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At the end of the course, the nursing home administrator should be able to identify these
procedures and staff duties when dealing with wound injuries and skin breakdown in a long-
term care setting and ensure that they are followed by the designated employees:

1. Assessment
7. Prevention
3. Interventions

4. Documentation



What should be done?¢




1. The licensed nurse will complete a skin
assessment, along with risk assessment using
standardized risk assessment tool, on each resident
upon admission. Thereafter, a risk assessment, will be
completed weekly for the first four weeks after
admission and then quarterly or when there is a
significant change in condition, (as defined by MDS
3.0).



2. The licensed nurse will develop a care plan
to address resident risk for skin breakdown.

3. The licensed nurse will assess each resident’s
skin condifion weekly and document findings
INn weekly wound report.



4. The licensed nurse will assess residents for pain
related to pressure injury before and after freatment.

5. The licensed nurse will use an interdisciplinary
approach to facilitfate care plans and progress
notes will resident’s status and appropriate
INnferventions.



6. The licensed nurse will attend weekly
Interdisciplinary Team Meeting, and the
feam should educate the resident/ tamily
on status of wound healing and
prevention as well as the treatment plan.




/. The licensed nurse and the registered
diefitian will assess resident’s medications,
nutritional status, abnormal lab values,
fluid infake, and weight changes if
contributing to break in skin integrity.




3. The licensed nurse will reter
newly identified pressure injuries 1o
the IDT meeting for further
assessment and care planning.



9. The licensed nurse will document
wound related clinic visit of the
resident and obtain a copy of wound
clinic’'s documentation related to
wound on each VisiT.




The administrator should supervise and ensure that the
will assess resident’s medications, nutritional

status, abnormal lab values, fluid intake, and weight changes if
conftributing to break in skin integrity.

Click the button that corresponds to the letter of your choice.




What should be done?¢




1. The IDT, licensed nurses, and CNAs will assure the
following preventive measures for resident at risk for
skin breakdown:

a. Apply pressure redistribution device- Low Air Loss
Mattress for residents with multiple stage 2, stage 3,
4, unstageable and immobile residents.



b. Provide a pressure-redistribution

device

such as gel cushions to chair/

wheelchair and limit to 1 hour, If

resider

tIf resident has pressure injury

TO sQCr

Jm or buttocks.



c. Turn and reposition resident in bed or chair it
the resident cannot do so independently. In
addition, use pillows, linen rolls, heel and
elbow protectors, wedges to keep bony
prominences from direct contact with another
or from unrelieved pressure. Elevate offload
heels often or as tolerated while in bed.



2. Keep
wrinkles.

3.Keep.

appropr
4. Deve
bowel a

inens clean smooth and free of

skin moisturize 1o prevent dryness as
ate.

op a plan for urinary iIncontinence,

nd bladder fraining, toileting.



5. Monitor nutrition intake and weight loss
and provide intervention as applicable.

6. Maintain the head of bed at lowest
degree of elevation consistent with
medical conditions and other restrictions.



/. Use liffing devices such as a frapeze,
mechanical or electronic lifts or bed linen
fo move (rather than drag) the resident In
bed who cannot assist during transfers
and repositioning changes.




The administrator should supervise and ensure that the IDT and
will assure the preventive measures for resident
at risk for skin breakdown.

Click the bufton that corresponds to the leffer of your choice.




What should be done?¢




1. The nursing staff will fake preventive measures for
residents aft risk for skin breakdown.

- The nursing staff will encourage dietary intfake and
Increase fluids, if not contfraindicated, hourishment
or other supplements as recommended by the
Diefitian.



- CNAs will complete a body
checks on resident during shower
or bed bath, and report findings to
the charge/ tfreatment nurse.



2. The licensed nurse will do the following if pressure injuries
are identified;

- Assess the wound, notfity MD and obtain treatment orders
as indicated, notify the family or responsible party.

- Update care plans, implement care plans and
Inferventions

- Document goal, progress and effect of the interventions.



- Monitor nutrition intake and weight loss

- Encourage/ assist consumption of food
and fluids, obtain food
substitutes/alternatives or fluids that are
refused.




- Track effectiveness of freatment
and noftity MD for change In
treatment orders, If wound Is not

healing in timely manner or within
2 weeks.



3. For Stage 1 pressure injury, the
icensed nurse noftity the physician
and obtain freatment order. Notifty
family/ responsible party of freatment
plan and update care plan.



4. For Stage 2 pressure injury, the IDT and licensed nurse will implement
the following:

- Notify the physician

- Request freatment order if necessary; fortified food plan per diefitian
recommendation, order of mulfivitamins / mineral supplements if
deficiencies are suspected or identified per dietitian
recommendation.

- Notify family/ responsible party for freatment plan and update care
plan.



5. For Stage 3, 4 and Unstageable Pressure Injury, the licensed nurse
will;

- Notify the physician of the pressure injury and stage, request tx order
as indicated.

- Discuss w/ the physician the need for lab work such as pre-albumin,
albumin or bmp

- Consider the use of additional nutrition supplement such as zinc
sulfate, vitamin C, MVI, per dietitian recommendation.



- Assess the need of additional positioning devices,
consider the use of redistribution surface, or low air
0SS martiress.

- If wound shows sign and symptoms of infection,
notity MD or wound specialist.

- Noftity family/ responsible party of pressure injury
and tx plan.



6. The licensed nurse and social services will assess
the resident for psychosocial needs to determine
his/her abllity fo comprehend and moftivation to
adhere the freatment program.

/. Referral to Physical or Occupational Therapy for
positioning, special devices and restorative plan.



- Type of wound

- Location of wound

- Treatment 1o be used

- Frequency of treatment
- Time limit



The administrator should supervise and ensure that the will
assess the resident for psychosocial needs to determine his/her ability
to comprehend and motivation to adhere the treatment program.

Click the button that corresponds fo the letter of your choice.




What should be done?¢




The licensed nurse / freatment nurse
will document the status of injury site
and effectiveness of the freatment for
pressure Injuries or other skin
condifions at least every 7 days.




Documentation should address the following areas:

1. Site/Location - body location, specific anatomical
location

2. Size - length, width and depth measurements in
IINEIES

3.5tage - stage 1,2,3,4, Unstageable or DTPI; no
downstaging for stage 3 & 4



4.Undermining/tunneling - describe
present or apsent, If present
document in centimeters and the
location involve using wound
documentation clock.



5. Drainage - describe the amount, type and odor as;

- Amount - small, moderate or heavy

- Color - serous, sanguineous, serosanguinous, purulent, or
none

- Odor - none or present; it present descritbe as foul or mild.



6. Surrounding Tissues - describe condifion of
surrounding skin.

/. Wound base/ color - describe tissue present
INn the wound.

3. Wound Status - improved, or no change or
defteriorated.



9. Treatment/dressing - describe the
fype of freatment and the dressing
applied.

10. Pain assess and document
INnferventions to related pain.



Document when the pressure injury is
closed and continue to monitor on
routine basis for indications of the risk of
reopening or new skin breakdown.

Implement preventive measures and skin
maintenance.




The administrator should supervise and ensure that the will
document the status of injury site and effectiveness of the freatment
for pressure injuries or other skin condifions at least every 7 days.

Click the button that corresponds fo the letter of your choice.




O Dreifke, M. B., Jayasuriya, A. A., & Jayasuriya, A. C. (2015). Current wound healing
procedures and potential care. Materials science & engineering. C, Materials for
biological applications, 48, 651-662. https://doi.org/10.1016/j.msec.2014.12.068

O Marelli, A., Calwuaerts, A., Wagner, E., D'hollander, K., & Goudmaeker, S. (2018, June).
Wound Care Protocol. https://bibop.ocg.msf.org/docs/29/L029NURMO2E-P_Wound-Care-

protocol_OCB_EN_2018.pdf.



