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Prace sestry specialistky pro léCbu rany na jednotce intenzivni péce

Klinicka prace

e vizita a dokumentace u pacientu

e prevazy na lUzku;

e pfevazy na operacnim sale (VAC);

* komunikace a vizita nemocného
s dalsSimi tymy (trauma, plastika);

¢ kontrola dodrzovani planu péce
(investigace);

e zavadéni a pribézny monitoring
zmén v praxi;

e vySetfeni a dokumentace u
pacientl pred propusténim z
jednotky intenzivni péce.

Edukace personalu

e prednaseni na FC kurzu;

e dohled nad sestrami pfi
prevazech;

e publikace vzdéldvacich material{
nebo kazuistik v ramci oddéleni;

e zajisténi kompetence personalu ;

e organizace studijnich dni a
materiall k vyuce;

* management péti “link nurses”’.

Kancelarska prace

o SKINS audit;

e mésicni hlaseni;

e kontrola dodrzovani planu péce a
dokomuntace (investigace);

e investigace a validace viech
hldasenych dekubitt (Datix
system);

¢ ISR a SIRI Forum a s nimi spojené
vySetfovani dekubit(;

e posouzenia zavadéni vSech
oSetrovatelskych zmén do praxe;

e vytvareni procest nebo podileni
se na vytvareni procesl v rdmci
celé nemocnice nebo UK;

e Ucast a vedeni schlizi v rdmci
nemocnice;

e pfiprava materiall na
konference.




Aktivni prevence dekubitti

Pressure Area Care in Adult Intensive Care Unit

Care for patients with no pressure damage Care for patients with a pressure damage

Position

assessment

Braden
score 12
hourly

Nimbus
mattress

If the patient is admitted with or develops pressure ulcer (starts from blanchaeble redness), frequency

of repositioning and skin inspection must be changed to 2 hourly.

Any deviation from repositioning schedule needs to be clearly documented on CareVue under pressure
area care with reason why it could not have been done according required schedule.

If decision not to roll a patient frequently is made by a consultant on duty this needs to be clearly
documented in medical notes with date when this will be reviewed.

Pressure Area Care in Adult Intensive Care Unit/Irena Pukiova-AICU TVN/ April 2016/Vol.1




Pomticky k prevenci dekubitti
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Dokumentace

Pressure| Pressure Pressure
Pressure Area Care Damage Damage Damage
hssessment 4 hrly prn Present... Present/Co Present/Co
CCyX CCyX
Pressure Pressure Pressure
P4 Condition Damage Damage Damage
Present Present Present
coceyx, rt Cocoyx Cocoyx
Location(s) shoulder, rt
scapular
Cateqgary
Datix Form?
Date Completed
TYN Review 29/7/15
Nimbus Barrier Barrier wi _v_l
mattress; wipes;
Prevention T P [li<Clear Entry>
Positiohing. Heels
S [] Aderma - SACRAL
S Barrier Barrier N oncay
reatmen Wipes Wipes (] Aderma - SHEET
— ] Aderma - STRIP
’ =HH (] Aderma strip under ETT tape
, Feeding Site Assessment 4 ¥l Barrier wipes
hrly prn ! Heels elevated on pillow
DVT Prophylaxis Assessment R:Contrai... i) Nimbus mattress




+ Admission Information

B Demographic Form

Pressure Area Assessment

must be

documented here within 6hrs of admission.

B 07/12/2017 + 4 Eyes on Pressure Areas % 1. Clare Hird 2. Helen Pickworth
« Ba0/7/12
B Nursing Admission Inform — Pressure Area Assessment Pressure Damage Present
» Elowsheet PA Condition IPressure Damage Present
WS s
» Lab Data Location(s) IBiIateraI lip corners - Mucosal Pressure Damage W 135597
diD U/ala
» MDT Forms Category IMucosaI PU
» Patient Care + Braden Score High Risk - Score: 12
d d
e — Skin and Hygiene Assessment Wounds Present
ysiotherapy
Nutrition Skin and Hygiene Assessment Wounds Present
)
- - Right heel 3x2 cm trauma wound (to be off loaded with Prevalon boot when pelvis fixed)
- Llzirerer Har Left knee posterior side - degloving injury- dressing not fully removed, Trauma Team refered to Plastics
) Concerns Lacerations and grazes to left and right hands & fingers
» Drugs & Orders Multiple injuries to scalp and facial area\,
Bruise to L heel from accident, not SDTL
Discharge Documents o
Skin Skin
= ETT Pressure Area Care Condition Condition
Assessed Assessed
Mo Mo
Skin Condition
Pressure Pressure
Skin Skin
Treatment/Action Condition Condition
Assessed Assessed
Hallister Hallister

Type of ET Tape

Anchor Fast

Anchor Fast

Feeding Site Assessment 4 Fine bore Fine bore
hrly prn MG MG
- Fine bore Fine bore
Ype NG NG
Location L Mostril L Mostril
First Marker o8 28
- Mo Mo
Condition Pressure Pressure
Skin Skin

Treatment/Action Condition Condition
Assessed Assessed




Analyza dekubitii

Oxford University Hospitals

hncident Investigation Report for Hospital Acquired Pressure Ulceration
(HAPU)

Please delete all red/purple writing

SIRI 1920-xxx STEIS 20,/ 0¢XxX
Safeguarding Alert Reference if applicable:
Delete this box if not a Serious Incident

Division:

Ward/Department:

Datix Number: Wicooo 1D s

Date of Incident:

Date Category of HAPU Confirmed by the Tissue Viability Team:

Investigation Team:

Involvement and Support of the Patient and/or Relatives (Duty of Candour)
Duty of candour is applicable if an incident has been categorised as moderate or above; but even if
duty of candour does not apply, involvement and support of the patient and/or relative should be

considered.

Summary of Incident

This section should be a short paragraph and factual

e.g.
. A patient sustained a hospital acquired category four pressure ulcer on the right heel.
. After a twe month hospital admission a palliative care patient was diagnosed with a category

3 pressure ulcer to the sacrum.

. Description of the ulcers including dimensions

Pressure Ulcer Location and Dimensions




Please complete the form below in relation to the care assessed, planned, implemented

and reviewed.
(Assurance audits of patient documentation may be undertaken to ensure consistency in investigation
processes)

Date/time of admission to QUH:
Reason for admission to OUH:
Date/time of admission to clinical area:

Admission
information

Compliance with Trust

Trust standard Detail
ru ndar ! policy: Yes/No/NA

Was all pressure damage, irrespective of
origin (category 1to 4 and suspected deep
tissue injury (SDTI)) reported on Datix as soon
as identified?

Reporting




Medical
devices

Was a medical device involved in this
incident? If yes, please ensure that the
'Medical Device' box is ticked on the Datix
form to reflect this.

Were risks associated with the medical
device(s) considered?

Risk
assessment

Was the Braden risk assessment completed
within 6 hours of admission to the clinical
area?

Was the initial assessment accurate?

Were all assessments repeated weekly as a
minimum and were they accurate?

If there were any significant changes in the
patient’s clinical condition that necessitated
reassessment of pressure ulcer risk was this
completed?

Further
comments

Pressure ulcer

Was an appropriate care plan instigated to
reflect risks as outlined above, including

Date ofimplementation:

prevention | prescribed care of skin under medical
care plan devices?
|s there evidence of appropriate review?
Further
comments
Was a skin assessment completed within 6
hours of admission to the clinical area?
Were skin assessments completed daily or as
Skin prescribed in the care plan?
assessment | Did skin assessment include the areas under
any medical devices?
Was the care plan reviewed appropriately?
Further

comments




Was an appropriate repositioning schedule
included in a care plan that reflected the
patient’s risk?

Does the documentation consistently
Repositioning | demonstrate regular repositioning?

Was the repositioning schedule reviewed?
Were any concordance issues documented
and steps taken to remedy them?

Further

HAPU Investigation Report V5 May 2019 — Update with Datix number

Oxford University Hospitals

comments

Were the patient’s continence needs
assessed?

Was an appropriate plan of care
Continence | documented?

care Was the care delivered according to the care
plan?
Was the care reviewed?

Further
comments

Was the MUST score completed within 6
hours of admission?

Was a care plan instigated if the patient was
Nutrition at risk?

Does the documentation reflect
reassessment?




|s there documented evidence that an
appropriate mattress was in use?

Please state the type of mattress and the date
of introduction.

Any documented issues with use?
Please state type of cushion and date of
introduction.

Equipment | Wasthe patient sat out foran agreed period?

If heels were the site of damage, were
offloading devices in place prior to the
discovery of the pressure damage?

If yes to the above, please give details of the
device and date in use from.

Was the equipment used appropriately?

If a medical device was the cause of the
damage, was the correct device selected and
was it used appropriately?

Please state reasons if any delays in equipment implementation identified
Further Y Y quip P

comments

Cast and Was the cast or splint applied by an
splinting appropriately trained individual?

related Was appropriate follow-up arranged?
pressure Did the patient/carers receive written
damage information on how to seek support with any




problems associated with the cast/splint?
If the cast/splint was removable, was the
patient/carer instructed how to remove the
cast to check the skin?

Further

comments
Was staffing at agreed levels orrisk
mitigated?

Staffing Whati.s the pressure ult.:e.r elearning .
compliance % for the clinical area nursing
staff?

Further

comments
Any additional

considerations

Learning
points from
the review

Safeguarding

matrix score
[see below)

Immediate Actions
Detail actions already taken in bullet points, eg
® Suitable mattress supplied to patient, repositioning chart commenced
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