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Background

The National Pressure Ulcer Advisory Panel (NPUAP) w
formed in 1986 to serve as an independent, nefor-profit,
professional organization whose mission is to advance tl
field of prevention and management of pressure injuries.
The NPUAP is comprised of leaaly experts from various
healthcare disciplines and serves as a resource around
the world to healthcare professionals, governmentand
public healthcare.The NPUAP has collalrated with
experts around the world to establish regional
organizations, such as the EuropeaRressureUIcer
Advisory Panel (EPUAP) and the Japanese Society

Pressure Ulcers.
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As part of their ongoing mission to improve preventior
and care of pressurenjuries, the NPUAP hacreated
many professional and educational resources to assis
healthcare professionals in establishing best practices
A subcommittee of the NPUAP, the Support Surfaces
Standardization Initiative (S3l), was formed to provide
guidance to the manufacturers of support surfaces to
improve the understanding of the role of support
surfaces in prevention and treatment of pressure
injuries. In 2007, the S3I published a list of
standardized terms and definitions related to support
surfaces b provide a common language among

manufacturers and healthcare providers.

The NPUAP has published recommendations for
pressure injury prevention strategies! The
recommendations center around interventions to
address the major risk factors associated with pressur
injury development. The recommendationsare

summarized simplybelow:
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The role of moisture in the

development of pressure injury

As defined by the NPUAP, the term microclimate refers
OEA EAAO AT A EOI EAEOU AC
skin/body and the surface on whichthe patient islaying.2
Moisture, which can accumulate due to a variety of
factors, weakens the skin andéhcreases the effect of
friction and shear. The increased impact is due to
increased tissue deformation and weakening of the tisst

due to maceration of the skin.

Another factor impacting microclimate is the position in
which the patient is laying. Skin émperatures can be
impacted by changes in positiopwhich can alter
superficial blood flow and contact areas of the skin.
OEUOET T T CEAAT T UR AO OEA E
metabolic demand increases. A 1°C rise in temperature
equates to a 13% increaseni metabolic demand? As
temperature increases, the risk of ischemia and moistur
production (perspiration) increases as well. As moisture
increases, so does the risk of tissue weakeninghich
further decreases the tolerance fophysical forcessuch
as pressure, shearand friction. The mechanism by whick
weakening of the skin occurs due to excessivaoisture is
by a softening of the stratum corneumdutermost layer

of skin cells)2

Moisture also causes increased permeability of the skin,
making it more suseptible to irritants.2 Increases in
temperature also impactthe presence of reactive
hyperemia.Reactive hyperemia is the excedslood flow
to an area that occurs when blood flow is restoredfter

an occlusion
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Reddening (erythema) that occurs to the skin may
dissipate once pressuras removed and blood flow is
normalized. In some cases, the erythema will not
dissipate (non-blanchable) and is indcative ofan

injury to the tissue.

Moisture refersOT AT U 1T ENOEA O

is subjected. In some cases, the moisture comes from
external source, such as fluids and other liquids
necessary for treatment of a condition. An example of
fluid -rich environment would be the operating roomor

labor and delivery.

In most cases, moisture is a bproduct of bodily
functions. Intrinsic moisture can occur from
perspiration, drainage from wounds or body cavities,

incontinence, and other insensible fluid loss.

About 25-45% of womenreport some form of urinary
leakage3 while up to 34% of males experience urinary
incontinence# Much focus has been paid recently to tf
prevention of catheter-associated urinary tract
infection. As such, the appropriate use of indwelling

catheters is beng examined and justified.



Prevention and m anagement of

m oisture

For the large number of patients that are incontinent of
urine and/or stool, the major preventative intervention
will be frequent toileting and offering assistance to the
bathroom or the bedpan/urinal. There are many external
urinary collection device options availalte to address
male incontinence. Mhimal viable options exist, for

AT A1 AOs8
Female External UrinaryCollection system tohelp

manage urinary incontinence in female patients
Whatever the strategy, the goal should be to prevent
incontinence when possible and to provide rapid
cleansing and drying once an incontinence episode has

occurred.

It is important that staff receive appropriate education
on the differentiation between a pressureinjury and
moisture-associated skin damage (MASDhcontinence-
associated dermatitis (IAD) is a form of MASD that is
caused by exposure of the sk to urine or feces. There
are many differentiating factors between pressure injun
and IAD (Tablel).

The evidencebased recommendations for prevention
and treatment of IAD are early assessment, diagnosis,
treatment, and prevention by way of cleansing,
protecting, and moisturizing the skin. This can be
accomplished by utilizing the appropriate pHbalanced

cleansers and barrier products to protect the skin.

Differentiation of IAD Versus Stage | and Il Pressure Ulcers

Factors

IAD

Stage | Pressure Ulcers

Stage Il Pressure Ulcers

History of condition

Location of affected
skin

Color of wound bed

Color of periwound
tissue

Characteristics of
involved area

Pain

Odor
Other

Exposure to urine or stool

Skin folds in areas where
urine or stool can
accumulate

Shiny, red, glistening, no
slough in wound bed

Red, irritated, edematous

Blotchy, not uniform in
appearance

Burning, itching, and
tingling

Urine, fecal odor

Candidiasis common (seen
as satellite lesions)

Exposure to pressure, shear, and/or
microclimate from immobility or inactivity

Skin usually over bony prominences or
exposed to other external pressure (eg,
medical device)

Nonblanchable erythema of intact skin

Normal for race/ethnicity, edema may be
palpable

Tend to be single areas of erythema

Sharp pain, usually no itching; pain may
intensify when patient is initially
moved off of injured areas

None

Redness tends to resolve with offloading
or repositioning of device

Exposure to pressure, shear, and/or
microclimate from immobility or inactivity

Skin usually over bony prominences or
exposed to other external pressure (eg,
medical device)

Shiny, pink, or red open wound, no
slough in wound bed

Normal for race/ethnicity, edema may be
palpable

Tend to be single ulcers with distinct ulcer
wound margin

Sharp pain, usually no itching; pain may
intensify when patient is initially
moved off of injured areas

None unless infected and then may have
odor of infecting organism

Ulcer bed is shallow and heals through
epithelialization

Abbreviation: IAD, incontinence-associated dermatitis.
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Incontinence-Associated Dermatitis Intervention Tool (1ADIT)

Skin Care for Incontinent Persons

The #1 priority is to address the cause of incontinence. Use this tool until incontinence is resolved.

1. Cleanse incontinence ASAP and 3. Notify primary care provider when skin injury occurs

apply barrier. and collaborate on the plan of care.
4. Consider use of external catheter or fecal collector.

shift in nurse’s notes or per organization's 5. Consider short term use of urinary catheter only in
policy for documenting skin breakdown. cases of IAD complicated by secondary infection.

2. Document condition of skin at least once every
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