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Taking time for yourself

3 s we take time to reflect over

-Z S the past eighteen months, [

am sure that many of us find

it difficult to process everything that
has happened and all the changes
that we have been forced to make.
Throughout, we have worked to
maintain the safety of our patients
and teams and have barely had time
to consider our own wellbeing. As
we now try to return to some kind
of normality, remember to take time
for yourself — to renew and refresh.
Consider a team night out to
socialise and support each other and
have some fun in a different environment. Make plans, share thoughts and
look after yourselves and each other. Read our community matters feature
(pp. 10-17) — you are not alone.

It is always great tohear about inspiring initiatives in the community
which are making a real difference to people lives, such as Gemma Hawtin’s
wheelchair skills programme for children, ‘Making Stuff Better’, to help
them develop independence and participation (pp. 18-19). This piece shows
how by working as a'team and being open to new ideas, creativity and
service improvement can flourish. The work of ERIC, the Children’s Bladder
and Bowel Service, also demonstrates this, as despite the challenges of the
pandemic, it has diversified to enable the charity not only to survive, but
also thrive (pp. 30-31).

The journal again has a variety of clinical articles which cover conditions
you face during your day-to-day caseloads. Annemarie Brown takes a
thoughtful look at skin damage at the end of life and why some injury is
perhaps unavoidable (pp. 36—41). There is also a useful article on catheter
valves and how they can help to improve the chances of normal bladder
function after removing a catheter (pp. 52-56), while the fourth part in our
dementia series explores issues relating to dementia and continence and
their impact on patients and families (pp. 58-62).

As always, I hope you enjoy reading this issue. If you have any ideas for
articles, please get in touch, as it is always great to hear from our readers.
And finally, here at JCN, we are delighted to say that our exhibition and
study days are now back on the road. So, why not take a look to see when we
are next in your area — www.jcn.co.uk/events/series/roadshow-study-day.

Annette Bades, editor-in-chief, JCN

JOURNAL OF COMMUNITY NURSING .

Pictures on front cover courtesy of:
Savannah1969; Alexander Raths; Dml5050;
Dvkorn; John Keith; Elena Elisseeva; all at

Dreamstime.com
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NMC Fitness to Practice Hearings, function. It crosses all ages, gender
anc work with the Institute of Health and boundaries, and can result in
Visiting (IHV), where I have recently devastating physical, psychological
JOURNAL OF COMMUNITY NURSING @) supported the development of a and social effects. I am delighted to be

training package on domestic violence on the editorial board of the JCN, and
® and abuse (DVA). I am delighted to be to be given the opportunity to share
® part of the JCN editorial board, where ideas and experience and highlight the

current best practice can be discussed. essentials of continence care.
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Community matters

® @ @ Ineach issue of the Journal of Community Nursing, we
investigate a topic currently affecting our readers. Here,
Kate Upton, representative for Nursing Professions on the
Crisis, Disaster and Trauma Psychology Section of the British
Psychological Society, looks at...

Recognising compassion

fatigue and protecting wellbeing

Since the first patient in the UK was
diagnosed with Covid-19 on the 31st
January 2020, the last 18 months have
been unlike any we have experienced
in our lifetime. The impact of the
pandemic has been dramatic, turning
our lives upside down and changing
them beyond recognition — and

not least for community nurses,

like yourselves.

With the presence of Covid-19,
community nurses not only had
to deal with pre-existing concerns
(many of which have been
exasperated by the virus), but also
with new challenges and pressures.
Having to battle a shared enemy
that appears to thrive on hiding in
plain sight, many of you will have
been thrust into having to operate
outside of your comfort zone and in
environments where you may have
felt a loss of control. You will have
experienced a huge shift in the way
you carry out your work, having
been pushed into being more open-
minded and creative in managing
workloads, as well as having to
rapidly adapt to ever evolving new
ways of providing patient care.
For some, you may also have been
redeployed to roles where you have
needed to make use of new or rarely
used skills. And, of course, underlying
all of this, there is the understandable
additional concern of contracting the
virus and passing it on to others.

It should therefore not come
as any surprise that, for some, this
may be a period of increased anxiety
and a time when you may feel
overwhelmed and overstretched
by the situation you now find
yourselves working in. It is only

10 JCN 2021, Vol 35, No 5

Well, this is one that has hit home for me! I
departed the familiarity of primary care to head
back to critical care at the height of the first
wave of the pandemie, to the job I left 18 years
ago. I was not alone, nurses from a variety

of backgrounds came together to help in the
fight against Covid-19. I was one of the lucky
ones who was at least familiar with caring for
ventilated patients, although a slightly distant
memory. Caring for dying patients who could
not have their family at their side and breaking bad news via video
call were new ones on me, as was the horror of some of these patients
being our colleagues. I absolutely recognise the signs and symptoms
described in the context of compassion fatigue, in myself and many
colleagues. Am I practising any of the positive coping strategies I
would advise my colleagues to do? Of course I'm not, I'm far too
busy! Outside of work, I'm caring for elderly parents, shopping,
collecting prescriptions, participating in childcare bubbles... all of
those things that we all do. I juggle and make it all work somehow
— we all do, we are nurses and this is what we do. Why can’t we be
kind to ourselves, as we are to others... maybe we're just not used

to it? Maybe this is like all the other unhealthy behaviours we talk
to our patients about — we know it’s bad for us, but we still do it.
We know behaviour change is a lot more complex than just knowing
something is bad for us, perhaps that’s one to think about.

>

Joanne Loades
Independent nurse consultant and specialist in cardiovascular disease,
Norwich; clinical director, Learn with Nurses CIC

medical care hospital nurses
(Upton, 2018).

natural and inevitable that the
challenges and pressures you are
experiencing could take their toll.
Even in‘normal’ times, many of us
faced challenges when it came to
prioritising our own emotional,
psychological and physical
wellbeing, a situation that I observed
when studying the prevalence of
compassion fatigue (CF) in acute

Often referred to as the’cost
of caring’ (Showalter, 2010), CF
is a type of stress and fatigue.
It develops when prolonged,
continuous and intense contact with
suffering patients overwhelms a
caregiver’s psychological resilience



to a point where the compassionate
energy used by the carer exceeds
their restorative processes. As a
consequence, recovery power is lost
and CF develops (Gilbert, 2009).
The process of CF is progressive and
cumulative in nature, moving from
discomfort to stress and, finally, to
fatigue (Coetzee and Klopper, 2009).

CF is often associated with the
concepts of secondary (vicarious)
traumatic stress (STS) (Beck, 2011)
and burnout (Thieleman and
Cacciatore, 2014). Burnout arises
from conflict within the work setting
(Kash et al, 2000; Alkema et al, 2008;
Aycock and Boyle, 2009; Bush, 2009;
Potter et al, 2010). The conflicts can
include dissatisfaction with salary,
inadequate working conditions and
disagreements with managers or co-
workers. Secondary traumatic stress
(STS) is often used interchangeably
with the term compassion fatigue
(Sabin, 2013). The symptoms of it
can take the form of those found in
post-traumatic stress disorder (PTSD)
diagnosis and include ‘intrusion’,
‘avoidance’ and ‘hyperarousal’ (Bride,
et al, 2007), but the symptoms
develop through exposure to a
person suffering the effects of trauma
(Figley, 1995; Baird and Kracen, 2006;
Dominguez-Gomez and Rutledge,
2009), rather than to the traumatic
event itself (Sabo, 2006).

The effect of CF is multifaceted,
including physical, emotional,
social, spiritual and intellectual
effects. Symptoms of CF include;
boredom, cynicism, anxiety,
discouragement, intrusive thoughts,
irritability, persistent arousal, sleep
disturbances, depression, intolerance,
detachment, apathy and not least, a
loss of compassion (Joinson, 1992;
Figley, 1995, Dominguez-Gomez
and Rutledge, 2009; Quinal et al,
2009; Hooper et al, 2010; Boyle,
2011). Those experiencing CF can
also develop physical symptoms,
including; increased blood pressure,
weight gain, fatigue, stiff neck,
immune dysfunction and, an
increase in gastrointestinal problems,
cardiovascular disease and diabetes
(Aycock and Boyle, 2009).

The stress and emotional
exhaustion caused by caring not only

If you want to read an important article that has
been published over the last three years, please read
this feature by Kate Upton very carefully. If you -
read what Kate says and ignore my comments I am
happy, but it can change you and make you ready
for the future.

As a general practitioner with a background
in trying to cope with the many psychological, physical and social
conditions our patients present with, along with their spiritual
problems, this makes me warm to the holistic themes and recognise
that at a national level we have not managed to cope with the
psychological consequences of the pandemic well.

More than ever, I think it is important to recognise that people have
not only their physical problems, but virtually all have co-existing
psychological and social problems that are expressed when we see them.
As well as the problems of shielding, management through Covid-19
and coping with co-existing problems, we are faced with a tsunami of
need that will become evidert over the next few years.

The concept of compassion fatigue is lovely and something that we
will all recognise in colleagues who forget to care for people who
have problems.

It fits with-ethical and social theories of care and recognises that
we can lose that care for our patients. I have been providing care since
a student in 1979 and wonder how often I lose my care for people...
how about you?

[ was sad to see that compassion fatigue was linked to salary,
work conditions, and problems with managers. As a GP partner, I
would be really keen to chat to those who are affected in the practice
and try to resolve and improve the conditions my colleagues work
in. It is important to talk to the people who have a lead role in your
organisation, as I am sure they want to make sure that you feel able
to care still.

We certainly need to look after each other — and we need to look
to all our colleagues for help and support. When you next go into your
clinical workplace, let those around you know how much they are
appreciated, especially during such a long period of increased work
and pressure.

I hope you will all stay safe, look after yourself and your colleagues
— after all, we are so much stronger together.
Steve Holmes

GP, The Park Medical Practice, Shepton Mallet, Somerset; associate
postgraduate dean (Somerset), Health Education South West

‘withdrawal’ and‘emotional
numbing’, may be adopted (Upton,
2018). Studies have also shown
that CF can cause more sick days,
decreased productivity (Pfifferling
and Gilley, 2000), changes in job

takes its toll on a nurse on a personal
level, but also on their place of work.
Worryingly, in order to cope with the
emotional and physical symptoms

of CF, unproductive, self-protective
coping strategies, such as’avoidance’,

JCN 2021, V0135, No5 T




Community matters

performance, patient dissatisfaction,
poor professional judgment and

an increase in mistakes (Schwam,
1998; Bride et al, 2007; Burtson and
Stichler, 2010; Potter et al, 2010).
Unfortunately, the consequence

of these factors is that the quality
of compassionate care a patient
receives can be negatively impacted
upon (Dominguez-Gomez and
Rutledge, 2009).

In addition, poor staff retention
and falling recruitment have been
cited as an effect of CF (Maslach et
al, 2001; Gemlik et al, 2010; Parry,
2008; Bartram et al, 2012; King’s
Fund, 2018). Repeatedly working
understaffed, while suffering from
stress and ignored mental health
needs, only worsens the retention
and recruitment crisis we find
ourselves in. Indeed, a recent
survey conducted by the Royal
College of Nursing (RCN, 2020)
showed that although nearly 90%
of nurses still remain passionate
about their profession, the last 12
months has seen an increase in the
number of nurses wanting to leave
the profession, with over a third
considering to do this by the end of
2020 (RCN, 2020). Similarly, in April
of this year, aYouGov poll (https://
yougov.co.uk/topics/health/articles-
reports/2020/04/15/covid-19-most-
nhs-staff-worry-theyll-infect-those-)
reported that when asked if Covid-19
had made them more likely to want
to leave the sector, 29% of registered
nurses and midwives replied ‘yes’.
What is particularly alarming is
that the report also showed that
when asked the same question,
22% of all NHS staff replied ‘yes’,
which equates to 300,000 leaving
the service. Disturbingly, with this
study having taken place back in
April of this year, it does not take
into account how people are feeling
right now. Sixmonths down the line,
faced with lower levels of morale
and higher levels of burnout, it has
been suggested that the impending
turnover rate of 300,000 healthcare
workers, is actually underestimated.

So, as individual nurses and as
healthcare managers and leaders,
what can we do to help mitigate the
prevalence and levels of stressors
that are impacting the mental

12 GPN 2021, Vol 35, No 5

health and wellbeing of community
nurses, and ultimately, the care our
patients receive?

To begin with, we need to
accept that phenomenon like CF
and burnout do exist. We need
to recognise that they are not
diseases, but a set of warning signs,
and the unfortunate trade-off of
providing competent, compassionate
patient care. We also need to
acknowledge that denial can be one
of the most damaging symptoms
(Compassion Fatigue Awareness
Project), as it hampers those of us
whose wellbeing is suffering from
accurately judging how stressed,
anxious and fatigued we really are,
which in turn prevents us from
seeking help and support. We
therefore need to arm ourselves as
nurses with an awareness of what
CF and burnout are, and the sorts of
symptoms one may experience. In
doing so, we will be better equipped
at identifying it in ourselves and
others, and subsequently, be in a
better position to minimise and
prevent it. The Professional Quality
of Life (PROQOL) questionnaire is
a measure that can give you quick
feedback about CF, burnout and life
stress (Stamm, 2005).

Coupled with an increase in
awareness, healthy self-care is
extremely important if we are to
start to understand and alleviate the
emotional, cognitive, behavioural
and physical effect of our work. Both
at and outside of work, community
nurses need to prioritise their own
wellbeing as much as possible. You
can help to begin to achieve this by
evaluating your own coping skills
and thinking about your habits
by asking the question, ‘when
[ am feeling overstretched and
overwhelmed, do I adopt positive or

negative coping strategies?’. Table 1
shows some examples.

Then, think about what you
value and need on a daily basis
during these difficult times. These
needs could be physical, emotional,
spiritual, financial, professional,
psychological and/or social. Next,
reflect on what existing coping
strategies are/or not working and
start working towards reducing
and then eliminating any negative
coping strategies you may have
adopted. Also, ask yourself whether
there are any barriers to maintaining
your self-care and, if so, do you need
help to overcome these barriers?
Once you have determined your
personal needs and strategies, write
them down and create a self-care
plan, just as you would for a patient
in your care.

To support wellbeing, it is also
helpful to appreciate that our own
feelings of anxiety and distress (and
of other’s) is a normal response
to the exceptional nature of the
present crisis, remembering that
‘it is okay to not be okay’. We
need to foster a sense of self-
acceptance and strengthen our self-
compassion by being gentle, kind
and understanding with ourselves,
accepting that we are not perfect and
that we are not alone in the way we
are feeling (Neff, 2003).

Although improving our
individual coping strategies and skills
on a personal level has an important
role in improving our health and
wellbeing (Cooper et al, 2001;
Ruotsalainen et al, 2008), evidence
suggests that a systems-level
approach (including organisational,
cultural, social and physical aspects)
is needed if effective and sustainable
health and wellbeing interventions

Table 1: Coping strategies

Positive Negative

Exercise Skipping meals

Engaging in a hobby Working through breaks

Yoga and meditation Smoking

Connecting with others Excessive drinking of alcohol

Listening to music Withdrawing from family and friends
Watching a film Being snappy and irritable towards others
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Community matters

are to be created (Boorman, 2009;
Poland et al, 2009; Brand et al,

2017; Health Education England
[HEE], 2019). Indeed, a recent report
published by The King’s Fund (West
et al, 2020) calls on healthcare leaders
and organisations to commit to
prioritising the health and wellbeing
of nursing and midwifery staff, and
highlighted the need to concentrate
efforts on changing factors that
‘cause’stress in order for nurses and
midwives to flourish and thrive

at work.

Recently, the International
Council of Nurses (ICN, 2020)
has echoed these views, having
stressed that, in order to prevent
and alleviate the mental health and
wellbeing consequences of this
pandemic in nursing staff, there
is a need to actively support and
build resilience across teams and
the healthcare system as a whole.
The new report published by the
King’s Fund (West et al, 2020) argues
that the health and wellbeing of
nurses and midwives is critical to
the quality of the compassionate
care they provide for patients and
communities. The report sets out
eight key recommendations aimed
at supporting nurses and midwives
to flourish in their work and to
provide sustainable, compassionate
and high-quality care. One of these
recommendations is to ensure that
health and care environments have
compassionate leadership and
nurturing cultures.

For healthcare organisations to
nurture a culture of compassion, they
need their leaders — as the carriers
of culture — to embody compassion
in their leadership. Compassionate
leadership is about treating people
well, as well as understanding
yourself and those around you. As a
compassionate leader, you will need
to encourage staff to share their
thoughts and ideas so that they feel
that their voices are listened to and
valued. Rather than telling staff what
todo, you will also need to work
collaboratively to find resources and
strategies to improve ways of working
that are intelligent and thoughtful
(Atkins and Parker, 2012).

For more strategies and resources
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’Q The advice to stay home, save the NHS and
save lives is a powerful message and yet

has it missed an opportunity to embrace the
notion of self-care for us; as individuals,
those we care for and our commumtzes?

handwashzng, staying at home and socially
8 distancing wherever possible, will and has
benefited individuals, families, friends,
work colleagues and thewider community

— in many instances, with:acts of kindness

and community engagement,

At the same time, individuals have been reminded of the
importance of achieving good basic physical and mental health.
There are significant concerns however, that for many this means
they haven't sought help and advice early enough. It is essential that
people seck the help that they need for issues other than Covid-19.

Vaccines make people understandably see the potential light at
the ‘end of the tunnel’ and. the road ‘back to normal’. The need for
basic hygiene to help prevent transmission of numerous infections;
the SARs-CoV2, influenza.and noroviruses to name just a few,
should always be paramount and is a fundamental principle

of self-care.

Self-care doesn't mean just being on your own, it is about acting
quickly and seeking advice from the most appropriate people as

quickly as possible.

There are many aspects of people’s self-care behaviours
however, which should be encouraged in the long term. Not just the
principles of effective self-care, but also some of the initiatives to
eat healthier and partake in regular exercise not only to maintain
health and wellbeing, but also to greatly improve it.

Helen Donovan

Chair, Self Care Forum; professional lead for public health, Royal College

of Nursing (RCN)

that can facilitate supporting the
physical and emotional wellbeing of
nurses during these unprecedented
times, the British Psychological
Society’s Crisis, Disaster and Trauma
Psychology (CDT) Section (of which
I am the external representative for
the nursing profession), has drawn
together a collection of resources
that healthcare organisations,
managers and team leaders may
find helpful in supporting their

staff to navigate through the‘active’
phase of these uncertain times

(www.bpscrisistrauma.net/staff-
support). The website also contains
information on how individuals

can protect their own health and
wellbeing at work, including self-care
strategies, how to be compassionate
towards oneself (self-compassion),
and how to recognise CF.

What we also need to be mindful
of is that for some nurses, the mental
health consequences of the pandemic
may currently not be clear, but could
surface in the weeks, months and




years to come. The ICN and the
British Psychological Society (BPS)
recognise not only the importance

of considering the immediate health
and wellbeing issues that healthcare
staff may be experiencing caring

for patients during these new

and demanding times, but also of
preventing the long-term emotional,
psychological and physical impact. To
reflect these concerns, BPS guidance
and the CDT website offer resources
to support restoring and maintaining
staff wellbeing in the ‘recovery’ phase.

As nurses, we are often better
at taking care of others than we are
at taking care of ourselves. While it
is anticipated that at some point in
your nursing careers your wellbeing
may be affected by the care you give,
you need to remember that if you
don't look after yourself you will
find it harder to look after others. It
is therefore important to develop an
awareness of your own limitations
and needs, and then address them
to support your wellbeing. It is also
crucial, as healthcare leaders, that
you actively prioritise the value and
appreciation placed on nursing staff
and encourage them to access and
adopt strategies and resources that
improve and support their wellbeing.
By doing these things, community
nurses (as well as nurses in other
healthcare settings), will hopefully
have a better chance of managing the
stresses of work, both today and in
the future.

So, to end, I would like to leave
you with two things to ponder. First,
that we all need to start showing
ourselves some kindness and taking
comfort in the thought that we are
not alone in the way we are feeling...
remember, others are having a tough
time too. And finally, a few words that
express succinctly the impact caring
has on those, like you, who care.
Taken from the book ‘Kitchen Table
Wisdom’, the words are particularly
pertinent for the times we currently
find ourselves in:

Thefexpectation that we can be

immersed in suffering and loss

daily and not be touched by it,

is as unrealistic as expecting to

be able to walk through water

without getting wet.

Dr Rachel Remen, 1996: 2

Working closely alongside nurses in primary
care, I can appreciate how challenging a

time this has been for you all in practice and
would like to take this opportunity to express
my heartfelt thanks and appreciation for the
compassion and dedication you have all shown
to your patients and colleagues during this
difficult time. The Covid-19 pandemic has
arguably proven to be one of the most difficult
challenges faced by modern medicine. It has
resulted in increased pressure and demand on
our health service, forcing us to practice in an environment of rapid
and significant change. This changing environment has meant that
many of us are adjusting to new and innovative.ways of working,
making greater use of digital and remote consultations, as well as
managing patients with increasingly complex mental health needs —
all of which can understandably result in feeling overwhelmed and
experiencing compassion fatigue, as Kate's article has importantly
highlighted. It has never been of greater importance for us all to work
across interprofessional boundaries and check-in with/support our
colleagues’ wellbeing, as we navigate through this challenging time
together. That said, Lwould like to echo the importance of recognising

compassion fatigue within ourselves and of avoiding those negative
maladaptive coping strategies listed within the article, and instead
looking to adopt positive and healthier strategies to improve our
mental health and wellbeing again, seeking support from colleagues,
management or our own healthcare professionals. Tauking time for
self-care and relaxation after a stressful day is as equally important
as the care we provide to our patients, as we need to be well to
continue to provide high quality care. The notion that Kate quoted
of the expectation to be unaffected by suffering as comparable and as
‘unrealistic as expecting to walk through water without getting wet’
really resonated with me, and I shall endeavour to be more mindful

of this in my own future practice.

Caroline Mcintyre
Primary care pharmacist, Falkirk
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Community matters

Nurses in primary care have faced a year of unprecedented challenges in 2020. While
this has been acknowledged, including at the highest level by our chief nursing officers,
we are concerned that some nurses — and perhaps some employers — are still
underestimating the impact of the pandemic on individual health and wellbeing.

As well as challenges in the workplace, people have also faced disruption to their
home lives and many have felt unable to relax or to have a real holiday. Many of us
have also been separated from family members and other loved ones.

Earlier this year, the Queen’s Nursing Institute (QNI) created a telephone listening
service, TalkToUs, specifically for nurses working in community settings and in social care. We have trained
listeners, all of whom are Queen’s Nurses, who are available to speak with any nurse who needs a listening ear,
whether it is about work or any other aspects of their life. All calls are dealt with in complete confidence.

To arrange a call, please send an email to talktous@qni.org.uk and we will arrange a time to speak. We offer
emotional support — we do not offer counselling, but we can signpost you to.other sources of help and advice.
Nurses have told us this has been a real boost during these difficult times, so please don't hesitate, talk to us.

Matthew Bradby
Head of Communications, Queen’s Nursing Institute (QNI)
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I think everyone reading this will have had a challenging year, not only professionally but
also personally. Covid-19 has changed the world as we know it, causing high levels of stress
and anxiety while considerably adding to our already high workload levels. Looking after
your own mental health and wellbeing is more important now than ever. Burnout seems to
be a common factor with allimembers of healthcare teams across secondary and primary
care settings at this point. Everyone seems exhausted and exacerbated with ongoing personal
life restrictions, and the pressure of providing high quality care with what feels like one hand
tied behind our back. GPNs across the country have had to adapt care delivery and increase

‘ digital reviews by means of phone calls and video assessments with no time to prepare for
this. Personally, I have tried to embrace the changes positively as a way to improve how I deliver my clinics in
order to reach as many patients as possible, and to ensure that they aren’t missing their annual reviews and
regular health checks, although this has been a challenging task!

I have often felt overwhelmed and worried for patient’s health and wellbeing and the impact that the
Covid-19 pandemic will have on chronic disease management in the longer term. With the added anxiety of
potentially catching coronavirus and passing it on to patients, co-workers or family, I would be lying if I said this
year hasn't had an effect on me on a very personal level, and I am certain others feel the same.

It is vital to be able to make time for self-care — something I often struggle with, as having two children under
five at home does not allow much time for self-care. I often feel like I go from nurse to mum and vice versa with not
so much-as a cup of coffee in between. I wish I could say I had great tips for self-management for anxiety/stress, but
[ am my own worst enemy for giving all of myself to others without leaving much energy or time for myself.

L actively try and maintain a healthy work life balance (not easy), ensure I take even a 10-minute shower at
the end of the day just to take a step back, breathe and reflect on the day. One thing that has been helpful during
this stressful year is having good working team relationships; we ensure a weekly meeting (via MS teams) to
discuss practice matters. However, this is also a safe space to raise any concerns or worries. I feel that this really
helps, as not only does it improve team communication, but it also allows us to support each other during these
uncertain times. Communication is absolutely vital, not just from nurse to patient, but also to your team. If you
are struggling, speak to someone, reach out for support, you never know, others may be feeling exactly the same.
Cheryl Crawford

Practice sister, Brachead Medical Practice, Renfrew
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Gemma Hawtin, physiotherapy
assistant, Leeds Community
Healthcare NHS Trust

Making stuff better
to provide the best

care possible

‘Innovation is a word we
hear a lot. But what is
innovation and quality
improvement? How do we do
it and what sort of process
enables its success?’

he author’s trust, Leeds
| Community Healthcare

NHS Trust, has a dynamic
methodology around quality and
service improvement called'Making
Stuff Better’. It is a simple phrase, but
holds some meaningful principles
which the staff aim to follow.

The first is that everyone can make
stuff better at work — we can all have
ideas that can result in a positive
difference. The second is promoting
a culture of service improvement,
where this approach can just happen
and flourish.

My work around improvement
and innovation was a wheelchair
skills programme for children tohelp
them develop independence and
participation. This was started after I
noticed that children in the specialist
learning centres in schools were
struggling to use their wheelchairs
due to lack of independence. Staff
were pushing children around, so the
child was unable to make the choice
of where to move.

Thus, after discussion with
colleagues and managers, a new
wheelchair skills training programme
with a flexible child-centred approach
was developed. This programme
included, outcome measures at start
and finish, 4-6-week sessions up to an
hour with the physiotherapy assistant
working on skills, games, confidence,
independence and making their own
choice to move.

JCN 2021, Vol 35, No 5

After searching the internet, it
became apparent that there were only
charity run sessions locally, which
occurred on an annual basis. I thus
spoke to management about evaluating
our wheelchair skills intervention at
4-6 sessions every other week with
children at the specialist learning
centre. The children responded well
to the intervention and the parents
thought it was a good idea. I used
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this to create an intervention that

could be used alongside our current
interventions, i.e. hydrotherapy,
rebound, constraint induced movement
therapy (CIMT) and land-based
sessions. This would also mean that,
unlike previously, a child was not
waiting a long period for a course with
a charity who used to come in (funding
for these sessions had also dropped).

The project gained momentum with
these evaluations, with the PDSA (plan,
do, study, act) cycle being used on a
regular basis to help with development
of the programme. Parents, and children
using the wheelchair training, have

\NG-Sp,

reported an increase in confidence and
participation, as well gaining increased
independence and mobility with their
newly learnt wheelchair skills.

The training package is now used
by physiotherapy assistants across
Leeds as part of the service offered.
The fact that children can be seen by
the physiotherapy assistant has also
resulted in a 90% reduction in waiting
times. Before the intervention was
created, children had been waiting up
to a year for a course.

The patient-centred nature of the
programme is ongoing because, as
said, it is constantly being re-evaluated
to ensure it is relevant to the current
situation for each individual child.

Seeing children’s faces when they
achieve their goals and are able to
move the wheelchair with help and
guidance makes it all worthwhile.

In October 2020, the project
won the NHS Employer’s Award for
outstanding achievement by an allied
healthcare professional (AHP), or
healthcare science apprentice, support
worker or technician in the Advancing
Healthcare Awards (AHA).

The AHA judges said, The team
showed a huge commitment to the



children they work with — their
passion shone through... They

did what they knew was the right
thing and showed real leadership in
action, taking more senior colleagues
with them.”

The skills and knowledge,
I've gained through creating this
intervention has also enabled me to
assist physiotherapists with other
projects-and areas of development,
creating a better service for families.
Indeed, families who have used the
programme have told us that they
think it works well for the children
as it gives them independence and
choice. The waiting times have made
a huge difference. When the child
revisited the wheelchair centre,
most improved skills, kept their
wheelchairs, and progressed rather
than regressed due to being able to
take part in the programme.

Trust manager, Sarah Cantwell,
commented, ‘It’s been great to see the
project grow from an initial idea to
meet a gap in service into a training/
intervention package and outcome
measure that has gone on to win an
award. Gemma was full of enthusiasm
and ideas which helped drive the
project forward; all she needed
from us was some guidance and
encouragement along the way.

It's wonderful to see assistant staff
lead on a project and develop their
skills and confidence. It has certainly
inspired the rest of the team too.’

A work colleague, Michelle
Reynolds, shared that:“Gemma’s
success with her project work has
been inspiring. She has removed the
barriers (perceived and actual) that
had prevented me from engaging
with project work. Knowing that she

is willing to share the knowledge

she has gained makes me feel more
confident to push myself further in my
own project work.”

Three aspects became apparent
from this service development, without
which it would have floundered rather
than flourished, namely:

) Culture
» Leadership
) Process.

The first is creating a culture where
those who do the work name and
create change: Myron Rogers, one of
the world’s leading system experts, in
his famous‘Myron’s Maxims'named
three essential principles of work as:
> People own what they help create
» Real change happens in real work
» Those who do the work, do

the change.

The second is open leadership. My
manager was open, interested and
supportive and trusted and let me
explore and test ideas. This approach
enabled innovation to happen.
Leaders and managers should be
enablers of creative innovation and
service improvement.

The third is a process to allow
ideas to become actions — where
what we see becomes living
improvement. This meant a clear
plan of action and measures to gauge
success. This was underpinned by
reflection and feedback.

Part of the process was celebrating
the work as it developed and
unfolded. This involved listening to
and acting on service user thoughts
and reflections.

Sam Prince, director of operations
at Leeds Community Healthcare NHS
Trust said:’Gemma is an inspiration
and demonstrates our values and
behaviours within Leeds Community
Healthcare Trust. We actively
encourage everyone to look at how
they can continuously improve their
work/role and“Make Stuff Better”...".

In the author’s experience, the
‘Making Stuff Better’approach helps
release creativity, offer quality services
and enhance the health experience of
services users.  JCN
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Mary Speirs, director of nursing,
Coloplast

he day we got the announce-
Tment from the Care Quality

Commission (CQC) confirming
our nursing and telehealth service had
been awarded’outstanding, I felt so
proud. I also thought about all the NHS
nurses who are so incredibly tired and
hardworking, and I wished they could
all be told they too are outstanding. For
after the 18 months they have had, they
completely deserve it.

Of course, I already knew that
the staff we have and the service
we provide is truly outstanding, but
having the CQC confirm this, is such
a fantastic recognition of the hard
work the team at Coloplast put in
every single day to make life easier for
people living with intimate healthcare
needs. Receiving this rating means that
Coloplast is the only one inits field to
have received an’outstanding’rating for
a service like this in England.

Our extensive experience in
developing products and services for
people with deeply personal medical
conditions, which are often associated
with trauma and taboo, means that
we know it makes sense to be able to
deliver care based around a person,
removing some of the administrative
burden, plus treating them, where
possible, in a place of their choice. This
administrative burden includes finding
information about lifestyle, returning
to work, going on holidays, diet and
nutrition. We can also arrange for the
collection of the GP prescription when
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Outstanding people
and outstanding

partnerships

needed and signpost to other sources
or support services.

Our CQC accredited service can
be trusted to deliver for patients, their
families and the NHS.

For many years now, Coloplast
UK has invested in clinical and
nursing teams to support customers,
patients, and their loved ones, with
their ostomy, continence, wound care
and interventional urology product
needs. We do this by providing a range
of services to the NHS, including
community nurse partnerships and
telehealth services. This not only helps
those living with intimate healthcare
needs to live their lives to the full, but
also significantly reduces pressure on
the NHS. This is something that has
become of even greater importance
over the last eighteen months, when
our health service has been tested like
never before.

We work by helping the NHS
to respond to patients’needs by
establishing joint pathways of care.
Our team undertake clinical and
lifestyle reviews with individuals, their
families and carers, during which the
specialist advice we give can prevent
complications occurring and ensure
that they are getting the best out of
their products. In addition, our staff
are trained and able to detect any
problems an individual might be
currently experiencing during these
reviews, ensuring that there is efficient
and timely referral to the appropriate
clinical team where required. We
always escalate when clinical or
medical issues are identified; our staff
are trained in safeguarding, consent
and data protection. As a result of our
nursing and telehealth teams, there are:
>  Fewer emergency admissions

to hospital
> Areduction in the need for

potentially avoidable
GP appointments

» The prevention of social and
economic difficulties for individuals
often associated with the poor
management of such conditions.
For example, this might mean
fewer emergency admissions
to hospital or a reduction in the
need for potentially avoidable
GP appointments. This can be
quantified by data from Coloplast
Charter Telehealth Service Data
in 2018: 31% of patients who
benefited from Charter would
have accessed NHS services if
they had not received this support,
amounting to £100,000 per year
equivalent NHS appointment
costs, thus reducing demand in the
system from this group of patients.

Indeed, the CQC inspection found
our staff go‘the extra mile’”.

We likea first’ at Coloplast. Ours
was the first commercial nursing team
in our field to obtain CQC registration
in 2011 and has achieved consistently
successful inspections for the safety
and quality of care delivered. As
part of our commitment to provide
appropriate and continuity of care,
we were successful in extending our
nursing service CQC registration to
include telehealth services in 2018.

As a result, we are currently the only
private provider in our field to offer
a CQC registered joint nursing and
telehealth service.

Our latest CQC inspection
took place in June. As you would
expect, it was a rigorous process.
The CQC spent time in clinics with
nurses, met the teams and leaders
involved, including myself, and most
importantly, asked patients, carers
and customers themselves for their
views on our service. (Patients can
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access our clinics via GP or healthcare
professional referral, or through
self-referral via Coloplast Charter.)
The inspection reviewed the service’s
performance against a wide range

of criteria, including staffing levels,
infection control measures and staff
training and competencies.

Following the feedback they
received and their own assessments,
the CQC report described us as having
staff who are’committed and prepared
to go the extra mile to provide care
for their patients’. The report goes on
to say that staff in the nursing and
telehealth service‘treated patients
with compassion and kindness and
respected their privacy and dignity.
Staff took account of their individual
needs and helped them understand
their conditions’. In addition, the CQC
‘found highly dedicated and passionate
staff who were committed to providing
a good service for patients and partner
organisations. All staff we spoke with
were positive, knowledgeable and
passionate about their work.”

To say that I am proud of our team,
the culture we have fostered of utmost
commitment to high quality care, and
all of what we have achieved is
an understatement.

Here is just one example of where
our team has gone the extra mile to

ensure patient safety, helping avoid
additional complications and accessing
NHS services.

As part of a community review
partnership, one of our stoma care
nurses contacted an established
stoma patient who also suffers with
chronic obstructive pulmonary disease
(COPD) to offer a home visit. During
the call, the patient became very
breathless, distressed and wanted
to call 999. Our nurse visited the
patient within the hour, carried out
a full assessment, concluded a chest
infection and put the patient on a
nebuliser. Following the visit, the
nurse informed the patient’s GP of the
situation, referred the patient to the
community catheter support team and
reinforced his stoma care routine.

WHERE DO WE GO NEXT?

So, what’s next for the team? Few
can deny that the current Covid-19
pandemic has been one of, if not

the greatest challenge the NHS will
have faced over its years. We have
strived to support the NHS in any
way that we can during this time, and
we will continue to display the drive
and determination to deliver trusted
advice and care to support people with
intimate healthcare needs.

Where the public has looked after

bers of the Coloplast nursing and telehealth teant.

vulnerable neighbours or people have
made homemade scrubs, facemasks
and laundry bags for NHS staff, has
shown how kindness has been king
over recent months. I, along with the
other senior staff at Coloplast, will
also be making sure we look after our
nurses too and thank them for all of
their hard work at such a difficult time.

This outstanding CQC rating
means that patients and healthcare
professionals can continue to have the
utmost confidence that Coloplast’s
nursing and telehealth services are
nationally recognised for providing
high quality care. We are constantly
striving to evolve and improve the
service we deliver, and this rating
will spur us on even further. We will
use this recognition as a testament to
our work, but also an opportunity to
reflect and consider what we can do
even better in the future.

We are proud of all that we do and
the dedication shown by our members
of staff, particularly through the
difficult last eighteen months when
our patients and consumers have
needed us most. However, we are only
one part of the system that makes
the life of a person with intimate care
needs that bit easier. So, to all my
nurse colleagues out there in the
NHS, I want to say that we think
you are all outstanding.  JcN
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Roger Black MBE, founder of
www.rogerblackfitness.com

released the song‘Keep on

Movin’. At the time, I thought I
was invincible. I was European and
Commonwealth 400m champion
and it became the anthem for my
trackside warm-ups. Back then, I
didn’t think about my fragility or
the fact that I had a congenital heart
condition to consider every time I
stepped onto the track. I kept on
moving. And fast. It all changed
when I broke my foot and was on
crutches for several months. I would
have given anything to get moving
again; to compete for Great Britain
and challenge for medals on the track
against the world’s best athletes.
I slowly recovered, began moving
again, and after nearly two years,
was once again back on the warm-
up track listening to Soul II Soul and
dreaming of Olympic success.

In the late“80s, Soul II Soul

Roll forward to today; I'm a
55-year-old with two dogs, three
children, a busy family life, juggling
a portfolio of businesses and living
with a far greater respect for my
heart condition. I'm still able to
relive the glory days of winning
World and Olympic medals by
speaking at conferences and dinners,
which often reminds me that time
stands still for nobody. I am now in
my sixth decade and managing my
health and fitness in the best way I
can, with very different goals.
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Keeping the nation’s
nursing profession

moving...

‘It may be easy to push
health and fitness down a
list of priorities when
working crazy shifts, but
consider the wise words of
Aristotle: ‘We are what we
repeatedly do.’

Since retiring from athletics
in 1998, the question I am most
frequently asked is: ‘What exercise do
you do now?”. I find this fascinating.
Of all my life experiences, from
winning Olympic medals, to Strictly
Come Dancing (fifth place, series 2!),
it is my fitness regime that people
are most interested in. As a nation
exposed to so much social media,
health and fitness has never been
more visible. Back in my athlete days,
in the’80s and early‘90s, we were
limited to video sets and breakfast
TV with Mr Motivator or The Green
Goddess. We can now access the
world of fitness at the click of a
finger, whenever we like and
wherever we are.

My answer to the question is this: I
go for a 30-minute jog most mornings
with my wife, Jules, and the dogs and
then enjoy a variety of activities
throughout the week, including
swimming, tennis, outdoor games
with my children or inside on my
home fitness equipment — I've had
to give up football as my ageing knees
made it hard for me to move the next
day! I try to eat well, enjoy a drink,

a Netflix binge and the occasional
takeaway. But everything within
reason. The important thing for me is
to include fitness as a daily‘habit’.

My routine certainly isn’t ground-
breaking. It just fits in with the

lifestyle that I now lead. Many of you
may work long shifts within stressful
environments and struggle to eat
regular meals and practice self-care.
Then you might log on to social
media and feel overwhelmed with
health and fitness advice. You may
even feel you are under-achieving or
inadequate in relation to your health
and wellness when you see the
fitness regimes of others. We all need
to find a routine that fits into our
working and personal life, that is both
achievable and realistic and becomes
our normality — a daily habit.

The Roger Black Fitness strapline
is‘fitness for every body’. Health and
wellbeing is for all and is prescriptive
to you and you only. It may be easy
to push health and fitness down a
list of priorities when working crazy
shifts, but consider the wise words
of Aristotle:'We are what we
repeatedly do’.

Fitness needs to become a habit
and slot into your day, without
associating guilt or fear of ‘not
having enough time’for you and
your physical and mental wellbeing.
If you can’t exercise outside, you
can work out at home or do some
stretching during a work break. We
need to keep surprising our bodies
and to keep them active and mobile.
But exercise doesn'’t have to be for
long periods of time. It just needs to
be frequent.

So, how much exercise should
we be doing? While numbers vary,
according to a 2021 CNN report,
the Norwegian School of Sports
Medicine conducted research into
time spent exercising per day as
a precursor to life longevity. They
found that just 11 minutes of
moderate exercise, equivalent to a
brisk walk, had a noticeable effect on




your life expectancy, with optimum
results derived from those who
exercised 35 minutes a day (www.
cnn.com/2021/01/06/health/daily-
exercise-increase-life-span-study-
wellness/index.html).

Covid not only put health centre
stage around the world, but also
showed us the value of managing
ourselves better mentally, physically
and emotionally, particularly if
we are clinically vulnerable in
terms of age or condition. During
lockdown, it was also reported that
we should move our bodies for five
minutes every hour to counteract
inactivity (www.sciencedaily.com/
releases/2021/03/210322112904.htm).

While we were inside, with gyms
and sporting facilities closed, many
people took great joy in their one
hour of outdoor exercise a day. We
valued it and prioritised it. Finding
joy in exercise doesn’t have to be
high-brow or complicated. If you are
limited on time and funds, there are
always solutions to improve your
overall health without spending over
the odds.

If you don’t have weights or
fitness equipment at home, you
can be creative by using cans or
bags of rice as weights; use a chair
or wall to stretch against, or a belt
as a yoga strap. Walk up the stairs
or brave two at a time; there are
sustainable fitness choices to be
made throughout the day.

When my mother-in-law was
recovering from heart surgery some

Right to left: Roger Black, John Regis, KrissiAkabusi and Derek Redmond winning

gold for the relay at the World Championships ind1991. Photograph reproduced

courtesy of Mark Shearman.

‘Covid not only put health
centre stage around the
world, but also showed

us the value of managing
ourselves better/mentally,
physically.and emgtionally,
particularly if we.are
clinically vulnerable in terms
of age or condition.’

years ago, her nurses encouraged
her to take short walks or at least
to try and get out of bed (as soon
as she was able) as part of her
rehabilitation process. There is also
the mindset of getting a patient
ready for surgery, as suggested by
some GP friends of mine. Increased
fitness levels, statistically, may lead
to quicker recovery times.

We are more grateful than
ever for the dedicated work of
the nursing profession and can
only imagine how challenging
the pandemic must be for you
all. Investing in yourself is a
commitment for life. A car won't
run on empty and neither will
you.You owe it to yourself, your
family and your patients to be the
best version of yourself possible,
whatever that means to you.

At Roger Black Fitness, we have
customers who decide to get fit
in their 70s and 80s and we love
hearing their stories. It is never too
late to change your fitness routine,
except when you can no longer keep
moving. In the words of’Soul II Soul’
’...Keep on moving, Don't stop, like
the hands of time...”. JCN

Special offer fordCNireaders...

Roger Black is.offering every reader of the Journal of Community Nursing a 10% discount on any purchase from
the Roger Black Fitness range of folding and static home fitness equipment. Use code ‘JCN10’ when checking out
at: www.rogerblackfithess.com. Offer is available until 31 December, 2021.

Got a question about the range? Email #TeamRBF at hello@rogerblackfitness.com
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Emily Stuart, dietitian,
Wiltshire Farm Foods

Eating with your eyes:
fighting malnutrition

‘Exploring the reasons behind
weight loss is a viable route
to go down, as malnutrition
is not always an inevitable
consequence of infections,
illness or ageing — nutrition
plays a crucial role in health
and recovery.’

or those living with swallowing
Fdifﬁculties — otherwise known

as dysphagia — it is not just the
physical side-effects of the condition
that can be debilitating. Eating home-
blended texture-modified food that
one is not accustomed to can, despite
best efforts, often be unappealing and
have a negative impact on a person’s
quality of life.

Josephine Bailey has dysphagia as
a result of oesophageal cancer and did
not enjoy the experience of home-
blending once discharged from hospital
three years ago:

I'd lost a massive amount of

weight and didn’t want to be

tube fed anymore. Mealtimes

were becoming really stressful. I

didn’t know what to eat, I was

pureeing everything with my

hand-held blender, which wasn't

working very well, and everything

resembled mush.

There are a number of things that
nurses can do to support malnutrition
management. Exploring the reasons
behind weight loss is a viable route to
go down, as malnutrition is not always
an inevitable consequence of infections,
illness or ageing — nutrition plays
a crucial role in health and recovery.
Sufficient protein is important to
regain muscle mass and strength (as
well as repairing damaged tissues), so
promoting rich foods such as meat,
fish, eggs, cheese, beans and pulses is
recommended.

Those living with dysphagia are
frequently at risk of malnutrition,
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with studies showing that some 51%
are malnourished (Rofes et al, 2011).
Any healthcare professional will

know that when a patient is unwell

or apprehensive about eating food,
encouraging them to eat a full meal can
be a challenge due to reduced appetite.
This can be made worse when food is
unappetising, something again which
is often a challenge for those on texture
modified diets.

Being presented with a puréed
meal that does not resemble food
that a patient is used to can make the
eating process even harder. People with
dysphagia still eat with their eyes and
if a meal is not visually appealing this
can fail to trigger salivation, which can
further negatively impact the already
weakened swallowing process.

Josephine adds:

My healthcare professional
recommended Wiltshire Farm
Foods as they have meals with
different levels to suit various
swallowing needs. So, it means I'm
able to switch from level 4 to level
5 depending on how my dilatations
go. The meals look and taste great
and were a welcome relief from my
home-blended food.

At the time [ started ordering
them, 1 was having radiotherapy
and wasn't feeling well, so also
appreciated the convenience

of having them delivered. This
meant I could just pop a meal in
the microwave straight from the
freezer, which really did take the
stress out of mealtimes.

The latest innovation from
Wiltshire Farm Foods involves the
‘browning’ effect of its duchess
potatoes across the company’s award-
winning level 4 Purée Petite range, to
enhance the visual appeal of its meals
even further and bring the dignity
back to dining.

Favourites such as Puréed Steak
Casserole, Puréed Cheese & Onion
Bake and Puréed Lamb & Gravy are
now accompanied by delicious looking
browned potatoes; an innovation
which Josephine — who enjoys the
puréed meals — is delighted:

For me, having a meal which

resembles regularly textured food

is an all-important part of the

inclusivity factor of mealtimes,

especially when we have friends or
family round. These new ‘browned’
potatoes don't just look and taste
fantastic, they're also the right
texture for my swallowing needs, so
they really do tick all the boxes.

REFERENCE

Rofes L, ArreolaV, Almirall J, et al (2011)
Diagnosis and management of
oropharyngeal dysphagia and its nutritional
and respiratory complications in the elderly.
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Matthew Bradby, head of
communications, QNI

he Queen’s Nursing Institute
| (QNI) has recently launched

a new project to support
recruitment of internationally
trained registered nurses to
community service providers in
England, in line with the the overall
national strategy to fill nursing
vacancies and secure a sustainable
workforce (www.england.nhs.uk/
wp-content/uploads/2020/07/We-
Are-The-NHS-Action-For-All-Of-
Us-FINAL-March-21.pdf).

This work is supported by NHS
England and Improvement and
dovetails with the work they are
undertaking to support six pilot
sites around the country with
their international recruitment
to the community efforts (www.
england.nhs.uk/nursingmidwifery/
international-recruitment/). The
QNI project is not limited to the
pilot sites and may be of relevance
to any organisation that employs
registered nurses in the community.

While the QNI does not employ
nurses in a clinical capacity and
is not in a position to support
individual nurses who are applying
from overseas, we hope that the
information and learning from
this project will make the process
of coming to work in England
smoother for employers, managers
and overseas applicants alike.

Coming to a new country
to work is never going to be a
straightforward process, even when
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International
recruitment in
community nursing

‘... new project to support the
recruitment of internationally
trained registered nurses to
community service providers
in England.’

the host country is urgently seeking
workers from overseas. The QNI

is working to respond to the new
requirement to bring more nurses
in to support community services,
and to develop new knowledge

and best practice in this field. We
have created a new area on the
QNI website where we are bringing
together resources and we are very
keen to hear from anyone who

has a story to tell, or a case study

to contribute (read Fabio Trovato
Monastra’s story opposite).

Historically, international
recruitment has mainly focused
on hospitals, and hospital trusts
have been the major recruiters of
overseas nurses. Many of these
nurses will transition to community
roles in time. However, there is no
reason in principle why a nurse
coming to work in England (or any
other part of the UK) cannot start in
the community straight away.

The QNI has a long track
record of working in international
recruitment and sharing of
knowledge internationally. The
QNI’s original model of district
nursing was used by many other
countries when they developed
their own home nursing services,
such as Singapore, Malta, Canada,
Australia and Kenya, and in turn
many nurses from overseas have
come to the UK to help staff
community services for as long as
the NHS has existed.

In this new project, the QNI
will act as'an independent “hub’ for
information about international
recruitment, and, as such, we would
like to be able to assist healthcare
managers and nurses who are
seeking to find out more about
recruiting from overseas to the
community, and also from overseas
nurses who are either recently
arrived, or who are thinking
about coming to England and
are trying to find out more about
what to expect, how to prepare,
and how to navigate the
practicalities and legalities.

A series of events are being
held over the coming months
about international recruitment, to
share knowledge and learning, and
information about these will
be shared on our website and
social media.

The QNI is also developing a
new private Facebook group for
those interested in international
recruitment, and this will be linked
to the QNI's main Facebook page,
which you can follow at:
www.facebook.com/TheQNI  JcN

FIND OUT MORE...

To find out more about the
QNI's international recruitment
work, please visit our website
at: www.qgni.org.uk/nursing-in-
the-community/international-
recruitment-to-the-community/

If you would like to contact us,

to ask about writing a blog or
contributing any other resource that
might be useful to others, please
email us at:

mail@qgni.org.uk




Reflections on life as an
international nurse: what | wish

I'd known...

Here, Fabio Trovato Monastra, who after graduating with distinction from
University La Sapienza, Rome, initially began his nursing career in Italy
and now has five years’ experience as deputy theatre manager and nurse at
Highgate Private Hospital and for the NHS, talks about the ups and downs
of being an international nurse in the UK.

eing an international nurse
B was one of the best choices

I ever made. If you are
considering an experience abroad,
I would strongly recommend it.
However, you may want to consider
a few points before embarking on
this undertaking to ensure it is the
right choice for you.

When you work in a different
country, you will learn new and
different systems which you will
automatically compare with the
ones you came from. This learning
opens up your mind, and you are
able to pick the best from both
systems and improve your skills
as well.

Although full of personal
development and growth, life as an
international nurse is not an easy
journey; it takes a great deal of
courage and mental preparedness.
When you move to another country,
one of the first hurdles you may
encounter is the language barrier,
compounded by local accents, slang
and dialects.

Due to the challenges of being
an international nurse, many do not
stay for the long haul. In no way do
I aim to discourage people; I simply
wish I had been warned of the
pitfalls and hardships before
I moved to the UK, so that I
would have had more realistic
expectations and would have been
better prepared.

As should be apparent,
nursing is not a regular job, and
our textbook education is just

‘Working with colleagues
from all over the world
makes your experience
abroad richer, but you will
be confronted with different
opinions, perspectivesand
working styles. Flexibility

is key and being able to
communicate despite the
differencesiisrimportant.’

half of what we are expected to
perform. Nursing involves a lot of
interpersonal skills that you learn
along the way. I have worked

with diverse cultures and
personalities, and each of them has
taught me how to accept diversity
— a soft skill that I am proud to
have developed.

Working with colleagues from
all over the world makes your
experience abroad richer, but you
will be confronted with different
opinions, perspectives and working
styles. Flexibility is key and being
able to communicate despite the
differences is important. Acceptance
and understanding flourishes with
time and effort.

As nurses, we put the needs of
our patients above anything else.
Sometimes you can encounter
patients who display prejudices
and preconceptions. You may feel
discouraged, but in nursing it is
imperative to maintain a high level
of professionalism. You must try
and deliver the best care possible,
regardless of their attitude.

L
.

Fabio Trovato Monastra, CEO, Rohme
(www.rohme.uk)

Thankfully, this is rare. Most of
the time you will find lovely people,
full of gratitude for your hard work,
who will share with you their
amazing life stories (I have heard so
many over the years).

There are many support
networks and programmes
available to help international
nurses acclimatise to their
new environment. Many nurse
entrepreneurs, including myself,
aim to facilitate healthcare
professionals’international
experience. With Rohme, I offer as
much knowledge and information
as possible.You can contact me at:
fabio@rohme.uk or Linkedin (www.
linkedin.com/in/fabio-trovato-
monastra-78922b171/).

If you are considering becoming
an international nurse, you will
most certainly learn new skills and
improve existing ones. Overcoming
the challenges will be the biggest
reward and achievement.  JCN
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Pandemic prompts ERIC to diversify
services and go digital

Like many organisations and charities, the Covid-19 pandemic hastened a rapid
period of adaptation and diversification at ERIC, The Children’s Bowel and Bladder
Charity. Here, Alina Lynden, ERIC’s communications manager explains how the

charity has risen to the challenge.

2020 — SURVIVING
THEN THRIVING

The beginning of lockdown back in
March 2020 meant we experienced a
drastic drop in income from our shop
and training programme. Most of
the ERIC team were furloughed. But,
with the help of generous donations
from our service users, supporters
and emergency funding from the
Charities Aid Fund, we managed

to keep our helpline open so that
families could continue to access
one-to-one support.

With NHS services reduced as
resources were reallocated to deal
with the pandemic, our helpline was
a lifeline for parents.

During lockdown when all our

support networks were taken

away, you were the only ones

that treated us like a normal

family and were able to offer

support. To be honest, it saved us.
Faith, ERIC helpline user

An emergency appeal during this
difficult period was hugely successful
and exceeded the £7,500 target. We
are so grateful for the incredible
outpouring of support and generosity
we received, allowing us not just to
continue, but also develop our service.

RESTARTING SERVICES AND
GOING DIGITAL

While nobody could have been
prepared for events over the last 18
months, our team had fortunately
already been preparing for a digital
world — becoming more flexible and
adaptable. This undoubtedly made

it easier to operate remotely as more
staff returned to work.
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As lockdown restrictions eased,
our services were able to hit the
ground running — with our online
shop providing products to help
families cope and generating income
to fund vital services (www.eric.
org.uk/shop). An expanded range
of products includes a variety of
reminder watches, which are a great
way to prompt children to take
medication, drink and use the toilet.

We are also delighted to have
cuddly toy versions of our popular
wee and poo characters for sale.
Designed exclusively for ERIC, these
adorable toys are perfect for cuddles
when potty training and helping
to raise awareness of bladder or
bowel conditions within the home,
nursery, school, clinic or workplace.
The profits from each set purchased
supports our charitable services.

EXPANDING OUR FAMILY
SERVICES AND RESOURCES

There have also been some exciting
developments for our family services
offering with a podcast series
launched in 2020 (www.eric.org.
uk/podcast). Each episode covers a
topic or question that is commonly
raised by callers to our helpline,
such as toilet training children with
a disability and following National
Institute for Health and Care
Excellence (NICE) guidelines on
treating childhood constipation with
a disimpaction regime. If there is a
topic youd like us to cover in future
episodes, or maybe you'd like to take
part in a podcast as the expert, please
send an email to: alina@eric.org.uk

We've also started broadcasting
live on Facebook and Instagram
answering questions about

bedwetting and potty training (www.
eric.org.uk/potty-training). All the
recordings of these Q&As and a Potty
Training webinar series are available
to watch again via our YouTube
channel. Click the YouTube icon on
ERIC’s homepage to watch this and
other videos.

The bowel area of our website
has been updated with a new‘Advice
sheet for children with constipation’
(www.eric.org.uk/advice-for-children-
with-constipation), which can be
translated into other languages using
google translate. Keep an eye on our
website for lots more resources like
this coming soon.

AWARD WINNING
GUIDANCE RECOGNISED

Back in November 2020, we were
thrilled to win a Nursing Times
Award for our best practice guidance
document‘Managing Continence
Issues at Nursery, School and
College’. The award recognised

a partnership approach with co-
authors Bladder and Bowel UK
(BBUK) to providing guidance and
practical support for children at
school in the category’Continence
Promotion and Care’.



ONLINE TRAINING
OPPORTUNITIES

Another outcome of the pandemic
has meant that our training
programme for health and education
professionals transferred online.
This proved to be hugely successful
reaching many more people than
we previously have via face-to-face
training — over 900 professionals
since January 2021! Attendees

have joined from across the globe,
including from as far afield as
Iceland and Australia, Brazil,

New Zealand!

BOOK YOUR PLACE AT OUR
VIRTUAL ROADSHOW

ERIC’s first ever virtual roadshow
will be taking place throughout the
week starting 15th November 2021.
The format will be a series of short
workshops ranging from one to two
hours long. The aim is to try and
cover new topics, or look at certain
aspects in more detail, to offer
professionals further opportunities
for learning in addition to our
standard training programmes.
Explore the programme and book
your ticket now (www.eric.org.uk/
roadshow?21).

This event is supported by an
unrestricted educational grant from
Ferring Pharmaceuticals Ltd

NEW PATHWAY FOR CHILDREN‘S
CONSTIPATION SERVICES
NEEDS YOU

Juliette Rayner, ERIC’s CEO, explains
what this exciting new project
involves and how you can be a part
of it:
The Paediatric and Transition
Workstream of the NHS
England-led National Bladder

KEEPING IN TOUCH...

Get all ERIC’s latest news, up-to-
date resources and training dates
at: www.eric.org.uk

Follow us on:

Facebook: ERIC.UK1/
Twitter: ERIC_UK
Instagram:eric_charity and
lets.go.potty
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The Children’s Bowel & Bladder Charity

About ERIC

Helpline: 0808 169 9949
Email: web@eric.org.uk
Website: www.eric.org.uk

ERIC is dedicated to helping all children and teenagers/manage and
overcome distressing continence conditions. Whether it is a toilet-
training issue, bedwetting, constipation or soiling problem, ERIC
provides expert support, information and understanding to children and
young people and enables parents, carers:and professionals to help them
establish good bowel and bladder health. ERIC’s family support includes
a free helpline, parent and family workshops, online resources and
information. Support for professionals includes training targeted at the
needs of the health, education, early years and social care sectors, and
working with children and families. Professionals can also access ERIC’s
free helpline, online tools, resources.and information.

and Bowel Health Project is now
well underway.

We are very excited to be
working in collaboration with
the NHS Children & Young
People Transformation Board for
the South West and the NHS
LeDeR Morbidity Review Team.

Who do we need to join
this project?
We are now recruiting to the sub-
groups and are particularly keen to
hear from community midwives,
nursery nurses, health visitors and
school nurses. Or, indeed, anyone
with an interest and knowledge
of providing services, support and
education. Our vision is for:
> Healthcare professionals to
have a better understanding
of constipation in children and
young people and know how to
manage it better
> Parents and carers to have
a better understanding of
constipation in their children
> Adolescents to have a way of
discussing their bowel issues
in a safe, confidential and
sensitive environment.

Together, we can make a real

difference to the lives of children
and young people with constipation,
including those with learning
disabilities and autism.

The paediatric and transition
workstream has set up three task/
finish sub-groups, each with a
specific remit to work towards
and agree a consistent approach
to developing a pathway for
constipation from pre-birth to
adult services:

1. Birth to four years
2. GP engagement
3. Unplanned hospital admissions.

If you'd like to be involved
and get more information, please
contact: juliette@eric.org.uk

LOOKING AHEAD

We continue to develop our
virtual information and learning
offering for parents, carers,
healthcare, school and early years
sectors. We are working on several
exciting new projects focused on
raising awareness of healthy toilet
habits in primary schools, potty
training, and working directly
with teenagers to create new,
age-relevant resources.  JCN
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L« B Managing cow’s milk allergy with
1M hypoallergenic infant formulas

Cow’s milk allergy (CMA) symptoms present in 2-3% of all infants versus 0.5% of breastfed
infants in the first year of life and can impact on growth and quality of life of the child (Venter
et al, 2017; National Institute for Health and Care Excellence [NICE], 2021). Once CMA is
diagnosed, hypoallergenic formulas are recommended if exclusive breastfeeding is not possible
or the mother chooses a mixed feeding approach (Venter et al, 2017; Fox et al, 2019; NICE,
2021). This product snapshot reviews the diagnosis and management of CMA and focuses on
Alimentum® and EleCare®, hypoallergenic infant formulas that are clinically effective at the best
value price (price per 100ml) (Sicherer et al, 2001; Data on File, 2020; MIMS, 2021).

DIAGNOSING COW’S MILK ALLERGY

Many standard infant formulas are based on cow’s milk
and so babies have exposure to these proteins from an
early age, when breastfeeding is not possible or parents
opt for mixed feeding.

Cow’s milk allergy (CMA) is an immune-mediated
response to one or more of the proteins in cow’s
milk and is one of the more common food allergies
seen in early childhood (NICE, 2020). CMA may

be immunoglobulin E (IgE)-mediated or non-IgE-
mediated (or a combination of both), which can be
distinguished by the presenting signs and symptoms
and speed of signs and symptoms onset following
ingestion of cow’s milk (NICE, 2020):

» IgE-mediated: signs and symptoms such as
urticaria, angio-oedema, itching, wheeze or
breathlessness usually occur within minutes or up
to two hours after ingestion

» Non-IgE-mediated: signs and symptoms such as
gastro-oesophageal reflux disease, abdominal pain,
constipation, diarrhoea, and atopic eczema usually
occur 2-72 hours after ingestion.

The signs and symptoms of both IgE- and non-IgE-
mediated CMA can range from mild-to-moderate to
severe. Some of the signs and symptoms are common
in otherwise well infants, particularly in those with
mild-to-moderate CMA symptoms, making diagnosis
difficult (Venter et al, 2017). Physical examination
and an allergy-focused clinical history are important
diagnostic tools to differentiate CMA from other
conditions (Venter et al, 2017).

The International Milk Allergy in Primary Care
(iMAP) guideline encourages early recognition of
CMA and emphasises the need to confirm or exclude
thediagnosis, either by allergy testing (if IgE-
mediated) or exclusion and reintroduction of cow’s
milk (if non-IgE-mediated). Infants presenting with
mild-to-moderate symptoms can be diagnosed and
managed in primary care, but those with more severe
symptoms should be referred to the local paediatric
allergy service (Fox et al, 2019).
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MANAGING COW'S MILK ALLERGY —
IMAP GUIDELINE

CMA may occur in infants who are exclusively
breastfed as well as those who are formula fed

or on a’‘mixed feeding’regimen of breast and

formula. Exclusive breastfeeding is the first-choice
recommendation for infants until six months of age,
and this should be actively encouraged and supported
where possible (Fox et al, 2019):

» If an exclusively breastfed infant is symptomatic,
a strict elimination of cow’s milk containing foods
from the maternal diet is recommended. Daily
supplements of calcium and vitamin D are also
recommended (early support from a dietitian is

v Practice point

eHF contains small peptide chains which have been
hydrolysed or broken down and are less likely to cause
an allergic response. AAF, or elemental formulas,
contain proteins that have been broken down to their
constituent amino acids. These are suitable for infants
with more severe or multiple food allergies.




Alimentum
Similac

HYPOALLERGENIC
PALM OLEIN OIL FREE

FOR THE DIETARY MANAGEMENT OF:
| + COW'S MILK ALLERGY

- OTHER CONDITIONS WHERE AN EXTENSIVELY
HYDROLYSED FORMULA IS INDICATED

NET 409

A Powder Add Water

Alimentum (Alimentum Datasheet, 2020)

EleCare

Similac
P

HYPOALLERGENIC
PALM OLEIN OIL FREE

\ FOR THE DIETARY MANAGEMENT OF:
'S MILK ALLERGY . SEVERE/MULTIPLE FOOD ALLERGIES
H + OTHER CONDITIONS WHERE AN
INO ACID-BASED FORMULA IS INDICATED

NET 4009

Powder  Add Water

EleCare (EleCare Datasheet, 2020)

» Nutritionally complete hypoallergenic formula

» Contains extensively hydrolysed casein to manage the
symptoms of CMA

» Contains 2’-FL' to help support an infant’s developing
immune system

» 33% of fat blend is medium-chain triglycerides (MCT)

» Osmolality 290 mOsm/kg H,O (low osmolality is im-
portant as infant formulas with higher osmolality may
lead to diarrhoea and feed intolerance)

» Best value eHF in the UK (price per 100 ml) (MIMS
online, 2021)

»- Nutritionally complete hypoallergenic formula

» 100% amino acid based for severe CMA and/or multi-
ple food allergies

» Contains 2’-FL' to help support an infant’s developing
immune system

» 33% of fat blend is medium-chain triglycerides (MCT)

» Osmolality 300 mOsm/kg H,O (AAF with lowest
osmolality in the UK)

» Best value AAF in the UK (price per 100 ml) (MIMS
online, September 2021)

advised to facilitate this) (Venter et al, 2017; Fox et

al, 2019; NICE, 2021)

» If exclusive breastfeeding is not possible or the
mother chooses a mixed feeding approach, a trial of
hypoallergenic formula should be initiated:

e The iMAP guideline suggests that in most cases
an extensively hydrolysed formula (eHF) should
be initiated for infants with CMA, with amino
acid-based formulas (AAF) recommended
if an eHF is not well tolerated or if no clear
improvement is seen (Venter et al, 2017; Fox et
al, 2019; NICE, 2021).

ALIMENTUM AND ELECARE — FOR INFANTS
WITH CMA

Alimentum (eHF) and EleCare (AAF) are
hypoallergenic formulas, designed to support
infants with CMA. They are the first and only infant

formulas to contain 2’-fucosyllactose (2’-FL)*, the
most abundant of the human milk oligosaccharides
(HMOs) found in most mothers’ breast milk. HMOs
are unique prebiotics and 2’-FL has been shown to
help support an infant’s developing immune system,
aiding development of the gut microbiome, helping gut
barrier maturation, providing anti-pathogenic effects
and modulating the immune response (Marriage et al,
2015; Goehring et al, 2016; Reverri et al, 2018). Abbott
has been researching HMOs for more than 20 years
and has a long heritage in this area (Erney et al, 2000).

v

Alimentum and EleCare are hypoallergenic infant
formulas for rapid symptom resolution and healthy
growth in infants with cow’s milk allergy.

Remember...

JCN 2021, v




Formula fed babies are more vulnerable to

immune challenges than breastfed babies and face
higher risks of infection, inflammation, eczema and
allergies (Gdalevich et al, 2001; Bachrach et al, 2003;
Kainonen et al, 2013). Studies have shown that babies
fed standard formula with 2’-FL"have fewer reports
of respiratory infections, significantly lower levels

of multiple inflammatory cytokines (comparable to
levels seen in breastfed babies), and significantly
fewer parent reports of eczema (Marriage et al, 2015;
Goehring et al, 2016; Reverri et al, 2018).

CONCLUSION

CMA is one of the most common infant food allergies
and hypoallergenic formulas are recommended as a
management option (NICE, 2021). Alimentum and
EleCare are the first and only infant formulas to contain
2’-FL!, the most abundant HMO found in most mothers’
breastmilk that helps to support aniinfant’s developing
immune system. (Marriage et al, 2015; Goehring et al,
2016; Reverri et al, 2018). They have been shown to
quickly resolve the symptoms of CMA, support healthy
growth in‘infants with CMA and are the best value
hypoallergenic formulas of their kind (Data on File, 2020;
Sicherer et al, 2001; MIMs online, 2021).

t 2’-FL: 2’-fucosyllactose used in this formula is
biosynthesised and structurally identical to the human milk
oligosaccharide (HMO) found in most mothers’ breast milk.

IMPORTANT NOTICE: Breastfeeding is best for
infants and is recommended for as long as possible
during infancy. Alimentum & EleCare are food for
special medical purposes and should only be used
under the recommendation or guidance of a
healthcare professional.
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For further information, please visit:
www.similac.abbott/uk/hcp/cma-management/
Or call our Freephone Nutrition Helpline on:
0800 252 882

This article is supported by Abbott.

) Abbott
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For healthcare professionals only

Alimentum® EleCare®

THE FIRST AND ONLY HYPOALLERGENIC
FORMULAS TO CONTAIN 2-FL,**t A MAJOR
COMPONENT OF HUMAN MILK"

A biodiverse gut is essential for the development of infants’ immune responses
and preventing infections.>"* Allergic infants often have a lower diversity of gut
and skin microbiomes compared to non-allergic infants.’

Alimentum and EleCare contain 2’-FL (2’-fucosyllactose),
which is proven to support the development of a healthy microbiome.?

REVOLUTIONISE YOUR MANAGEMENT OF COW’S MILK ALLERGY TODAY:

Alimentum
Similac Similac

P <

- HYPOALLERGENIC HYPOALLERGENIC
PALM OLEIN OIL FREE PALM OLEW OIL FREE

Pt i ot

71
. ,- Contains 2>-FL* which has
g proven benefits on the gut and
systemic immune responses*1*1¢
In addition, supports a more
Support healthy Trusted by parents Lowest cost comparable cytokine response
growth and symptom and healthcare hypoallergenic to that of breastfed infants*'®
resolution¥12 professionals!®15 formulas of their kind ™

ORDER FREE SAMPLES DIRECT TO YOUR PATIENT: WWW.SAMPLES.NUTRITION.ABBOTT
TO LEARN MORE, VISIT: WWW.SIMILAC.ABBOTT/UK/HCP

IMPORTANT NOTICE: Breastfeeding is best for infants and is recommended for as long as possible during infancy. Alimentum and EleCare are infant formulas for special medical purposes
and should only be used under the recommendation or guidance of a healthcare professional.

*Phe’-FL (2’-fucosyllactose) used in this formula is biosynthesised and structurally identical to the human milk oligosaccharide (HMO) 2’-FL, found in most mothers’ breast milk."

MIMS. August 2021.

‘Studies conducted in infants fed standard EleCare formula without 2’-FL.

SParent réports from a single-arm study, where all infants were consuming an extensively hydrolysed formula before being switched to Alimentum with 2’-FL for 60 days. After 7 days of
switching to Alimentum with 2’-FL, the majority of parents reported that the following symptoms had improved or resolved: 84% of infants with constipation, 71% of infants with eczema,
100% of infants with vomiting.*®

“Based onindividual manufacturer scoop sizes, assuming 3 scoops mixed with 90 ml makes up 100 ml.

“Studies conducted in healthy-term infants consuming standard Similac formula with 2’-FL (not Alimentum or EleCare), compared to control formula without 2’-FL.
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WOUND CARE

Are pressure injuries unavoidable
at the end of life?

Annemarie Brown

Pressure injuries are sometimes considered to be due to a lack of
good nursing care. However, it has been debated as to whether the
development of some pressure injuries at the end of life is inevitable.
More recently, the term ‘skin failure’, which occurs in dying patients,
has been introduced in the wound care literature, and it is proposed
that the presence of skin failure may make pressure injury inevitable.
This article defines the theories around skin failure and presents

the different terminologies used to describe skin damage typically
found in the dying patient, such as the Kennedy ulcer and Trombley-
Brennan terminal tissue injury (TB-TTI). It also discusses the
importance of healthcare professionals being able to recognise that
skin changes, which appear to be pressure injuries, are due to skin
failure at the end of life and be able to differentiate between th.

and usual pressure injuries when planning and delivering car

these patients.

KEYWORDS:

Pressure injuries
Kennedy ulcer

End of life
Focus of care

I\

Skin changes at end of life

ressure injuries are sometimes
Pconsidered to result from

poor nursing care. However,
it has been debated as to whether
the development of some pressure
injuries is unavoidable (Black et al,
2011). Furthermore, the National
Pressure Ulcer Advisory Panel
(NPUAP) hosted an international
multidisciplinary conference in 2010
to develop a consensus on whether
pressure injuries may be unavoidable
in some patients and whether there
is a difference between the skin
changes at end of life and pressure
injuries (Black et al, 2011). The

Annemarie Brown, lecturer, BSc Adult Nursing,
School of Health and Human Sciences,
University of Essex
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delegates attending the conference
were asked to reach a consensus on
the following points:

) Whatis an avoidable or
unavoidable pressure ulcer?
What is skin failure?

What documentation would

be adequate evidence that the
pressure ulcer was unavoidable?

v v

This article will discuss some of
the literature around these topics,
specifically focusing on pressure
injury at the end of life.

WHAT IS AN AVOIDABLE
OR UNAVOIDABLE
PRESSURE ULCER?

The consensus on the definition
of an avoidable pressure injury is
‘a pressure ulcer that develops
because the health professional
did not do one of the following:
evaluate the patient’s clinical
condition and pressure ulcer risk
factors; define and implement
interventions consistent with

individual needs; individual goals,
and recognised standards of practice;
monitor and evaluate the impact

of the interventions; or revise the
interventions as appropriate” (Black
et al, 2011; Sibbald and Ayello, 2020).

A pressure injury, therefore, is
considered to be unavoidable if it
develops despite the healthcare
professional implementing all of
the above interventions (Black
et al, 2011; Sibbald and Ayello,
2020). However, the delegates
attending the NPUAP consensus
meeting also acknowledged that
there are circumstances (such as
haemodynamic instability, which
is exacerbated by movement or a
very low blood pressure resulting
in impaired local tissue perfusion,
leading to a pressure injury) where
pressure cannot be relieved, and
tissue perfusion cannot be improved
despite the implementation of all
interventions. In addition, the ability
to mediate the risk of pressure injury
is often limited, such as in the case
of dying patients or patients’right to
refuse care or non-adherence with
the plan of care (Black et al, 2011).
Black et al (2011) acknowledged
that in order to determine whether
a pressure injury was avoidable
or unavoidable, the processes of
care would have to be evaluated
retrospectively, and therefore the
unavoidable development of some
pressure injuries should not
be assumed.

PRESSURE DAMAGE IN
DYING PATIENTS

Hotaling and Black (2018: 20)
asserted that‘just because pressure
injuries can develop in end-of-life, it
does not mean that they should’in
response to the increasing number
of pressure injuries reported at

end of life. For example, Carlsson



and Gunningberg (2017) reported
that long-term care had the lowest
pressure injury rate of 16.8% for
hospice patients, whereas inpatient
palliative care units had the highest
at 29.7%.

Hotaling and Black (2018) also
caution that healthcare professionals
need to establish that the patient
is actually actively dying before
assuming that pressure injuries are
unavoidable in this patient group.
Clinical signs and symptoms of active
dying are:
> Change in level of consciousness

or delirium
> Change in breathing pattern,

such as Cheyne-Stokes or
agonal breathing
> Evidence of fluid build-up in the
lungs and airway
New episodes of incontinence
Drop in blood pressure
Mottling of the skin
Cold extremities
An inability to swallow (Hospice
Patients Alliance, 2018).

v v v vw

Patients at end of life are at
significant risk of severe pressure
injury due to a combination of
some of the factors listed above in
addition to those outlined in Table
1 (Henoch and Gustafsson, 2003;
Naylor, 2005; Langemo et al, 2009;
Langemo and Black, 2010). Hanson
et al (1991) found that the majority
of pressure injuries occurred in the
two weeks prior to death; however,
they asserted that this would not be
unexpected as body systems start
to shut down approximately 10-14
days before death. Many healthcare
professionals agree that it is often
not possible to prevent pressure
injuries at end of life due to multiple
risk factors and comorbidities, and
as a result, the pressure damage in

Figure 1.
Kennedy Terminal Ulcer (KTU).

WOUND CARE

Table 1: Risk factors in patients at terminal stage end of life (adapted from Hotaling and

Black, 2018)
Risk factor Effect
Advanced age Skin of older patients is drier, fragile and easily injured, and injured skin is

more vulnerable to ulceration

Protein-calorie malnutrition

Catabolism is also common in this patient group, due to a combination of
cachexia, weakness, debilitation, weight loss, and muscle atrophy. Loss of
body fat reserves reduces the natural padding over bones, increasing the
vulnerability to pressure and soft tissue breakdown. Unintentional weight
loss at any body mass index (BMI) increases the chance of developing a
pressure ulcer by 147% (Horn et al, 2004)

Immobility

As patients enter the terminal phase of their life, their mobility will reduce
significantly. This may be due to pain or breathlessness

Friction and shearing forces

Friction injuries may develop in patients who are in pain but are not able to
process the sensation due to confusion, pain or unconsciousness. Shearing
forces may be present when the patient needs to'sit up in one position due
to breathlessness. Hypoxia may also increase the risk of pressure damage

Exposure to moisture

and more severe

Diarrhoea strips the outer layer of skin, and the exposed dermis cannot
tolerate pressure. Faecal fluid is caustic and can damage the skin quickly.
When urine is present in combination with faeces, which contain bacteria
and harsh gastrointestinal tract enzymes, the damage can be even quicker

this patient group can reach category
3 or 4 quite rapidly (Baharestani,
1994; Bale et al, 1995; Chaplin, 2000;
Naylor, 2005; Langemo and Brown,
2006; Langemo et al, 2009).

SKIN CHANGES ARRIFE'S END
(SCALE)

Itis now recognised that the skin
can fail within the last few days of
life (Black et al, 2011). Skin failure
was observed initially by La Puma
(1991) and later discussed by
Langemo and Brown (2006). It is
considered to be part of multi-organ
system failure which occurs at the
very end of life. The skin is thought
to fail due to hypoperfusion and

its inability to resist pressure and
trauma. In addition, it is unable

to repair itself due to its inability

to absorb the nutrients necessary
for wound repair (Langemo and
Brown, 2006). Langemo and Brown
(2006) proposed that when there

is weak arterial blood flow, the
resultant low perfusion of the tissues
in a dying patient would result in
pressure injury in the stressed skin.
However, others suggest that skin
damage, which results from severe
hypoperfusion, would not just be
limited to areas of tissue subject to
loading, for example the sacrum,
and cite necrotic fingers and toes

as an example of this (Worley, 2007;
Olshansky, 2010; Sibbald et al, 2010).

To clarify whether skin damage
which develops in end-of-life
patients is caused by skin failure
and whether these should be
classified as pressure injuries at
all, an international expert panel
was established to formulate a
consensus on Skin Changes At
Life’s End (SCALE) in 2019 (Sibbald
et al, 2020).

KENNEDY TERMINAL ULCER (KTU)

The type of pressure injury typically
seen in end-of-life patients was
first described by Kennedy in 1989
and became known as the Kennedy
Terminal Ulcer (KTU) (Kennedy,
1989). KTUs occur most commonly
over the sacrum or coccyx, develop
rapidly, and are described as pear-
shaped lesions which can be red,
yellow, or black in colour (Figure

1). They may present as intact skin
or as an ulcer and are thought to

be due to local ischaemia rather
than unrelieved pressure (Kennedy
1989). This view was supported

by 84.29% of the respondents in a
survey conducted by Sibbald et al
in 2019 (Sibbald and Ayello, 2020).
The rationale for this was that the
sacral area does not have good
collateral circulation, making it
prone to injury (Bonanno, 2011).
When major organs such as the
heart or brain start to fail, the
circulation to the skin, kidneys, liver,
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lungs and gastrointestinal tract is
reduced to preserve vital functions.
Vasoconstriction occurs and blood
is diverted from the skin and soft
tissues towards the brain and the
heart to protect these key organs
(Bonanno, 2011).

93.82% of the survey respondents
agreed that KTUs are indicative of
impending death and Sibbald and
Ayello (2020) explain that the red/
black appearance of a KTU is due to
leakage of the capillaries, resulting
in a red colour on the surface of the
skin. As this bruised effect resolves,
the area becomes yellow-brown
and, in the absence of a good blood
supply, can turn black. Therefore,
the colour of the KTU is determined
by the level of ischaemia in the area
(Sibbald and Ayello, 2020).

‘3:30 SYNDROME'

Although the majority of
respondents (93.82%) supported
the view that presence of KTUs
signalled the end of life (Sibbald and
Ayello, 2020), it was noted that in
Kennedy’s data, 44.3% of patients
did not die in the six-week period
(Sibbald and Ayello, 2020). Indeed,
Kennedy introduced the concept
0f’3:30 syndrome’in 2014, which
was a variant of the KTU which
presents more quickly. Typically,
small black spots are noted on the
skin in the morning, similar to felt
tip marks or dried faeces and, by the
afternoon, the area can be seen to
have increased considerably in size
(www.kennedy terminalulcer.com).
Kennedy (2014) noted that this can
evolve in just six to eight hours of
sitting in a chair and concluded that
the life expectancy of patients with
‘3:30 syndrome’ was approximately
8-24 hours.

TROMBLEY=BRENNAN TERMINAL
TISSUE INJURYHTB-TTI)

In a retrospective chart review in
2010, Brennan and Trombley noted
skin changes which appeared
spontaneously on patients in

their inpatient palliative care unit
(Brennan and Trombley, 2010). These
lesions appeared as pink, purple, or
maroon bruise-like butterfly-shaped
skin lesions which did not progress
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to pressure injury. These skin
changes were located both on bony
prominences and other locations,

for example, thighs. A further study
by Trombley et al (2012) confirmed
the view that they did not develop
due to lack of preventative strategies
and the authors cautioned that these
terminal tissue injuries could be
mistaken for deep tissue injuries, but
were actually due to internal organ
and skin failure. They also noted that
the absence of colour in the centre
of the lesion seemed to indicate that
death would occur within two hours
(Trombley et al, 2012). These changes
were consequently named Trombley-
Brennan Terminal Tissue Injuries
(TB-TTI).

CLARIFICATION ON THE CAUSE
OF SKIN CHANGES AND FOCUS
OF CARE

Levine (2016) suggests that the
differing definitions for terminal
ulcerations and disagreement

over their aetiology has resulted

in confusion for healthcare
professionals, and called for a
unified classification'system. This
resulted in the NPUAP developing
10 consensus statements outlining
the probable causes of skin changes
seen at end of life, with suggestions
on the focus of care in this patient
group (Table 2). As a result of the
paucity of research available on
these skin changes at end of life,
Sibbald and Ayello (2020) proposed
that these lesions are most likely
unavoidable and should therefore
not be included in pressure injury
incidence and prevalence reporting.

IMPLICATIONS FOR
CLINICAL PRACTICE

It is widely acknowledged that

pressure injuries are extremely

painful (Gorecki et al, 2009; Pieper et

al, 2009; Kwong et al, 2011; Ahn et al,

2013; Woo et al, 2017), and healthcare

professionals have a duty of care

to prevent them by implementing

prevention strategies, such as:

b Undertaking risk assessment

b Providing appropriate pressure-
relieving equipment

> Repositioning appropriately
(Black et al, 2011; Sibbald and
Ayello, 2020).

A Al Practice point

Focus of nursing care should be on
keeping the patient comfortable
and pain-free, rather than causing
unnecessary distress by frequent
repositioning. If a pressure injury
does develop, a clear care plan,
outlining the wound management
in terms of frequency. of dressing
changes and type of dressing used
should be documented.

Nevertheless, it has been
established in the literature that
despite these interventions, skin
changes may be unavoidable in
patients at the end of their life
(Trombley et al, 2012).

However, Hotaling and Black
(2018) suggested that before
classifying a pressure injury in a
dying patient as inevitable, healthcare
professionals need to ascertain if the
patient’s clinical condition indicates
that they are in the dying phase of
their life.

They also suggest that healthcare
professionals plan the goals of care
in consultation with both the patient
and their family and manage their
expectations with honesty and
compassion (Hotaling and Black,
2018). Healthcare professionals need
to explain that if the patient already
has pressure injuries, the likelihood
of healing is remote and that they
are likely to deteriorate further as the
patient nears death, or sometimes
even hasten death as deep pressure
injuries can cause sepsis and death
(Khor et al, 2014).

In terms of frequent repositioning,
if this causes pain and distress to
the patient, the decision may be
taken not to do so. However, the
consequences of not repositioning
and the potential for pressure
damage to occur should be discussed
with the family and the discussion
clearly documented in the nursing
and medical records. This may be a
distressing situation for both family
and healthcare professionals.

Interestingly, Sharp et al (2019)
found that the prevalence of pressure
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injuries in this patient group
remained high despite implementing
a two-hourly repositioning schedule.
As a result of these findings, they
question whether it is an effective
strategy in these patients, a view
shared by others (Clark, 1998;
Defloor et al, 2005; Hagisawa and
Ferguson Pell, 2008; Krapfl and Gray,
2008; Rich et al, 2011; Gillespie et

al, 2014). Sharp et al (2019) went
further to propose that repositioning
could be classed as elderly abuse if it
results in pain and suffering. If it is
not a priority or possible, the patient
should, as a minimum, be placed

on an alternating pressure mattress
with a low air loss feature (Hotaling
and Black, 2018).

CONCLUSION

Severe pressure injuries can occur

at the end of life and may not be
due to factors normally associated
with the development of pressure
damage. As a result, it has been
suggested that these lesions are
unavoidable and should not be
included in pressure injury incidence
and prevalence reporting (Sibbald
and Ayello, 2020).

However, it is important that
healthcare professionals are able to
recognise that skin changes, which
appear to be pressure injuries, are
due to skin failure at the end of life
and be able to differentiate between
these and usual pressure injuries
when planning and delivering care
for these patients.

This article has discussed
the literature around and the
potential theories on how and
why skin changes develop. When
prevention is no longer the focus
of interventions, healthcare
professionals need to target their
nursing care on keeping the patient
comfortable and pain-free.  JcN
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Pressure ulcer prevention and use of
patient information leaflets

Lisa Ledger, Louise Morris

There has recently been an increased focus on the use of patient
information leaflets as a means of communicating key information
and engaging patients in preventative measures. The prevention and
management of pressure ulcers depends on proactive and effective
communication between nurses and other healthcare professionals
and the patients themselves. This is particularly important in
community settings, with the increasing responsibility placed on
patients to self-manage their conditions. However, despite the use
of patient information leaflets as part of the nursing process, there is
little research evidence to support their use with regards to pressure
ulcer prevention and, in particular, whether patients themselves
engage with and understand the information. This article discusse
the existing literature and knowledge around patient informati
leaflets, looking at it in light of a recent study around pressur er
prevention in Birmingham Community Healthcare NHS“

KEYWORDS:

Pressure ulcer prevention
Community m Adherence

Patient information leaflet(s)
Communication

he National Stop the Pressure
| Programme describes a

pressure ulcer as’localized
damage to the skin and/or
underlying tissue, usually over a
bony prominence (or related to a
medical or other device), resulting
from sustained pressure (including
pressure associated with shear). The
damage can be present asintact skin
or an open ulcer and may be painful’
(NHS Improvement, 2018).

A systematic review on the cost of
prevention and treatment of pressure
ulcers was undertaken by Demarre
et al (2015). The review examined
17 studies published between 2001
and 2013, of which three focused on
the cost of prevention, five examined
both costs of prevention and
treatment, and nine looked at costs

Lisa Ledger, head of occupational therapy,
University of Derby; Louise Morris, prevention
of harms nurse practitioner, Birmingham
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of treatment alone. While cost varied
significantly between the studies, the
overarching conclusion was that the
cost of treatment was much higher
than prevention. Litigation linked to
pressure ulcers was reported to have
increased by 43% in the NHS in the
three years up to 2017-2018, with the
cost of claims alone identified as over
£20.8m (Stephenson, 2019).

Guest et al (2018) published a
retrospective cohort study examining
the costs and outcomes of patients
with pressure ulcers at 2015/2016
prices. The patients were selected
from The Health Improvement
Network (THIN) database, which is
a computerised national database of
anonymised electronic medical records
collected by GP practices. 209 patients
with pressure ulcers were monitored
over 12 months. The mean NHS
cost of wound care for the 12-month
period was £8720 per pressure ulcer
and only 50% of the pressure ulcers
healed within the 12 months (of which
11% were category 1 pressure ulcers).

The cost of an unhealed pressure ulcer
was found to be 2.4 times more than
managing a healed pressure ulcer.
Community nurse visits accounted for
around 80% of the management costs.

Guest et al (2020) have recently
published an update to their study
evaluating the burden of wounds
in the UK and estimated there
were around 202,000 patients with
a pressure ulcer during the study
year (2017-2018), which equates to
0.4% of the total adult population.
Community nurse visits accounted for
around 80% of the management costs,
with up to 53% of the pressure ulcers
having a wound infection. Therefore,
the costs in relation to pressure
ulcers and wound management are
significant and while these studies do
not investigate the impact of non-
adherence in relation to the healing
and costs of wounds, the implications
of this are far-reaching. The studies
acknowledge that a better care
delivery process is needed to improve
patient experience and outcomes
(Guest et al, 2018; 2020).

RISK ASSESSMENT AND
PATIENT INVOLVEMENT

It is clear that the cost of managing
pressure ulcers is high. However, for
the patient there are also intangible
costs associated with both adhering
to advice for prevention and the
impact of the condition itself (e.g.
the associated discomfort that could
arise from frequent repositioning for
some individuals, or use of pressure
redistributing support surfaces

that could make the patient feel
uncomfortable). There is currently

a paucity of studies that report on
the patient experience of having

a pressure ulcer and, in particular,
patient understanding of risk and
factors that may affect adherence

to prevention strategies (Ledger et



al, 2020). In a survey exploring the
role of patients in pressure ulcer
prevention in an acute care setting,
MclInnes et al (2014) identified
understanding pressure ulcer risk and
patient engagement in prevention
strategies was influenced by a
number of factors, including:
> The complexity of tasks that
patients were asked to undertake
) If the patient had any previous
experience of pressure ulceration
> The quality of healthcare
personnel interactions.

The study advocated patient-
centred educational models to
enhance adherence with healthcare
strategies for minimising risks and
achieving better outcomes. However,
the study was undertaken in an acute
hospital setting, which may reduce
how transferrable the findings are to
other settings, such as the community.
Nevertheless, there would appear
to be some implications for practice,
including the importance of holistic
assessment to understand if the
patient has understood advice and
is able to participate in prevention
measures. The need to ensure that the
patient has fully understood the risk of
pressure ulcers and feels empowered
within decision-making has also been
identified as important in a number of
studies (Latimer et al, 2014; McInnes
et al, 2018; Rutherford et al, 2018).

Therefore, it is vital in the
context of health education and
encouraging patients to participate in
prevention measures, to consider how
educational resources are provided,
i.e.language, level of perceived
literacy of user, information leaflet, the
nature of nurse-patient interactions
and whether these are effective in
encouraging adherence.

PATIENIRINFORMATION: REVIEW
OF EXISTING,RESEARCH

Communicating pressure ulcer
prevention information to patients

is under researched, despite
communication issues featuring as
one of the main areas in root cause
analysis (RCA) and patient complaints
(Fletcher, 2020). There are a variety

of ways of giving information, such

as leaflets, booklets, videos, health
apps, but in all cases the information

should be clear and focus on key
messages, while acknowledging

the varied recipient audience.
Information should also be reinforced
and repeated at different points to
check understanding (Fletcher, 2020).
There is government guidance when
developing written tools, such as
language used and layout.

The importance of good
communication has also been
recognised in the pressure ulcer
core curriculum, developed by
the National Stop the Pressure
Programme (NHS Improvement,
2018). This document provides a
guide as to which factors need to be
included in training for healthcare
staff in a range of different settings.
The section on‘giving information’
supports the delivery of theory and
acquisition of skills related to effective
patient communication. Enabling
patient engagement and supporting
patient concordance is included and
a range of communication strategies,
such as leaflets, demonstration and
instruction, are recommended to
equip healthcare workers with a range
of approaches to draw upon and
support practice.

More recently, the National Wound
Care Core Capabilities Framework
for England (National Wound Care
Strategy Programme [NWCSP],
June 2021) has been launched. This
document, containing core capabilities,
intends to identify the skills,
knowledge and behaviours required
to deliver high quality personalised
wound care. The framework includes
five domains and provides clear
standards for assuring safe, effective
practice. Domain‘D’ on personalised
care and health promotion includes
capability 7 on communication. While
concordance is not specified, the detail
on adapting communication styles
and using communication strategies to
promote patient empowerment within
decision-making links to the previous
studies discussed here that outlined
measures to facilitate adherence.

In terms of the existing evidence
base, a recent Cochrane systematic
review focusing on‘patient and
lay carer education for preventing
pressure ulceration in at risk
populations’reviewed 10 studies as

WOUND CARE

suitable for inclusion, with two main

types of education interventions

(O’Connor et al, 2021):

» The provision of information on
prevention of pressure ulcers

» The use of different types of
education programmes.

This review concluded that it
is uncertain whether educational
interventions make any difference to
the number of new pressure ulcers
or to patient knowledge, based on
evidence from the 10 included studies.
However, there is low certainty of
evidence, meaning that additional
research is required to confirm
these results.

Durrant et al (2018) in a mixed
methods study considered whether
patient information resources
routinely provided as leaflets
informed patient understanding of
pressure injury. Three patient leaflets
were included:
> A patient leaflet provided upon
discharge from hospital
> A patient leaflet provided to
community patients identified as
being at pressure ulcer risk by the
district nursing service

> The International European

Pressure Ulcer Advisory Panel

(EPUAP) patient information

leaflet — available free online.

Readability of each leaflet
was analysed by calculating their
SMOG score (Simplified Measure
of Gobbledygook) (McLaughlin,
1969).To assess compliance with

A Al Practice points

Consider how information is provided
on patient information leaflets —
layout, typeface, visuals, language,
use of pictures. Also, what about:
»  Availability in different languages
> Availability of video recorded
message with subtitles for those
with hearing and sight loss and
for those with illiteracy
> Appropriate styles suitable
for paediatrics and those with
learning disabilities
> Equity with accessibility, as
not everyone has access to
the internet.

JCN 2021, Vo1 35,No5 43
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national guidance, leaflets were also
appraised against the NHS tool for
patient literature including the use

of headings and shorter sentences
(Department of Health [DH], 2003).
The results of this study showed that
participants had low levels of insight
in the causes and understanding of
pressure ulcer risk. With regard to
information, even when good quality
information was provided, participants
were passive in relation to engaging
with it. Some participants expressed
difficulty in using information that
was too medically focused and, as
they struggled with terminology,

did not use it. Key insights from

the study revealed that despite
having access to patient information
leaflets, participants had limited
understanding of pressure ulcer
causation and risk. Health literacy
was also a factor with engagement
of the leaflets, potentially hindered
by poor readability scores. All
leaflets failed to include information
relevant to different skin colour with
assumptions of a white audience,
which may also have increased
disengagement from use of the
information (Durrant et al, 2018).

The findings of Durrant et al’s
(2018) study suggest that leaflets alone
only play a minor role in improving
patient health literacy, as reflected in
their knowledge and engagement with
prevention measures. Previous studies
have revealed similar findings, in that
providing patient materials in clinical
environments was not an effective
method of pressure ulcer education
or improving adherence to prevention
measures (Latimer et al, 2014; Schoeps
et al, 2017). Instead, in'the authors’
clinical experience, focus should be

A @ Practice points

Consider the nursing approach and
‘wrap-around’ conversations within
patient education and advice:
» Importance of seeing from
the patient perspective — put
yourself in the patient’s shoes
to understand the implications
and impact of the advice on
their routine, responsibilities and
lifestyle and adapting to meet
individual needs.
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on the quality of interactions and
improving nurse-patient relationships
and greater verbal dialogue and
discussion with patients around
pressure ulcer prevention. With
regards to leaflet information and
retention of knowledge, longitudinal
studies that focused on patient
retention of information have not
extended beyond one week (Hartigan
et al, 2012; Vowden et al, 2015). This
raises important questions around
the frequency and duration of patient
retention of information.

A recent qualitative study
was conducted in Birmingham
Community Healthcare NHS Trust to
consider, from the patient perspective,
understanding of pressure ulcer
risk and potential factors affecting
adherence to prevention strategies.
The rationale for the research was that
patients themselves are increasingly.
being required to be aware of pressure
ulcer risk and to employ preventative
measures. However to date, as said
above, there is limited research
regarding patient understanding of
risk and potential factors affecting
adherence to prevention measures
(Ledger et al, 2020).

The study used a pragmatic
research approach and a range of data
collection methods, including:

b Observations of nurse—

patient interactions
»  Follow-up interviews

with patients
> Document analysis of the patient

information leaflet, provided at the

point of care (POC).

A total of 15 participants with
capacity and identified as”at pressure
ulcer risk’, who were known to the
district nursing team, were recruited to
the study.

The observational element of
the study involved observing nurse—
patient interactions, during the routine
district nursing visit. During the visit,
in addition to the nursing pressure
ulcer discussion and risk assessment,
a patient information leaflet was
provided. This leaflet covered aspects
such as how to complete a skin check,
incontinence, and the importance of
healthy nutrition, repositioning and
equipment checks.

A Al Practice points

> If the patient is not engaging
with advice, find out why and try
to formulate a mutually agreed
solution to strengthen patient
participation with this care

»  Consider memory aids, such
as post-it notes, for patients with
impaired memory/issues
with cognition.

One of the key overarching
themes to emerge from the study
was ‘pressure ulcer awareness and
prevention knowledge’. Within
this theme, the majority of patients
in the study reported that they
predominantly gained knowledge
of pressure ulcers from the nursing
visit — through verbal instruction and
demonstration by the nurse, such as
skin checks and equipment usage.
However, in terms of pressure ulcer
aetiology and causality, knowledge
was quite basic, i.e. patients were
able to understand the importance
of checking their skin, moving
position and eating well, but there
was less awareness of aspects such as
incontinence in relation to pressure
ulcer risk and the importance of
pressure-relieving equipment.
Furthermore, over half of the sample
struggled with terminology such as
‘pressure ulcer’, better understanding
the term‘bed sore’and seeing this as
something harmful and to be avoided.

Importantly, only two patients
had read the patient information
leaflet — of these, one had found it
useful. When asked about not using
the leaflet, eight out of the 15 patients
reported difficulties such as visual
problems, fatigue, lack of ability to
concentrate meaning that they did not
engage with the material. Significantly,
these patients had not disclosed to the
district nurse their difficulties in using
the leaflet, and so this non-use had
gone unnoticed.

When asked what type of
information was most useful,
patients in the study placed value on
‘meaningful conversations with nurses
about their care and the day-to-day
challenges they faced in carrying
out advice.



In this extract, one patient shares
what information is of value:

It's like when they (nurse) do

take the time to talk to you and

go through what they need you

to do and we really have a good

discussion, I do tend to take

that in, so for me the talking

instruction is really important.

The importance of nurses ‘taking
the time to care’featured as a theme
from the findings of the study in
terms of patients feeling they could
open up about potential barriers to
following advice. The patients in the
study were less likely to ask questions
or disclose difficulties if they felt the
nurses were busy. Here is an extract
from another patient:

When it’s all rushed and you can

see they (nurse) are so busy, well I

don't feel they have got the time so

I'just nod and agree, I don’t want

to bother them with my woes so 1

just don’t say anything.

CONCLUSION

The clinical significance of these
findings support previous studies
around the potential for poor uptake
of information leaflets by patients
(O’Connor et al, 2021). There is a need
for further evaluation of educational
interventions and approaches to
improving patient education and
understanding of risk, and facilitating
their proactive role in pressure ulcer
prevention. In the authors’clinical
opinion, patient leaflets should remain
subsidiary rather than a substitute for
conversations regarding these topics,
and these should be tailored to the
individual. Also, community nurses
should assess patient knowledge and
their ability to implement pressure
ulcer prevention measures to ensure
successful outcomes.

The World Health Organization
(WHO, 2012) recommends that
health education is not limited to
the dissemination of health-related
information, but also self-efficacy and
fostering motivation and confidence
to improve health. This emphasis on
patient involvement in health care
and their rights to have a central role
in decision-making is an important
cornerstone of current healthcare
policy and practice. The benefits of

patient involvement are thought

to include increased motivation,
adherence to advice, and ultimately
better health outcomes (European
Commission, 2012).

However, how to ensure true
patient engagement and involvement
is often vague as a concept and more
research is needed to determine what
is needed. What is evident is that there
should be more than the education
‘leaflet’ alone to motivate patient
engagement and ensure translation of
knowledge acquisition to behavioural
change and adherence to advice. JcN
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Evaluation of a skin protectant
ointment and an incontinence cleanser

Alexandra Freitas

Incontinence-associated dermatitis (IAD) relates to skin breakdown
from exposure to urine or faeces, and its management involves
implementation of structured skin care regimens incorporating
appropriate use of skin barrier products to protect the skin from
exposure to moisture and irritants. Medi Derma-PRO Skin Protectant
Ointment and Medi Derma-PRO Foam & Spray Incontinence
Cleanser are part of the Total Barrier Protection™ (Medicareplus
International) range indicated for management of moderate-to-severe
IAD and other moisture-associated skin damage (MASD). This article
summarises the findings of multi-centred patient evaluations of Medi
Derma-PRO Skin Protectant Ointment and Medi Derma-PRO Foa

& Spray Incontinence Cleanser, and aims to demonstrate the clinic
and cost benefits of using these products for the prevention an

management of MASD.
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ver the last decade, modern
O skin barrier products have

steadily replaced the use
of traditional barrier products
to maintain skin integrity of
vulnerable patients. These cream,
film and ointment formulations are
designed to protect skin from the
effects of mechanical or chemical
injury. They are predominantly used
in the prevention and management
of moisture-associated skin damage
(MASD), an umbrella term used to
define the various causes of damage
associated with prolonged, or
continuous exposure of the skin to
moisture (Young, 2017).

Alexandra Freitas, Clinical Nurse Advisor,
Medicareplus International, London
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of pressure ulcerdevelopment, as
overhydrated skin is much more
susceptible to damage from extrinsic
factors such as pressure, friction and
shear (Clark et al, 2010).

Another important consideration
with TAD is the effect on the
patient — IAD can be painful and
debilitating and has been associated
with a reduced quality of life, and
therefore appropriate management
is key to maintaining high
standards of care and promoting
good patient outcomes (Doughty
et al, 2012). It can also be time-
consuming and expensive to treat,
which has an impact on clinical
resources and financial implications
(Doughty et al, 2012).

SKIN CARE REGIMENS

‘... 1AD can be painful and
debilitating and has been
associated with a reduced
quality‘of life, and therefore
appropriate management
is key to maintaining high
standards of care and
promoting good patient
outcomes.’

Moisture-associated skin
damage (MASD) occurs when there
is prolonged exposure of the skin
to excessive amounts of moisture
from incontinence, wound exudate
or perspiration. Incontinence-
associated dermatitis (IAD) relates
specifically to skin breakdown from
faecal and/or urinary incontinence
(Beeckman et al, 2009), and has
been defined as erythema and
oedema of the skin surface (Gray
et al, 2012). It has become well-
recognised that the presence of IAD
greatly increases the likelihood

Medicareplus International devised
a moisture damage treatment
strategy to aid care providers of all
levels to manage patients using the
most appropriate product at a given
time. Total Barrier Protection™ (TBP)
provides a unique range of products
with clear guidance and rationale
for use based on the type and
severity of moisture exposure and
degree of skin damage, enabling
the skin care strategy to be tailored
to individual patient needs. In

the author’s clinical opinion, by
introducing a simple and consistent
approach to skin protection,
implementation of TBP™ should
prevent product misuse and drive
efficiency savings.

Medi Derma-PRO Skin
Protectant Ointment contains
dimethicone and bioadhesives,
providing the tacky consistency
suitable for use on severe skin
damage. While similar products
available advocate usage across the
complete scale of skin damage from



To find out more or t0 request
a product demo, please visit:

medicarep\us.co.uk/]cn
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intact to severe, the TBP™ strategy
guides users to be more selective,
using the right product for the right
level of MASD. In view of this,
Medi Derma-PRO is indicated for
skin damage at the more moderate-
to-severe end of the spectrum,
where maximum barrier protection
is required and its properties

will provide most benefit. In this
manner, use of more expensive
products when they are not
clinically indicated can be reduced.

The Medi Derma-PRO Foam &
Spray Incontinence Cleanser meets
the requirements for an appropriate
and effective incontinence cleanser
— a pH-balanced, non-sting,
non-rinse formulation to easily
and effectively cleanse skin and
remove adherent bodily fluids while
minimising the need for unnecessary
rubbing (Bradbury et al, 2017). The
cleanser contains ingredients such as
glycerine that helps protect the skin
and promote a soft non-sticky skin
feel for patient comfort; the cleanser
also contains a surfactant that cleans
the skin without drying it out like
soap and water.

A series of clinical evaluations
were conducted across the UK to
gain clinical evidence on the efficacy
and efficiency of Medi Derma-
PRO Skin Protectant Ointment
and Foam & Spray Incontinence
Cleanser for management of IAD,
and to garner clinical opinion with
regards to outcomes, ease of use
and cost effectiveness compared to
previously used barrier products.

METHOD

A retrospective review of clinical
evaluation data of 110 patients from
47 UK acute and community sites
was performed. All of the patients
were treated with Medi Derma-
PRO Skin Protectant Ointment and
Medi Derma-PRO Foam & Spray
Incontinence Cleanser.

PATIENT POPULATION

The evaluation inclusion criteria

were:

> Patients ‘at-risk’ of, or already
being treated for MASD, with an
indication suitable for treatment

48 JCN 2021, Vol 35, No 5

Medi Derma-PRO Total Barrier Protection™ range

'MeDI
DERMA-S /
/

Medi Derma-PRO Total Barrier Protection™ productsange.

Medi Derma-PRO Skin Protectant Ointment is-available in a 115g tube. A thin,
uniform coating should be gently spread over the whole affected area, with
reapplication after every episode of cleansing. It should be used in conjunction
with Medi Derma-PRO Incontinence Cleanser. Medi Derma-PRO Foam & Spray
Incontinence Cleanser is a moisturising cleansing solution indicated for use on
moderate to severely damaged skin. Severely damaged skin can be defined

as large areas of erythema, with more than 50% of the affected area disrupted
(Jones and Winterbottom, 2019). The Cleanser is available in a 250ml bottle and
has a foam and spray mode (the foam mode enables the solution to stick better
in hard-to-reach areas). It can be applied directly to the skin or onto a clean
washcloth; the skin should be gently wiped clean and patted or air dried (there

is no need to rinse it off).

> Participants had to agree to
treatment, have capacity to
consent, and be reviewed
regularly by the clinical
evaluator.

This review is a subset of a
larger retrospective review of
clinical evaluations that included
other brands like Medi Derma-S
Barrier Cream and Medi Derma-S
Barrier Film. Therefore, once the
participants were identified by
a registered clinician, the most
suitable Medi Derma formulation
was chosen depending on
the assessment of their skin
damage (i.e. mild, moderate
or severe).

Before starting the evaluations,
a Medicareplus International
clinical nurse advisor visited each
site and provided an overview of
the evaluation process and product
training to all relevant staff.
This included:
» Clinical indications for use
» Correct application/

removal techniques
» Frequency of re-application
How to complete
the documentation.

v

DATA COLLECTION

The data collected from a

standardised product evaluation

form was summarised in terms of:

» Product selection and number of
patients who used it

» Demographics (male/female ratio
and age range)

» Rationale for using the specific
barrier product

» Previous or usual skin barrier
products used

» Level of skin damage before
starting the evaluation

» Average duration of treatment

» Observations of the skin
condition at the end of
the evaluation

» Overall product performance
compared to previous or usual
barrier products used

» Clinician and patient additional
feedback/comments.

RESULTS

Data from a total of 47 UK acute

and community sites showed 110
patients used Medi Derma-PRO Skin
Protectant Ointment in combination
with Medi Derma-PRO Foam &
Spray Incontinence Cleanser.




The age ranges disclosed for
these patients varied from 21 to 98
years, although the majority of the
cohort (77%) was over 70 years
of age.

The main rationale for using
Medi Derma-PRO Skin Protectant
Ointment and Medi Derma-

PRO Foam & Spray Incontinence
Cleanser was recorded for 100 of
the total 110 patients. 77% (n=77)
stated that it was used to treat
patients with IAD, 19% (n=19) used
it for the prevention of IAD, and the
remaining 4% (n=4) used it because
the patient’s skin was dry.

Medi Derma-PRO Skin
Protectant Ointment replaced a
comparable product on the market
as the skin barrier product in 50
(46%) cases. Previous skin cleansing
regimens before the evaluation were
documented for 79/110 patients:
49% (n=39) were cleansed with
a skin barrier ointment and 32%
(n=25) with soap and water. The
remaining 15 patients had either
cleansing foams (n=6), emollient
soap substitutes (n=4), wipes (n=3)
or water (n=2).

Following their cleansing
regimen, these patients had a
variety of topical barrier products
applied. A total of 86 responses
were documented for this element
of the evaluation: 46% (n=50) had
a barrier product applied following
skin cleansing, 20% (n=17) had a
barrier film, 6% (n=5) were treated
with a modern barrier cream, and
12% (n=10) had no barrier product
applied. The remaining four patients
had a traditional barrier cream, or
antifungal cream.

Before starting the evaluations,
the clinicians visually assessed
their patients’ skin condition and
recorded the extent of any MASD.
Of the 110 Medi Derma-PRO
evaluations, 87 responses were
documented:

P 33% (n=29) suffered with severe
skin damage
> 44% (n=38) with

moderate skin damage
> 21% (n=18) with mild

skin damage
> 2% (n=2) had no skin damage.

The average duration of use
for the Medi Derma-PRO Skin
Protectant Ointment and Medi
Derma-PRO Foam & Spray
Incontinence Cleanser cohort was
10 days (based on 59/110 responses).

‘Findings from these clinical
evaluations reinforce that
IAD is by far the most
common cause of MASD,
due to prolonged or chronic
exposure of urine and/or
stool, particularly liquid stool
on the skin.’

On completion of each
evaluation, a visual assessment
of the patient’s skin condition
was undertaken by the clinician.
Observations were then recorded
in terms of whether the skin had
deteriorated, remained the same,
or improved.

Where applicable, in association
with anti-fungal treatments, Medi
Derma-PRO Skin Protectant
Ointment provided a clinically
supportive treatment for the
management of skin infections.

A'total of 85 clinicians responded
from the 110 Medi Derma-PRO
Skin Protectant Ointment and
Medi Derma-PRO Foam & Spray
Incontinence Cleanser evaluations:
> 71% (n=60) noted

an improvement
> 28% (n=24) reported that it

remained the same
> 1% (n=1) stated that the skin

had deteriorated.

Following each evaluation,
the clinicians were asked to rate
the overall performance of Medi
Derma-PRO against products used
prior to the evaluations, or usual
product if no skin barrier had been
previously used.

A total of 103 responses from
the 110 Medi Derma-PRO Skin
Protectant Ointment and Medi

SKIN CARE

Derma-PRO Foam & Spray

Incontinence Cleanser evaluations

were returned:

> 78% of clinicians (n=80) rated it
as much better or better

> 20% (n=21) rated it the same

> 2% (n=2) rated it as worse
than products previously or
usually used.

The final element of the
evaluations asked the clinician and/
or patient to provide any additional
feedback regarding the treatment
provided or received.

Feedback relating to Medi
Derma-PRO ointment and
cleanser included:

Much better than soap and
water. [patient]

The staff really liked the
cleanser, very effective at
cleaning; the patient was very
happy. [nurse]

Patient reported ointment gave
her instant relief, very easy to
apply. [nurse and patient]

This treatment does everything
the old products did but costs
less... will use this again!
[nurse]

DISCUSSION

Findings from these clinical
evaluations reinforce that IAD is
by far the most common cause of
MASD, due to prolonged or chronic
exposure of urine and/or stool,
particularly liquid stool on the

skin (Ousey and O’Connor, 2017).
This type of damage is also more
prevalent in the elderly population,
where continence problems are
more common and skin integrity is
susceptible to damage (Bradbury et
al, 2017).

In relation to skin cleansing,
it appears that soap and water
still remain a common cleansing
method. However, this is generally
believed to be sub-optimal
practice (Beeckman et al, 2011).
Traditional soaps are alkaline, can
alter the protective acidic mantle
of skin and remove the natural
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sebum, resulting in drier skin

and reduced protection from skin
commensals (Beeckman et al,
2009). This can further compromise
the skin and increase the risk of
MASD, especially in patients with
vulnerable or fragile skin (Beldon,
2008; Beeckman et al, 2015).

The fundamental aspects
of MASD prevention and
management should be based on
skin cleansing with a mild, pH-
balanced soap substitute, or leave-
on/no-rinse cleansers, to remove
contaminants and microorganisms,
followed by the application
of a skin moisturiser and an
impermeable barrier that provides
total skin protection (Beldon, 2012;
Beeckman et al, 2015; Lichterfeld-
Kottner et al, 2020).

The successful use of Medi
Derma-PRO Skin Protectant
Ointment in association with fungal
treatments also provided useful
and clinically relevant information
during certain evaluations to
support use of the products in
this way. While many skin barrier
creams are not appropriate for such
use due to their moisturisation
properties, these evaluation results
suggest that Medi Derma-PRO Skin
Protectant Ointment will provide a
suitable barrier protection required
to prevent further exposure to
moisture and irritants exacerbating
any secondary infection, while not
donating excessive moisture to the
skin from the product itself.

In the author’s clinical opinion,
the overall performance ratings
and additional feedback received,
in comparison to equivalent
products previously or usually
used, is testimony to the products’
efficacy. The majority of clinicians
in the evaluations found them to be
better than, or at least the same as,
similar products currently available
at the time, further supporting the
effectiveness of these products in
clinical practice.

An important consideration is
the need for further education and
training regarding appropriate use
of skin barrier products, an outcome
which supports the clinical need

50 JCN 2021, Vol 35, No 5

for an easy-to-implement, moisture
damage treatment strategy like
TBP™. Within this strategy, Medi
Derma-PRO is indicated for use

on moderate-to-severe moisture-
related skin damage — the product
is designed to address the problems
with managing this degree of
damage specifically and not with
the aim of replacing simpler and
more cost-effective barrier products,
such as creams and films.

‘Adopting an integrated

and holistic approach

and focusing on the
importance of skin integrity,
and effective prevention and
management strategies, may
serve as a great benefit to
improving practice.’

The positive clinician feedback
received for Medi Derma-PRO
ointment and cleanser provides
further support for the efficacy of
the products in clinical practice,
and is especially encouraging when
they were found to be better than
or at least the same as the most
comparable products available
on the market at the time. This
provides clinicians with a degree of
choice when choosing this type of
cleansing and barrier product, and
allows for consideration of other
important factors, such as unit cost,
while still maintaining confidence
in achieving good patient outcomes
with high quality products.

CONCLUSION

Giving clinicians product choice
for managing varying levels of skin
damage is important to ensure that
IAD and other MASD are managed
appropriately and prevented

where possible. This, in turn, not
only promotes improved quality

of life for patients and reduces

the prevalence and incidence of
such problems, but also offers
financial savings. This could also
impact on prevalence, incidence
and consequences of development

of pressure injuries, due to the
accepted association. When used
as part of the TBP strategy, the
Medi Derma-PRO Skin Protection
System can be effective for
preventing further deterioration
of IAD, while reducing overuse

of expensive products when not
clinically necessary, as well as
enabling all levels of care providers
to consistently implement a
standardised regimen.

While the use of skin barrier
products contributes to the
successful maintenance of skin
integrity, it is essential that
healthcare practitioners have
a better understanding of the
strategies and evidence to support
clinical practice, and effectively
manage healthcare resources.
Additionally, it is of equal
importance to continue to raise
awareness that all forms of MASD
can have a significant effect on
patient wellbeing and quality of life
(Fletcher et al, 2020). This can only
be achieved through the provision
of basic skin care education and
training for all registered and non-
registered healthcare practitioners,
along with guidance for best
practice, to reduce the incidence of
these and related skin conditions,
such as cutaneous infection and
pressure ulcers (Stephen-Haynes
and Stephens, 2012; Beeckman
et al, 2014; Fletcher et al, 2020).
Adopting an integrated and
holistic approach and focusing on
the importance of skin integrity,
and effective prevention and
management strategies, may serve
as a great benefit to improving
practice (Beeckman et al, 2020).

The reality for healthcare is
that choices have to be made about
how money and resources are
allocated for maximum overall
benefit (International Consensus,
2013), and decisions are often
based on the unit cost of a product.
In the author’s clinical opinion,
implementing a prevention or
management strategy, such as
TBP™, simplifies decision-making,
prevents inappropriate product
use and reduces costs, while still
ensuring confidence in achieving
good patient outcomes.  JcN
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Catheter valves: appropriate use and
reduction of risk to bladder

Sharon Holroyd

Indwelling urinary catheters remain one of the most used clinically
invasive devices in the UK, with approximately 90,000 people
living in community settings in England currently using long-term
urinary catheters. There has been a plethora of clinical evidence
published demonstrating the risks of prolonged use of indwelling
urinary catheters and the increased risk of significant infection,
sepsis, and, in some cases, fatality. While the use of an indwelling
urinary catheter is in some cases wholly justified and unavoidable,
it is the responsibility of healthcare professionals to ensure that
risks are mitigated / reduced wherever possible. Use of a catheter
valve system may improve the chance of normal bladder function
resuming following the removal of the catheter. It is a relatively
simple intervention that can be managed by many patients an. e
more discretion and dignity. Use of catheter valves should al
reflect latest national guidance on best practice and be inc a
into local policy. This article explores some of the clinical evi
supporting the use of catheter valves and adviﬁes )y

KEYWORDS:

Catheter valves

remain one of the most used

clinically invasive devices in the
UK (Loveday et al, 2014; Feneley et
al, 2015). It is estimated that there
are at least 90,000 people living
in community settings in England
currently using long-term urinary
catheters (Gage et al, 2016).

Indwelling urinary catheters

Clinical evidence demonstrates
the length of time a catheter is
in place can increase the risk of
developing an infection and a
significant number of patients with
long-term catheters develop sepsis,
which can lead to death (Chenoweth
and Saint, 2013; Loveday et al, 2014).
Furthermore, it has been estimated
that around 2,100 deaths a year are

Sharon Holroyd, retired lead continence nurse
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‘Clinicalievidence
demonsirates the length of
time a catheter is in place can
increase the risk of developing
an infection and a significant
number of patients with long-
term catheters develop sepsis,
which can lead to death.’

directly caused by using indwelling
catheters (Feneley et al, 2015). The
cost of treating catheter-related
urinary tract infections (CAUTIs)

is estimated to be about £2,000 an
episode, while the total annual cost
of using indwelling catheters in the
NHS is estimated to be between
£1-2.5 billion (Yates, 2016).

The impact of catheter
complications is felt most by the
patient who experiences significant
issues relating to infection and the
need for antibiotics (Chapple et
al, 2016). Nursing and social care

services across community and

acute care departments report an
increased demand on their services
with catheter-related issues, leading
to a reduction in capacity and ability
to respond to the holistic needs of
patients with indwelling catheters.
This can impact on an already
pressured healthcare economy across
the NHS and social care sector (Tay et
al, 2016; Ansell and Harari, 2017).

There are recognised situations
where the use of an indwelling
urinary catheter is an acceptable
option for managing bladder
drainage. However, considering
the evidence and risks of urinary
catheters, their use must only be
considered when all other options
have been discounted. Appropriate
management and early removal
of these devices should also be
a priority (National Institute for
Health and Care Excellence [NICE],
2014; Davey, 2015; Yates, 2016;
Simpson, 2017; Royal College of
Nursing [RCN], 2019).

WHEN SHOULD A CATHETER
BE USED?

Clinical indications for the use of
indwelling urinary catheters have
been identified by the Royal College
of Nursing (RCN, 2019) and the
European Association of Urology
Nurses (EAUN) (Geng et al, 2012)
(Table 1). There are significant risks
associated with the introduction of a
foreign body into the bladder (Table
2), not least infection, with statistics
demonstrating that the longer a
urinary catheter is in place, the more
likely an infection is to develop
(Loveday et al, 2014). Therefore, it is
widely acknowledged that indwelling
urinary catheters should only be used
as a last resort and when all other
options have been considered, tried
and failed (RCN, 2019).



Table 1: Indications for use of an indwelling
urinary catheter (Geng et al, 2012; RCN, 2019)

> Acute or chronic retention of urine

b Accurate measurement of urine output in
critically ill patients

P Neurological conditions affecting sensation
or control of micturition

b Perioperative use for selected
surgical procedures

b Urology/genito-urinary tract surgery

b Prolonged duration of surgery,
intraoperative monitoring

> Wound healing of open sacral or perineal
wounds in incontinent patients

b Patients requiring prolonged immobilisation,
e.g. unstable thoracic or lumbar spine
injuries, multiple trauma injurines

) Bladder irrigation/lavage

b To maintain skin integrity in
intractable incontinence

BLADDER FUNCTION

It is important to understand the
normal bladder physiology and

the impact of a urinary catheter on
normal bladder function to enable
practitioners to promote effective and
safe use of these devices.

Normal bladder

Urine can only be effectively

stored in the bladder if the urethral
pressure remains higher than

the internal bladder pressure. A
sustained substantive contraction
of the pelvic floor, urethral wall and
external sphincter increases and
maintains a higher urethral pressure
in comparison with the intravesical
pressure to maintain continence
(Feneley et al, 2015).

A compliant bladder is achieved
when the detrusor muscle actively
relaxes during the filling stage of
the micturition cycle, allowing the
bladder to stretch without allowing
the internal pressure to increase. The
parasympathetic nervous system
inhibits detrusor contraction until the
individual is ready to pass urine.

Increased abdominal pressure
during coughing, laughing or
sneezing is equally distributed to
the urethra and bladder in a healthy
person to ensure that pressures

are maintained and the pelvic floor
supports the bladder effectively
preventing leakage.

During the filling stage of the
micturition cycle, receptors within
the detrusor are stimulated to send
messages to the sacral cord via
afferent nerve pathways. Motor
efferent nerves then transmit signals
back to the detrusor muscle, initiating
relaxation while maintaining a
contracted external sphincter. This
mechanism allows stretching and
filling of the bladder.

This process is controlled from
the pontine micturition centre (PMC)
located in the frontal lobe of the
brain. The first sensation of needing
to pass urine usually occurs in adults
at approximately 200-300ml, but the
desire to urinate can be deactivated
by the PMC until a socially acceptable
time and place. The sensation
intensifies as the bladder fills, until
the voiding phase (usually recognised
at approximately 500mls in adults,
although this varies individually),
where the receptors at the 52-54
level are activated, initiating sphincter
relaxation and bladder contraction
in synergy to expel urine. This
mechanism is susceptible to muscle
fatigue and cannot be sustained
indefinitely. Any urine remaining
when the mechanism reverses is
retained in the bladder until the next
time urination is initiated (Feneley et
al, 2015).

Aside from normal physiology,
bladder function is also affected by
social and psychological factors.
Learned behaviour obtained through
formal toilet training popular in
westernised society can adversely
affect the function of a normal
bladder, as it encourages a belief that
toileting is a totally private function

CONTINENCE CARE

behind a closed, locked door
(Holroyd, 2015; Bladder & Bowel UK
[BBUK] and ERIC, 2019). Any issue
affecting continence, including the
need to wear an indwelling catheter,
can leave a patient feeling vulnerable
and dependent on another person to
manage the basic function of bladder
emptying, resulting in afeeling

of a lack of control (Booth, 2013;
Holroyd, 2018).

EFFECT OF INDWELLING
CATHETERS ON
BLADDERFFUNETION

In some cases, a patient’s bladder
function will slow down over a period
of weeks or months when a catheter
is in situ, especially if the urine is

on continuous drainage into a bag
(Addison, 2001; Robinson, 2005).
There is an increase in negative
pressure within the bladder and
catheter drainage system (when on
free drainage), which can lead to the
mucosal walls of the bladder being
‘sucked’into the catheter eyelet holes,
causing a disruption to the drainage
of urine and resulting in blockage
(Geng et al, 2012; Feneley et al,
2015). Choice of the urine drainage
bag attached to the catheter, and the
distance the bag is placed from the
bladder, can also have a negative
impact on bladder drainage resulting
in pain, urine bypassing, frequent
catheter blockage or slower urine
drainage (Feneley et al, 2015).

Some common issues reported
by patients following removal of
an indwelling catheter include
incontinence, incomplete bladder
emptying, lack of bladder sensation,
frequency and urgency of micturition,
detrusor over/underactivity, reduced
bladder capacity, and urinary tract
infection (UTI) (Gilbert, 2006; Colley,
2015; Feneley, 2015, Holroyd, 2018).

Table 2: Complications associated with the use of indwelling urinary catheters (Geng et al, 2012;

RCN, 2019)

) Catheter-associated urinary tract infection >  Haematuria

) Catheter blockage > Granulation formation

) Catheter bypassing b Urinary extravasation

) latrogenic trauma b Inability to remove catheter

) Bladder spasm > Squamous cell carcinoma (SCC
) Bladder pain b Epididymitis

JCN 2021, V01 35,No5 53
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Table 3: Advantages and disadvantages of using catheter valves (Simpson, 2017)

Advantages

Disadvantages

b Discretion

b Comfort

) Potential for maintenance bladder function,
capacity and tone

b Mimics normal bladder

P Reduces risk of trauma by lifting bladder wall
tissue away from catheter tip

> Reduces risk of bladder neck trauma caused by
drainage bag

b The four hourly release schedule may reduce
catheter blockage

b Possible reduction in risk of infection

b Limited bladder capacity

) Potential for detrusor overactivity

b Ureteric reflex — when urine is forced back
up the ureter towards the kidneys leading to
swelling and potential damage of both ureter
and kidney

Reflux/anal impairment

Poor dexterity

Impaired bladder sensation

Immobility

v v v Vv

CATHETER VALVES

As previously discussed, the bladder
protects itself by regularly filling and
emptying. Catheter valve devices are
attached to the indwelling catheter,
negating the continuous use of a
free drainage system and allowing
controlled filling and emptying of
the bladder. This mimics normal
bladder function to some extent and
reduces the risk of tissue trauma on
the bladder neck, mucosal lining
and urethra (Woodward, 2013).
Additionally, the use of a catheter
valve can preserve some bladder
sensation and function in some
patients (Yates, 2016).

A catheter valve is usually attached
direct to the urinary catheter and can
remain in situ for up to seven days
before requiring a complete valve
change. Any valve changes should
be treated as an aseptic procedure to
reduce the risk of infection. Patients
or carers who are responsible for
changing the valve should be taught
by a healthcare professional the
appropriate procedure for safe and
effective changes. Opening and
closing of the valve by a simple
lever tap allows the bladder to fill
and empty at designated times. This
should be managed using appropriate
infection control measures, including
hand hygiene, and in situations where
someone other than the patient
is handling the valve, an aseptic
technique is advised (RCN, 2019).

To manage the daily care of a valve,
current advice is to wash the entry
and exit points of the valve thoroughly
at least once every 24 hours (RCN,
2019). This should be a clean or aseptic
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technique and can be managed in the
same way as the standard protocol

for catheter care (refer to local policies
for exact procedure relevant in your
area). It is also advised that before

and after each use, the valve is wiped
clean using an appropriate alcohol/
antiseptic wipe (refer to local policies
for relevant procedures). Patients

are also advised to wash their hands
before and after handling the valve. It
is not necessary for the patient to wear
protective gloves, although gloves
would be advised if a third person was
handling the valve (RCN, 2019).

There are some clinical situations
that do not support or benefit

from the use of a catheter valve.

The following factors should be

considered before engaging in the

use of a catheter valve, and careful
individual assessment is key

(Yates, 2016):

) Capacity — the capacity of an
individual bladder may affect
the ability to store volume of
urine, leading to the risk of
an overdistended bladder or
pain if the valve is not drained
appropriately. Bladder capacity may
also be dictated by recent surgery
that requires avoidance of filling
the bladder to protect anastomoses
(common in urogynae, pelvic or
abdominal procedures)

b The risk of renal damage caused
by a full bladder should always
negate the use of a catheter
valve system

b Sensation — most patients
will rely on a feeling of bladder
fullness to alert them to open the
catheter valve at an appropriate
time to empty the bladder.
Patients with a lack of bladder

sensation may be taught to
use a valve system safely and
effectively if bladder capacity
and frequency of need to empty
can be established. This can be
achieved through assessment
of fluid intake and urine output
over a period of at least 24 hours
to establish kidney function and
normal urine production, and
will include specialised input
from appropriately trained staff,
preferably supported with the use
of bladder scans

> Cognitive ability — a patient
with impaired cognitive function
may not be able to safely and
effectively manage a catheter
valve, even with support of
another person.

Table 3 details the potential
advantages and disadvantages of
using a catheter valve.

The ultimate aim of any catheter
should be early and timely removal to
reduce the risks previously discussed.
There has been some suggestion
that using a catheter valve before
trial without catheter (TWOC) may
improve the success and outcome
of the procedure (Woodward, 2013;
Yates, 2016). The author has not been
able to find any clinical evidence
suggesting a minimum amount of
time to wear a valve before a
TWOC to ensure its success. In
practice, the recommended timescale
to wear a valve system appears to
range from 48 hours to two weeks
before removing the catheter.
Clinicians should follow local policy
and guidelines for use of catheter
valves. It should be noted that a
successful TWOC is not wholly
dependent on the use of catheter
valves — other considerations
include fluid intake and bowel
activity, which are essential to
achieving a successful TWOC.

A Al Practice point

It is important to ascertain a patient’s
dexterity before using a catheter
valve, as they vary in how they work
— some need to be pushed laterally
while others require twisting of a
tap-like device (Woodward, 2013).
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CONCLUSION

It is clear that the clinical risks
associated with urinary indwelling
catheters cause concern, while use

of catheters remains a viable and
effective treatment option for many
patients. However, establishing the
cost to a patient’s quality of life is
difficult to determine, with the risk

of serious infection increasing the
longer the catheter is in place (Chang
etal, 2011; Loveday et al, 2014). Some
45% of all bacteraemia cases caused
by Escherichia coli are attributed to the
urinary tract and the use of catheters
(Abernathy, 2017).

It is a Public Health England
(PHE) focus to reduce all healthcare-
associated Gram-negative
bloodstream infections (GNBSI)
by 50% by 2021, and all trusts have
been challenged with ensuring that
a robust action plan is in place to
achieve this by closer monitoring,
early detection and appropriate
treatment of CAUTIs (NHS
Improvement, 2017). However, it
should be noted that this target was
unlikely to have been fully achieved
given the focus on the global
pandemic over the past 18 months.
As health care settles into some
kind of post pandemic normality,
the reduction of healthcare-
associated GNBSI will again become
a higher priority. The guidance has
been updated to reflect the global
challenges with a new target date
of 2024/25 for achieving the
50% reduction.

Appropriate use of a catheter
valve can be achieved after careful
individual assessment and may
improve the chance of normal
bladder function resuming following
removal of the catheter. A valve
system offers more discretion to
the patient, as it can be hidden
in clothing and managed easily
by many patients. Use of catheter
valves should always reflect
latest best practice guidance and
local policy. JcN
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Dementia and continence issues

Urinary and faecal incontinence are common in the older
population, yet incontinence is not a normal part of ageing.
Dementia can impact upon a person’s ability to remain continent,
yet incontinence is unlikely to be a symptom of dementia until
the latter stages of disease progression. There is a misconception
that nothing can be done if a person with dementia experiences
episodes of incontinence. However, many people with dementia
often experience functional incontinence caused by immobility,
communication difficulties, disorientation, or the inability to find
the toilet, which can all be alleviated if the right support and
advice is available. Improving the identification, assessment and
management of continence issues can not only enable people with
dementia to maintain their dignity and improve their health, but
also their sense of wellbeing and quality of life. There is also the
possibility to improve relationships, reduce carer burden, and
reduce the risk of a premature transition into a residential care
setting. This fourth paper in the series explores some of the issues
relating to dementia and continence and the impact as experienced
by our two case studies, Dhriti Singh and Gregory Brewin.

KEYWORDS:

Continence ' Incontinence

t is estimated that there are

more than 14 million people in

the UK experiencing issues with
their bladder and around 6.5 million
people who have bowel problems
leading to incontinence, the effects
of which can be debilitating (NHS
England, 2018). However, it is
suggested that figures may be an
underestimation due to people failing
to report symptoms as a consequence
of stigma and feelings of humiliation
(Hagglund and Wadensten, 2007).
Urinary and faecal incontinence are
common in the older population,
although incontinence is not a
normal part of ageing (Spencer et al,
2017). Despite this, older people, their
families and carers often consider

Dementia

Person-centred care

it inevitable, irremediable, and
ultimately a sign of incompetence
(Gove et al, 2016). People with
dementia may already feel stigmatised
by their dementia diagnosis, and it is
likely that there is an underreporting
of continence issues in people living
with dementia due to fears of further
stigmatisation (Drennan et al, 2013;
Gove et al, 2016).

Urinary incontinence can have
a significant detrimental impact on
a person’s quality of life and social
functioning and is associated with
adverse health outcomes such as falls,
depression, and urinary tract infection
(UTD) (Wagg et al, 2019). Moreover,
incontinence can play a significant
factor in decisions to move a person
with dementia into residential care
(Hope et al, 1998; Luppa et al, 2008;
Alzheimer Europe, 2014). This is often
a result of the distress and sense
of burden that can be caused by

incontinence to both the person with
dementia, their families and carers,
but equally as a result of the extra
support that is needed to manage the
symptoms (Alzheimer Europe, 2014).

There is a misconception that
urinary incontinence is a symptom
of dementia. Urinary incontinence
may be concurrent with dementia,
although cognitive impairment alone
may not be the cause of urinary
incontinence particularly in the
earlier stages of dementia. However,
there is increased prevalence of
incontinence as dementia progresses
into the advanced stages (Harwood
and Cowan, 2021). Dementia rarely
travels alone due to high levels of
multimorbidity, so incontinence may
be as a result of another comorbid
condition, such as diabetes, cardiac
failure, degenerative joint diseases
and arthritis, chronic lung disease,
Parkinson’s disease, depression, stroke
and normal pressure hydrocephalus
(Alzheimer Europe, 2014).

There are four types:
Stress incontinence
Overflow incontinence
Overactive bladder
Functional incontinence (Wheatley
1982) (Table 1).

Functional incontinence is
considered to be associated with
impaired cognition and is caused by
immobility, communication difficulties,
disorientation, or an inability to find
the toilet, rather than abnormalities
of the bladder (Harwood and Cowan,
2021). Consequently, given people
with dementia experience many of
these causative factors, they may
be affected disproportionately by
functional incontinence to those
without dementia (Byles et al, 2009;
Gove et al, 2016).



Although it is important to
recognise that older people with
dementia can experience other
issues with continence, it must
not be assumed that they are
experiencing functional incontinence
and any other causal factors of

Stress incontinence More common in women. The loss of bladder control during physical
activity such as laughing, sneezing, coughing, jumping, exercising, lifting
or during sexual intercourse. Usually the result of the weakening of, o’
damage to the muscles used to prevent urination, such as the pelvic floor |

muscles and the urethral sphincter

their incontinence should be Overflow incontinence More common in men. An inability to completely empty the bladder
assessed appropriately (Harwood which leads to overflow. The most common cause in menis an enlarged
and Cowan, 2021). Medications prostate, but can be caused by blockages of the urethra, weak bladder
may also be a contributory factor. muscles, nerve damage and medication

Cholinesterase inhibitor drugs Overactive bladder A combination of symptoms that can cause urinary urgency, increased

prescribed for Alzheimer’s disease,
such as donepezil and rivastigmine,
can cause or negatively impact on
existing continence issues (Garg
et al, 2015). Similarly, medications
such as oxybutynin prescribed
for an overactive bladder, can
also cause cognitive impairment,
particularly when a person is subject
to polypharmacy and anticholinergic
burden (Reppas-Rindlisbacher et al,
2016). Alzheimer Europe (2014: 16)
state that:
Neither dementia nor incontinence
is a purely physical/ biomedical
phenomenon. Consequently,
it should not be assumed that
urinary incontinence is linked
solely to the bladder or that
continence problems in the case of
a person with dementia are solely
due to brain damage.

Therefore, it is important to
consider the biopsychosocial causes
and impact as part of holistic
assessment rather than seeing
dementia and continence in isolation
of each other.

Faecal incontinence can have many
underlying causes. The National
Institute for Health and Care
Excellence guidance (NICE, 2014)
acknowledges that healthcare
professionals may make assumptions
that faecal incontinence is related to
a pre-existing condition or disability,
such as cognitive impairment,
without carrying out a full
assessment. People with dementia
are four times more likely to be
diagnosed with faecal incontinence
compared to those without dementia,
with care home residents being
disproportionately affected with
prevalence rates of between 30-50%
(Goodman et al, 2015).

frequency, urge incontinence and nocturia. Can be caused by weak pelvic
muscles, nerve damage, medications, alcohol, caffeine, infection, excess
weight, and oestrogen deficiency post menopause

Functional incontinence

Occurs when an individual with normal bladder and urethral function

has difficulty getting to the toilet before urination occurs. Functional
incontinence is often related to impaired cognitive functioning

and mobility

The person with dementia may:
Spend a long time in the toilet
Have urinary tract symptoms (e.g: frequent
urination, rushing to the toilet to urinate,
hesitancy, itching after dribble’ and pain)
Be getting up to pass urine more frequently
at night (nocturia), perhaps accompanied by
daytime sleeping
Change their clothes at unusual times
Use sanitary towels in the absence
of menstruation
Not want to go out for fear of needing the
toilet, particularly to unfamiliar places
Be reluctant to eat or drink
F Sometimes vomit or have pain (this can

happen with severe constipation)

| Use natural remedies (e.g. against diarthoea
and constipation)
Be restless, agitated, or anxious

> Have poor hygiene routines

As with urinary incontinence,
the cause may be functional.
However, there remains the need
to consider whether there are any
treatable causes or factors that might
be impacting on a person’s altered
bowel movements.

Loose stools could be caused by
overflow due to constipation, or the
side-effects of medication, laxative
use, antibiotic therapy, or dietary
intolerances, all of which can be
improved with changes to diet and
prescribed medication (Goodman
et al, 2015). Importantly, an altered
bowel movement should be assessed
and investigated, as the person may
have other undiagnosed conditions
affecting their bowel.

+|(.1

' You may notice:

P Wet patches or stains on the furniture

b Soiled laundry and toilet paper in strange
places (perhaps hidden or forgotten)
Unpleasant smells
A mess in the bathroom/toilet
A change in frequency of elimination (a person
should normally pass faeces between three
times per day and three times per week, and
urinate about six to seven times per day, but
there are considerable differences in how
people go to the toilet)

Given the detrimental effects that
both urinary and faecal incontinence
can have on the person with
dementia, their families and carers,
there is a need to ensure that
incontinence is identified swiftly so
that a timely and effective assessment
can be undertaken. Incontinence
can have negative physical health
consequences, but can also
compromise a person’s dignity and
their emotional and psychological
wellbeing, affecting their mood,
quality of life and relationships (Cole
and Drennan 2019). As there may
be reluctance or stigma associated
with the person with dementia



Dhriti is a 53-year-old woman who has a
diagnosis of young onset vascular
dementia, heart failure and
hypertension. Since her

husband Arjun returned from

India 18 months ago, he has

been providing increasing

levels of personal care to Dhriti.

Six months ago, he decided to employ

a carer to take Dhriti out a couple of afternoons a week to give him some
rest, as Dhriti had become very anxious and would be calling out for him
and following him around the house constantly. However, Arjun has
continued to prompt and support Dhriti with her personal care, but has
noticed at times her underwear appears to have urine stains on them.
Dhriti has asked her daughter to buy her some sanitary towels but no
longer menstruates. While out with the carer a few weeks ago, Dhriti

had an episode of urinary incontinence which upset her and as a result
she has become increasingly reluctant to go out with the carer. Dhriti

has made lots of excuses saying it was just a one-off incident but now
does not want to leave the house. She has also taken to sleeping in a
spare bedroom saying it is because Arjun disturbs her at night. Arjun
knows this is a sensitive issue, as she asked their daughter, not him, to
buy the sanitary towels. He does not know how to support his wife or
raise the issue with her, as they have never talked about such things
throughout their marriage, but he feels it is having a significant impact on
her wellbeing and their relationship. Over a period of a few weeks, Arjun
became more concerned as Dhriti was becoming more withdrawn and so
he called the GP who advised that Dhriti was due an annual review and

Patient story one

for Arjun to make an appointment.

reporting episodes of incontinence,

it is important that families and
healthcare professionals are aware of
the possible cues and clues that may
indicate a person with dementia is
experiencing difficulties in managing
continence. Table 2 identifies some of
the signs to look out for.

It has been highlighted that there
is a lack of knowledge and training in
relation to incontinence in dementia
(Alzheimer Europe, 2014), with Wagg
et al (2008) suggesting a propensity
for healthcare professionals to provide
continence pads to older people as
a first action, rather than assessing
and treating any underlying causes.
Family carers have suggested that
when they seek support from GPs and
other healthcare professionals, advice
is not always helpful or effective, with
inconsistent access to continence
products and a lack of understanding
of the needs and impact on carers
when considering which continence
products might be appropriate
(Drennan et al, 2011).

However, there are opportunities

to improve outcomes for people with
dementia, their families and carers
by undertaking thorough assessment
and considering strategies and
investigations to reduce the negative
impact that episodes of incontinence
may have. There is a need to consider
continence within a wider holistic
assessment of needs, as the person
may be reluctant to disclose their
concerns. Asking if they have any
issues and creating an environment
where they feel safe and reassured is
the first important step.

Table 3 suggests some points to
think about when assessing the needs
for people with dementia in relation
to any issues with continence. If the
incontinence is a new phenomenon,
it is important to consider whether
there is an underlying acute and
treatable illness that is causing it,
such as a UTI which should be
investigated and confirmed by dipstick
and cultures (Harwood and Cowan,
2021). However, to determine other
potential causes of incontinence a
person with dementia should be
offered an assessment with someone

appropriately trained in discussing
and assessing issues with continence,
and a consultation with a doctor for
an examination and possible onward
referral to gynaecology or urology, for
example, if considered appropriate
(Alzheimer Europe, 2014).

This paper will now explore how
issues with incontinence may manifest
themselves through the lenses of the
two case studies.

DRY'QN
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Previous articles in this series also
follow Dhriti’s story (Harrison Dening
and Aldridge, 2020; Aldridge and
Harrison Dening, 2021; Harrison
Dening and Aldridge, 2021).

Family carers

Gender can be an issue in the
provision of personal care, with male
family carers feeling uncomfortable

or unsuitable to provide care in some
circumstances, such as for their mother
or female partner (Drennan et al, 2011;
Gove et al, 2017). Family-caregiving is
predominantly an activity undertaken
by females, although, as a consequence
of changing demographics, family
structures and roles, an increasing
number of men are taking on the

role of primary caregivers (Baker and
Robertson 2008; Sharma et al, 2016), as
is the case with Arjun and Dhriti.

Although it is inferred that men
approach caring roles differently,
there has been less attention paid
to examining their experiences,
especially in providing intimate care
(Sharma et al, 2016). However, no
matter what the gender of the person

You have been asked to conduct

a review of Dhriti's needs and

you are aware that her husband

is concerned she might be
experiencing symptoms of urinary
incontinence. How would you raise
this in the review?

What support do you think Dhriti
and Arjun each might need? Do you
know where to access the correct
support locally?



with dementia or the family carer is,
incontinence can have a detrimental
effect on relationships, with couples
reporting that it can impact negatively
on their physical attraction, affection,
and intimacy (Gove et al, 2016). This
might be due to the person with
dementia needing support with
intimate personal care, which may
lead to changes in the roles within the
relationship (Drennan and Cole, 2009;
Gove et al, 2016), as well as practical
barriers, for example, the need to sleep
in separate beds.

Furthermore, there may be
increasing demands on carer’s time
because of needing to deliver personal
care, an increase in household chores,
such as laundry and cleaning, and
sleep disturbances caused by nocturia
(Gove et al, 2016). Therefore, delivering
continence care can have a detrimental
emotional, physical, and psychological
impact on carers, with many reporting
that they feel ill-equipped to do
so.This demonstrates not only a
clear need for support in managing
continence issues, but also greater
sensitivity and understanding from
health and social care practitioners
(Alzheimer Europe, 2014).Yet, family
carers consider that continence
assessments are too brief, and fail to
take into account the impact on them
both in terms of meeting the practical
demands as well as the emotional
effect of managing incontinence
(Upton and Reed 2005; Drennan et al,
2011; Kyle 2012; Gove et al, 2016).

Previous articles in this series also
follow Gregory’s story (Harrison
Dening and Aldridge, 2020; Aldridge
and Harrison Dening, 2021; Harrison
Dening and Aldridge, 2021).

A person with dementia may
wake up during the night and be
disorientated and in searching for the
toilet for so long, end up wetting their
clothes. This, coupled with nocturia,
could lead to a person urinating in
inappropriate places, such as in a
wardrobe or plant pot, which might
be the case with Gregory. People
with dementia can have difficulties
in recognising when their bladder is
full, which impacts on their ability to

Gregory has a diagnosis of Alzheimer’s disease

and vascular dementia and lives at
home with a package of formal
care, which was put in place

by his social worker following
recent concerns about his
behaviour and safety. He had

been seen wandering the streets

at night and when neighbours tried

Patient story two

to encourage him to go home, at times he had been aggressive. Gregory.
has been experiencing intermittent urinary incontinence over the past few
weeks, which he has not disclosed to anyone, but his carers have found
damp pants, trousers and pyjama bottoms secreted around his house. As
they have only been providing care to Gregory for a few weeks, they are
unclear whether this is a recent or longstanding issue. The carers have
also noticed that Gregory’s bedroom smells of urine, although his bed
and sheets show no evidence of incontinence and the wooden floors

do not appear wet. The carers try and raise the issue with Gregory, who
embarrassedly apologised for the wet clothing and says it is just his age
and denies that he has a problem. Concerned about the situation, the
carers raise the issue with the social worker as they feel Gregory may need
more support and might not be able to remain at home.

gauge or anticipate when they need
to void their bladder. This may also
lead to them voiding their bladder
inappropriately as they are unable

to exert a delay in voiding (Si Ching,
2017). This can be misinterpreted as a
wilful or resistive act — a‘behaviour
that challenges’, perhaps leading

to an increased risk of transfer into

a residential setting (Alzheimer
Europe, 2014). However, the impact of
functional incontinence is remedial if
the correct steps are taken to address
some of the barriers that affect a
person with dementia’s ability to get
to the toilet.

In Gregory’s case, it might be
advisable to place a nightlight between
his bedroom and the bathroom so
that he can get his bearings when he
wakes up in the night, or if the toilet is
too far away consider placing a urine
bottle or commode near to his bed.

It appears that Gregory does wake
before he passes urine as his bed

is not wet or soiled, indicating that

his environmental factors should be
considered in the first instance, before
a need for any specific continence aids.

Incontinence can be debilitating,
stigmatising, and is often considered
to be humiliating by those who
experience it. People with dementia

do not feel the negative effects of
incontinence any less than people
without dementia do.

There is a need to dispel the
myths associated with dementia and
continence to ensure that people
with dementia, their families and
carers, access the right support and
guidance to minimise any negative
impact incontinence may have on
their lives. This means recognising
that incontinence is not a symptom
of dementia until the latter, more
advanced stages of the disease
progression, acknowledging there
are things that you can do if a person
with dementia experiences episodes of
incontinence, and that family carers do
not always know what to do, so need
support and advice. While continence
aids, such as pads, might be part of
the solution for some, they should
not be considered the only option —
maintaining a person’s dignity should
always be the priority.

Have you come across a scenario
like this before? If so, how was

it managed?

Having read this article, would you
now think about things differently?
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Table 3: Some things to think about when considering continence and dementia

4

Finding out about the person’s usual bowel and bladder routines — is this a new problem? Are there
any known medical or physical conditions? What medication are they taking?

Finding out if they have communication difficulties. How do they usually communicate their need to
use the toilet? Would prompting help?

Are there any medications that might be impacting on the situation? Do medications need reviewing?

Are they having issues with skin integrity and maintaining personal hygiene?

What is their diet like? Are they getting adequate nutrition and hydration? Do they need support with
shopping, meal preparation, etc? Would the person benefit from a community care assessment?

Do they have mobility issues? Can the environment be changed in any way to support continence? Do
they have the correct mobility aids? Are they in pain on movement? Would pain relief help? Do they
have a downstairs/accessible toilet? Would any equipment, such as  toilet raisers, commodes etc, help?
Would an occupational therapy or physiotherapy assessment help?

Is the person’s coordination and dexterity affected by their dementia? For example, would they benefit
from clothing that does not have belts and buttons?

Does the person get disorientated? Would a sign on the toilet door help? Is there appropriate lighting
at night to enable them to find the bathroom/toilet?

Do they have any visuo spatial difficulties or visual impairment? Would a coloured toilet seat help?
Can some of the furniture be removed so it is less cluttered? Would a change in flooring help (busy
carpets can appear to move, rugs can look like holes)?

b Are they anxious? Is this causing them to visit the toilet more frequently?

} How is their carer/spouse coping? Have they had a carer’s assessment? Do they need information and
advice on how to support the person they care for? Do they need practical support?

to be intimate?

b For spousal carers/partners, what impact is incontinence having on their relationship anc

b Are they using the best continence products to meet their needs and those of thei ﬂ@ A
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Inaccuracies in dispensing

compression garments: survey results

Anecdotally, clinicians have reported difficulties with obtaining the correct compression garments for patients, with dispensing
inaccuracies and delays raising concerns of patient safety, clinical inefficiency, unwarranted variation in care and wasted
resources. However, limited published evidence exists to support this. JCN therefore carried out two surveys in 2018/19-and 2021
to determine if these issues are experienced widely. Results confirmed these problems were encountered at both points in time and
that improvements in dispensing could be made to benefit both health services and patients. The ongoing Coronavirus pandemic
has led to a change in preference for product dispensing and delivery, with an emphasis placed on home and self care.

he number of people with
| venous and/or lymphatic disease
that require long-term treatment
with compression therapy is growing,
as longevity and polymorbidity put
more people at risk of developing
wounds (Guest et al, 2020).

Unfortunately, these patients are
largely managed in the community
setting, where the workforce is in
decline and under unprecedented
pressure (Royal College of Nursing
[RCN], 2013). In recognition of the
need for change and to alleviate
some of the burden placed on
community staff, NHS England (2017)
recommended improved efficiency,
and the elimination of unwarranted
variation in care and waste.

The recent Covid pandemic
has placed further unprecedented
pressure on community workforces,
necessitating the need to take a
different approach to usual practice,
for example by promoting patient self
care (Schofield, 2021).

As clinicians, it is reasonable to
expect that prescribed compression
garments will be dispensed correctly
(Stephen-Haynes, 2018). However,
with over 10,000 compression
garments available via prescription,
there is room for error (O’Neill, 2017).
Anecdotally, clinicians have reported
difficulties with obtaining the correct
compression garments for their
patients, or dispensing taking a long
time, with both problems delaying the
start of therapy, and raising concerns
over patient safety, and generation
of waste (Stephen-Haynes, 2018).
However, limited published evidence
exists to support these experiences
(Stephen-Haynes, 2018).
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The Lymphoedema Network
Wales identified dispensing problems
and carried out an evaluation among
people with lymphoedema to
determine the extent of difficulties
in obtaining the correct compression
garment in a timely manner. The
results found that 50% of compression
prescriptions were dispensed
inaccurately, while the average wait
time to obtain the garment was 42
days (O’Neill, 2017).

JCN therefore carried out two
surveys to determine if these reported
problems with inaccurate dispensing
are experienced widely in the UK. The
surveys were available for completion
by registered users of the JCN and
GPN websites in November to
January 2018/19 (survey one) and JCN
website in April 2021 (survey two). The
surveys used the majority of the same
questions with an additional question
added to survey two (Table 1).

RESULTS

Prescribers

Survey one had 376 respondents
while survey two had 165. In survey
one, 70% (n=263/376) of respondents
were prescribers of compression

hosiery, whereas in survey two,
31% (n=51/165) of respondents had
prescribing power.

Main supply route

In both surveys, the most common
route to obtaining compression
garments was via pharmacy

(survey one, 82% [n=307/376]; 67%
[n=111/165]). In survey one, ‘other
route’, mainly prescription via GP
or specialist nurse, was the second
most common route. In survey two,
non-prescription ordering was the
preferred second route (17.58%;
n=29/165), while Dispensing
Appliance Contract (DAC) was used
in third place in both surveys (survey
one, 10.6% [n=40/376]; survey two,
10.30% [n=17/165]).

Problems with inaccurate dispensing

In both surveys, respondents reported
problems arising as a result of inaccurate
dispensing of compression garments.

In survey one, 70% (n=261/376) of
respondents anticipated issues, while in
survey two this was 61% of respondents
(n=100/165 (Figure 1).

In survey one, 73% of respondents
(n=91/262) stated that up to a
quarter of all prescriptions were

Table 1: Survey questions

» Are you a prescriber of compression garments?

compression garments?

» Which inaccuracies do you experience the most?

*Question asked in survey two only

» Which is the main supply route for compression garments in your trust?
» Do you and/or your patient experience problems caused by incorrect dispensing of

> If yes, what percentage of prescriptions would you estimate are dispensed inaccurately?

» Do you and/or your patients anticipate delays in compression garment dispensing?
» If yes, how many working days on average does it take to get the prescribed compression garment?
» In the future, where would you prefer your patients’ garments to be delivered?*
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Figure 1.
Percentage of respondents anticipating delays in compression garment dispensing.
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Figure 3.
Percentage of respondents who experience problems caused by incorrect dispensing.

inaccurately dispensed, with 22%
(n=56/262) stating a quarter to half of
all prescriptions were incorrect versus
69% (n=86/124) and 24% (n=29/124)
of respondents respectively in survey
two (Figure 2).

Both surveys also revealed that
respondents encountered the same
inaccuracies. Survey one listed the
wrong size as the most common
problem (37%, n=140/376), followed
by the wrong garment class (14%,
n=53/376), the wrong type of garment
(14%, n=53/376), followed by the
wrong colour (9.3%, n=35/376). The
remaining 26% of problems were
classified as‘other’.

In survey two, the wrong size was
also the most common issue (42%,
n=69/165), followed by the wrong type
(18%, n=29/165), change in brand
(12%, n= 20/165), then wrong class
and colour (7%, n=12/165). Other
was also stated for 25% of answers in
survey two (n=23/165).

Delays in dispensing

In terms of time delays experienced
in dispensing of compression
garments, 75% (n=279/376) of
respondents in survey one stated they
experienced delays (Figure 3). A third
of respondents (34%, n=106/376)
reported a wait of 5-10 days to receive
the garment, while 31% (n=98/376)
waited 10-14 days, and 20%
(n=64/376) for more than 14 days.

Of the respondents, 15% (n=47/376)
reported receiving the product within
1-4 days (Figure 4).

In survey two, 77% (n=127) of
clinicians also reported expected
delays (Figure 3). Again, approximately
one-third of respondents (34%; n=50)
expected the garment to be dispensed
within 10-14 days, 27% (n=40) within
5-10 days, and 24%(n=35) in 14
days or more. As in survey one, 14%
reported receiving the product within
1-4 days (n=21) (Figure 4).

In the final question of survey two,
61% of clinicians (n=101/376) stated a
preference for compression garments
to be delivered direct to the patient’s
home or residence (e.g. hospice/
nursing home), while 38% (n=62/376)
stated a preference for delivery to the
care setting, e.g. surgery or hospital.

JCN 2021, Vol 35, No 5
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DISCUSSION

It is recognised that the surveys
reported here are not robust studies
and provide only topline information
relating to dispensing of compression
garments in the community. The
results do, however, highlight the
issues experienced by practitioners,
with the themes of inaccuracy and
delays in dispensing being common to
both sets of respondents over time.

In survey 2, the number of
respondents with prescribing power
had decreased when compared
with survey 1, perhaps reflecting the
ongoing decline in the highly skilled
community workforce.

In both surveys, approximately
three-quarters of respondents
stated that up to a quarter of all
prescriptions were incorrectly
dispensed, with a quarter of clinicians
stating that between a quarter to half
of all prescriptions were incorrect.
This is in line with the findings of
Thomas (2017) who reported a
50% inaccuracy in dispensing of
compression garments for patients
with lymphoedema.

In both surveys, the majority
of clinicians expected a delay in
dispensing, with the majority of
respondents waiting between five
to 14 days or more to receive the
dispensed prescription. In 2021, more
respondents reported a wait of 14 days
or longer than in 2018/19. While this
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is less than the 42 days reported by
Thomas (2017), it is still a significant
delay, and may be a consequence of
the impact of the pandemic and/or
Brexit on the NHS.

These problems with inaccuracies
and delays in dispensing could
obviously negatively impact upon the
patient, with therapy beginning later
than planned, unnecessarily wasting
clinician time, and could result in
both waste and expense for the health
service (Stephen-Haynes, 2018).

Overcoming these problems is
paramount so that patients can access
the correct garments in a timely
manner, without experiencing errors
and delays (O’Neill, 2017).

DACs provide an alternative route
to obtaining compression garments.
The surveys revealed that while a
minority of settings use DACs, the
most common route to obtaining
compression is via pharmacy.

However, the use of a DAC with
expertise in compression dispensing
can help to alleviate some of the
issues experienced. For example,
Daylong, a specialist compression
garment dispenser has a 99.36%
accuracy rate (ISO 9001 Audit, 2020)
and dispenses in a maximum of five
working days for most off-the-shelf
and made-to-measure garments
(dependent on product supply).
Additionally, patients can have their
prescription delivered for free to their

nominated address at no extra cost

to the NHS. Survey two reported that
the ability to have delivery direct to
the patient’s home or clinical setting
was indeed preferred, and is perhaps
reflective of the need for a. new way
of working, with the emphasis placed
on self-care for patients due to the
Covid-19 pandemic.

CONCLUSION

Community practitioners need

to work efficently to reduce the
demands placed upon them. These
surveys highlighted the issues that
arise from inaccurate compression
dispensing and that there is room

for improvement that could benefit
the patient, clinician and health
service alike. The use of DAC with
compression dispensing expertise
and the added convenience of direct
delivery could help to overcome these
commonly experienced problems. JCN
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Transfers efficiently
Removes cleanly
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5 reasons to switc
Exufiber® and E

Efficiently transfers ate’ from the wound
bed to the secondary dressi

Extensive size range available: 5x5cm, 10x10cm,
the exudate absorbed 15x15cm, 20x30cm, 4.5x10cm, 4.5x20cm, 4.5x30cm

Plus cavity wound ribbons: 1x45cm (Exufiber only)
or 2x45cm
ic debridement to support a

pon dressing removal’ Take the 14 day Exufiber® challenge

+ prevents biofilm reformation™ as part
of a biofilm management approach®¢

See for yourself how making a

small change can make a big impact.
Request clinical product samples

by scanning the QR code or go to
www.molnlycke.co.uk/exufiberchallenge

% of clinicians rated Exufiber as ‘easy’ or ‘very easy’
remove in one piece’

ufiber® Ag+, when exposed to a flow rate of 0.6ml/h at 40 mmHg pressure for up to seven days (Mélnlycke Health Care. Exufiber Ag+: Physical properties over time. Mdlnlycke Health Care. Data on file. (2019):).

**When comparing lab test results for retention under pressure with Aquacel®, Aquacel® Extra™, Durafiber® and UrgoClean® dressings. *** As part of a holistic biofilm management approach as per international
quidelines (i.e. cleansing, debridement and reassessment)(Bjarnsholt T, Eberlein T, Malone M, Schultz G. Management of wound biofilm Made Easy. London: Wounds International 2017)

1. Mélnlycke Health Care. Data on file. (2018). 2. Mélnlycke Health Care. Data on file. (2020). 3. Surgical Materials Testing Laboratory. BS EN 13726-1:2002: Test methods for primary wound dressings. Mélnlycke Health Care.

Data on file. (2014 ). 4. Smet, S., Beele, H., Saine, L., Suys, E., Henrickx, B. Open, non-comparative, multi-centre post market clinical follow-up investigation to evaluate performance and safety on pressure ulcers when using

a gelling fibre dressing as intended. Poster Presentation at European Pressure Ulcer Advisory Panel Conference, 2015, Ghent, Belgium. 5. Gil et al. 2017. Evaluation of a Gelling Fiber Dressing with Silver to Eliminate MRSA

Biofilm Infections and Enhance the Healing. Poster presented at the Symposium on Advanced Wound Care Spring meeting/Wound Healing Society (WHS) Annual Meeting 2017, Apr 05 - 09, 2017, San Diego, CA, USA. 6. Davis, . .
S.C., L, J., Gil,J. Head, C., Valdes, J. , Glinos, G. D., Solis, M. , Higa, A. and Pastar, I. (2019), Preclinical evaluation of a novel silver gelling fiber dressing on Pseudomonas aeruginosa in a porcine wound infection model. [ ) . .
Wound Rep Reg, 27: 360-365. 7. Davies, P, McCarty, S., An in-use product evaluation of a gelling fibre dressing in wound management. E-poster presentation at Wounds UK Conference, 2017, Harrogate, United Kingdom.

Find out more at www.molnlycke.co.uk. Mdlnlycke, Unity House, Medlock Street, Oldham, OL1 3HS. Phone 0161 621 3900. The Mélnlycke trademarks, Exufiber, names and logos are registered globally to one or more of

LI ®
the Mélnlycke Health Care group of companies. © 2021 Mélnlycke Health Care. All rights reserved. UKWC1018a M o l n lyc ke

Aquacel and Aquacel Extra are registered trade marks of ConvaTech. Durafiber is a registered trade mark of Smith and Nephew. UrgoClean is a registered trade mark of Urgo medical ltd






