Surface Manayement

Make sure that the

patient's air mattress is
working.

Check that the patient is
sleeping on a foam
mattress.

Use appropriate support
surfaces for individuals
who need them.

Ensure correct
placement of support

« Do a daily skin
examination.
« Assess pressure sore
risk with the Norton
Pressure Ulcer Risk
Assessment Scale.
Assess skin
temperature, moisture,
turgor, oedema,
tenderness, pain, and
pressure injury status

Pressure Injury Care Bundle Algorithm

Monitoring of
Initiatives

+ Evaluate the contact
points of medical
devices connected to
the patient during daily
care.

» When positioning the
medical devices, the
skin was supported
using pads.
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Define, Use Scale

Position
Management

Plan positioning hours
appropriate for the
individual and use the
repositioning chart.
Provide the lying position
consecutively (right side,
supine, left side)

Do not raise the head of
the bed more than 30
degrees wilhout additional
advice.

Pain Management

+ Assess pain using the
Wong-Baker Pain
Scale two times a
day.

Pain condition

|

Incontinence/Moisture
Management

+ Check for urine and
defecation before each
position.

+ Minimize skin contact
with feces and urine.

+ Check the skin for
excessive wetness
and sweat.

Condition of the incontinence/moisture
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surfaces such as gels E + Avoid giving a 90 degrees
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clean and dry. = .
%- pressure injury, do not
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« Daily skin cleansing and weekly + Provide injury care
bathing with a product suitable for the appropriate o the stage
pH of the skin. « If necessary, carry out injury
« Use a product with a barrier effect. care
N . with a wound care nurse.
+ Avoid vigorous rubbing and massage
on the skin.

Monitor the patient's hemodynamics.
Monitor laboratory results. Follow up
on additional diagnoses.

Figure 1. Pressure Injury Care Bundle Algorithm

» Remove urine, feces or
wetness from the
patient immediately.

+ Try to minimize
excessive sweating.

+ Use products with a
barrier effect.

Implement
nonpharmacologic
nursing interventions.

If the pain continues,
implement pharmacologic
interventions in
consultation with the
physican

Nutrition/Hydration

Management

Evaluate the
appropriateness of the
daily diet together with

the physician and
dietician.

Check weekly leukocyte
and albumin values.
Follow up on the intake
and extraction.

In cases where the
balance (intake is 200-400
ml more than extraction) is
impaired, make

an appropriate treatment
plan in consultation with
the physician.



	• In case of redness or
	with feces and urine.

