Pressure Ulcer Prediction, Prevention, and Treatment Pathway

Step One: Assess skin condition

Resident is admitted or
readmitted to SNF

Head-to-toe skin
assessment

v

Does the resident have

a pressure ulcer?
Yes‘/ \No

Document Document

. Length Color

. Width Temperature
. Depth Moles

. Location Bruises
. Stage Incisions
. Exudate Scars

. Tunneling D Intact

. Necrosis . Burns

. Granulation

. Undermining

. Sinus Tracts

Report anything
abnormal to
physician

Obtain
order for
treatment
from
physicial

Go to
Step Two

Go to
Step Two

W

Remember: If a resident is at risk or has
a pressure ulcer, repeat Step One on a
weekly basis.

Remember to measure the skin abnormalities
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Step Two: Complete risk assessment to identify risk factors and care plan

interventions. Perform Step Two at least every 90 days and with any
significant change. Adjust care plan as needed.

Yes

Complete head-to-toe
assessment weekly

Yes

Care plan
actual skin
problem

Complete
skin risk
assessment
upon admission and
weekly X 4 weeks

v

At risk? Remember, those with a
pressure ulcer are automatically at risk

J

Yes iNo

Repeat skin risk assess-

ment at least every 90 days

and at significant change
or per facility protocol

Care plan
potential skin
problem

Complete care plan problem statement:

Skin integrity, impaired; actual as evidenced
by (wound-specific description: location,
stage, and measurements) related to (R/T)
identified risk factors

Complete care plan problem statement:

Potential for impaired skin integrity; as evi-
denced by. (Risk assessment indicates that
the resident is at risk for skin breakdown) re-
lated to (R/T) identified risk factors

Address possible risk factors

Bed/chair Yes

mobility

-

Friction

and/or Yes

v

\ 4

shear

No

v
B/B

incontinence Yes

and
moisture

Yes

v

No

Other

resident- Yes

A 4

specific risk
factors

Care Review. The contents presented do not necessarily reflect CMS policy. Publication #8SOW-KS-NHQI-08-20.

A 4

Possible care planning intervention

Bed

. Turn/Repositioning schedule

. Pressure reducing or relieving device
. Therapy consult

Chair

. Repositioning schedule

. Pressure-relieving cushion

. Assessment of chair fit

Friction/Shear

. Padding to prevent skin contact

. Booties/heel protectors

. HOB in lowest position possible-unless
contraindicated by medical condition

. Positioning devices

Incontinence

. Peri care at least every 2 hours

*  Clean as soon as possible after soiling
. Barrier cream

. Incontinence pads

. Incontinence briefs

Moisture

. Fan

. Light powder

Nutrition and body weight

. Weekly weight

. Dietician consult

. Labs

. Food supplements

. Vitamin/medication supplements

. Hydration

. Feeding Assistance

*  Assessment for chewing and
swallowing problems

Other
*  Add any/all interventions related to
identified specific risk factors
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