The depth can vary depending on the anatomical
can develop extremely deep Category Il pressure ulcers.  |ocation.

Bone/tendon is not visible or palpable?®).

Category IV — Deep full-tissue damage

Deep full-tissue damage involving bone, tendon or muscle.
There may be visible fibrin or necrosis. There is often
undermining and tunnelling. The depth of Category IV pres-
sure ulcers varies depending on anatomical location. For
example, there is no subcutaneous fatty tissue at the bridge |
of the nose, ears, back of the head or ankles, and ulcers at
these locations may be superficial. Category/grade IV pres-
sure ulcers may involve muscles and supporting structures
(e.g. fascia, tendons or joint capsules), which means that
osteomyelitis and osteitis may occur. Exposed bone and
muscle is visible ordirectly palpable‘w. Black necrosis is Pressure damage Often OCCUrs over bone

assessed as category/grade 4 even if the skin is intact, as protuberances. The edges of wounds are usu-
may be the case with the heels, for example.®?.

© Care of Sweden

Category IV - Deep full-tissue damage - Deep full skin dam-
age, through all skin layers; involves muscles or tendons. The
depth can vary depending on the anatomical location.

ally well defined, and necrosis may occur©).




The classification system devised by EPUAP/NPUAP and

|| PPPIA also describes the following: Unstageable: Depth

4/ Unknown and Suspected Deep Tissue Injury: Depth
Unknown for pressure ulcers that cannot yet be classified.

© Care of Sweden

IAD, Incontinence-associated dermatitis

Always caused by incontinence (urinary and/or faecal). IAD often occurs in skin folds as
superficial damage. The edges of the wounds are often diffuse and irregular.

IAD causes disruption of the skin’s protective barrier and leads to inflammation. Healthy
skin is acidic, with a pH between 4 and 6. Urine and faeces have a caustic effect on the
skin, causingirritation and superficial abrasions in the form of incontinence dermatitis.
Skin exposed to urine/faeces becomes overhydrated, causing swelling of the outermost
layer of the skin (the stratum corneum) that leads to damage and maceration. IAD leads
to anincreased risk of the occurrence of pressure sores, particularly if both urinary and
faecal incontinence are present??.

Pressure damage and IAD
(Incontinence-Associated
Dermatitis) can often be seen as
a combination, and the causes
can be difficult to assess. Always
make sure of the diagnosis
before treatment by relieving the
pressure or reducing the risk of

. . e = Wiy~
damage due to incontinence. (22) Beeckman D et al. Proceedings of the Global IAD Expert Panel.

Incontinence-associated dermatitis: moving prevention forward.
Wounds International 2015.

Incontinence aids

Itis important to remember that diapers and other plastic material can impair the sitting
and lying surface and reduce the chance of preventing pressure ulcers. All “unneces-
sary” material should therefore be removed. The least possible material between the
person and the base helps to increase pressure relief. The skin's mechanical properties
change in response to moisture and temperature variations; the skin becomes more
sensitive and the risk of pressure, shearing and friction increases.“9.



Thumb test
Use the thumb test to determine whether the redness is blanchable or not.
Apply light pressure to the reddened area for about 3 seconds using your thumb.

Remove your thumb and inspect the skin: a change of colour from white to a return to
red means that circulation is present. This is called reactive hyperaemia.

No change of colour means a category | pressure ulcert),

Skin inspection

Areas that are exposed to pressure are inspected as soon as possible after arrival.
Pressure ulcers are classified on a scale of I-IV. Inspection must be repeated daily for
all patients at risk, anyone who is bed-ridden or who uses a wheelchair, or who spends
much of the day sitting®.

Do not forget to inspect below/around medical devices, such as catheters, plaster casts,
nasal tubes or drains, twice daily®.

An assessment for IAD must be part of all skin assessments and form part of the meas-
ures to prevent pressure ulcers®?.

Itis important that nursing staff who inspect the skin know how to assess and categorise
pressure ulcers. A web-based training programme, PUCLAS (Pressure Ulcer Classi-
fication) has been developed within EUPAP in order to improve knowledge. PuClas 3
consists of 4 different modules and consists of:

« Introduction to PuClas 3

« Pressure Ulcer Classification

« Introduction to Incontinence-Associated Dermatitis

« Differentiation between Incontinence-Associated Dermatitis (IAD) and Pressure
Ulcers®,
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Preventive measures

Preventing pressure ulcers is a team job, and the following measures
should be considered:

Skin assessment/Skin care

Inspection of the skin must include an assessment of dry or moist skin, crack forma-
tions, oedema, increase in heat, calluses, broken skin or if there is eczema or a rash.
Regular inspections of the skin are necessary in order to detect early signs of pressure
damage. The skin must be kept dry and clean, soft and supple with moisturising cream.
Skin care products must be unscented and free of allergenic substances. Broken skin
(maceration) must be protected, for example using barrier cream.

Where skin is exposed to moisture in the form of urine/faeces there is an increase in the
skin’s pH value. “Normal” soap is usually alkaline, with a pH value between 9.5 and 11.
When washing, therefore, use acidic products that are closer to the body’s own pH value®?.

Never use massage as a preventive measure, since this compresses the capillaries and
increases the risk of damage. The skin must not be scrubbed when cleaned as scrub-
bing is painful and can cause tissue damage, especially in delicate elderly patients 459,

Pressure redistribution/Pressure relief

A first preventive measure is to look at what type of mattress or chair cushion is being
used by a person at risk of developing pressure ulcers. All persons in the risk zone
should be prescribed a pressure-redistributing or pressure-relieving base®®.

Pressure-redistributing products reduce pressure on the skin; materials used are foam,
fibre, gel and static products. These products are also termed “reactive products”.
When pressure-redistributing products are being used, the IP (interface pressure - the
pressure between the body and the supporting surface) is always constant as long as no
change in position occurs. A pressure mat can be used to evaluate pressure-redistrib-
uting products. This uses digital technology and consists of a pressure mat containing a

Pressure-redistributing mattress Pressure-relieving mattress

T




Distribution of
pressure

Increased contact
surface to reduce Pressure relieving
pressure

Change of position to
increase the contact
surface between the
body and the sitting/
lying surface, e.g. a 30
degree lateral position

Lifting parts of the
body thatare ex-
posed to pressure,
e.g. using heel relief
aids

Change of position Active pressure-re-

to remove pressure distributing surface,

from a specific part e.g. alternately
of the body relieving

Passive pressure-re-
distributing surface,
e.g.foam, gel or air

Figure 3. Methods of pressure distribution®. Reference to SALAR (Swedish Association of Local Authorities and Regions) pressure distribution
methods®.

large number of sensors. A software program reads the pressure
and the results are presented as the PAI (Pressure Area Index).
The PAl refers to the proportion of the measured pressure (as a
percentage) that lies below predetermined threshold values. For
mattresses, pressures of 30, 20 and 10 mmHg are used, which
are considered to correspond to the pressures in the alveoli, capillaries and venules®.

Pressure relieving eliminates pressure on the skin; alternating pressure is used®®. With al-
ternating pressure, the pressure switches between the cells at regular intervals to simulate
the movements of the body. Periods are created in which the pressure is lower or com-

pletely absent. This provides good conditions for the skin to recover and to preventinjury.

The PRI (Pressure Relief Index) is used as a measure in the evaluation of pressure-reliev-
ing products. This shows how pressure-alternating mattresses relieve the pressure be-
low the clinically relevant pressure levels (30, 20 and 10 mmHg) during predetermined
cycle periods. The PRI refers to the time as a percentage of a complete cycle??.

The choice of base should be determined by the person’s individual needs for pressure
relief and in order to facilitate mobilisation. Attention must be paid to weight, occur-
rence of ulcers, ulcer category, time spent lying/sitting and mobility. The type of bed
also affects the choice. The bed height must not be too high if the person is able to get
into and out of bed themselves. Needs can change over time, and so the skin must
always be checked regularly.

Regardless of which base is chosen, work with changes in position must always be in
accordance with the individual’s needs and wishes.

Bases that are used for 24 hours per day, 365 days per year, are exposed to extreme
wear and tear and must be inspected regularly and replaced if necessary. Both mattress-
es and chair cushions are perishable products®>9.

13



Modified flowchart of risk assessment by Eila Sterner, 2012.

Need for Risk Assessment related to
patient’s situation

________

Modified Norton

_______

Is the person ambulatory?

______

) Need for special mattress/sitting
base?

Need for change of position?

R e R R

o Is the nutritional status satisfactory?

:L _______ Nutritional supple-
ments + Care plan



Activity

Motion is the body’s defence against pressure ulcers and other
complications from being bedridden. People with reduced sensi-
tivity, paralysis, contractions or unconsciousness do not respond
to the body’s warning signals, due to reduced or failed reaction

orinability to feel pain or discomfort. Therefore, help is needed
regularly to change position. Small, frequent changes in position
are often sufficient for the circulation to work 9.

Changing position

This should be based on the person’s individual needs and status. How often changes of
position need to be made will be determined by the skin’s tolerance and status, the level
of activity and mobility, and the individual’s general condition®. Always continue to
change position, irrespective of which type of pressure-redistributing/pressure-reliev-
ing surface is used. Use some form of turning schedule that describes the frequency,
time and change of position. Lying and sitting positions must be adapted so as to keep
the pressure between skin, bone protuberances and the base to a minimum. The time
the person can sit or lie without changing position should not exceed two hours, but
must always be adapted to the individual. Brief high pressure over bone protuberances
and prolonged low pressure over bone protuberances are equally damaging®.

Wherever possible, use aids to move patients or change position; this helps both staff
and users and reduces the risk of shearing or friction damage. Never place a user
directly on bone protuberances or on a skin surface that is already reddened. Redness
indicates that the body has not yet recovered from earlier pressure and that the skin
requires more time before any pressure can be put onit.

In order to reduce the risk of someone developing pressure ulcers, it is important to
reduce the duration and force of the pressure to which the person is exposed“'.

Lying
30° tilted position, alternating between the left and right side, relieves the rump-bone,
iliac crest, hips and heels. If necessary, use a cushion between the patient’s knees to

relieve strain. Make sure that the ankles are also relieved of strain; changes in position
always create increased pressure on another part of the body 2.

A half-sitting position in bed increases pressure on the sacrum; the risk of shearing
increases if the patient slides down. Various cushions can be used to relieve pressure
and position the patient based on diagnosis, needs and general condition 51819,

15
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Heels

Heels are an area at high risk of developing pressure ulcers. Microcirculation is low and
the heel bone is close to the skin. Total pressure relief is extremely important.

For example, a cushion can be placed along the calf. NB: make sure the pressure does
notincrease on the Achilles tendon and that the heel is uncovered. The foot end of

the bed can be raised 10° if necessary in order to increase venous return and reduce
the risk of thrombosis in the calf*>9. The various medical devices for heel relief must
always be used in accordance with the manufacturer’s recommendations. Always make
sure that these aids are not too rigid and do not create excessive pressure. The aids
must be removed at regular intervals to allow the skin to be inspected®.

Sitting
In a sitting position, the greatest part of your body weight is carried by the buttocks and

thighs. Ulcers across the sitting bones (tuber ischii) are caused by insufficient pressure
relief in a sitting position.

Time spent sitting is a decisive factor in the occurrence of pressure ulcers. The length of
time a person can sit depends on the risk or pressure ulcer category, and it must always
be adapted to the individual.

The correct sitting position is when the force of gravity falls in front of the back and
down through the sitting bones. The correct sitting height is when the knees rest at the
same height as the hips. The feet must always be supported by the floor or a footplate,
otherwise sitting stability is lost and the person risks sliding forwards.

Anincorrect sitting position increases pressure on the sitting bones. Prevent shearing
and friction by making sure the patient does not slide down the chair. The mostimpor-
tant objective for anyone sitting down for a long time is to sit comfortably, as comfort is
an absolute requirement. The only person who can decide whether a sitting position is
good or bad is the person who is sitting down.

Lying and sitting positions must be adapted so as to keep the pressure between the base
and bone protuberances to a minimum (1),

Microclimate and moist skin

The microclimate, in other words the temperature and humidity between the base and
the person’s skin, is very important in the development of pressure ulcers.

Avoid using hot water bottles, heating blankets, etc., directly on reddened skin. A rise
in temperature increases the metabolism. The skin's mechanical properties change in
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Treating pressure ulcers

Always secure a diagnosis before treating a pressure ulcer in order to ensure
that the pressure ulcer has been differentiated from other types of ulcer®.

Pressure ulcers are difficult to heal and a healing time of up to one year is not
uncommon.

Those treating pressure ulcers must be very familiar with the procedure; itis
recommended that each patient is treated by as few persons as possible.

Clean the ulcer carefully before the assessment. The assessment must be carried out
based on category, position, size of the ulcer, signs of infection, pain, the appearance of
the edges of the wound and the wound bed, the amount of exudate, presence of dead
tissue, growth of new epithelial cells and granulation tissue.

Supplement the documentation with a photo or a drawing of the ulcer. Reverse categori-
sation can never be used to describe the healing process of an ulcer; lost muscle tissue,
subcutaneous fat and dermis can never be replaced.

Lukewarm tap water is beneficial (depending on the quality of the water).
Sterile procedures must be used around joints and orifices.

If several ulcers are to be dressed at the same time, the cleanest ulcer must be dressed
first and the dirtiest one last.

The aim of local treatment is to alleviate pain, reduce or eliminate the smell problem,
reduce ulcer secretions, reduce dressing changes and provide pain-free dressing
changes.

Mechanical cleaning with scissors, scalpel and tweezers must be carried out with care
and after prescription of anaesthetic, Xylocaine jelly or EMLA cream.

Different pressure ulcer categories require different dressing strategies and different
dressings. Choose dressings according to their properties and the type of ulcer. In
general, there should be as few dressings as possible, so that the ulcer has the chance
to heal without unnecessary dressing changes.

No pressure ulcers in categories II-1V should be aired, as air cools and prevents the
healing of the ulcers.



rl
Dry ulcers must be protected; moist ulcers must be kept moist and the surrounding skin
protected from loosening (maceration); necrotic tissue must be removed. Patients with
diabetes and reduced peripheral circulation, with dry black necrosis on the feet, must
be treated with care and the necrosis must remain intact.

If anincreased amount of ulcer fluid is saturating the dressing and making it leak, it
should be changed more frequently; possibly another type of dressing should be used.

For foul-smelling ulcers, a combination dressing of charcoal and silver can be used as an
alternative to prevent bad smells.

Factors that promote healing are moisture, slightly acidic pH, ulcer temperature approx.
32°, oxygen saturation, pain relief and consistent treatment.

To prevent the spread of infection, basic hygiene procedures should be followed by all
staff; gloves and plastic aprons must be worn and hand sanitiser used before and after
treatment.

The prevention and treatment of pressure ulcers requires structured tuition and train-
ing. This should be directed at patients, personnel and those close to patients.

At each unit that cares for and treats patients there must be clear guidelines on how the
work is to be done®%6.19),
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Pain

Alot of people with pressure ulcers experience pain. People with deep ulcers in catego-
ry llland IV report more pain than those with superficial ulcers(©20.24),

A study from the United Kingdom reported that the pain experienced by patients in
connection with pressure ulcers was described as “endless pain”, and that nerve pain
was predominant. The pain preceded the occurrence of pressure ulcers, and patients
who were not affected by pressure ulcers experienced no pain in the area exposed to
pressure .

Pain should be assessed initially and continuously thereafter. Precise documentation
is required in order to ensure that all patients with painful pressure ulcers get the right
treatment®.

Pain is assessed based on location, intensity, type of pain relief and its effect. Is pain
caused by anything in particular? When does the pain setin? When is the pain at its
worst? Does anything help with the pain? The pain can sometimes be explained as an
infected ulcer or osteomyelitis‘®.

Always evaluate how the treatment is proceeding; if there has been no change in 2
weeks, change the treatment strategy.

Visuell analogska

Medelsvir  Svir  Duthirdlig

Lin
(o s o o
smarla smirta

10 0 0O

Pain Scale, VAS (Visual Analogue Scale)

Quiality of life

Pressure ulcers can affect a patient both physically and in terms of their psychosocial
situation. The pain can severely limit day-to-day activities and result in reduced activity.
Many people also become anxious with the worry that the pressure ulcer may deterio-
rate and lead to cancer, for example.

Reliance on the help of others increases, odour and dressing changes can disrupt
patients' social relations, well-being and sleep.



For both those close to patients and staff, the occurrence of pressure ulcers is often
charged and associated with guilt®®24,

Information

Itis extremely important that patients and those close to them are provided with infor-
mation about the mechanics of how pressure ulcers develop, how they are treated and
what effect they may have.

Allinformation material must be readily comprehensible and adapted for the target
group.

Both patients and those close to them should take part in the provision of care®.

Pressure ulcers in terminal stage iliness

Pressure ulcers often develop in thin and emaciated patients in terminal stages of
disease. The primary objective in this case is to alleviate pain and discomfort. For these
patients, comfort is always the decisive factor in measures and treatment®.

A consensus document, SCALE (Skin Changes At Life’s End), describes how pressure
ulcers at end of life arise suddenly, regardless of any nursing measures that may have

been initiated, and that these pressure ulcers often differ in terms of appearance, with
irregular patterns @9,
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Action plan for preventing

pressure uicers

1. Structured risk assessment as soon as possible after arrival, supplemented
by a clinical assessment.

2. Perform a skin/ulcer status check as soon as possible after arrival; include
an assessment for incontinence and type.

3. Categorise any pressure ulcers present.
4. Document.

5. Draw up a care plan for all patients at risk of developing
pressure ulcers.

6. Perform and document an MNA. Offer nutritional drinks and extra calories
depending on the patient’s needs.

7. Prescribe a pressure-redistributing/pressure-relieving surface
(mattress/chair cushion).

0

Additional relief may be required for sensitive heels.

o

Regular changes of position must be performed, irrespective of which
mattress is used. The frequency is determined by the patient’s status,
diagnosis and general condition.

10. Assess pain, where present.

11. Ensure that staff receive regular training in the
measures to prevent pressure ulcers, including medical devices.

12. Remember whose bed you are preparing! Avoid unnecessary items in the
bed.
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Mattress inventory

Worn out mattresses cause discomfort and increased costs

Background

Care of Sweden AB has been carrying out mattress inventories on behalf of custom-
ers at hospitals and care homes in Sweden for many years. These inventories are car-
ried out in accordance with a model that we developed in-house and in cooperation
with the care unit in question. The purpose of a mattress inventory is to shed light on
the status of mattress stocks and produce documentation that will form the basis of a
plan of action, i.e. how mattress management will be planned as regards purchasing,
servicing, etc. This allows care units to plan their activities more efficiently.

In accordance with the Swedish Association of Local Authorities and Regions’ (SAL-
AR’s) plan of action for pressure ulcers, all patients at risk of developing pressure
ulcers must be offered a pressure-redistributing/pressure-relieving mattress. Twice a
year, SALAR carries out a point prevalence survey in which both county councils and
municipalities participate, and the figures show that an increasing number of units
are monitoring pressure ulcer prevalence. SALAR’s report on the point prevalence
surveys for spring 2015 continues to show a large number of pressure ulcers, even
though the number of preventive and therapeutic mattresses has increased.

Presentation of results ot 2098

Bed inventories were taken during 2013-2015 by both e e
county councils and municipal care homes. -

In terms of results, there was no difference between the
different units.

39 % were approved.

33 % were to be discarded.

10% had damaged covers.

2 out of 3 mattresses were not considered acceptable.

v M
B A I e
Age distribution of the mattresses included in the inventory: §_v:::;:_;".‘.‘£"
21 % were more than 10 years old. I
Tyl

24 % were more than 5 years old.

8 % were of an unknown age.

It should also be noted that 5% of the mattresses were not
the correct size for the bed.
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Health Economics - Low cost, high gain

A structured review of records is used to measure the prevalence of injuries in health-
care. The Global Trigger Tool (GTT) method involves reviewing patient record documen-
tation from a random sample of completed hospitalisation events from the entire hospi-
tal. The review considers whether an injury occurred and, if so, the type, consequences
and severity of the injury. Pressure ulcers are included as one of the types of injury, and
in 2014 the Swedish Association of Local Authorities and Regions® considered that 9
out of 10 injuries were avoidable. Extrapolated to national level this means that, of the
15,000 hospitalisation events involving pressure ulcers of category/grades -1V, a total
of 14,000 (90%) were avoidable.

According to SALAR, the period of hospitalisation for patients with healthcare injuries

is extended by 6.8 days, and pressure ulcers are one of the healthcare injury groups
that extends the period of hospitalisation the most, constituting 20% of the total cost for
healthcare injuries®®.

A report from Nordic Health Economics®?? (2012) in Gothenburg shows that there are
significant savings to be made by using mattresses of high quality and function within
the Swedish healthcare sector. If Sweden’s county councils equipped all beds with
high-quality preventive mattresses, this would lead to significant savings. The report
shows a possible saving of up to SEK 1.5 billion within five years.

The Swedish healthcare sector’s annual budget amounts to approx. SEK 330 billion.
Of this, less than 0.1 % is used for purchasing mattresses - equipment that would
ensure greater comfort and reduce the number of care injuries.

For better and more efficient management, we suggest that all units produce a plan
of action for mattresses that contains an annual inventory and a planned mattress
budget (e.g. corresponding to 20 % of the unit’s total mattress stock).

A structured and planned preventive working method is always less expensive than
treating pressure ulcers.

The patient’s experience and discomfort - if they suffer from pressure ulcers - can
never be calculated in financial terms, but less suffering, increased quality of life and
better comfort are some of the factors intrinsic to the concept of “good care”.



References

@ swedish National Board of Health
and Welfare (1997). Boken om trycksar.
En kunskapssammanstallning. Adel
50 SOS-rapport, 1997:7. Stockholm.
Swedish National Board of Health and
Welfare.

@ swedish Association of Local Au-
thorities and Regions (2011). Nationell
Satsning For Okad patientsakerhet.
Atgarder for att forebygga. Stockholm.

e Swedish Association of Local Author-
ities and Regions (2009). Handbok for
hélso- och Sjukvard. Kapitel Trycksar.
Stockholm.

@ Haesler, E. (Ed.). National Pressure
Ulcer Advisory Panel, European
Pressure Ulcer Advisory Panel and Pan
Pacific Pressure Injury Alliance (2014).
Prevention and Treatment of Pressure
Ulcer: Clinical Guideline. Cambridge
Media: Perth, Australia.

@ Lindholm C. SAR. (2012). Uppl. 3:1.
Lund, Sweden Studentlitteratur.

@ stockholm County Council (2010).
Regionalt vardprogram. Trycksar Pre-
vention och behandling. Stockholm.

0 Ek AC, Unosson M, Bjurulf P (1989).
The Modified Norton Scale and the
nutritional intake. ScandJ Caring Sci 3:4,
183-187.

© Lindgren, M., Ek, A-C. Unosson, M
(2002). Arisk assessment scale for the
prediction of pressure sore develop-
ment: validity and reliability. Journal of
Advanced Nursing 38 (2) 190-199.

e Bergstrom, N., Braden, B., Laguzza,
A.,Holman, V. (1987). The Braden
Scale for predicting pressure sore risk.
Nursing Research, 36, 205-210.

@ ). Waterlow. (1985). Revised 2005
Waterlow Assessment Score. Obtainable
from the Nook, Stoke Road, Henlade
TAUNTON TA2 5LX. * The 2005 revision
incorporates the research undertaken
by Queensland Health.

@ Hearley F (2006). Root cause anal-

ysis for tissue viability incidents. Tissue
Viability Society. Feb: 16 (1):12-5.

@ swedish National Board of Health
and Welfare (2010). The Swedish Patient
Safety Act. (SFS 2010:659). Stockholm.

Swedish National Board of Health and
Welfare. Retrieved on 10 January 2016
from https:// www.riksdagen.se/sv/
Dokument-Lagar/Lagar/Svenskfor-
fattningssamling/patientsakerhet-
slag-2010659_sfs-2010-659/

@ Swedish National Board of Health
and Welfare (2005). Ledningssystem
for kvalitet och patientsdkerhet i halso-
och sjukvarden. (SOSFS 2005:12).
Retrieved on 10 January 2016 from:
http://www.sls.se/Global /cpd/SOSFS
%202005_12.pdf

@ Vanderwee, K., Clark, M., Dealey,
C., Gunningberg, L., Defloor, T. (2007).
Pressure ulcer Prevalence in Europe:

a pilot study. ] Eval Clin Practice 13 (2)
227-35.

@ County councils and regions in Swe-
den (2015). Vardhandboken. Trycksar.
Retrieved on 10 January 2016 from:
http://www.vardhandboken.se/

@ Drejer, H., Henriksen, M (Ed.)
(2003). Trycksarsforebyggelse i den
siddende stilling. Esbjerg, Denmark The
Danish Centre for Assistive Technology.

@ Swedish Society for Clinical
Nutrition and Metabolism. SWESPEN
(2015). Nutritionsbehandling i sjukvard
och omsorg. Retrieved on 10 January
2016 from: http://www.swespen.se/
documents/Nutritionshandboken.pdf

@ Ek, AC., Lindgren, M (1997). Swedish
National Board of Health and Welfare.
Boken om trycksar: en kunskapssam-
manstallning. Stockholm.

@ Moore, Z., Cowman, S., Conroy, R, M
(2011). Arandomised controlled trial of
repositioning, using the 30° tilt, for the
prevention of pressure ulcers. Journal of
Clinical Nursing 20, 2633-2644.

@) Lindholm, C., Bergsten, A.,
Berglund, E (1999). Chronic wounds -
prevalence, demography and nursing
carein 694 patients: a survey study of
Uppsala County, Sweden. ) Wound Care
8(1):5-10.

@ Beeckman D., Schoonhoven L., Eu-
ropean Pressure Ulcer Advisory Panel.
PuClas3 eLearning Module. University
Centre for Nursing & Midwifery and

European Pressure Ulcer Advisory Panel
(2015).

@ Beeckman, Detal. Proceedings of
the Global 1aD Expert Panel. Inconti-
nence-associated dermatitis: moving
prevention forward. Wounds Interna-
tional 2015. Available to download from
www.Woundsinternational.com

@B Rithalia, S (2004). Assessment of
patient support surfaces: principle,
practice and limitations. Journal of
Medical Engineering & Technology. 29
(4)163.169.

@ McGinnis, E., Briggs, M., Collins,

M., Wilson, L., Dealey, C., Brown, .,
Coleman, S., Stubbs, N., Stevenson, R.,
Nelson, E, A., Nixon, ] (2014). Pressure
ulcer related pain in community popula-
tions: a prevalence survey. BMC Nursing
13,16,1-110.

@D Ksliman, U(2015). Evaluation of
Repositioning in Pressure Ulcer Preven-
tion. Division of Nursing Science. De-
partment of Medical and Health Science.
Linkdping University, Sweden.

@ Swedish Association of Local
Authorities and Regions (2014). Skador
ivarden-skadeomraden och undvikbar-
het. Markérbaserad Journalgranskning.
January 2013-June 2014. Stockholm.

@@ SCALE. Skin Changes AtLife’s End
(2009). Final Consensus Statement.
Retrieved on 10 January 2016 from:
http://www.epuap.org/wp-content/
uploads/2012/07/SCALE-Final-Ver-
sion-2009.pdf

@ European Pressure Ulcer Advisory
Panel and National Pressure Ulcer Panel.
Prevention treatment of pressure ulcers:
quick reference guide. Washington DC:
National Pressure Advisory Panel; 2009.
The text was translated into Swedish

by Christina Lindholm, The Red Cross
University College/Karolinska University
Hospital and Associated Professor Lena
Gunnigberg, Uppsala University/Uppsa-
la University Hospital.

@ Bjornstad, A., Forsmark, A. Nordic
Health Economics (2012). Trycksari
Sverige-kunskapsoversikt och berdkning
av kostnader for slutenvarden. Gothen-
burg. 2012.

27



Art. no. 95-001246

Supporting Life

Care of Sweden AB, Box 146, SE-514 23 Tranemo, Sweden
+46 (0)771-106 600 | info@careofsweden.se | www.careofsweden.com

331345%028316

7



