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Nursing Home Quality Initiative

Background

Starting in November 2002, the Centers for Medicare & Medicaid Services (CMS), under
the U.S. Department of Health and Human Services began publicly reporting quality
measures for every Medicare and Medicaid certified nursing home. These measures are
reported as:

Percentage of residents with pain (for both short-stay and long-stay residents),
Pressure ulcers,

Delirium,

Improvement in walking,

Infections,

Physical restraints,

Loss of Ability in Basic Daily Tasks.

The quality measures for each nursing home are reported quarterly on Nursing Home
Compare (at www.medicare.gov) and compared with state and national averages.

As part of the CMS Nursing Home Quality Initiative (NHQI), the Quality Improvement
Organizations (QIOs) in each state are working to help the public understand and use the
measures in assessing nursing home facilities. The QIO is also assisting nursing homes
improve the quality of care related to these measures. Stratis Health is the QIO in
Minnesota. Stratis Health is partnering with the Minnesota Department of Health,
Minnesota Department of Human Services, health plans, Minnesota Health and Housing
Alliance (MHHA), Care Providers, Minnesota Home Care Association (MHCA), the state
ombudsman, consumers, Minnesota Medical Directors Association (MMDA), Advocacy
Center for Long-Term Care, consumers, and nursing homes to improve nursing home
quality of care.

With the help of Stratis Health partners, Minnesota chose to focus on three quality

measures, pain short-stay, pain for long-stay residents, and pressure ulcers. In 2005,
Stratis Health will provide tools to Minnesota nursing homes on infections.

Stratis Health’s Quality Initiative

Stratis Health staff and project partners are rolling out the quality information to nursing
homes in the state through:

Information Campaign
In the fall of 2002, Stratis Health staff and project partners educated nursing homes
about CMS’ Nursing Home Quality Initiative and the public reporting of 10 Quality
Measures. Over the three-year project, information sharing will continue to providers
and the public.




Quality Resources Kit
Distribution of the Quality Resources Kit—~Pain in the spring 2003, Pressure Ulcer in
the fall of 2003, and Infections in 2005

Educational Workshops
Stratis Health presented training workshops on pain in April of 2003 and pressure
ulcers in November 2003. These sessions and accompanying materials are offered to
all nursing homes in Minnesota.

Introduction

The current phase of this initiative is intended to assist nursing homes in implementing
successful interventions to managing pressure ulcers in their residents—vital to a nursing
home residents’ quality of life.

This tool kit is designed to help the provider take stock in the strengths in their facility’s
practices, identify areas needing improvement, and offer guidance on managing pressure
ulcers in the nursing home.

This kit is based upon material developed for the Centers for Medicare & Medicaid
Services (CMS) Nursing Home Quality Initiative (NHQI) and information obtained from
multiple sources and guidelines related to pressure ulcer management. Recommendations
from other experts are referenced throughout this Quality Resources Kit.

How to Use Pressure Ulcer Quality Resources Kit

This pressure ulcer management tool kit is designed to outline a process that leads to
improvement in managing pressure ulcers.

It may be helpful to think of the QRK sections as “steps.” You may find your facility has
worked on all or some of the areas or may be at the beginning stages of forming a pressure
ulcer management program—skip or combine steps as appropriate. No matter where you
determine your facility’s needs, improvement is continuous and can involve both new
development of practices as well as revisions of current practices.

This material was prepared by Stratis Health under a contract with the Centers for Medicare & Medicaid Services
(CMS). The contents presented do not necessarily reflect CMS policy. 7SOW-MN-NH1a-03-11 8.12.03



Pressure Ulcers: Overview

The Agency for Health Care Policy and Research (AHCPR)convened a multidisciplinary panel
of clinicians and experts to review the literature and build a scientific basis of knowledge for the
“Clinical Practice Guideline #3: Pressure Ulcers in Adults: Prediction and Prevention” (1992).
This panel defined pressure ulcers as “any lesion caused by unrelieved pressure resulting in
damage of underlying tissue” (Panel for the Prediction and Prevention of Pressure Ulcers in
Adults, 1992).

A universal staging system for pressure ulcers which was proposed by the National Pressure
Ulcer Advisory Council and recommended in the Center for Medicare and Medicaid Services
(CMS) RAI Version 2.0 manual, is based on the depth and type of tissue damage:

Stage I. Intact skin with non-blanchable redness of a localized area usually over a bony
prominence. Darkly pigmented skin may not have visible blanching; its color may differ from
the surrounding area.

Stage I1: Partial thickness loss of dermis presenting as a shallow open ulcer with a red pink
wound bed, without slough. May also present as an intact or open/ruptured serum-filled blister.

Stage I11. Full thickness tissue loss. Subcutaneous fat may be visible but bone, tendon or muscle
are not exposed. Slough may be present but does not obscure the depth of tissue loss. May
include undermining and tunneling.

Stage V. Full thickness tissue loss with exposed bone, tendon, or muscle. Slough or eschar may
be present on some parts of the wound bed. Often includes undermining and tunneling.

UN (Unstageable). Full thickness tissue loss in which the base of the ulcer is covered by slough
(yellow, tan, gray, green or brown) and/or eschar (tan, brown, or black) in the wound bed.

The MDS 2.0 is frequently used as a source of data in long-term care and pressure ulcer
incidence is often used as a measure of quality of care.

Prevalence and Incidence of Pressure Ulcers

Pressure ulcers have been identified across all health care settings. Using national data collected
during nursing homes’ annual survey process, the prevalence of pressure ulcers in nursing homes
varies from 1-30% depending on the type of nursing home and types of pressure ulcers included
in the count. This data also reveals that, on average, 6.6% of nursing home residents have a
pressure ulcer and the incidence of pressure ulcers varies from 0-31% with 13% of residents, on
average, developing a pressure ulcer over a two-year period.

This material was developed by the QIO program for CMS’ NHQI and is intended as general information. Any
individual using the material must consider the possibility of human error, changes in medical sciences, and the
need to use clinical judgement in each specific case.
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The Problem

Pressure ulcers have been documented as a significant problem across the lifespan and across all
health care settings, as well as a significant source of pain and human suffering. The elderly may
be at greater risk to develop pressure ulcers due to the changes in the skin related to aging (Knox
et al., 1994), as well as the many comorbidity factors present in this population. Millions of
dollars are spent annually on the prevention and treatment of pressure ulcers. In addition pressure
ulcers have been used as an indicator of quality of care and their development in long-term care
residents has constituted grounds for litigation. Even though, for the most part, pressure to body
areas can be reduced by the diligent efforts of care givers, there are some inherent characteristics
(e.g. co-morbidities, high-risk diagnoses, resident immobility) that cannot be removed, changed
or modified which can make the development of pressure ulcers sometimes unavoidable or even
inevitable no matter how diligent the efforts of the treating physicians and care givers.

Population

Current literature identified multiple factors that put individuals at risk to develop pressure
ulcers. Some of these factors include immobility, incontinence, inadequate dietary intake,
chronic illness, altered level of consciousness, altered sensory perception, and history of pressure
ulcer. It is also recognized that many pressure ulcers result from a failure of microcirculation
with impaired blood flow to the skin. This may occur in hypotension, sepsis, and shock (Braden
and Bryant, 1990). Research discussed by Braden and Bryant (1990) looks at other factors that
may also contribute to pressure ulcer risk. These include hemodynamic changes such as low
blood pressure (systolic < 100, diastolic <60), elevated body temperature, and increased blood
viscosity and high hematocrit, which contribute to tissue damage. Cigarette smoking is also cited
as a contributing factor.

Stotts and Wipke—Tevis (1997) identify multiple concomitant factors that impair healing, such as
diabetes, peripheral vascular disease, uremia and immunocompromise. Treatment for another
condition such as chemotherapy, radiation, and immunosuppressive therapy may also impede
wound healing.

Systematic risk assessment will help to identify those nursing home residents at risk to develop
pressure ulcers. Several risk assessment tools exist. The Braden Scale, created by Barbara
Braden, RN, PhD, FAAN, and Nancy Bergstrom, RN, PhD, FAAN in 1987, is the most
commonly used pressure ulcer risk scale. The Norton Scale, created by Doreen Norton, was the
first scale developed and is commonly used in Europe (Norton et. al., 1975). Risk assessment on
admission was found to be highly predictive of pressure ulcer development in all settings and
most predictive when completed again 48-72 hours after admission; periodic reassessment is
therefore appropriate (Bergstrom et. al., 1998). The Braden and Norton scales are valid and
reliable tools; it would be prudent for the clinician to review validity and reliability research of
any other tools chosen for use.

Based on the results of either of these scales or a facility-preferred scale, pressure ulcer care
plans including preventative measures specific to the areas of risk should be formulated. It is

This material was developed by the QIO program for CMS’ NHQI and is intended as general information. Any
individual using the material must consider the possibility of human error, changes in medical sciences, and the
need to use clinical judgement in each specific case.
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important to create these individualized pressure ulcer care plans within 24-48 hours, as many
pressure ulcers develop within 24 to 48 hours and most within 2 to 3 weeks.

Prevention

The AHCPR guidelines provide evidence-based pressure ulcer prevention strategies that should
be included in the care plans of residents found to be at risk for development of pressure ulcers.
Studies conducted in acute and long term care and reports by Bergstrom (1998) demonstrate that
adherence to these pressure ulcer risk reduction strategies can significantly lower the prevalence
of pressure ulcers.

Early interventions to address these risks may include:

Protecting skin against the effects of pressure, friction, and shear:

Reduce pressure over bony prominences

Individualize turning and repositioning plans for residents in bed or chair: every 2 hour

turn schedules for residents and every 1 hour repositioning in the chair.15 minutes

Position with the head of the bed no higher than 30 degrees.

Avoid positioning directly on the great trochanter.

Provide special attention to floating heels to keep them off the bed

Manage tissue load:

o Using pressure-reducing mattresses and overlays — check for “bottoming out” to
ensure appropriateness of mattress choice

o Protect skin from mechanical injury via slide board, turn sheet, trapeze

Increase mobility

Consult PT/OT

Protecting skin from moisture:

Cleanse skin with warm water and mild soap to prevent drying
Cleanse skin after soiling

Use non-alcohol based moisturizers

Use skin protectants or barriers

Massage is contraindicated over bony prominences.

Institute bowel or bladder training programs

Use briefs or absorbent underpads to wick moisture away from skin

Encouraging optimal nutrition and fluid intake:

Evaluate nutritional status

Consider resident preferences and special needs

Provide assistance and adequate time

Offer snacks and fluids between meals

Consider administration of vitamin and / or protein supplements

Consider tube feeding / parenteral fluids per resident choice.

Assess laboratory data that may indicate nutritional status (i.e., CBC, albumin,
prealbumin, transferrin levels)

This material was developed by the QIO program for CMS’ NHQI and is intended as general information. Any
individual using the material must consider the possibility of human error, changes in medical sciences, and the
need to use clinical judgement in each specific case.
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Also:

= Educating staff, residents and families and enlisting everyone’s support in reduction of
pressure ulcers

= Front line care givers who are providing direct personal care to residents should be
trained to check potential pressure areas and recognize developing pressure ulcers in “at
risk” residents.

= An immediate prevention plan should be instituted for those “at risk” when areas of
potential pressure areas are identified. This plan should be reassessed and changes made
as needed.

Treatment

The development of a pressure ulcer requires local wound treatment as well as a critical review
of the individual pressure ulcer prevention care plan and reassessment of the resident’s medical
status for possible overlooked risk factors for the development of pressure ulcers or for impaired
healing, e.g., under-treated diabetes, hypothyroidism, anemia, use of drugs that impair healing,
etc. (1996 AMDA Pressure Ulcer Clinical Practice Guideline). Also, a preventative regime that
had already been initiated should be intensified when a pressure ulcer develops to help insure
that the current pressure ulcer has the best environment in which to heal and other pressure ulcers
do not develop. A proliferation of wound care products on the market may make the treatment
choice confusing. However, if the clinician has a basic understanding of the physiology of
wound healing, this knowledge can help to guide treatment choices.

When there is insult or injury to the skin, a cascade of healing events occur (Hess, 1995; Kane
and Krasner, 1997). The stages of wound healing include:

Inflammatory Phase

Begins at the time of injury and may continue for 4 to 6 days. The process of homeostasis
controls bleeding and phagocytosis is accomplished by leukocytes. Thus, wound assessment at
this phase would reveal edema, erythema, and heat. Pain may also be present.

Proliferative Phase
This phase may continue from days 4 to 24 and is identified by restoration of vascularization,
proliferation of granulation tissue and formation of a protective epithelial barrier.

Maturation phase

This phase may continue from day 24 to 2 years post injury. Remodeling of collagen fibers and
maturation of scar tissue continue until approximately 70% of the original tensile strength is
regained.

Wound Assessment
A comprehensive wound assessment and documentation of this assessment should be done when
the wound is initially identified and at specific intervals thereafter. The AHPCR Treatment

This material was developed by the QIO program for CMS’ NHQI and is intended as general information. Any
individual using the material must consider the possibility of human error, changes in medical sciences, and the
need to use clinical judgement in each specific case.
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Guideline (Bergstrom et. al., 1994) recommends that pressure ulcer assessment be conducted “at
least weekly.”

Criteria to be included in this assessment include:

e Site/location of wound(s).

e Stage of pressure ulcer (other type of wounds are not staged but, may be described as
full or partial thickness).

e Size including length, width and depth measured in centimeters.

e Appearance of the wound bed includes a description of the type of tissue present.
When there is a combination of tissue types, each type should be identified by the
percentage present (i.e., 50% granulation tissue and 50% fibrinous slough).

e Undermining can be assessed by gently probing the wound base with a cotton swab.
Measure depth in centimeters and describe location in relation to the face of the clock.

e Drainage/exudate should be described as to the amount, color or type consistency and
odor of exudate.

e Periwound tissue should be palpated and described if erythematous, indurated,
edematous, fluctuant, macerated, or warm.

e Pain or tenderness should be assessed.

Maklebust and Sieggreeen (1996), list the three essential components of local pressure ulcer care
as cleaning, debridement, and dressings.

Cleaning

The first principle of cleaning is to avoid further harm. Products such as hydrogen peroxide,
acetic acid and povidone iodine have been identified as being cytotoxic (Bergstrom et. al., 1994).
Cleaning agents should be gentle to newly proliferating cells, physiologic and safe, such as
normal saline.

Debridement

Necrotic tissue in the wound bed slows healing and increases the bacterial burden as organisms
grow and multiply in devitalized tissue. Debridement may be accomplished through several
methods (Bergstrom, 1997; Hess, 1995; Kane and Krasner, 1997):

Sharp debridement

This requires that a physician or wound care specialist surgically remove necrotic tissue.
This is a quick method, however, it may be inappropriate for residents who are on
anticoagulants or have bleeding tendencies. It is usually the method of choice for
debridement of infected wounds. This is often thought of as a painful procedure,
however, residents can be made comfortable by the physician instituting local anesthesia
prior to debridement of tissue adjacent to vital tissue.

This material was developed by the QIO program for CMS’ NHQI and is intended as general information. Any
individual using the material must consider the possibility of human error, changes in medical sciences, and the
need to use clinical judgement in each specific case.
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Mechanical debridement

One of the oldest treatments available is mechanical debridement through wet to dry (or
wet to moist) dressings. Gauze dressing moistened with 0.9% normal saline is loosely
packed into the wound, allowed to dry (or almost dry) and then removed from the wound.
Tissue debris and drainage will adhere to the gauze. Because of the nature of this method
of debridement there is often viable tissue damaged along with devitalized tissue. It may
also be a painful process for the resident which can be minimized by slightly moistening
the gauze, if found to be very dry, prior to removal. Some practitioners soak the dry
gauze with normal saline prior to removal; however, this can decrease the effectiveness
of the mechanical debridement. Whirlpool treatments are another type of mechanical
debridement.

Chemical debridement

Debridement may be accomplished with the use of topical enzymatic preparations. The
wound bed should first be gently cleansed with an isotonic solution (normal saline).
Chemical debridement agents should only be applied to devitalized tissue. An example
of an enzymatic preparation would be papain-urea, or a collagen-specific proteolytic
enzyme.

Autolytic debridement

Autolytic debridement uses the body's own ability to liquefy or digest devitalized tissue
through autolysis. This method is selective to only necrotic tissue and is usually not
painful, but may take longer than other methods. Covering the wound with a transparent
film dressing, a hydrocolloid dressing, hydrogel or alginate hastens the process.

Daily assessment and palpation of these ulcers for bogginess, erythema, warmth or drainage is
necessary.

Choice of a debridement method should be based on the resident’s individual treatment goals
and overall condition.

Dressings

Dressing choices should be based on the principles of moist wound healing (Field and Kerstan,
1994). A comprehensive wound assessment will guide the clinician’s selection of a dressing that
is “the safest and most effective, user-friendly and cost-effective dressing possible” (Goode and
Thomas, 1997).

Dressing should enable the clinician to meet some general treatment goals for pressure ulcers at
each stage.

Stage 1
Protect tissue integrity and prevent further damage.

Stage 2

This material was developed by the QIO program for CMS’ NHQI and is intended as general information. Any
individual using the material must consider the possibility of human error, changes in medical sciences, and the
need to use clinical judgement in each specific case.
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Keep wound bed moist and peri-wound tissue dry. Minimize trauma and pain as well as
prevent infection and further tissue destruction and damage.

Stages 3 and 4

Keep wound bed moist. Absorb excessive exudate. Debride necrosis / devitalized tissue.
Loosely pack dead space. Protect delicate granulation tissue. Keep peri-wound tissue
dry. Minimize pain.

The thousands of wound care products on the market can be grouped into several categories:

1) Transparent film dressings

2) Hydrocolloids

3) Hydrogels in sheets, amorphous gel, impregnated gauze and strands
4) Foam dressings

5) Alginates

Healing

Many wound care experts have expressed concern that the MDS 2.0 required providers to
backstage wounds in order to show healing. Krasner (1997) points out “in reality, the ulcer heals
by granulating, contracting, and re-epithelializing, never returning to a Stage 1...” CMS’ MDS
2.0 Q&A Addendum 2 (CMS, 2001) addresses the question of backstaging; “CMS is considering
incorporating the PUSH scale in a future iteration of the MDS.”

The Pressure Ulcer Scale for Healing (PUSH Tool), developed by the National Pressure Ulcer
Advisory Panel (NPUAP) allows the clinician to graph changes in a pressure ulcer over time,
indicating healing or deterioration of the wound.

This material was developed by the QIO program for CMS’ NHQI and is intended as general information. Any
individual using the material must consider the possibility of human error, changes in medical sciences, and the
need to use clinical judgement in each specific case.

70f9



References

Bergstrom N. Strategies for Preventing Pressure Ulcers. In: Thomas D, Allman R. Clinicians in
Geriatric Medicine. Philadelphia, PA: W.B. Saunders Co., 1997: 437-454.

Bergstrom N, Bennett MA, Carlson CE, et. al. Treatment of pressure ulcers. Clinical Practice
Guideline, No. 15. Rockville, MD: U.S. Department of Health and Human Services, Public
Health Service, Agency for health Care Policy and Research. Dec 1994: AHCPR Publication No.
95-0652.

Bergstrom N, Braden B, Kemp M, Champagne M, Ruby E. Predicting Pressure Ulcer Risk: A
Multisite Study of the Predictive Validity of the Braden Scale. Nurs Res 1998; 47: 261-9.

Bergstrom N, Braden, BJ, Laguzza A, Homan V. The Braden Scale for Predicting Pressure Sore
Risk. Nurs Res 1987; 36: 205-10.

Braden BJ, Bryant R. Innovations to Prevent and Treat Pressure Ulcers. Geriatric Nursing
Jul/Aug 1990; 11(4): 182-6.

Centers for Medicare and Medicaid Services (CMS) Long Term Care Reident Assessment
Instrument RAI Version 2.0. Questions and Answers: Questions on Items in MDS Section M. Jul
2001; Addendum 2: 26-30.

Field C, Kerstan MD. Overview of Wound Healing in a Moist Environment. Am J Surg 1994;
167 (Suppl.) : S2-S6.

Goode P, Thomas D. Pressure Ulcers: Local Wound Care. In: Thomas D, Allman R. Clinics in
Geriatric Medicine. Aug 1997: 543-552.

Hess, CT. Wound Care: Nurse’s Clinical Guide. Springhouse, PA: Springhouse Corp., 1995.

Kane, DP, Krasner, D., Wound Healing and Wound Management. In: Krasner D, Kane D.
Chronic Wound Care, Second Edition. Wayne, PA: Health Management Publications, Inc., 1997:
1-4.

Krasner D. Wound Healing Scale, Version 1.0: A Proposal. Advances in Wound Care 1997;
10(5): 82-85.

Maklebust J, Sieggreen M. Wound Care: House to conquer pressure ulcers. Nursing 96. 1996;
(12): 34-39.

Norton D, McLaren R, Exton-Smith AN. An Investigation of Geriatric Nursing Problems in
Hospitals. Edinburg: Churchill-Livingston, 1975.

This material was developed by the QIO program for CMS’ NHQI and is intended as general information. Any
individual using the material must consider the possibility of human error, changes in medical sciences, and the
need to use clinical judgement in each specific case.

80of9



Panel for the Prediction and Prevention of Pressure Ulcers in Adults. Pressure Ulcers in Adults:
Prediction and Prevention. Clinical Practice Guideline, Number 3. Rockville, MD: Agency for
healthcare Policy and Research, Public Health Service, US Department of Health and Human
Services, May 1992: AHCPR Publication No. 92-0047.

Stotts NA, Wipke-Tevis D. Co-Factors in Impaired Wound Healing. In: Krasner D, Kane D.
Chronic Wound Care, Second Edition. Wayne, PA: Health Management Publications, Inc., 1997:
64-72.

This material was developed by the QIO program for CMS’ NHQI and is intended as general information. Any
individual using the material must consider the possibility of human error, changes in medical sciences, and the
need to use clinical judgement in each specific case.

90f9



GLOSSARY
Pressure Ulcer Terms

Abscess: A cavity containing pus and surrounded by inflamed tissue in any part of the
body—a result of a localized infection.

Aerobe: A microorganism that lives in the presence of free oxygen.

Altered tissue perfusion: A condition in which cells have a decrease in nutrition and
oxygenation caused by a deficient capillary blood supply

Anaerobe: A microorganism that grows without any or with little free oxygen.
Antibacterial: An agent that kills or stops the growth of bacteria.

Antimicrobial: An agent that kills or stops the growth of microbes.

Autolysis: Disintegration or liquefaction of tissue or of cells by the body’s own
mechanisms (leukocytes/enzymes).

Bactericidal: An agent that destroys bacteria.

Bacteriostatic: Inhibits the growth or multiplication of bacteria.

Blanching Test: A test to check circulation of fingers and toes. Pressure is applied over
nail until all color is gone. When pressure is removed, the rate at which color returns
determines circulation.

Cell migration: Movement of cells in the repair process.

Cellulitis: Inflammation of tissue around a lesion. Characterized by heat, redness,
swelling, and tenderness. Signifies a spreading infectious process.

Collagen: The main supportive protein which combines to form of skin, tendon, bone,
cartilage, and connective tissue.

Colonized: Presence of bacteria which cause no local or systematic signs or symptoms.
Contamination: To infect by contact or introduction of organisms into a wound.
Contraction: Tissue pulling together the wound edges in the healing process.

Crater: A circular depression with a raised area around the periphery.

Debridement: Removal of damaged tissue.

Debris: Remains of broken down or damaged cells or tissue.

Decubitus ulcer: Ulcer of the skin caused by prolonged pressure over the affected area.
Denude: Loss of epidermis.

Dermal: Related to skin or derma.

Dermal wound: Loss of skin integrity; may be surface level or deeper.

Dermis: The inner layer of skin in which hair follicles and sweat glands reside; involved
in Stage 11 to IV pressure ulcers.

Edema: The presence of larger than normal amounts of fluid in the interstitial space.
Enzymes: Biochemical substances that can break down necrotic tissue.

Enzymatic debridement: Breakdown to liquid form of necrotic wound debris by
chemical agents.

Epidermis: The outer most layer of skin.

Epithelizalization: Regrowth of the epidermis across wound surface.

Erythema: Redness of skin surface produced by vasodilatation.

Eschar: Thick, leathery necrotic tissue; damaged tissue.

Excoriation: damage to the surface of the skin from trauma, e.g., scratching, abrasion.
Exuberant granulation: Formulation of large amounts of granulation tissue that may
protrude above the margins of a wound.



Exudate: Fluid that leaks from damaged tissue.
Fibroblast: Any cell of the body from which connective tissue is developed.
Fibroplasia: The formation of connective tissue.
Friction: Surface damage caused by skin rubbing against another surface.
Full-thickness: Wounds that extend through the epidermis, and entire dermis, and
possibly muscle or bone.
Granulation: The formation of growth of small blood vessels and connective tissue in a
full thickness wound.
Granulation tissue: Healing tissue composed of new capillaries and fibroblasts.
Horney layer: The thin top most layer of the epidermis.
Hydrophilic: Attracts moisture.
Hyperalimentation: Nutritional supplement given either enterally or parentally.
Hyperemia: Presence of excess blood in the vessels: engorgement.
Induration: Abnormal firmness of tissue with a defined edge.
Infection: Overgrowth of microorganisms capable of tissue destruction and invasion
followed by local or systemic symptoms.
Inflammation: Reaction to tissue injury; involves increased blood flow and capillary
permeability and requires physiologic cleanup of wound. Accompanied by increased
heat, redness, swelling, and pain in the affected areas.
Insulation: Keeping wound temperature close to body temperature.
Ischemia: A deficiency of blood because of functional constriction or obstruction of a
blood vessel to a body part.
Keloid: A large, bulging scar caused by excessive amounts of collagen in connective
tissue.
Kennedy terminal ulcer: A pressure ulcer that is a precursor to death. It is characterized
by:

1) Sudden onset;

2) Red, yellow and black colors;

3) Round or pear shape;

4) Usually on the sacrum or ischium.
Lesion: A broad term referring to wounds or sores.
Leukocytosis: An increase in the number of leukocytes (above 10,000 per cu. Mm) in the
blood.
Maceration: Softening of tissue by soaking in fluids.
Macrophage: Cells which have the ability to destroy bacteria and devitalized tissue.
Mechanical debridement: The loosening and removal of necrotic wound debris by
means of water, brush, gauze, and etc.
Moist wound healing: Healing of a wound that is kept moist as opposed to allowing the
wound to dry. Moist wound healing eliminates desiccation of viable tissue, allows faster
reepithelialization and granulation tissue to form at wound surface. It minimizes scab
and eschar formation. It also allows autolysis by inflammatory cells and enzymes in
exudates. Moist wound healing helps comfort level of the patient.
Necrotic: Dead; avascular.
Neoangiogenesis: The new growth of new capillaries from preexisting blood vessels.
Neovascularization: (See neoangiogenesis.)



Norton scale: As assessment of physical condition, mental status, activity, mobility, and
incontinence to determine the risk of pressure ulcer development.

Pallor: Lack of natural color; paleness.

Partial-thickness: Wounds that extend through the epidermis and part of the dermis.
Pathogen: Any disease producing agent or microorganism.

Phagocytosis: Autodebridement of bacteria and necrotic debris from the wound.
Pressure: A force applied to skin compromising circulation.

Pressure sore: An area of localized tissue damage caused by ischemia because of
pressure.

Proud flesh: (See exuberant granulation.)

Pus: Thick fluid indicative of infection that contains leukocytes, bacteria, and cellular
dermis.

Pyogenic: Producing pus.

Reactive hyperemia: The body produces extra blood in vessels in response to a period of
blocked flood flow.

Remodeling: Reorganization of collagen fibers in a healing wound.

Scab: Dried fluid, cells, or other substances that have been discharged covering a
superficial wound.

Serous: Producing a secretion or containing serum that moistens mucus membranes.
Sharp debridement: Surgical removal by scalpel or scissors of the eschar and/or any
devitalized tissue within the pressure ulcer.

Shear: Trauma to the skin caused by tissue layers sliding against each other results in
disruption or angulation of blood vessels.

Sinus Tract: A course or pathway that can extend in any direction from the wound
surface; results in space with potential for abscess formation.

Slough: Loose, stringy necrotic tissue.

Stratum corneum: The thin top layer of the epidermis.

Strip: Remove epidermis by mechanical means: denude.

Subcutaneous layer: Masses of loose connective and fat tissues located beneath the
dermis.

Tunneling: A narrow channel/passageway extending into healthy tissue.

Ulcer: An open sore.

Undermine: Tissue destruction underlying intact skin along wound edges.
Varicosities: Dilated tortous superficial veins.

Vasoconstriction: Constriction of the blood vessels.

Vasodilatation: Dilation of blood vessels—especially small arteries and arterioles.
Wound base: Top viable tissue layer of wound; may be covered with slough or eschar.
Wound margin: Edge or border of a wound.

Wound repair: The healing process. Partial-thickness involves epithelialization; full-
thickness involves contraction, granulation, and epithelialization.

Glossary adapted from Mosby’s Medical Dictionary, fourth edition, and the Clinical Practice Guidelines
by the Public Health Service Agency for Health Care Policy and Research.



Nursing Facility Managing Pressure Ulcers Self-Assessment Worksheet

Use this worksheet to review your current processes for preventing and managing pressure ulcers in your facility.

StratisHealth

Components for Facility Action

Level of Activity

No process in

Process in place,

Process in place

Place a check in the column to the right that most closely describes the status of your current pressure ulcer management place at this but needs and working
processes: time improvement well
1. Our staff are trained and able to demonstrate competency/skill on use of pressure ulcer risk assessment tools.
2. Our facility has a written process (policy & procedure) in place for screening residents for pressure ulcer risk upon
admission.
3. Our facility has a process for ongoing screening of residents to determine those patients at risk for pressure ulcers.
4. Our facility has a written process (policy & procedure) in place for pressure ulcer prevention.
5. Our facility has a process in place for performing routine skin assessments on patients at risk for pressure ulcers.
6. Our facility has an effective process for communicating results of both risk assessments and routine skin
assessments to health care providers.
7. If pressure ulcer is identified at screening, our facility has a process for conducting a comprehensive assessment of
the resident. The assessment includes location, stage, size, undermining/tunneling, wound bed, drainage, need for
debridement, and presence of odor.
8. The effectiveness of the pressure ulcer management/treatment approach for each resident with pressure ulcer has
been determined.
9. Our policy for pressure ulcer prevention and management includes the facility’s overall goals for pressure ulcer

management.

10. Our facility has criteria for when to reassess a resident’s pressure ulcer risk.

Name: Phone number:

Facility name and address:

Adapted by Stratis Health from Rhode Island Q10’s Pressure Ulcer Facility Assessment Checklists.




Pressure Ulcers: Essential Systems for Quality Care

The following information suggests areas to focus on while evaluating facility processes for preventing and treating pressure ulcers.

Systems to Review

Key Interventions to Reduce Pressure Ulcers

Pressure Ulcer Risk Assessment

to Identify High Risk Residents

Pressure Relief

Organizational Commitment to
Pressure Ulcer Prevention and
Treatment

Institute Prevention Program
Based on Accepted Guidelines
(e.g. AHCPR, AMDA)

Develop a Plan of Care

Evaluate the facility admission/ readmission risk assessment tools to determine if they include all the recommended domains of
assessment.

Standardize the risk assessment process during admission.

Determine appropriate times other than during admission process to complete risk assessment (i.e. change in status).

Designate responsibility and accountability for admission risk assessment.

Repositioning protocols.

Repositioning documentation tools.

Use positioning/ pressure relief specialty products.

Designate responsibility and accountability for monitoring of the process.

Identify key staff to participate in an interdisciplinary workgroup.

Analyze current pressure ulcer prevention and management practices.

Avrticulate and implement a standard of practice.

Establish accountability for pressure ulcer prevention and management.

Provide appropriate education to physician and nursing staff.

Implement plan to evaluate the quality of the pressure ulcer prevention and management program.
Designate responsibility and accountability for pressure ulcer prevention program oversight.

Identify a process for and accountability for a nutritional assessment.
Evaluate skin care products and inservice staff on the facility choice.
Identify process for and accountability for a mobility assessment.

Designate responsibility and accountability for care plan development.
Ensure that care plan adheres to accepted guidelines.

This material was developed by the Q1O program for CMS” NHQI and is intended as general information. Any individual using the material must consider the possibility of
human error, changes in medical sciences, and the need to use clinical judgment in each specific case.
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Focus - PDSA Roadmap

Find an opportunity to improve

1. Align with organizational goals

2. Identify the known gap between knowledge and practice

3. Determine that CQI methodology is the best approach to use for this opportunity
4. Process interest from internal/external customers

Organize an effort

1. Identify key players in process and recruit them

2. Identify the team leader/process owner

3. Select team members from appropriate levels in the organization
4. Agree on mission statement

Clarify current understanding of the process

1. Understand how current process works

2. Flow chart the actual process

3. Identify customers and suppliers in the process

4. Set up measurement process and collect data. Be innovative.

Understand the causes of variation

1. Analyze data

2. Understand the capacity for variation in the system

3. Understand common cause and special cause variation

Select a strategy

1. Look for ways to limit variation in the process

2. Identify better ways to do things

3. Learn what has worked at other organizations (copy)

4. Remember that solution doesn’t have to be perfect the first time

Plan the improvement

1. Make predictions and identify ways to counteract resistance to change
2. Identify key people to assist with implementation

3. Be sure you have the necessary support of management and staff

4. Develop a plan to include who, what, where, and when

Do the improvement

I. Implement the improvement in small test of change (pilot)
2. Collect data before, during, and after the pilot

3. Elicit the help of those who pilot change to make it better
4. Pilot again with changes, OR roll out system-wide

Study the results

1. Collect data on how well the process is being implemented

2. Collect data to determine if the desired outcomes are being achieved
3. Analyze results and make needed changes

Act to hold the gains and continue to improve

1. Determine how/when data will be collected to understand if gains made are held over time.

2. Ask the question “How can this process be improved further?”

3. Keep it on some meeting agenda at least annually

4. Establish ongoing education plan

This material was prepared by Stratis Health under a contract with the Centers for Medicare and Medicaid Management (formerly the Health Care

Financing Administration HCFA). The contents presented do not necessarily reflect HCFA policy.
6SOW-MN-GEN-00-07  02.15.00



Organizational Commitment to Pressure Ulcer Management in Your Facility

Key Steps

Key Elements

Develop an Interdisciplinary
workgroup.

Identify potential staff members to be involved:

DON, Staff Nurse, Education Coordinator, Therapist, Medical Director,
CNAs Nutritionist, Medical Director.

Ad hoc members- wound care consultant, Administrator

Unit-based team (Charge nurse, CNA, Therapy).

Assess current pressure ulcer
assessment and management
practices in your facility.

Identify strengths and weaknesses regarding pressure ulcers assessment
and management

Determine current practice

Determine current staff knowledge

Analyze current assessment tools and assessment schedules compared to
guidelines

Establish accountability for pressure
ulcer assessment

Provide education for staff.

T

Identify a person(s) responsible for monitoring that facility policy and
procedures are being implemented

Identify how often this process will take place

Establish a pressure ulcer team and meet on a regular basis to review
current practice related to pressure ulcer management

Identify a clinical expert in the facility

Develop a reference area for pressure ulcer materials

Provide ongoing education to staff

Establish competency of staff related to pressure ulcer assessment and
management

Continually evaluate and work to
improve the quality of pressure
ulcer assessment and management.

&— Establish a continuous process for evaluating

Assessment/reassessment of risk factors
Care planning/implementation of the care plan

This material was developed by the QIO program for CMS’ NHQI










Flow Diagram

This material was developed by the Quality Improvement Organization program for the Centers for Medicare & Medicaid Services’ (CMS’)
Nursing Home Quality Initiative and is intended as general information. The contents do not necessarily reflect CMS policy. Any individual using
the material must consider the possibility of human error, changes in medical sciences, and the need to use clinical judgment in each specific case.

MassPRO 2003 page 6-5



DOCUMENTATION AND MEASURING

Pressure ulcer documentation

shouldinclude:

+ Wound - Eschar
Location + Exudate/
+ Stage Drainage
+ Size - Amount
- Length - Color
- Width - Odor
- Depth + Granulation
+ Tunneling/ + Description of
Sinus Tract Surrounding
+ Undermining Tissue

+ Necrotic Tissue « Support

- Slough Surface

Note the following
skin characteristics:

+ Color * Incisions
+ Temperature + Scars
* Moles * Intact
+ Bruises (M) + Burns

MEASURING WOUNDS

Measure the length “head to toe” at the long-
est point (A) and the width at the widest point
(B). Measure depth (C) at the deepest point
¢ | ofthe wound. All measurements should be
in centimeters.

Using a clock format, describe location and extent of tunneling (sinus
tract) and/or undermining.

Tunneling/Sinus Tract Undermining
A narrow channel of passageway Tunneling wound which begins

extending into healthy tissue. directly under the wound edge.

The head of the patient is
12:00; the patient's foot is 6:00.

If the wound has many landmarks, you may want to trace it before ing.

This ruler is intended for use as a reference only. To prevent infection, do not use this ruler to measure an actual wound.

CM 1 2

3

4

5 6 7 8 9 10 " 12 13

6SOW-TX-DCU-01-02



SELECTED CHARACTERISTICS FOR CLASSES OF SUPPORT SURFACES

SUPPORT DEVICES
Performance Air- Low Alternating Static Flotation Standard
Characteristics Fluidized Air-loss Air (air or water) Foam Mattress
Increased support area Yes Yes Yes Yes Yes No
Low moisture retention Yes Yes No No No No
Reduced heat
accumulation Yes Yes No No No No
Shear reduction Yes Yes Yes Variable No No
Pressure reduction Yes Yes Yes Yes Yes No
Dynamic Yes Yes Yes No No No
Cost Per Day High High Moderate Low Low Low
Page 11 Dovdoped oy ARG
CHAIR SUPPORT SURFACES
SUPPORT
SURFACE CHARACTERISTICS COST CONCERNS
FOAM CUSHION Provides some pressure reduction, depend- Low Cost + After laundering, this surface is no longer

GEL CUSHION

AIR-FILLED
CUSHION

ing upon the thickness of the foam (a
thickness of no less than four inches is

recommen

ded)

Resident still requires respositioning at least

every hour

Reduces pressure by spreading pressure

across contact surface
Does not replace repositioning

Reduces pressure by evenly distributing

weight

Cells fill with air and deflate as pressure is

applied

Low to Moderate Cost .

High Cost .

useful for pressure reduction. A slip cover
that can be separately laundered keeps
the cushion clean and dry

Pressure reduction depends on the
cushion’s condition (watch for breaks in
the integrity of the cushion, which renders
this product ineffective)- do not mend
User error

Compromised integrity can render this
product ineffective, and should be
replaced, user error can be a concern

Adapted with permission from Texas Quality Improvement Organization Pressure Ulcer Prevention Tool Kit

6SOW-TX-DCU-01-04


Administrator


Administrator
Adapted with permission from Texas Quality Improvement Organization Pressure Ulcer Prevention Tool Kit


— TREATMENT PRODUCT CATEGORIES

TREATMENT APPROPRIATE
PRODUCTS DESCRIPTION WOUND STAGE CHARACTERISTICS CONCERNS
POLYURETHANE Adhesive and transparent Stages 1-2 Occlusive and waterproof + Should not be used with moderate-to-
FILM/TRANSPARENT Retains water heavy exudate wounds
Impermeable to bacteria and contamination + May macerate surrounding skin
Promotes moist wound healing
Nonabsorbent
May be changed every three to seven days
May be used as a secondary dressing over a
more absorbent product
HYDROCOLLOID Adhesive wafers composed of Stages 1-4 Occlusive and waterproof + Shoud not be used with heavy exudate
gelatin, pectin, and carboxymethyl- Retains moisture wounds
cellulose Impermeable + Should not be used if infection is present
Promotes moist wound healing + May have odor upon removal
Moderately absorbent + May be difficult to remove
Easy to apply
HYDROGELS Glycerin or water-based gel, Stages 2-4 Non-adherent + May macerate surrounding tissues
amorphous, or supported by fabric Fills dead space + Secondary dressing required
Semi-occlusive + Daily application required unless applied
Available as amorphous gels, Promotes moist wound healing with adhesive borders
wafers, sheets, and impregnated Easy to apply and remove + Dries out easily
gauze with or without adhesive Minimally absorbent + Risk of candidiases
borders Retains moisture and rehydrates wound
FOAMS Hydrophilic polyurethane foam, Stages 2-4 Non-adherent + Secondary dressing required unless
available in wafers, sheets, and pillow Easy to apply and remove combined with an adhesive border
with foam covering Highly absorbent
ALGINATES Non-woven fibers containing calcium Stage 2 wounds Non-adherent + Should not be used on dry or low exudate
sodium salts of alginic acid, available with a lot of exudate Promotes moist wound healing wounds; the wound may get dehydrated
in pads or ropes Stages 3-4 Highly absorbent + Secondary dressing required
Can be used on infected wounds + Requires daily application
GAUZE, DRY OR WET Woven natural cotton fibers; non- Stages 2-4, especially May be dampened with saline or water + Wet-to-dry debridement can be painful,
woven rayon and plastic blends; if wound is deep or Inexpensive damaging healthy tissue
available in pads and rolls, sterile has tissue that needs Facilitates wet-to-dry debridement + Woven gauze is abrasive
and non-sterile debridement Non-adherent when used as a wet-to-moist dressing « Requires frequent changes
Minimal to moderate absorbency + Packing or particles left in wound may
harden causingfurther pressure injury




— TREATMENT PRODUCT CATEGORIES

TREATMENT APPROPRIATE
PRODUCTS DESCRIPTION WOUND STAGE CHARACTERISTICS CONCERNS
TRANSPARENT Adhesive and transparent Stages 1-2 Occlusive and waterproof + Should not be used with moderate-to-
FILM Retains water heavy exudate wounds
Impermeable to bacteria and contamination + May macerate surrounding skin
Promotes moist wound healing
Nonabsorbent
May be changed every three to seven days
May be used as a secondary dressing over a
more absorbent product
HYDROCOLLOID Adhesive wafers composed of Stages 1-4 Occlusive and waterproof + Shoud not be used with heavy exudate
DuoDERM® gelatin, pectin, and carboxymethyl- Retains moisture wounds
RepliCare® cellulose Impermeable + Should not be used if infection is present
others Promotes moist wound healing + May have odor upon removal
Moderately absorbent + May be difficult to remove
Easy to apply
HYDROGELS Glycerin or water-based gel, Stages 2-4 Non-adherent + May macerate surrounding tissues
Hypergel® amorphous, or supported by fabric Fills dead space + Secondary dressing required
mmumwmm@ Semi-occlusive + Daily application required unless applied
Elasto-Gel Sheet™ Available as amorphous gels, Promotes moist wound healing with adhesive borders
others wafers, sheets, and impregnated Easy to apply and remove + Dries out easily
gauze with or without adhesive Minimally absorbent + Risk of candidiases
borders Retains moisture and rehydrates wound
FOAMS Hydrophilic polyurethane foam, Stages 2-4 Non-adherent + Secondary dressing required unless
PolyMem® available in wafers, sheets, and pillow Easy to apply and remove combined with an adhesive border
_m%%Ma@ with foam covering Highly absorbent
ALGINATES Non-woven fibers containing calcium Stage 2 wounds Non-adherent + Should not be used on dry or low exudate
SORBSAN™ sodium salts of alginic acid, available with a lot of exudate Promotes moist wound healing wounds; the wound may get dehydrated
KALTOSTAT® in pads or ropes Stages 3-4 Highly absorbent + Secondary dressing required
others . . . S
Can be used on infected wounds + Requires daily application
GAUZE, DRY OR WET Woven natural cotton fibers; non- Stages 2-4, especially May be dampened with saline or water + Wet-to-dry debridement can be painful,
If the order is wet-wet woven rayon and plastic blends; if wound is deep or Inexpensive damaging healthy tissue
mww_wmsm mﬂﬁ%ﬂ%ﬁ%@ available in pads and rolls, sterile has tissue that needs Facilitates wet-to-dry debridement + Woven gauze is abrasive
at all times and non-sterile debridement Non-adherent when used as a wet-to-moist dressing  + Requires frequent changes
Minimal to moderate absorbency + Packing may harden, causing further
pressure injury

**Brands are listed for reference purposes only. We do not recommend use of one brand over another.




RISK FACTORS INTERVENTIONS

Overall Braden Risk score of:

a
a

a
a
a

oy Sy By

a

CHECKLIST OF SKIN RISK FACTORS & INTERVENTIONS

To be used as a guide to identify risk factors and appropriate interventions. Should be done in-

conjunction with the Braden

Scored 3 or lower in Sensory Perception
Scored 3 or lower in Moisture

Q Incontinent of Bowel

Q Incontinent of Bladder

Scored 3 or lower in Activity

O Bedfast

Q Chairfast

Scored 2 or lower in Mobility

Scored 2 or lower in Nutrition

Scored 2 or lower in Friction & Shear

OTHER RISK FACTORS:

Cognitively impaired

Contractures of:

HOB elevated majority of day

Assists with ADLS

Low Albumin or Pre-albumin level (circle)
Poor skin turgor

Non-compliance

Restraint use

Pain

Psychotropic drug use

Steroid, chemo, or radiation therapy
Contributing Diagnosis of:
Cardiovascular Disease

PVD

Pulmonary Disease

Diabetic

CVA

Paraplegia or Quadriplegia (circle)
Terminal Cancer

Chronic/end stage renal, liver or heart disease
(circle)

Immunosuppression

Fracture

Hx of Pressure Ulcers

Cognitive Impairment (Alzheimer’s,
Dementia)

a Parkinson’s

Q Other Diagnosis:

OTHER RISK FACTORS:

*Resident has actual open area (describe type
and location:

o o o

0O00Oo

LOWER EXTREMITY CONCERNS:

S/S of Arterial Disease (PVD): Circle those that
apply: no pedal pulse; cold extremity; thin, shiny,
taunt skin; lack of hair to extremity, complaints of
lower extremity pain with exercise or when lying
in bed. Other:

S/S of Venous Insufficiency (Stasis): Circle
those that apply: edema, brown discoloration of
lower extremities, history of cellulitis.

Other:

S/S of Neuropathy: Circle those that apply: loss
of sensation to lower extremity, foot deformities.
Other:

BRADEN ASSESSMENT INTERVENTIONS:
Sensory Perception Concerns:
Q Pad, protect and/or apply skin prep to fragile skin

Q Position body with pillows/support devices, protect bony prominences

Moisture Concerns:
QO B & B program

Q 4x4’s/wash clothes in-between skin folds and/or corn starch to wick up

moisture
Keep skin clean and dry
Peri care after each incontinent episode
Barrier cream to areas exposed to moisture/incontinence
Foley catheter to prevent maceration
Fecal tube/pouch to prevent maceration
Activity and/or Mobility Concerns:
O Turn and reposition g
O Encourage mobility and ambulation
Q Pressure reduction support surface in bed, type & date
applied:

Oo0oO0O0oOo

O Pressure reduction sitting/wheelchair surface, type & date
applied:

O Elevate heels off the bed

a PT/OT referral

O Check restraints g30min, release g
Nutritional Concerns:

O Dietary referral

O Provide supplements, calories, and vitamins as ordered (circle)

O Monitor labs, weight, and/or intake (circle)
Friction & Shear Concerns:

O Keep linen dry & wrinkle free

O Kbnee gatch bed before raising head of bed

O Lift do not slide resident/use assistive devices to decrees friction
OTHER INTERVENTIONS FOR RISK FACTORS NOT ON
BRADEN:

Q Inspect skin daily

Q  Weekly skin assessment by Licensed Staff

Q Moisturize dry skin

Q Bathe with mild soap, gently dry

a No more then 30° side lying positioning and/or head elevation in bed
(unless contraindicated)

Q Psychosocial support as appropriate

O Risk assessment per protocol

Q Monitor pain and administer pain medications/treatments as ordered

O Podiatrist as appropriate

Q Wound care consultation as ordered

Q Monitor/manage Diabetes

O Assess lower extremity for arterial insufficiency and/or neuropathy

Q Appropriate foot and nail care
a Involve/educate resident and/or family members
LOWER EXTREMITY CONCERNS:
Q Arterial Insufficiency (PVD)
Optimize blood flow to extremity, keep legs in neutral position
Revascularization if possible
Medications to improve RBC transit through narrowed vessels
Prevent trauma, proper fitting footwear, pressure reduction to heels
Encourage lifestyle changes (cessation of smoking, caffeine)
Hydration
a Venous Insufficiency (stasis)
Q Optimize venous return, compression therapy and leg elevation
Q Lubricate dry skin
O Ambulate to tolerance
Q Neuropathy/Diabetic Wounds
Q Prevent trauma, proper fitting footwear, pressure relief to heels
a Optimize blood flow to extremity, keep legs in neutral position
a Tight glucose control

[y Wy

*If Resident has actual open area(s) add to care plan Interventions as appropriate: TX as ordered, Monitor for
s/s of Infection, Tx infection as ordered, Weekly wound progress assessment/documentation.

Adapted from The WOCN Society's Guideline for Prevention and Management of Pressure Ulcers" and from AHRQ (formally the AHCPR) Clinical
Practice Guideline Number 3 "Pressure Ulcers in Adults: Prediction and Prevention" and Clinical Practice Guideline Number 15 "Treatment of Pressure

Ulcers" 12/04




DEBRIDEMENT OPTIONS OF PRESSURE ULCERS

TYPE OF DEBRIDEMENT INDICATIONS DISADVANTAGES
O AUTOLYTIC DEBRIDEMENT ¢ Selective and will not harm granulation ¢+ Slow
- Involves the use of syn'ghet'lc dre_ssmg to cover tissue. _ _ - ¢ Ifwound becpmes infected a more rapid
> | awound and allow devitalized tissue to self- + Appropriate choice for residents who cannot form of debridement may be necessary (e.g.
El) digest from enzymes normally present in tolerate other forms of debridement and sharp debridement).
— | wound fluids (an example of a synthetic who are not likely to become infected.
2 dressing would be: hydrocolloid, transparent
film or hydrogel).
ENZYMATIC DEBRIDEMENT ¢ Most products are selective and will not + All agents are unique and the caregiver must
- Accompllshegl by app!ymg topical debriding harm gra_nulatloq tissue. - read anq foIIovy the package insert and
< | agents to devitalized tissues on the wound + Appropriate choice for residents who can follow instructions.
= | surface. not tolerate other forms of debridementand | ¢« May damage surrounding tissue.
E who are not likely to become infected. ¢ Once the devitalized tissue is removed, these
E products should be discontinued.
N MECHANICAL DEBRIDEMENT + Can be used on wounds with eschar and ¢ NON-SELECTIVE - they remove both
< | Includes the use of wet-to-dry dressings, necrotic material with moderate amount of non-viable and viable tissue.
© | hydrotherapy, and wound irrigation. exudate. Mechanical debridement should + Potentially traumatic to granulation tissue.
Z be discontinued once granulation tissue is ¢ When using wet-to-dry, it is important to
% present to prevent trauma. remember that the debriding function of the
ﬁJ) dressing is defeated if the dressing is
= moistened prior to removal.
+ May be painful.
SHARP DEBRIDEMENT ¢ Most rapid form of debridement — indicated | ¢ Those performing sharp debridement should
Involves the use of a scalpel, scissors, or other when urgent debridement is necessary due have demonstrated the necessary clinical
sharp instrument to remove devitalized tissue. to sepsis, cellulitis, or infection. skills and should meet licensing
a ¢ Used to remove areas of thick, adherent requirements.
EE: eschar and devitalized tissue in extensive ¢ May require hospitalization.
T ulcers.
n + Use clean, dry dressings for 8 to 24 hours
after sharp debridement associated with
bleeding, and then re-institute moist
dressings.

NOTE: Heel ulcers with dry eschar need not be debrided if they do not have s/s of infection (edema, erythema, fluctuance, or drainage).
Assess these wounds daily to monitor for pressure ulcer complications that would require debridement. Also, remember to prevent or
manage pain associated with debridement as needed.

Adapted from The WOCN Society's Guideline for Prevention and Management of Pressure Ulcers" and from AHRQ (formally the AHCPR) Clinical Practice Guideline Number 3 "Pressure Ulcers in Adults:
Prediction and Prevention™ and Clinical Practice Guideline Number 15 "Treatment of Pressure Ulcers" 12/04




EXAMPLE
Physician’s Guidance for Wound Care Practice

If the resident is identified as having a wound the following information is
needed:

+ Diagnosis of the etiology of the wound (pressure ulcer verses a
lower extremity ulcer form arterial, venous, or peripheral
neuropathy)

¢ Prognosis of the wound factoring in etiology and current
condition (i.e., The arterial wound on the left big toe will not
heal and most likely will decline over time due to arterial
insufficiency, unstable diabetes, and current failing condition)

¢ Treatment orders. Please write topical treatment orders with
the appropriate treatment category name (i.e., hydrogel,
hydrocolloid, etc).

¢ This facility does NOT accept orders for:

= Donut or ring-type devices

= Wet-to-dry dressing, unless they are for debridement
purposes only of a 100% eschar covered wounds

= Dakins solution, povidone iodine, hydrogen peroxide,
iodophor, or acetic acid (the facility accepts orders for
products containing silver to decrease the bacterial loads)

= Prophylactic topical antibiotics

If any of the “not accepted” treatments are ordered, appropriate
rational must be provided as to the deviation from standards of
practice.

Medical Director Name & Contact Information:

Director of Nursing Name:



A pressure ulcer is localized
injury to the skin and/or
underlying tissue usually over a
bony prominence, as a result of
pressure, or pressure in
combination with shear and/or
friction. A number of contributing
or confounding factors are also
associated with pressure ulcers;
the significance of these factors is
yet to be elucidated.

This staging system should be
used only to describe pressure
ulcers. Wounds from other
causes, such as arterial, venous,
diabetic foot, skin tears, tape
burns, perineal dermatitis,
maceration or excoriation should
not be staged using this system.
Other staging systems exist for
some of these conditions and
should be used instead.

Copyright: NPUAP 2007

Pressure Ulcer Documentation Guidelines

The Following definitions are from the National Pressure Ulcer Advisory Panel up-date 2/2007
Pressure Ulcer Definition Pressure Ulcer Stages

DTI (Deep Tissue Injury):

Purple or maroon localized area of discolored
intact skin or blood-filled blister due to damage of
underlying soft tissue from pressure and/or
shear. The area may be preceded by tissue that is
painful, firm, mushy, boggy, warmer or cooler as
compared to adjacent tissue.

Further description:

Deep tissue injury may be difficult to detect in
individuals with dark skin tones. Evolution may
include a thin blister over a dark wound bed. The
wound may further evolve and become covered by
thin eschar. Evolution may be rapid exposing
additional layers of tissue even with optimal
treatment.

Stage III:

Full thickness tissue loss. Subcutaneous fat may be
visible but bone, tendon or muscle are not exposed.
Slough may be present but does not obscure the depth
of tissue loss. May include undermining and tunneling.
Further description:

The depth of a stage III pressure ulcer varies by
anatomical location. The bridge of the nose, ear, occiput
and malleolus do not have subcutaneous tissue and
stage III ulcers can be shallow. In contrast, areas of
significant adiposity can develop extremely deep stage III
pressure ulcers. Bone/tendon is not visible or directly
palpable.

Stage I:

Intact skin with non-blanchable redness of a
localized area usually over a bony prominence.
Darkly pigmented skin may not have visible
blanching; its color may differ from the
surrounding area.

Further description:

The area may be painful, firm, soft, warmer or
cooler as compared to adjacent tissue. Stage I may
be difficult to detect in individuals with dark skin
tones. May indicate "at risk" persons (a heralding
sign of risk)

Stage IV:

Full thickness tissue loss with exposed bone, tendon or
muscle. Slough or eschar may be present on some parts
of the wound bed. Often include undermining and
tunneling.

Further description:

The depth of a stage IV pressure ulcer varies by
anatomical location. The bridge of the nose, ear, occiput
and malleolus do not have subcutaneous tissue and
these ulcers can be shallow. Stage IV ulcers can extend
into muscle and/or supporting structures (e.g., fascia,
tendon or joint capsule) making osteomyelitis possible.
Exposed bone/tendon is visible or directly palpable.

Stage II:

Partial thickness loss of dermis presenting as a
shallow open ulcer with a red pink wound bed,
without slough. May also present as an intact or
open/ruptured serum-filled blister.

Further description:

Presents as a shiny or dry shallow ulcer without
slough or bruising.* This stage should not be used
to describe skin tears, tape burns, perineal
dermatitis, maceration or excoriation.

*Bruising indicates suspected deep tissue injury

UN (Unstageable):

Full thickness tissue loss in which the base of the ulcer
is covered by slough (yellow, tan, gray, green or brown)
and/or eschar (tan, brown or black) in the wound bed.
Further description:

Until enough slough and/or eschar is removed to expose
the base of the wound, the true depth, and therefore
stage, cannot be determined. Stable (dry, adherent,
intact without erythema or fluctuance) eschar on the
heels serves as "the body's natural (biological) cover"
and should not be removed.

Information based on the National Pressure Ulcer Advisory Panel (NPUAP) update on 2/2007.




Pressure Ulcer Documentation Guidelines

When charting a description of a pressure ulcer, the following components should be a part of your weekly charting.

1.
2.
3

7.

8.

9

LOCATION
STAGE per NPUAP Definitions on previous page
DIMENSIONS: Always measure length, width, and depth and document it in that order. Always recorded in centimeters.
¢ Length: Longest head-to-toe measurement.
¢ Width: Longest hip-to-hip measurement.
¢ Depth: Is measured by gently inserting a pre-moistened cotton tipped applicator into the deepest part of the wound. The
measurement from the tip of the applicator to the level of the skin surface is the depth. If too shallow to measure record as

“superficial”.
UNDERMINING/TUNNELING: Recorded in centimeters. Measurement done as if the resident is on a clock with the resident’s head at
12 noon.
¢ Undermining: Measure the extent of the undermining clockwise, then the deepest part of the undermining (i.e., 1.5cm from 2-7
o’clock]).

¢ Sinus tracts/Tunneling: Measure the depth of the sinus tract/tunnel and give direction of the sinus tract/tunnel by the clock
method (i.e., 3cm at 3 o’clock). If there is more than one sinus tract/tunnel, number each clockwise.
WOUND BASE DESCRIPTION: describe the wound bed appearance. If the wound base has a mixture of these, use the percentage of its
extent (i.e., the wound base is 75% granulation tissue with 25% slough tissue).
¢ Granulation: Pink or beefy red tissue with a shiny, moist, granular appearance.
¢ Necrotic Tissue: Gray to black and moist
¢ Eschar: Gray to black and dry or leathery in appearance.
¢ Slough: Yellow to white and may be stringy or thick and may appear as a layer over the wound bed.
¢ Epithelial: New or pink shiny tissue that grows in from the edges or as islands on the wound surface.
DRAINAGE:
¢ Amount: Scant, moderate, or copious (small, medium, or heavy)
¢ Color/Consistency: Serous, serosanguineous, purulent, or other.
¢ Odor: If present or not
WOUND EDGES: Describe area up to 4cm from edge of the wound. Measure in centimeters. Describe its characteristics (light pink,
deep red, purple, macerated, calloused, etc.).
ODOR: Present or not
PAIN: Associated with the wound. Interventions

10. PROGRESS: Improved, No Change, Stable, or Declined.

Information based on the National Pressure Ulcer Advisory Panel (NPUAP) update on 2/2007.



CLINICAL FACT SHEET
VENOUS INSUFFICIENCY

QUICK ASSESSMENT OF LEG ULCERS
ARTERIAL INSUFFICIENCY

PERIPHERAL NEUROPATHY

HISTORY

| LOCATION |

APPEARANCE

(STASIS) (DIABETIC)
¢ Previous DVT & Varicosities ¢ Diabetes ¢ Diabetes
¢ Reduced mobility ¢ Anemia ¢ Spinal cord injury
¢ Obesity ¢ Arthritis ¢ Hansen’s Disease
¢ Vascular Ulcers ¢ Increased pain with activity and/or elevation ¢ Relief of pain with ambulation
¢ Phlebitis ¢ CVA ¢ Parasthesia of extremities
¢  Traumatic Injury ¢ Smoking
¢ CHF ¢ Intermittent claudication
¢ Orthopedic procedures ¢ Traumatic injury to extremity
¢ Pain reduced by elevation ¢ Vascular procedures/surgeries
¢ Hypertension
¢ Hyperlipidemia
¢ Arterial Disease
¢ Medial aspect of lower leg and ankle ¢ Toe tips or web spaces ¢ Plantar aspect of foot
¢ Superior to medial malleolus ¢ Phalangeal heads around lateral malleolus ¢ Metatarsal heads
¢ Areas exposed to pressure or repetitive trauma | ¢ Heels
¢ Altered pressure points/sites of painless
trauma/repetitive stress
¢ Color: base ruddy ¢ Color: base of wound, pale/pallor on elevation; | ¢ Color: normal skin tones; trophic skin changes,
¢ Surrounding Skin: erythema (venous dependent rubor fissuring and/or callus formation
dermatitis) and/or brown staining ¢ Skin: shiny, taut, thin, dry, hair loss of lower ¢ Depth: variable
(hyperpigmentation) extremities, atrophy of subcutaneous tissue ¢ Wound Margins: well-defined
¢ Depth: usually shallow ¢ Depth: deep ¢ Exudate: variable
¢ Wound Margins: irregular ¢ Wound Margins: even ¢ Edema: cellulitis, erythema, and induration
¢ Exudate: moderate or heavy ¢ Exudate: minimal common
¢ Edema: pitting or non-pitting; possible ¢ Edema: variable ¢ Skin Temp: warm
induration and cellulitis ¢ Skin Temp: decreased/cold ¢ Granulation Tissue: frequently present
¢ Skin Temp: normal; warm to touch ¢ Granulation Tissue: rarely present ¢ Infection: frequent
¢ Granulation: frequently present ¢ Infection: frequent (signs may be subtle) ¢ Necrotic tissue variable, gangrene uncommon
¢ Infection: less common ¢ Necrosis, eschar, gangrene may be present ¢ Reflexes usually diminished
¢ Altered gait; orthopedic deformities common

Wound, Ostomy and Continence Nurses Society ¢ 2755 Bristol Street, Suite #110 ¢ Costa Mesa, CA 92626 ¢ (714) 476-0268




CLINICAL FACT SHEET QUICK ASSESSMENT OF LEG ULCERS
VENOUS INSUFFICIENCY ARTERIAL INSUFFICIENCY PERIPHERAL NEUROPATHY

(STASIS) (DIABETIC)
PAIN PAIN PAIN
> ¢ Minimal unless infected or desiccated. ¢ Intermittent Claudication ¢ Diminished sensitivity to touch
lef PERIPHERAL PULSES ¢ Resting ¢ Reduced response to pin prick usually painless
el ¢ Present/Palpable ¢ Positional PERIPHERAL PULSES
il CAPILLARY REFILL ¢ Nocturnal ¢ Palpable/Present
Ié ¢ Normal-less than 3 seconds PERIPHERAL PULSES CAPILLARY REFILL
IEILJ ¢ Absent or diminished ¢ Normal
CAPILLARY REFILL
¢ Delayed -- more than 3 seconds
e ¢ ABI<0.38
MEASURES TO IMPROVE VENOUS MEASURES TO IMPROVE TISSUE MEASURES TO ELIMINATE TRAUMA
RETURN PERFUSION ¢ Pressure relief for heel ulcers
¢ Surgical obliteration of damaged veins ¢ Revascularization if possible ¢ “Offloading” for plantar ulcers (bedrest or
¢ Elevation of legs ¢ Medications to improve RBC transit through contact casting or orthopedic shoes)
¢ Compression therapy to provide at least 30mm narrowed vessels ¢ Appropriate footwear
hg compression @ ankle ¢ Lifestyle changes (no tobacco, no caffeine, no ¢ Tight glucose control
Options: constrictive garments, avoidance of cold) ¢ Aggressive infection control (debridement of any
— - Short stretch bandages (e.g. Setopress, ¢ Hydration necrotic tissue, orthopedic consult for exposed
5 Surepress, Comprilan) ¢ Measures to prevent trauma to tissues bone, antibiotic coverage)
S - Therapeutic support stockings (appropriate footwear at ALL times)
- - Unna’s boot TOPICAL THERAPY
E - Profore 4 }ayer wrap TOPICAL THERAPY ¢ Cautious use of occlusive dressings
o - Compression pumps ¢ Dry uninfected necrotic wound: KEEP DRY ¢ Dressing to absorb exudate/keep surface moist
= ¢ Dry infected wound: IMMEDIATE referral for
TOPICAL THERAPY surgical debridement/aggressive antibiotic
Goals: . therapy
- Abslorb. exudfite (e.g. alginate, foam) ¢ Open wound
- Maintain moist wound surface (e.g. - Moist wound healing
hydrocolloid) - Non-occlusive dressings (e.g. solid
hydrogels) or cautious use of occlusive
dressings
e - Aggressive treatment of any infection

Wound, Ostomy and Continence Nurses Society ¢ 2755 Bristol Street, Suite #110 ¢ Costa Mesa, CA 92626 ¢ (714) 476-0268
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Help Us Protect Your Skin

Informing you and your family about pressure ulcers and how you can assist your
health care providers in preventing them.

When you or your family member were admitted to this facility, nurses performed a skin assess-
ment. This assessment indicates that you are at risk for developing a pressure ulcer.

What is a pressure ulcer?
A pressure ulcer, sometimes called a “"bedsore,” is injury to the skin and underlying tissue usually
caused by unrelieved pressure.

These ulcers usually occur on the shoulders, elbows, hips, buttocks, and heels (areas found over
bony parts of the body that sustain pressure when lying in bed or sitting for long periods of
time). They begin as reddened areas, but can damage skin and muscles if not treated promptly.

What causes a pressure ulcer?

Pressure ulcers occur by unrelieved pressure on the skin squeezing tiny blood vessels which supply
the skin with nutrients and oxygen. When the skin is starved of nutrients and oxygen for too
long, the tissue dies and a pressure ulcer forms.

Pressure ulcers can also be caused by sliding down in a bed or chair. This stretches or bends
blood vessels, causing pressure ulcers. Even slight rubbing or friction on the skin may cause minor
pressure ulcers that can quickly worsen.

The following increase the risk for pressure ulcers:
1 Inability to change positions 3. Poor nutrition and hydration
2. Continuous or periodic loss of bowel 4. Lowered mental awareness
and/or bladder control

Pressure ulcers are serious problems and can lead to:

1 Pain
2. Slower recovery from health problems
3. Possible complications such as infection

Pressure ulcers may be preventable
By assisting your health care team in lowering your risk factors, most pressure ulcers can be
prevented.

If you or your loved one are receiving Hospice and/or Palliative care, it is important that you
discuss the goals of care for pressure ulcer management and prevention with your health care
provider. When turning and repositioning during end-of -life care, the goal should be comfort,
thus the turning schedule should be made in consultation with you and/or your family.

Be sure that you:

Ask questions + Find out how you can help prevent
- Explain your needs, wants, and concerns pressure ulcers:
* Understand what and why things - in the nursing home

are being done - in the hospital

+  Know what is best for you - and at home




Keys steps to pressure ulcer prevention

Protect your skin from injury:

Limit Pressure
- If you are in bed, your position should be
changed at least every two hours.

If you are in a chair, your position should be
changed at least every hour. If you are able
to shift your own weight, you should do so
every 15 minutes while sitting.

Reduce Friction

When shifting position or moving in your bed,
don't pull or drag yourself across the sheets.
Also, don't push or pull with your heels.

Avoid repetitive movements such as rubbing

your foot on the sheets to scratch an itchy spot.

Avoid doughnut-shaped cushions - they can
actually cause injury to deep tissues.

Take care of your skin:
Allow a member of your health care team to

inspect your skin at least once per day.

If you notice any abnormal areas, notify your
nurse as soon as possible.

Your skin should be cleaned thoroughly as
soon as possible after soiling.

Prevent dry skin by using creams or oils.
Don't rub or massage skin over bony parts of
your body.

Safeguard your skin from moisture:

Use absorbent pads while in bed and briefs
while out of bed that pull moisture away
from your body.

Apply a cream or ointment to protect your
skin from urine and/or stool.

If you are confined to bed for long periods of
time:

Talk to your nurse about getting a special
mattress or overlay.

Try to keep the head of your bed as low as pos-
sible (unless other medical conditions do not
permit it). If you need to raise the head of the
bed for certain activities, try to raise it to the
lowest point possible for as short a time as
possible.

Pillows or foam wedges should be used to keep
your knees or ankles from touching each other.

Avoid lying directly on your hip bone when lying
on your side. Also, a position that spreads
weight and pressure more evenly should be
chosen if possible - pillows may help.

If you cannot move at all, pillows should be
placed under your legs from mid-calf to ankle
to keep your heels off the bed. Neverplace
pillows behind the knee.

If you are in a chair or wheelchair:

Talk to your nurse about getting a chair cushion
to reduce pressure while sitting.

Remember that comfort and good posture are
important.

Improve your ability to move:

Ask your nurse if you qualify for a rehabilita-
tion program designed to help you regain
independence and improve movement.

Be Active in Your Health Carel

Reduce your risk of getting pressure ulcers.
Get your family and health care team involved
in pressure ulcer prevention.

The information presented in this brochure is intended as a guideline based on evidence-based research
and best practices. The Texas Medical Foundation does not promote one method over another for all

settings.
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What are Pressure Ulcers?

A pressure ulcer is an injury usually caused by unrelieved pressure that damages the skin and
underlying tissue. Pressure ulcers are also called decubitus ulcers or bedsores and range in
severity from mild (minor skin reddening) to severe (deep craters down to muscle and bone).

Unrelieved pressure on the skin squeezes tiny blood vessels, which supply the skin with nutrients
and oxygen. When skin is starved of nutrients and oxygen for too long, the tissue dies and a
pressure ulcer forms. The affected area may feel warmer than surrounding tissue. Skin reddening
that disappears after pressure is removed is normal and not a pressure ulcer.

Other factors cause pressure ulcers, too. If a person slides down in the bed or chair, blood vessels
can stretch or bend and cause pressure ulcers. Even slight rubbing or friction on the skin may
cause minor pressure ulcers.

Tissue Under Pressure
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Source: Nursing Home Quality Initiative Quality Measures Resource Manual. Version 3.2. October 2002.
Material available in the Nursing Home section of the MedQIC web site (www.MedQIC.org).
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Where Pressure Ulcers Form

Pressure ulcers form where bone causes the greatest force
on the skin and tissue, and squeezes them against an
outside surface. This may be where bony parts of the
body press against other body parts, a mattress, or a chair.
In persons who must stay in bed, most pressure ulcers
form on the lower back below the waist (sacrum), the hip
bone (trochanter), and on the heels. In people in chairs or
wheelchairs, the exact spot where pressure ulcers form
depends on the sitting position. Pressure ulcers can also
form on the knees, ankles, shoulder blades, back of the
head, and spine.

Nerves normally tell the body when to move to relieve
pressure on the skin. Persons in bed who are unable to
move may get pressure ulcers after as little as 1-2 hours.
Persons who sit in chairs and who cannot move can get
pressure ulcers in even less time because the force on the
skin is greater.

The full AHCRP guideline for clinicians can be found at:
http:/ /www.ahcpr.gov/clinic/cpgonline.htm

Clarifications:

¢ In order to code Pressure Ulcers in the case of a blister, the key is to determine
if there was a source of pressure that caused the blister. In the presence of
moisture, less pressure may be required to develop a pressure ulcer. If, for
example, a blister was found in the area of the incontinence brief waist or leg
band, pressure from the band is a likely cause of the blister and the assessor
would record the blister as a pressure ulcer. If no source of pressure could be
identified, the blister may be evidence of perineal dermatitis caused by
excessive urine or stool eroding the epidermis. No pressure is required for
perineal dermatitis to occur. If this were the case, the blister would not be
recorded as a pressure ulcer, but would be considered a rash. For additional
information, refer to: Lyder, C. (1997). Perineal dermatitis in the elderly: A
critical review of the literature. Journal of Gerontological Nursing
23(12), 5-10.

¢ [Ifthere is persistent redness without a break in the skin that does not disappear
when pressure is relieved, the problem should be recorded as a Stage 1 ulcer
(M1). Less pressure is needed for a pressure ulcer to form when the skin is
soiled with urine and/or feces. If the resident is unable to move, or does not
move to relieve pressure on the skin, then pressure is very likely to have
helped form the ulcer. Item Mla should be coded as “1” and M2a should be
coded for the highest stage. In addition, if this is a situation where there is
redness from pressure in combination with a contact rash from incontinence,
especially if the resident was wet long enough to develop the rash, code Item

Source: Nursing Home Quality Initiative Quality Measures Resource Manual. Version 3.2. October 2002.
Material available in the Nursing Home section of the MedQIC web site (www.MedQIC.org).
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What are Pressure Ulcers?

A pressure ulcer is an injury usually caused by unrelieved pressure that damages the skin and
underlying tissue. Pressure ulcers are also called decubitus ulcers or bedsores and range in
severity from mild (minor skin reddening) to severe (deep craters down to muscle and bone).

Unrelieved pressure on the skin squeezes tiny blood vessels, which supply the skin with nutrients
and oxygen. When skin is starved of nutrients and oxygen for too long, the tissue dies and a
pressure ulcer forms. The affected area may feel warmer than surrounding tissue. Skin reddening
that disappears after pressure is removed is normal and not a pressure ulcer.

Other factors cause pressure ulcers, too. If a person slides down in the bed or chair, blood vessels
can stretch or bend and cause pressure ulcers. Even slight rubbing or friction on the skin may
cause minor pressure ulcers.
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Where Pressure Ulcers Form

Pressure ulcers form where bone causes the greatest force
on the skin and tissue, and squeezes them against an
outside surface. This may be where bony parts of the
body press against other body parts, a mattress, or a chair.
In persons who must stay in bed, most pressure ulcers
form on the lower back below the waist (sacrum), the hip
bone (trochanter), and on the heels. In people in chairs or
wheelchairs, the exact spot where pressure ulcers form
depends on the sitting position. Pressure ulcers can also
form on the knees, ankles, shoulder blades, back of the
head, and spine.

Nerves normally tell the body when to move to relieve
pressure on the skin. Persons in bed who are unable to
move may get pressure ulcers after as little as 1-2 hours.
Persons who sit in chairs and who cannot move can get
pressure ulcers in even less time because the force on the
skin is greater.

The full AHCRP guideline for clinicians can be found at:
http:/ /www.ahcpr.gov/clinic/cpgonline.htm

Clarifications:

¢ In order to code Pressure Ulcers in the case of a blister, the key is to determine
if there was a source of pressure that caused the blister. In the presence of
moisture, less pressure may be required to develop a pressure ulcer. If, for
example, a blister was found in the area of the incontinence brief waist or leg
band, pressure from the band is a likely cause of the blister and the assessor
would record the blister as a pressure ulcer. If no source of pressure could be
identified, the blister may be evidence of perineal dermatitis caused by
excessive urine or stool eroding the epidermis. No pressure is required for
perineal dermatitis to occur. If this were the case, the blister would not be
recorded as a pressure ulcer, but would be considered a rash. For additional
information, refer to: Lyder, C. (1997). Perineal dermatitis in the elderly: A
critical review of the literature. Journal of Gerontological Nursing
23(12), 5-10.

¢ [Ifthere is persistent redness without a break in the skin that does not disappear
when pressure is relieved, the problem should be recorded as a Stage 1 ulcer
(M1). Less pressure is needed for a pressure ulcer to form when the skin is
soiled with urine and/or feces. If the resident is unable to move, or does not
move to relieve pressure on the skin, then pressure is very likely to have
helped form the ulcer. Item Mla should be coded as “1” and M2a should be
coded for the highest stage. In addition, if this is a situation where there is
redness from pressure in combination with a contact rash from incontinence,
especially if the resident was wet long enough to develop the rash, code Item

Source: Nursing Home Quality Initiative Quality Measures Resource Manual. Version 3.2. October 2002.
Material available in the Nursing Home section of the MedQIC web site (www.MedQIC.org).
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Pressure Ulcers: Annotated Guidelines

Guideline
Guideline Overview Source Address Cost
Pressure Ulcers |The AMDA guidelines provide clinical American Medical Directors AMDA $8.00 for AMDA members;

information for the medical and nursing staff.
Provides summary information in table format
such as nutritional approaches, debridement
treatments, wound care products and a checklist
for managing wounds. Good overview.

Association. Pressure
Ulcers. 1996, revision in
2001.

10480 Little Patuxent Pkwy
Suite 760

Columbia, MD 21044
800.876.2632
www.amda.com

$12.00 for non-members.

Available with Pressure Ulcer
Therapy Companion as a 2
guideline set for $13 for AMDA
members; $19 for non-
members.

Pressure Ulcer
Therapy
Companion

The AMDA guidelines provide clinical
information for the medical and nursing staff.
Provides summary information in table format
such as nutritional approaches, debridement
treatments, wound care products and a checklist
for managing wounds. Good overview.

American Medical Directors
Association. Pressure Ulcer
Therapy Companion. 1999.

AMDA

10480 Little Patuxent Pkwy
Suite 760

Columbia, MD 21044
800.876.2632
www.amda.com

$8.00 for AMDA members;
$12.00 for non-members.

Available with Pressure Ulcers
as a 2 guideline set for $13 for
AMDA members; $19 for non-
members.

Pressure Ulcer  |Easy to follow guidelines on assessment, AHCPR. Pressure Ulcer www.ahrg.gov/clinic/cpgonline.|Free
Treatment managing tissue loads, ulcer care, managing Treatment 1994. htm

bacterial colonization or infection, surgical care

and education and quality improvement.

Provides limited examples of tools to be used by

direct care staff.
Pressure Ulcers  |Provides recommendations to target goals of AHCPR. Pressure Ulcers in |www.ahrg.gov/clinic/cpgonline.|Free

in Adults:
Prediction and
Prevention

identifying at-risk individuals, maintaining and
improving tissue tolerance to pressure, protecting
against adverse effects of external mechanical
forces, and reducing the incidence of pressure
ulcers through educational programs.

Adults: Prediction and
Prevention.

htm

Treatment of
Pressure Ulcers

Guideline under revision.

University of lowas
Research Dissemination
Core. Treatment of Pressure
Ulcers. Adapted from the
AHCPR Guidelines. 1997.

Www.nursing.uiowa.edu/gnirc

$6.25; These materials are
copyrighted and permission
must be obtained to duplicate.
(A permission form
accompanies the protocols.)

This material was developed by the QIO program for CMS' NHQI and is intended as general information. Any individual using the material must consider the possibility of human
error, changes in medical sciences, and the need to use clinical judgement in each specific case.
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Pressure Ulcer
Guidelines and
Certification

The Wound, Ostomy and Continence Nursing
Certification Board is a professional organization
dedicated to providing consumer safety and
protection by offering credentialing in the areas
of wound, ostomy and continence care nursing.

The Wound, Ostomy and
Continence Nursing
Certification Board

http://www.wocncb.org Variable by topic

611 East Wells Street
Milwaukee, W1 53202
Phone: (888) 496-2622
E-mail: info@wocncb.org

Literature

Literature

Synopsis

Bergstrom, Nancy, |. Strategies for preventing pressure ulcers. Clinics in Geriatric
Practice. 1997 Aug; 13(3):437-54.

Summary of the recommendations and algorithm presented in the AHCPR
Pressure Ulcer Guidelines; the evidence supporting recommendations; and the
research reported since the guidelines were written.

Breslow RA, et al. The Importance of Dietary Protein in Healing Pressure Ulcers.
J Am Geriatr Soc 1993; 41(4): 357-62.

Study showing that the ingestion of a high-protein diet improved the healing of
pressure ulcers.

Bryant, Ruth A. and Rolstad, Bonnie Sue. Utilizing a systems approach to
implement pressure ulcer prediction and prevention. Ostomy/Wound
Management. 2001;47(9);26-36.

Article reviews systems theory, presents the steps for process improvement
using the PDSA cycle, and references a recent statewide QI study conducted by
the authors in collaboration with the Minnesota QIO.

Ferrell BA, Osterweil D, and Christenson P. A Randomized Trial of Low-Air-
Loss Beds for Treatment of Pressure Ulcers JAMA 1993; 269(4): 494-7.

Study showing that the use of low-air-loss beds improved pressure ulcer
healing.

Rantz MJ et al. Randomized Clinical Trial of a Quality Improvement Intervention
in Nursing Homes. The Gerontologist 2001; 41(4): 525-38.

Study demonstrating that involving experts in quality improvement programs
measuring pressure ulcers could decrease the prevalence of pressure ulcers
among nursing home residents.

Smith, David M. Pressure ulcers in the nursing home. Ann Int Med 1995; 123:
433-442.

A review focusing on the causes, epidemiology, effective methods for the
prevention and treatment of pressure ulcers, and the role of the physician within
a multidisciplinary team.

Spoelhof, Gerard David. Management of pressure ulcers in the nursing home.
Annals of Long-Term Care 2000; 8(8): 69-77.

Outlines key information for diagnosis, prevention, assessment and treatment of
pressure ulcers in nursing home residents.

This material was developed by the QIO program for CMS' NHQI and is intended as general information. Any individual using the material must consider the possibility of human
error, changes in medical sciences, and the need to use clinical judgement in each specific case.
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Training Materials

Resource:  Centers for Medicare & Medicaid Services. Nursing Home Quality
Initiative Quality Resources Manual, Version 3.2. October 2002 (Visit
www.stratishealth.org for ordering information)

Description: Training guide for QIOs. Contains information on the set of quality
measures posted on the Medicare “Nursing Home Compare”
(www.medicare.gov) web site for all nursing facilities. Includes chapters
on:

— What is a quality measure

— Comparison of quality measures & current quality indicators

— Risk adjustment

— MDS record selection

— Differences between quality measures & current quality indicators
— MDS coding instructions

— Appendicies (glossary, website, MDS resources, MDS version 2.0)
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Assessment
Karen Lou Kennedy, RN, CS, FNP. Gaymar Pictorial Guide To Press Ulcer Assessment
Gaymar Industries, Inc. 1997.

Centers for Medicare and Medicaid Services (CMS) Long Term Care Resident

Assessment Instrument RAI Version 2.0. Questions and Answers: Questions on Items in
MDS Section M. Jul 2001; Addendum 2: 26-30.

Epidemioloqgy of the Clinical Condition

Smith DM. Pressure ulcers in the nursing home. 1995 Sep 15;123(6):433-42 A review
focusing on the causes, epidemiology, effective methods for the prevention and treatment
of pressure ulcers, and the role of the physician within a multidisciplinary team.

Norton D, McLaren R, Exton-Smith AN. An Investigation of Geriatric Nursing Problems
in Hospitals. Edinburg: Churchill-Livingston, 1975.



Treatment

Bergstrom N, Bennett MA, Carlson CE, et.al. Treatment of Pressure Ulcers. Clinical
Practice Guideline, No. 15. Rockville, MD: U.S. Department of Health and Human
Services, Public Health Service, Agency for Health Care Policy and Research. Dec 1994:
AHCPR Publication No. 95-0652.

Breslow RA, Hallfrisch J, Guy DG, Crawley B, Goldberg AP. The importance of dietary
protein in healing pressure ulcers. 1993 Apr;41(4):357-62 Study showing that the
ingestion of a high-protein diet improved the healing of pressure ulcers.

Bryant, RA. Acute and Chronic Wounds, Nursing Management, Second Edition, Wound
Ostomy Continence Nursing Education Program.

Ferrell BA, Osterweil D, Christenson P. A randomized trial of low-air-loss beds for
treatment of pressure ulcers. 1993 Jan 27;269(4):494-7 Study showing that the use of
low-air-loss beds improved pressure ulcer healing.

Field C, Kerstan MD. Overview of Wound Healing in a Moist Environment. Am J Surg
1994; 167 (Suppl.) : S2-S6

Goode P, Thomas D. Pressure Ulcers: Local Wound Care. In: Thomas D, Allman R.
Clinics in Geriatric Medicine. Aug 1997: 543-552.

Hess, CT. Wound Care: Nurse’s Clinical Guide. Springhouse, PA: Springhouse Corp.,
1995.

Kane, DP, Krasner, D., Wound Healing and Wound Management. In: Krasner D, Kane
D. Chronic Wound Care, Second Edition. Wayne, PA: Health Management Publications,
Inc., 1997; 1-4.

Krasner, D.L., PhD., RN, CWOCN, CWS, FAAN, Rodeheaver, PhD., Sibbold, R.G.,
BSc, MD, FRCPC, MACP, DABD, Chronic Wound Care: A Clinical Source Book for
Healthcare Professionals, Third Edition, 2001, Health Management Publications.
Maklebust J, Sieggreen M. Wound Care: How to conquer pressure ulcers. Nursing 96.
1996; (12): 34-39

Pressure Ulcer Guideline Panel, The Treatment of Pressure Ulcers, Clinical Practice
Guideline, Number 15, U.S. Department of Health and Human Services Public Health
Service Agency for Health Care Policy and Research.

Stotts NA, Wipke-Tevis D. Co-Factors in Impaired Wound Healing. In: Frasner D, Kane
D. Chronic Wound Care, Second Edition. Wayne, PA: Health Management Publications,
Inc., 1997: 64-72.




Prevention

Bergstrom NI. Strategies for preventing pressure ulcers. Clinicians in Geriatric
Medicine. Philadelphia, PA: W.B. Sauders Co., 1997 Aug;13(3):437-54 Summary of the
recommendations and algorithm presented in the AHCPR Pressure Ulcer Guidelines; the
evidence supporting recommendations; and the research reported since the guidelines
were written.

Bergstrom N, Braden B, Kemp M, Campagne M, Ruby E. Predicting Pressure Ulcer
Risk: A Multisite Study of the Predictive Validity of the Braden Scale. Nurs Res 1998; 47:
261-9.

Bergstrom N, Braden BJ, Laguzza A, Homan V. The Braden Scale for Predicting
Pressure Ulcer Risk: Nurs Res 1987; 36: 205-10.

Braden BJ, Bryant R. Innovations to Prevent and Treat Pressure Ulcers. Geriatric
Nursing Jul/Aug 1990; 11(4): 182-6

Bryant RA, Rolstad BS. Utilizing a systems approach to implement pressure ulcer
prediction and prevention. 2001 Sep;47(9):26-36 Article reviews systems theory,
presents the steps for process improvement using the PDSA cycle, and references a
recent statewide QI study conducted by the authors in collaboration with the Minnesota

QlO.

Panel for the Prediction and Prevention of Pressure Ulcers in Adults. Pressure Ulcers in
Adults: Prediction and Prevention. Clinical Practice Guidelines, Number 3. Rockville,
MD: Agency for Healthcare Policy and Research, Public Health Service, US Department
of Health and Human Services, May 1992: AHCPR Publication No. 92-0047.

Maklebust, J, Sieggreen, M. Pressure Ulcers, Guidelines for Prevention and
Management, Third Edition, Springhouse, PA.

Ranz, MJ et al. Randomized Clinical Trial of a Quality Improvement Intervention in
Nursing Homes. The Gerontologist 2001; 41 (4): 525-38

Study demonstrating that involving experts in quality improvement programs measuring
pressure ulcers could decrease the prevalence of pressure ulcers among nursing home
residents.

Smith, David M. Pressure ulcers in the nursing home. Ann Int Med 1995; 123: 433-442
A review focusing on the causes, epidemiology, effective methods for the prevention and
treatment of pressure ulcers, and the role of the physician within a multidisciplinary
team.

Spoelhof, Gerard David. Management of pressure ulcers in the nursing home. Annals of
Long-Term Care 2000; 8 (8): 69-77 Outlines key information for diagnosis, prevention,
assessment, and treatment of pressure ulcers in nursing home residents.
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Tools

Norton Scale

http://wwwcanada.mmm.com/skinhealth/nortonscale.pdf

The Braden Scale for Predicting Pressure Sore Risk©

http://www.bradenscale.com/bradenscale.htm

PUSH Tool
http://www.npuap.org/push3.pdf
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National Organizations

American Association of Homes & Services for the Aging (AAHSA)

2519 Connecticut Avenue, NW

Washington, DC 20008-1520

(202) 783-2242

Non-Profit organization composed of 5,600 Nursing Homes, Continuing Care Retirement
Communities, Assisted Living Residences, Senior Housing Facilities and Community
Service Organizations.

www.aahsa.org

American College of Health Care Administrators (ACHCA)

300 N. Lee Street

Suite 301

Alexandria, VA 22314

(888) 882-2422

ACHCA is the professional society for nearly 4,500 administrators in long-term care,
including assisted living and subacute care. It offers educational programming, career
development opportunities, and certification in a variety of positions. ACHCA members
enhance their professional development through education that is geared to the
continuum of health care administration and that emphasizes long-term care — an
approach that clearly improves the quality of care they provide.

www.achca.org




American Health Care Association (AHCA)

1201 L Street, NW

Washington, DS 20005

(202) 842-4444

Federation of state health organizations together representing nearly 12,000 non-profit
and for profit Assisted Living, Skilled Nursing, Long Term Care, and Subacute Care
providers that care for over 1.5 million elderly and disabled individuals nationally.
www.ahca.org

American Nurses Association (ANA)

The ANA is a full-service professional organization representing the nation’s 2.6 million
registered nurses through its 53 constituent state associations and 13 organizational
affiliate members. The ANA advances the nursing profession by fostering high standards
of nursing practice, by promoting the economic and general welfare of nurses in the
workplace, by projecting a positive and realistic view of nursing, and by lobbying
Congress and regulatory agencies on health care issues affecting nurses and the public.

Wwww.ana.org

The Gerontological Society of America (GSA)

The GSA was established to promote the scientific study of aging, to encourage
exchanges among researchers and practitioners from various disciplines related to
gerontology, and to foster the use of gerontological research informing public policy.
WWW.QEeron.org

Administration on Aging

330 Independence Ave., SW

Washington, DC 20201

(800) 677-1116

Provides lists of community services for older Americans in your area.
www.aoa.dhhs.gov

Agency for Healthcare Research and Quality (AHRQ)

Department of Health and Human Services

2101 E. Jefferson Street - Suite 501

Rockville, MD 20852

(301) 594-1364

Federal agency that conducts research on health care quality issues, health care cost and
patient safety. Their mission includes translating research into better patient care.
www.ahrg.gov




American Academy of Wound Management (AAWM)

1255 23" Street, NW Suite 200

Washington, DC 20037

(202) 521-0368

Non-profit organization dedicated to the multidisciplinary team approach in promoting
the science of preventative care and treatment of acute and chronic wounds.
WWW.2awm.org

American Association of Nurse Assessment Coordinators (AANAC)

1780 South Bellaire Street, Suite 150

Denver, CO 80222-4307

(303) 758-7647

Non-profit professional association representing nurse assessment coordinators and
others involved in resident assessment. Provides access to information on clinical
assessment, regulatory requirements, reimbursement, etc. (RNs, Administrators)
WWW.aanac.org

American Association of Spinal Cord Nurses (AASCIN)

75-20 Astoria Blvd.

Jackson Heights, NY 11370

(718) 803-3782

Non-profit health organization dedicated to the promotion of quality care for individuals
with spinal cord impairment (SCI) through education, research, advocacy, health care
policy and collaboration with consumers and health care delivery systems.
WWW.aascin.org

American Geriatrics Society

The Empire State Building

350 Fifth Avenue, Suite 801

New York, NY 10118

(212) 308-1414

A nationwide, not-for-profit association, with an active membership of over 6,000,
providing leadership to health care professionals, policy makers, and the public by
developing, implementing and advocating programs in patient care, research,
professional and public education, and public policy.
WWW.americangeriatrics.org

American Medical Directors Association (AMDA)

10480 Little Patuxent Parkway - Suite 760

Columbia, MD 21044

(410) 740-9743

(800) 876-2632

National professional association for medical directors and other MD’s who practice in
long term care, committed to continuous improvement of quality in patient care.
www.amda.com




American Society on Aging

833 Market Street, Suite 512

San Francisco, CA 94103

(415) 974-9600

National association providing educational programs, publications, and training resources
on age-related issues.

www.asaging.org

Cochrane Library

Cochrane Wounds Group

Regularly updated collection of evidence -based medical data bases. The Cochrane
Collaborative provides information, education, research and funding. Abstracts are free
but other information is available only with a subscription fee.
http://www.update-software.com/default.ntm

Healthy People 2010

Office of Disease Prevention and Health Promotion

Hubert Humphrey Building, Rm 738G

200 Independence Avenue, SW

Washington, DC 20201

(202) 205-9478

National health objectives designed to identify the most significant preventable threats to
health and to establish goals to reduce these threats.

www.health.gov/healthypeople

National Guideline Clearinghouse (NGC)

Web-based comprehensive database of evidence-based clinical practice guidelines and
related abstract, summary and comparison materials widely available to healthcare
professionals. NGC is operated by the U.S. Department of Health and Human Services
(DHHS) and the Agency for Healthcare Research and Quality (AHRQ) in partnership
with the American Medical Association (AMA) and the American Association of Health
Plans (AAHP).

www.guidelines.gov

National Council on Aging

409 Third Street SW, Suite 200

Washington, DC 20024

(202) 479-1200

NCOA works primarily with community organizations and professionals to help them
enhance the lives of older persons. Provides on-line links to other useful web sites.
WWW.NCoa.org

National Association of Area Agencies on Aging
927 15" Street, NW, 6" Floor

Washington, DC 20005

(202) 296-8130




Umbrella organization for area agencies on aging and Title VI Native American Aging
programs in the US to ensure that needed resources and support services are available to
older Americans.

www.n4a.org

National Institute on Aging

Building 31, Room 5C27

31 Center Drive, MSC 2292

Bethesda, MD 20892

(301) 496-1752

One of the 25 institutes and centers of the National Institute of Health. Conducts
research on age-related issues, disseminates information and communicates with the
public and other interested groups on health and research advances.
www.nia.nih.gov

American Physical Therapy Association (APTA)

1111 North Fairfax Street

Alexandria, VA 22314

(703) 684-2782

(800) 999-2782

The national, professional organization for physical therapists. Organization provides
clinical resources, education materials, articles, publications, information on government
regulations/reimbursement, and other general information to therapists, health care
professionals, and the public related to physical therapy and rehabilitation.

www.apta.org

National Pressure Ulcer Advisory Panel (NPUAP)

11250 Roger Bacon Drive, Suite 8

Reston, VA 20190-5252

(703) 464-4849

Non-profit professional organization dedicated to prevention and management of
pressure ulcers.

WWw.Nnpuap.org

National Gerontological Nursing Association (NGNA)

7794 Grow Drive

Pensacola, FL 32514

(850) 473-1174

(800) 723-0560

Professional organization of nurses whose mission is to improve the care and well-being
of older adults through professional and public education, dissemination of research
findings and support of innovative approaches in gerontological health care.
WWW.ngna.org




Wound, Ostomy and Continence Nurses Society (WOCN)

4700 West Lake Avenue

Glenview, IL 60025

(866) 615-8560

(888) 224-9626

Professional international nursing society of more than 3700 nurse professionals who are
experts in the care of patients with wound, ostomy and continence problems.
WWW.WOCN.org
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Web Sites

www.cochranewounds.org

Cochrane Wounds Group

Using evidence from trials to conduct systematic reviews to establish the
effectiveness of interventions for the prevention and treatment of wounds and
wound complications.

www.snfinfo.com
Super site for LTC issues, i.e. regulations, MDS, etc. Provides links to other
resources. (RNs, Administrators, MDS Coordinators)

www.advancefornurces.com
Site for nurses. Has archived articles related to nursing, LTC, ADLSs, etc.

www.advanceforot.com
Site for occupational therapists. Has archived articles related to OT, ADLSs, etc.

www.advanceforpt.com
Site for physical therapists. Has archived articles related to PT, mobility, etc.

www.journalofwoundcare.com
Site includes current issue of the Journal of wound care and archive materials
dating back to 1999.

www.quality-care.org
Site for manuals, care plans, assessment tools, video in-services, etc. (RNs,
Administrators)

www.kennedyterminalulcer.com
A website dedicate to issues relating to Kennedy Terminal Ulcers.




Nursing Home Quality Measures: Federal Regulations Related to Pressure Ulcers

Introduction

Long term care facilities participating in Medicare and Medicaid must meet certain federal requirements
necessary to assure the health and safety of individuals to whom services are furnished. There are specific
federal regulations related to the Quality Measures. This section contains information, which is published by the
Centers for Medicare, & Medicaid Services for use in the long term care inspection process. The information
included in this section is taken from the federal regulations, guidance to surveyors, and survey protocols. These
items are used by state and federal regional office personnel to conduct surveys of long term care facilities for
compliance with the requirements at 42 CFR Part 483 Subpart B to receive payment under Medicare or
Medicaid. This information can be used by both facility staff members and the state survey agency in order to
provide consistent quality care for the resident.

The federal regulations related to the Quality Measures can be categorized according to clinical steps. There are
federal regulations that govern assessment, care planning, and delivery of care. Some of the Quality Measures
are governed by federal regulations that are very specific to the clinical issue. Other Quality Measures are
addressed under federal regulations that are more general in nature. This document provides an overview of
pertinent regulations and the related guidance to surveyors.

Guidance to surveyors, survey probes and procedures direct the surveyors in the evaluation of care provided by
the facility. Guidance to surveyors contains authoritative interpretations of statutory and regulatory
requirements and is used to make determinations about a provider’s compliance with requirements. The
guidance merely defines or explains the relevant statutes and regulations and does not impose any additional
requirement. Survey protocols, probes, and procedures are different for each associated federal regulation.
Some regulations have specific “investigative protocols,” others do not.

When used with the Quality Measures, the regulations and the survey process become a powerful tool for
effecting changes in care systems that provide for improved delivery of care. Long-term care providers must
have a thorough knowledge of the federal requirements in order to comply with the regulations and ultimately
to provide for the health and safety of residents. An understanding of the survey process will help providers
evaluate the quality of care delivered and target quality improvement efforts.



GUIDANCE TO SURVEYORS - LONG TERM CARE FACILITIES

TAG

NUMBER REGULATION GUIDANCE TO SURVEYORS
F272 (b Comprehensive assessments. £483. 200b) Intent:
i 1) Resident Assessment [nstrument. A facility | To ensure that the RAT is used in conducting comprehensive assessmeants as part of an ongoing
must make a comprehensive assessment of a process through which the facility identifies the resident’s functional capacity and health status.

resident’s needs, using the RAI specified by
the State. The assessment must include at [east | §483.20(b) Guidelines:
the following:

The information required in $4383 20(b)(i-xvi) is meorporated into the MDS, which forms the core of each
State’s approved RAL Additional assessment information is also gathered using triggered RAPs.

Each facility must use its State-specified RAT (which includes both the MDS and utilization guidelines
which include the RAPs) to assess newly admitted residents, conduct an annual reassessment and
assess those residents who experience a significant change in status. The facility is responsible for
addressing all needs and strengths of residents regardless of whether the issue is included in the MDS
or RAPs. The scope of the RAT does not limit the facility's responsibility to assess and address all care
neaded by the resident. Furthermore, the facility is responsible for addressing the resident’s needs from
the moment of admission.

“Identification and demographic information™ corresponds to MDS v 2.0 Sections AA. BB and A and
(i) Identification and demographic information refers to information that umguely identi fies each resident and the facility in which he/she resides. date
of entry into the facility and residential history.

(i1} Customary routine. “Customary routing” corresponds to MDS v 2.0 Section AC, and refers to information regarding the
resident’s usual community lifestyle and dailv routine inthe year prior to the date of entry to the
nursing home.

30f14



GUIDANCE TO SURVEYORS - LONG TERM CARE FACILITIES

TAG
NUMBER REGULATION GUIDANCE TO SURVEYORS
272 i) Cognitive patterns. “Cognitive patterns” {1ii) corresponds to MDS v. 2.0 Section B. “Cognitive patterns” is defined as the

resident’s ability to problem solve, decide, remermber, and he aware of and respond to safety hazards.

_ o “Communication” (iv] corresponds to MDS v, 2.0 Section €, and refers to the resident’s ability to hear,
{iv) Communication. understand cthers. make him or hersel funderstood (with assistive devices ifthey are used).

Vision” {v) corresponds to MDS v, 2.0 Section D, and L1jj, kk, 1l and mm, and refers to the resident’s
visual acuity, limitations and difficulties, and appliances used to enhance vision.

(vl Vision.
“Mood and behavior patterns™ (vi) corresponds to MOS v. 2.0 Section E, and refers to the resident’s
patterns of mood and behavioral symptoms.

ivi) Mood and behavior pattems.
“Psychosocial well-being” (vii) corresponds to MDS v. 2.0 Sections Elo and p, and F and refers to the
resident’s positive or negative feelings about him or herself or his/her social relationships,

ivil) Psychosccial well-being
“Physical functioning and structural problems™ {viii) corresponds to MDS v, 2.0 Seetion G, and refers to
the resident’s physical functional status, ability to perform activities of daily living, and the resident’s
{viii) Physical functioning and structural need for staff assistance and assistive devices or equipment to maintain or improve functional abilities.
problems.
“Continence” (1x) corresponds to MDS v. 2.0, Section H, and refers to the resident’s patterns of bladder
and bowel continence (control ), pattern of elimination, and appliances used.

{ix) Continence. “Disease diagnoses and health conditions™ (x) corresponds to MDS v. 2.0, Sections AB9and 10, 1.1
and 2, and J.

(x) Diseasediagnosis and health conditions.
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