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Background Impact in ED
« Nursing KPI's and Ministerial priority Significant increase in patients ‘at risk’ with an

There is no validated pressure ulcer risk assessment tool that individualised preventative care plan
accurately reflects risk in the ED patient population

Lack of documentation in ED regarding pressure ulcer prevention and
pressure ulcer risk status
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Potential risk of increased facility acquired pressure ulcers due to
extended ED waiting times
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Application of pressure relieving mattresses in MAU not timely as
identified via pressure ulcer incidence checklists.
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For all medical admissions in ED
identified at High Risk of pressure
damage 30% will have assessment

of risk and preventative measures
initiated and documented by May 2016.

66% increase in the number of ‘at risk’ patients
with an individualised preventative care plan
Training and iImplemented and documented in ED

education Introduction of food trolleys in ED ensuring

QUESTION ASKED ANSWER patients access to nutrition after 18:00
26 records audited Yes or No Pressure ulcer prevention commences from the
very onset of care in the ED department

Pressure ulcer preventative strategy and
documentation embedded within the ED culture.
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Revision of |8 | pact in MAU
Was there any advice given on transfer of SKIN bundile P

patient for a pressure relieving mattress 129 Grade 2 Pressure Ulcers in MAU
requirement or was the patient transferred °

on a mattress
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Communication - May 2016
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Bespoke ED SKIN Bundle
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Special Considerations: Can only lie on back — please circle if any of following apply:
Spinal injury/instability, traction, limb dislocation, contractions, haemodynamically unstable, other please state
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Consider patients as ‘AT RISK’ of developing pressure ulcers if they have/are any of the following: appllcable to licabl
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Unable to feel and/or respond appropriately to discomfort from pressure e.g. due to CVA
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If the patient has any of the above risk factors please:

Give advice of their ‘at risk’ status and the actions that they can take to prevent pressure Rizsomfoit/fealovey |:|v DN Dy DN Dv |:|N
. . pressure areas
damage (if applicable) Action taken to relieve
Consider commencing the SKIN bundle overleaf to address: || || | |  Pressue
- Pressure Relief: Consider the use of the Trust Pressure Relieving/Reducing
Equipment guidance flow chart if therapy bedding is considered Report Changes D DNA D” DNA D DNA
- Nutritional needs

Incontinence

- Skin care needs e.g. if the patient has very dry skin or is incontinent
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Review the patient’s risk factors as above. € Continence
Management
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probes). Consider using a prophylactic dressing for preventing medical device related Patient left clean and
pressure u Icers. dry
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