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Basi yarasi risk faktorlers

2. EKstrensek faxiorler
Immobilite * Basing
Duyusal bozukluk * Makaslama
Biling diizeyi « Surtunme
Yas 3. Diger fakiorler
Eslik eden vaskuler * Nem
hastalik

Ciddi kronik veya
terminal hastalik

Basi yarasi anamnezi



Pressure Ulcer Prevention Points

l. Risk Assessment

1.

Conzider all bed-bound and chair-bound persons, or
those whos= ability to reposition & impaired, to be at
nisk for pressure ulcars.,

Lkz 3 valid, reliable and age appropriate mathod of

nsk assessment that ensures systematic evaluation of

individual risk factors.

Bzzess all ab-risk patientsiresidents at the time of

admission o health care faglties, at regular intervaks

thereafter and with a change in condition. & schedule
iz helpful and should be based on indwidual acuiy
and the patient care setting.

+ Moute care: assess on admission, reassess at least
every 24 hours or sooner if the patiznt's condi-
tion changes

* Long-term care; assess on admission, weekly for
four weeks, then quarterly and whenever the
resident’s condition changes

* Home care: asssss on admission and at every
nursz wisit.

[dentify all indivdual risk factors (deaeasad mental
stabus, exposure to moisture, incontinence, device
related pressure, friction, shear, immobility, inactvity,
nutriional defidts) to guide specific preventive treat-
ments. Modify care according to the indivdual fac-
tors.

Diocument risk assessment subscale scorss and tofal

scores and implement a nsk-based prevention plan.

Il. Skin Care

1.

Parform a head to toe skin assessment at |=ast daily,
especially checking pressure points such as sacrum,
ischium, trochanters, heels, elbows, and the back of
the head.

Individualize bathing frequency. Use a mild cleansing
agent Mwoid hot water and exgsssive rubbing Use
lotion after bathing. For neonates and infants follow
evidence-based instiutional protocols

Establish a bowel and bladder program for patients

5

with incontinence. When incontinence @nnot be con-
trolled, cleares skin at time of soiling, and use a topi-
cal barner to proted the skin. Select under pads or
briefs that are absorbent and provide a quidk drying
surface to the skin. Corsider a pouching system or col-
lection device to cortain stool and to protect the skin.
IIse muoisturizers for dry skin. Minimize environmen-
tal factors leading to dry skin such as low humidity
and cold air. For neonates and infants follow evi-
dence-based institutional protocols

Avoid massags over bony prominences.

[Il. Mutrition

1.

4,

[dentify and comrect factors compromiing proteind
calorie intake consistent with overall goals of care.
Consider nufritional supplementation/support faor
nutritionally compromized persons consistent with
overall goals of care,

If appropriate offer a glass of water when turning to
keep patient/resident hydrated.

Multivitamins with mineraks per physician's order.

V. Mechanical Loading and Support Surfaces

1.

-

Reposition bed-bound persons at least every two
hiours and chair-bound persons every hour consistent
with overall goaks of cre.

Corsider postural alignment, distribution of weight,
balance and stability, and pressure redistibution
when pesitioning parsons in chairs or wheelchairs,
Teach chair-bound persons, who are able, to shift
weight every 15 minutss,

Ise a written repositioning schedule

Place at-risk persons on pressure-redistributing mat-
tress and chair cushion surfacss.

Avoid using donut-type devicss and sheepskin for
preszure redistibution.

lUse pressure-redistributing devices in the operating
room for indwiduals assessad to be at high nsk for
presaure ukcer development.

=z lifting devices (g, trapeze or bed linen) to
mowe persons rather than drag them dunng transfers
and position changes.

Iz pillows or foam wedgss to keep bony promi
nences, such as kneas and ankles, from direct contact
with each other. Pad skin subjected to device related
pressure and inspect regularly.

IJze devices that eliminate pressure on the heels. For
short-term use with cooperative patients, place pik
lows under the calf to raise the heels off the bed.
Place hesl suspension boots for long-term wse.

. Mwoid posiioning directty on the trochanter when

using the sidelving position; w=e the 307 lateral
inclined position.

Maintain the head of the bed at or below 307 or at the
lowest degree of elevation consistent with the
patient's/resident's medical condition.

. Imstitute a rehabilitation progrm to maintain or

improwve mobiliyfadivity status.

V. Education

1.

Implement pressure ulcer prevention educational

programs that are structured, organized, comprehen-

sive, and diracted at all levels of health care provders,

patients, family, and caregivers.

Include information on:

a. etiology of and nsk factors for pressure ulcers

b. risk ass=ssment took and their application

. skin assessment

d. selection and use of support surfaces

. nutriional support

f. program for bowel and bladder management

g. development and implement individualized
programs of skin care

h. demonstration of positioning to decrease risk
af tesue breakdown

i. accurate documentation of pertinent data

Incude medchanisms to evaluate program effective-

ness in preventing pressure ulcers.

Revized 2007
Copyright © 2007
Maticnal

Fraszure Ulcer
Adhazory Panel
WHNNPUAP.Org



ONLEME

Risk Degerlendirme

Cilt Bakimi

Pozisyonlama

Destek Yuzeyleri ve Ozel Yataklar
Beslenme

Egitim



Risk Degerlendirme Siklgl

* Hastaneye basvuran hastalar basi
yarasi yonunden degerlendirilmeli, iliskili risk
etmenleri saptanmali ve risk faktorlerini temel
alan onleme plani olusturulmalidir

* Bu degerlendirme

— Akut bakim uniteleri

* Yatista
* Her 24 saatte
« Hastanin tibbi durumu degistiginde

— Uzun donem bakim merkezleri, rehabilitasyon
merkezleri

* Yatista
* Ik 4 hafta haftada bir
« 3 ayda ya da hastanin tibbi durumu degistiginde



Risk Degerlendirme Olgekler

» Risk degerlendirmede kullanilan 40°dan fazla
olcek mevcut

 Bireysel risk faktorlerini sistematik olarak
degerlendiren gecerli, guvenilir ve yasa uygun
risk degerlendirme metodu kullaniimalidir

* Norton ve Braden en sik kullanilan olcekler

Dederlendirme olgekleri BY gelisme olasiligin
tainmin icin gelistirilrnistir; kesin gelismeyi tahmin
etmede yeterli olmayabilir ve klinik
dederlendirmenin onune gecermezler



Norton Olgegi

Alt Olcek ‘ 1 ‘ 2 ‘ 3 ‘ 4 Skor
Fiziksel durum Cok kotu Kotu Fena degil  lyi
Mental durum Stupor Konflize Apatik Canli
Aktivite Yataga Tekerlekli Yardimii Ambulatuar
bagimli sandalye yurime
Mobilite Immobil Cok sinirh | Hafif sinirl - Tam
Inkontinans |drar ve Genellikle/ | Bazen Yok
gaita idrar

Parametreler 1-4 arasinda puanlianir,
Toplam skor 5-20 arasinda dedisir, 12 ve altindaki skorlar yiksek risk

Neitem D. Am inwesiigrition of geriritiie Mying piepRmS ih hespiels. Lomdemn: Oniiell Livingsiomn, 1975,



Braden Risk Degerlendirme Olgedi

Alt Olcek | 1 | 2 | 3 | 4 | Skor
Duyusal Tumuyle sinirli Cok sinirli Hafif sinirli Bozukluk yok
algilama

Nem Hep nemli Cok nemli Bazen nemli Nadiren nemli
Aktivite Yataga bagimli Tekerlekli Bazen yurur Sik yurur

sandalyeye bagimli

Mobilite Tamamen immobil Cok sinirli Hafif sinirli Sinirlihik yok
Beslenme Cok kotu Olasilikla yetersiz Yeterli Mukemmel
Surtinme ve Hareket icin orta Serbestce hareket = Bagimsiz
makaslama veya maksimal eder veya minimal = olarak hareket

yardim gerekir yardim gerekir eder

Sirtinme makaslama 1-4 arasinda, digereri 1-3 arasinda puanianir,
4 yiksek risk, 23 duguk risk

Briedrm B. A eoneepiial et for e elfiviegy of pessuie sores. Remablieion Numirg 19393



Cilt Bakimi

« Deri bakimi prensipleri iyi bir kisisel hijyenle baslar

« Banyo sikligi bireysel olarak ayarlanmali (en az haftada
iki)

* Allerjik olmayan yumusak bir sabunla yikanmali

« Sicak su ve asiri surtunmeden kacinilmahdir

* Kuru cilt nemlendiriimeli

* Ayak tirnak bakimina dikkat edilmeli

- Inkontinansli hastalar icin mesane — barsak bakim
programlari olusturulmali

 Ciltte hizla kuru yuzey saglayan petler tercih edilmeli

« Giysiler pamuklu, hava gecirgen olmali, dar giysilerden
kaciniimali



Cilt Bakimi: Inspeksiyon

Hastanin cildi her gun bastan ayak bas
parmagina kadar degerlendirilmeli

Solmayan hiperemi
Bul olusumu
Odem — endurasyon l

dikkatlice

Persistan eritem l
degerlendiriimel

Lokalize sicaklik

Koyu pigmentli deride
— Mor ve mavi bolgeler
— Lokalize sicaklik



