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PRESSURE ULCERS VS INCONTINENCE

ASSOCIATED DERMATITIS (IAD):
AVOIDING THE CONFUSION




AIMS OF THE SESSION

 To discuss the differences between incontinence associated
dermatitis (IAD) caused by moisture associated skin damage (MASD)
and pressure ulcers, in order to report accordingly

 Outline how |AD may occur as a result of MASD

« QOutline the importance of assessment and
classification of |IAD

« Understand what a pressure ulcer is

* Introduce you to the National Institute for
Health and Care Excellence (NICE)
endorsed SM.AR.T resource.
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WHAT IS MASD?




THE ACID MANTLE
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Prolonged
exposure to
urine and or

faeces.

Moisture
lesions

IAD

Diaper
dermatitis

Prolonged
exposure to
effluent from
ostomy.

Peristomal
dermatitis

Prolonged Prolonged
exposure to exposure to
wound perspiration
exudate. in skin folds.

Periwound Intertrigo/ITD
dermatitis Intertriginous dermatitis

Mucus/saliva



PROLONGED/CONTINUOUS EXPOSURE OF THE

SKIN TO MOISTURE

« QOver hydration of the skin
disrupts the barrier properties
of the stratum corneum and
allows irritants to penetrate the

' ' Wi 1 W7 LA
epidermis Ll
* Once the skin is over-hydrated B |
It Is more prone to physical 7 a

damage including friction and
shear.



SOURCES OF MOISTURE ASSOCIATED SKIN DAMAGE

Incontinence Wound exudate Perspiration Stoma output
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SIGNS OF MOISTURE ASSOCIATED SKIN DAMAGE

* Erythema

« Excoriation

* Maceration

* ltching/scratch marks
« Secondary infection

* Pain.

JCN



WHAT IS IAD?




WHAT IS IAD?

|IAD is an inflammatory skin condition that
occurs when the skin is exposed to urine or
stool and leads to secondary infection, pain or
skin lesions.

* The areas affected are:
 Perineum

« | abial folds

 Groin

« Buttocks

« Upper thighs.
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CLINICAL CHARACTERISTICS OF IAD?

« Wide spread diffuse blotchy
erythema

 Indistinct margins
* Maceration

* Patches of denudement or
partial thickness erosions

« Damage may be linear in skin
folds.

JCN



CLINICAL CHARACTERISTICS OF IAD?

* Leakage of serous exudate or
possible bleeding

 May be over a bony
prominence, in skin folds, anal

cleft

* Or as peri-anal irritation with
irregular shaped edges.
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CLINICAL CHARACTERISTICS OF IAD?

IAD can cause considerable
pain (often burning in nature)
and suffering for the
iIndividual, especially
following each episode of
Incontinence.




WHO IS AT RISK OF IAD?

« All patients or
residents with
Incontinence

e Patients with
double E?_rrzﬁg;aeces
Incontinence are
the most
vulnherable - loose
stools/ diarrhoea.

Liquid faeces
+/- urine

Urine

IAD Risk

Type of Incontinence
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WHO IS AT RISK OF IAD?

Up to 41%

. 43% of all
ofr?ursmg incontinent
. home patients in
residents have acute care have
IAD (Nix and IAD (Gray and
Haugen, 2010). Bartos, 2013).
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EFFECT OF URINE AND FAECES ON THE SKIN

skin

more prone to injury
from irritants and
v friction
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- Overhydrated ;\

Inflammation
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Increased
risk of
infection

Disruption
of the
structure
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INCONTINENCE ASSOCIATED DERMATITIS: FAECES

Lipolytic
and
proteolytic

Combinati enzymes
ombination Liquid

of urine and
faeces is
more
harmful

faeces has
more
enzymes

) Enzymes
Enzymes © i TRt also act on
more active - urea to
in higher pH produce
ammonia

Further
increased

H .
(Beeckman et al, 2015) - Medicareplus
eeckman et &% 2015 Image courtesy of M. Hughes TVN °




HYDRATION

* Dry skin is more susceptible to T T
infection and ulceration ot | S o P
» Dry areas should be
rehydrated to:

Maintain the natural skin barrier
Reduce erythema

Reduce roughness and soften
any skin cracks

Ease itching.




HYDRATION

 Moisturise with an emollient -
emollients increase the amount
of water held in the skin

* Emollients should be considered
as part of a skin care regime to
ensure skin is hydrated and
supple - do not use on skin
exposed to excessive moisture.
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WHAT IS A PRESSURE
ULCER?



WHAT IS A PRESSURE ULCER?

Pressure ulcer guidance identifies that a pressure ulcer is a
localised injury to the skin and/or underlying tissue usually
over a bony prominence.

The four main factors in causing pressure ulcers are;

« Pressure
« Shear
Friction
Moisture.

(NHS England, 2019)




WHAT IS A PRESSURE ULCER?

Pressure ulcers can affect anyone at any point in their life
cycle. Pressure ulcers have many implications to both
individuals and the NHS:

« Pain

* Longer stays in hospital

* |ncreased risk of infection
« Cost.

(NHS Improvement, 2018) Medicareplus



SSKIN: PRESSURE ULCER PREVENTION

Skin Assessment

* Mattress
» Cushion m s
« Bed and heel protectors. B s
- =

« Complete a full skin assessment e
« Complete an individual care plan  l -
. Complete clinical incident form for all Grade 2~ & oo
and above pressure ulcers. s v
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SSKIN: PRESSURE ULCER PREVENTION

Give repositioning advice
Frequency of repositioning
Consider offloading heels.

Assess skin for moisture damage

Consider referral to continence
team

Formulary skin barrier products to
help reduce risk of deterioration

Report all moisture damage.
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Pressure Ulcer Guide

.
Product Choice
FOR SKIN
FORSKIN
PROTECTION
MOISTURISATION PROTECTION
USE USE
CREAM EILM
CREAM
AND FILM
FORMATS
\ODERATE W
SKIN DAMAGE METER

MEDI DERMA-S MEDI DERMA-S

Healthcare Grade

d
o Product | NHS-SC
Code Code

60819 ELY561

Healthcare Grade

Product
Code

zsgathf& 60338  ELY536 Som|
Pump Spray
LB 60796  ELY562
Wipe (x30) 60307  ELY788
Tube
- 60628  ELY563 —
Applicator 61076 ELY532
1ml (x5)
Tube Sterlle
90g 60345 | ELY538 Applicator 61090  ELY533
3ml (x5)




SSKIN: PRESSURE ULCER PREVENTION

. ?omspl)ete nutritional risk assessment — Malnutrition Universal Screening Tool
MUST

« Complete an individual care plan
« Offer dietary advice
« Commence fluid balance or food chart.

S

SURFACE

Complete a pressure ulcer risk assessment such as
Waterlow or Braden. Identify frequency of review
(monthly or sooner if any changes occur that may
increase the risk of pressure damage)
Consider offering a mattress, cushion, bed and
heel protectors
If this equipment has already been provided:
Is it in satisfactory condition?
Is the mattress appropriate for the patient?
Consider stepping up to a dynamic mattress if
deterioration is likely (ensure correct setting and loose
sheets are used), or consider stepping down to a foam
mattress if the ulcer or risk of ulcer has improved and
the patient is more mobile
Consider referral to O.T/wheelchair service for
a seating/wheelchair assessment

DOCUMENT THE ABOVE AS EVIDENCE OF COMPLETION

S

SKIN INSPECTION

Complete a full skin assessment

Identify frequency of review
(weekly if regular community nurse visits are already
required, or daily if carers/family are able to assist

- complete a share care agreement letter if so)

Identify any vulnerable pressure areas and offer
equipment as appropriate (See ‘Surface’)

Complete an individual care plan for any at risk areas
or confirmed pressure ulcers

Complete separate wound assessments and photographs
for all confirmed pressure ulcers. Reassess these weekly
or sooner if there are any notable changes

Complete a dinical incident form for all grade 2 and
above pressure ulcers

DOCUMENT THE ABOVE AS EVIDENCE OF COMPLETION

KEEP MOVING

* Give repositioning advice
» Consider a repositioning schedule for immobile
patients (30% tilt leaflet for bedbound patients
is available for carers)

» Discuss frequency of repositioning

» Review skin integrity frequently to ensure
repositioning is being completed and is reducing
the risk of further pressure damage

«» Consider a safeguarding referral if your
recommendations are not being met through carers

Consider an offloading heels strategy if heels are
vulnerable (elevate heels using foot stool or pillows
in bed)

Consider a Doppler assessment prior to debriding
any foot ulcers

» Consider referral to diabetic foot clinic if appropriate

DOCUMENT THE ABOVE AS EVIDENCE OF COMPLETION

INCONTINENCE
& MOISTURE CONTROL

Assess skin for unmanaged moisture from incontinence,
sweating or wound exudate. Complete a care plan for
any at risk areas. Review weekly or sooner if
deterioration occurs

Consider a referral to the continence team for
assessment if products are not managing the
incontinence

Consider formulary skin barrier protectants
to manage the risk of tissue deterioration
Document moisture lesions on your local
patient safety reporting system

DOCUMENT THE ABOVE AS EVIDENCE OF COMPLETION

N

NUTRITION
& HYDRATION

Complete a nutritional risk assessment tool such
as MUST and identify frequency of review
(monthly or sooner if changes occur which will
impact on MUST score)
Use upper arm circumference measurements
if unable to weigh patient
Complete a care plan for at risk patients and review
weekly or sooner if changes occur
Offer fortified dietary advice if appropriate
(Food First information leaflets are available)

Consider commencing food/fluid daily record chart

Consider rec weekly weight
for patients whose nutritional intake tends to fluctuate

DOCUMENT THE ABOVE AS EVIDENCE OF COMPLETION




IAD AND PRESSURE ULCERS

|IAD is a recognised risk factor for pressure ulceration and the
two conditions can coexist in an individual. However, there is
still confusion between superficial pressure ulcers and |IAD.




DIFFERENTIATION: PRESSURE ULCERS AND IAD

* Prevention and treatment strategies differ

* The cause of the problem can be established and removed
(for example, a moisture lesion will not heal if purely treated
with pressure relief and vice versa)

« Actual number of pressure ulcers reported may be inflated.

JCN
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IAD AND PRESSURE ULCERS

R’ R Skin damage that is established

to be as a result of incontinence
should not be recorded as a
pressure ulcer, but should be
referred to as MASD to
distinguish it, and documented
separately

(NHS Improvement, 2018).




DIFFERENTIATION: PRESSURE ULCERS AND IAD

Differentiation Guide

- Pressure Ulcer Incontine_nce-Associategl Dermatitis (IAD)
ause Eota bl e o Established cause - Continuous exposure
to urine and/or faeces

= Can occurover a bony prominence if

oy moisture present- exclude pressure

3 I and shear. A linear (straight) lesion
L . Most likely over 3 o limited to the anal cleft is likely to be

ocation a bony prominence Moisture-Associated Skin Damage.

Peri-anal redness/iritation is most

likely Moisture-Associated Skin
Damage due to faeces.
Regular shape with a more
Shape/Edges | ] v ke
k Non-blanching redness
. B’ or blue/purple discolouration

38 is likely due to pressure damage.

Colour ’ % 2 >
L . Red granulation, soft/black necrotic
5 | orsloughy tissue in the wound bed

indicates a pressure ulcer.
. Can vary in depth from unbroken
2 non-blanching erythema to full
thickness tissue loss extending
to tendon or bone

Diffusely scattered,
irregularly shaped.
If a’kissing’ lesion is observed across
two adjacent surfaces, at least
one is likely due to moisture.

If redness or discolouration
is uneven, moisture damage
isthe likely cause.

Pink or white surrounding skin
indicates maceration

Superficial - Partial thickness
skin loss, but may enlarge when
infection is present

reported as a pressure ulcer.*

Moisture-Associated Skin Damage
Piasence of aecrodis does not contain necrotic tissue. §
. (black scab or softening blue, 'Where Lim2 ‘SF“F"-“"’”"" F
Necrosis brown, grey or yellow tissue) within the IAD, this will be due toa 5
indicates a pressure ulcer m::s:::z’::tﬁ abned § M d . I
: edicareplus
E INTERNATIONAL




REVISED RECOMMENDATIONS

Pressure ulcers: revised definition and measurement summary and recommendations - June 2018

Rationale: to capture skin damage that is
currently reported inconsistently. To help
identify the clinical problem with individual
trusts and quality improvement action that
needs to be taken.

Rationale: this will clarify the requirement to
report pressure ulcers where MASD is also
present.

Impact: likely impact is higher reported
numbers of incidents; new category needed for
local monitoring systems.

Impact: low impact on reported numbers.



EXAMPLES OF IAD AND PRESSURE ULCERS
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Image provided by Siobhan Mccoulough TVN



EXAMPLES OF IAD AND PRESSURE ULCERS
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Image provided by Jackie Griffin TVN



EXAMPLES OF IAD AND PRESSURE ULCERS

01/01/2006

o Medicareplus
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EXAMPLES OF IAD AND PRESSURE ULCERS
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EXAMPLES OF IAD AND PRESSURE ULCERS
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TOTAL BARRIER PROTECTION (TBP)

Step Up
If there is no significant
improvement in the skin
after 2-3 days

Step Down MEDI DERMA-PRO Skin
improvfizme;;icl;\the skin MEDI DERMA'S Protectant Ointment
e Total Barrier Film -~ and Foam & Spray
VN ,_ ~ Incontinence Cleanser
MEDI DERMA-S __© — - e
: 2 1= B 8
Total Barrier g7 . J@ ® <l . _ca
Cream - S| & L TR QA [F Seo B S
CREAM FOR FILM FOR OINTMENT FOR

MILD oance MOD=RTE e SEVERE oawese
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S.MAR.T.

Medicareplus

) SKIN MOISTURE ALERT
’ REPORTING TOOL

Zo S MART

INCONTINENCE-

ASSOCIATED
DERMATITIS

PERIWOUND

PERISTOMAL

INTERTRIGO™ OTHER

1 1
CATEGORISATION | DESCRIPTION DERMATITIS DERMATITIS

TREATMENT

(IAD)"
* Erythema
(re?iness) of skin skin Care
oy Apply barrier Barrler cream Barrler cream Barrier cream
* Dryand intact cream every third not Indicated not Indicated not Indicated e pH;a:nnoclﬁ::tleanser

wash/twice a day foruse for use

but irritated
and at risk of
breakdown

Nursing
—~ Times Award
e nomination
2021

* Erythema with
less than 50%

MODERATE damaged skin
SKIN DAMAGE RGN Ent I

bleeding may be
present

Apply barrer film
once a day

*® Vascular Access sites
* Hypersalivation

NOT INDICATED Infection

FORUSE Barrier products are not
indicated if infection Is present

* Erythema with

Use pH balanced
more than 50%

skin cleanser to

damaged skin

* Oozing and/or
bleeding usually
present

cleanse, pat dry
and apply barrler
ointment at every
cleanse

°If using anti-fungal

skin, allow It to dry
before applying a
barrler ointment.

Exclude
wound Infection

cream for infected | 1f 3 limb, support

and elevate

NOT INDICATED
FOR USE

(Jones and Winterbottom, 2019; NICE, 2019)

Except for Intertrigo®

Treat infection as per guidance
before commencing use

of barrier product

LIT847SPR/MASDCTIO9.21



NAPPY-ASSOCIATED DERMATITIS (NAD)

Nappy-Associated Dermatitis (NAD) NHS

* Nappy-Associated Dermatitis (NAD), also known as nappy rash, is caused by prolonged exposure University Hospitals
of urine and faeces to the skin (Health Direct Australia, 2015). Plymouth
® The pH of the skin alters and damages cells, causing dermatitis or irritation (Schmid-Wendtner and Korting, 2006). NHS Trust

Prevention & Treatment in Neonates & Paediatrics

Neonates Skin Barrier:

« Skin barrier properties depend on the thickness and integrity of the stratum corneum (Telofski et al, 2012)

* Full-term infants have a 30% thinner stratum corneum than adults and are less resilient (Stamatas et al, 2010; Blume-Peytavi et al, 2012)
* Premature infants, particularly those of very low birth weight, are at increased risk of skin damage and infection

Skin Condition Mild Skin Damage

Intact Skin |mritated skin
Intact skin at risk atrisk of breakdown

Severe Skin Damage
Intense erythema and large areas
of damaged skin (>50% of affected area)

Moderate Skin Damage
Moderate erythema and small areas
of damaged skin (<509 of affected area)

Cleansing

Skincare Regimen

Nursing
Recommendation

+Change frequently or soon after soiling
« Cleanse with warm water and/or emollient and wet gauze
+Pat dry (no rubbing) or allow to air dry

Apply MEDI DERMA-S Total Barrier Cream
« A pea-sized amount to a palm-sized area
«To bottom, groin and genitalia
« Apply twice daily
Do not use MEDI DERMA-S Total Barrier Cream for patients who need Ph herapy/ UV light

Apply MEDI DERMA-S Total Barrier Film
+To bottom, groin and genitalia
« Every 24-72 hours

Assessment
+Observe and document changes in skin integrity
« Assess frequency and consistency of stools on a daily basis
« Consider differential diagnosis and dermatological referral
« Look for features that may indicate bacterial secondary infection
« Anticipate increased NAD risk from antibiotics,
immunosuppression treatment
or neonatal abstinence syndrome (NAS)
« Consider possible sensitivity to detergents, fabric softeners
or external products that have contact with the skin

Good Practice
+ Encourage regular nappy-free time as much as possible
« Use skin barrier products that do not interfere with the
absorbency of nappies
« Encourage use of disposable gel core nappies
+ Reassess skin-care regime every 48 hours
« In case of skin deterioration, contact a tissue viability nurse
«|fthrush is present, administer antifungal treatment before
applying barrier product

+Change frequently or soon after soiling
+Cleanse with MEDI DERMA-PRO Foam and Spray
Incontinence Cleanser (no rinsing required)
+ Pat dry (no rubbing) or allow to air dry

Apply MEDI DERMA-PRO
Skin Protectant Ointment
+Athin layer
+To bottom, groin and genitalia
« After every nappy change

Avoid
«Baby wipes of any kind for neonates
« Perfumed soaps and moisturisers
« Powders, such as talcum powder
«Thickly applied creams that can block
the absorbency of nappies

LTICOV MPLICOA/ATMADPRTD 21
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SIGN UP FOR YOUR FREE S.M.A.R.T. CARD

The SM.A.R.T. card is a convenient, wearable
version of the SM.A.R.T. resource.

Sign up to receive a free SM.AR.T. card at:

https.//medicareplus.co.uk/facebook-live/



https://medicareplus.co.uk/facebook-live/

DO\X/NLOA CERTIFICATE
W\WW.JCN-LIVE.CO.UK/CERTIFICATE
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