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	Initial Evaluation
	Related Recommendations

	On readmission or change in condition:
Evaluate residents for risk of pressure ulcers, based on self-report information from the resident or resident’s representative, written discharge summaries (e.g., hospital, nursing home), and nurse-to-nurse communication. Use the Braden scale other tool containing Braden Scale language to determine risk scores for:
· Sensory perception

· Moisture

· Activity

· Mobility

· Nutrition

· Friction and shear

Evaluate residents for risk of deep tissue injury, based on self-report information from the resident or resident’s representative, written discharge summaries, and nurse-to-nurse communication.
If self-report and other data and the Braden score indicate risk for pressure ulcers or deep tissue injury, strongly encourage residents to participate in a full-body skin inspection.

LN Follow-up:

If the Braden and full-body skin inspection are completed by someone other than a LN, have a process in place to ensure that a RN completes a timely assessment.

For any resident at risk for pressure ulcers, the RN determines an appropriate schedule for reassessing risk.

Repeated evaluation:

Repeat the Braden and the full-body skin assessment with any change in condition that significantly impacts risk factors for pressure ulcers.


	Related risk factors:

Evaluate residents for related factors that put them at risk for pressure ulcers such as

· comorbidities

· history of pressure ulcers

· pain

· medications that can affect alertness, appetite, or mental function, or can cause dry and itching skin
Consultations:

Consider having standing orders for PT, OT, RD consults and wound treatment protocols.

Nutritional risk:

To determine nutritional risk, do not use weights given on hospital admission or discharge summaries. 

· Weigh each resident on day 1 of readmission or change in condition and again in 24 hours to verify resident’s weight. 

· Determine an appropriate weight monitoring plan for individual residents.

Dietitian review and initial dietary protocol:

For all readmissions or residents with a change in condition with a Braden nutrition score of 2 or less1, a history of significant weight loss, or skin breakdown, consider 

· requesting a phone/fax review by a registered dietitian (RD)
· using the “Suggested initial dietary protocol” (see Nutritional Care Guidelines in the Treatment of Pressure Ulcers) if an RD evaluation is not feasible, or until an onsite RD evaluation and recommendations can be obtained
Skin monitoring:

Direct care staff should monitor residents’ skin while assisting with routine care and have a process for reporting changes to the facility nurse.

Daily skin monitoring is recommended for all residents who score 2 or less on the Braden subscale for mobility2, regardless of risk.


1Braden nutrition score of 2: Probably inadequate. Rarely eats a complete meal and generally eats only ½ of any food offered. Protein intake includes only 3 servings of meat or dairy products per day. Occasionally will take a dietary supplement. OR receives less than optimum amount of liquid diet or tube feeding.
2Braden mobility score of 2: Very limited mobility. Makes occasional slight changes in body or extremity position but unable to make frequent or significant changes independently. 
Braden mobility score of 1: Completely immobile. Does not make even slight changes in body or extremity position without assistance.
	Preventing or Minimizing Pressure Ulcers
	Related Recommendations

	Interventions for the pressure ulcer care plan:

For residents at risk for, or with a pressure ulcer(s), incorporate interventions in the pressure ulcer service plan to

· minimize or eliminate friction and shear

· minimize pressure

· manage moisture

· maintain adequate nutrition/hydration

· assess and manage pain

Adapt interventions for residents with cognitive impairment.

Resident-centered care:

Respect the resident’s goals and preferences in determining the pressure ulcer service plan specifics.

· On move-in or readmission, discuss with the resident and/or their representative the resident’s preferences for preventing or treating a pressure ulcer (e.g., turning, repositioning schedule, incontinence care, etc.)


	Follow Braden subscale scores:

Service plan interventions should be driven by scores on the Braden subscales, rather than the Braden scores for At Risk, Moderate Risk, High Risk, or Very High Risk.
Recommended interventions:

See Recommended Interventions to Prevent or Minimize Pressure Ulcers.

Educate the caregiver on tasks related to preventive interventions. 
Noncovered items:
· For supplies and equipment that are not covered by Medicare/Medicaid and/or the resident’s insurance, consider the “next best,” or what the resident can afford to pay for.




	Pressure Ulcer Assessment
	Related Recommendations

	Pressure ulcer assessment variables:

Assess pressure ulcers on each of the following variables:

· Location

· Size

· Depth

· Sinus tracts, tunneling, and undermining

· Exudate and odor

· Wound bed

· Wound edges

· Surrounding skin condition

Use the 2007 NPUAP staging guidelines to stage all pressure ulcers.

Assess for infection:

Assess for signs and symptoms of infection using the following variables:

· Friable granulation tissue

· Increasing pain in the ulcer area

· Increase in size

· Erythema

· Heat

· Edema

· Wound breakdown

· Foul odor

· Base of the wound

· Discoloration of granulation tissues


	Consider using a body diagram to clearly communicate location of the pressure ulcer(s).

Recommended assessment methods:

See Summary of Pressure Ulcer Assessment Variables
Recommended assessment criteria:

See Clinical Signs and Symptoms for Infection. 

Recommended staff: 
MD with wound care specialty, nationally certified wound care nurses, or other specially trained bedside nurses (internally credentialed RNs with additional education and mentoring by a WOCN) to stage.




	Service Plan
	Related Recommendations

	Elements of the treatment plan:

If the resident has a pressure ulcer, initiate a pressure ulcer treatment plan that include:

· specific plan to optimize pressure reduction on the affected site

· wound care protocol designed to meet the specific needs of the wound
· review of the treatment plan relative to the Braden score
· weekly review of nutritional needs (include residents with multiple, non-healing Stage II wounds)

· monthly RD eval of residents with Stage III or IV wounds or multiple, non-healing Stage II wounds
· update the service plan to include pressure ulcer care each quarter and as needs change
Coordination of outside services:
ALF and RCF are required to coordinate and track services rendered by outside providers (e.g., home health, hospice, PT, OT). This includes having a policy that requires outside providers to leave written information in the facility that addresses the services they provided. Procedures should address:

· Communication between the outside provider and the community nurse, staff and administrator.

· The information or data to be shared.

· A process for making and coordinating changes to the service plan.

· A process for handling treatment and/or medication orders, and order changes.

· Expectations and guidelines for documentation.
· A process for transitioning residents off-services.

Resident-centered care

Respect the resident’s goals and preferences in determining the treatment plan specifics.


	Establishing a treatment goal:

The treatment goal should direct the plan of care. The goal may be:

· Healing

· Palliative

· Maintenance

Use of a support surface does not reduce the need to turn or reposition resident.




	Monitoring
	Related Recommendations

	Evaluate for evidence of healing:

For Stage II or higher pressure ulcers, the RN or LPN under the direction of a RN evaluates the wound(s) for signs of healing using the following parameters:

· Current measurements, description

· Compared with previous week

· For residents with pressure ulcers under the care of a home health agency, the facility must coordinate care and monitor activities and findings consistent with the resident’s evaluated needs.

Evaluating the treatment plan:

If there is no evidence of wound healing after 2 weeks of treatment, staff determine

· whether the current treatment plan was fully implemented

· if there were barriers to implementing the current treatment plan that have affected wound healing, whether a plan is in place to resolve them

· whether the current treatment has been modified to address the reason why the wound is not healing (e.g., weight loss, infection, pain)

Involve the primary health care provider in modifying the current treatment plan for non-healing pressure ulcers.


	Evaluation and tracking:

· Consider weekly evaluations at a minimum.

· Ensure that the community nurse has a wound tracking system that can provide data for each variable.




	Handoff Dataset
	Recommended Data Elements

	When transferring a resident to the ED, hospital, or another care facility, the following data are provided to the next care giver.


	See Draft Policy: Handoff Dataset for Pressure-Related Wound(s) or Deep Tissue Injuries (Community Tools section)
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