\ PPPIA PRESSURE INJURY FLOW CHART FOR CHILDREN AND NEONATES

A I e Refer to EPUAP/NPIAP/PPPIA 2019 International Guideline for considerations, qualifiers and guidance
Access the 2019 International Guideline via the PPPIA website: www.pppia.org

e Screen all children/babies for pressure injury (PI) risk as soon as possible after admission (Rec 1.21, GPS)

e Use the screening outcome to select children/babies who require a full Pl risk assessment (Rec 1.22, GPS)
® Include older children, their family/caregivers, and the multidisciplinary team in care planning (Rec 10.2, GPS)

¢ Arrange for comprehensive nutrition assessment by a )

Conduct nutritional qualified health professional (Rec 4.14, GPS)

screening using A nutritional

) h risk, ¢ Assess within 48 hours and repeat weekly
é%“ecﬁgggrgﬂlr?o?lee Sl ey + Document body weight, height, head circumference
tool (Rec 4.14,GPS) ondifion? o Use z-scores for BMI for age, correct for gestational

age for neonates.

(" Assess pressure injury risk using a structured approach (Rec 1.24, GPS)
¢ In addition fo general pressure injury risk factors, also consider age-specific risk factors including:
* Perfusion/oxygenation status (Rec 1.19, SOE BT, SOR 1) * Skin maturity (Rec 1.19, SOE BT, SOR T 1)
* Length of admission (Rec 1.20, SOE B2, SOR 1) * lliness severity (Rec 1.20, SOE B2, SOR 1)
* Presence of a medical device (Rec 1.19, SOE B1, SOR T™1)
¢ Assess skin and tissue with every risk assessment (Rec 2.1, GPS) and consider:
* Erythema (Rec 2.2, SOE A, SOR 1M1) and its cause (Rec 2.3, SOE BT, SOR 1™ 1)
* Skin and tissue temperature (Rec 2.4, SOE B1, SOR 1)
*Vascular/perfusion status (Rec 6.1, SOE B2, SOR ™)
e Re-assess skin and tissue periodically based on Plrisk level (Rec 2.1, GPS)
* Use a head-to-toe approach * Include occiput in every skin assessment
\_ * Focus on skin over bony prominences * Pay attention to areas around/under devices (Rec 8.3, GPS)J
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Strategies for lower )
risk

Use a high

specification foam

pressure redistributing

support surface (Rec

7.4, SOE B1, SOR 1)

Strategies for children/neonates at high risk

e Use a high specification foam pressure redistributing support
surface (Rec 7.4, SOE B1, SOR 1) or alternating pressure support
surface (Rec 7.7, SOE B1, SOR 1)

e Use alternating pressure support surfaces designed/appropriate for
children. Surfaces may not be effective for children of smaller sizes.
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[Strategies for children/neonates at all Pl risk levels )
e Consider fortified foods, age-appropriate supplements or nutritional support (Rec 4.15, GPS)
¢ |Implement individualised repositioning (Rec 5.1, SOE B1, SOR 1) based on level of activity,

mobility, independence (Rec 5.2, SOE B2, SOR M)

high risk
of PI2

ﬁi?g Regularly reposition the head of infants, neonates and sedated children.
have Implement a skin hygiene care plan (Rec 3.1, SOE B2, SOR ™)

existing

ol Use high absorbency incontinence products (Rec 3.3, SOE B1, SOR 1Y)
NO\_

Select appropriate and correctly fitted medical devices (Rec 8.1, SOE C, SOR 1M 1),
regularly monitor securements (Rec 8.2, SOE C, SOR 1) and rotate oxygen delivery devices
in neonates (Rec 8.6, SOE B1, SOR 1) and children (Rec 8.7, GPS)

e Consider using prophylactic dressings on bony prominences (Rec 3.5, SOE B1, SOR M)
and under devices (Rec 8.5, SOE B1, SOR 1), but ensure products are easy to lift for skin

GMPLEMENT INDIVIDUALISED PREVENTION PLAN

\__inspection to reduce potential skin injury to immature skin. )
(Pl Assessment Stage the PI Conduct a pain )
e Use a uniform and consistent method fo measure wound using the assessment
O dimensions (Rec 10.5, SOE B2, SOR TM1) NPUAP/EPUAP using a valid
20 e Determine microbial burden by tissue biopsy or semi- 2014 Pl and reliable
wz quantitative swab + microscopy (Rec 13.4, GPS) classification age-appropriate
25 e Evaluate for osteomyelitis with exposed bone or failure to system (available g%oEl (BRle(S:(;f]?]’[* 2
> \_ heal (Rec 13.6, SOE B2, SOR 1) S e ' )
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fWound care \[quqge pqin
e Cleanse the Pl (Rec 12.5, SOE B2, SOR 1") and debride devitalised tissue | o Individualise care and
(Rec 12.5, SOE B2, SOR 1) if perfusion is adequate involve caregivers/family
o ¢ Use topical antiseptics in safe concentrations fo control microbial ¢ Use non-pharmacological
; burden (Rec 13.8, SOE B1, SOR 1) and in conjunction with debridement pain management
wi when biofilm is confirmed or suspected (Rec 13.9, SOE C, SOR 1) strategies (Rec 11.2, GPS)
= e Select wound dressing based on goals (Rec 14.1, GPS) e Administer analgesia
e Consider negative pressure wound therapy (Rec 17.4, SOE B1, SOR 1) regularly (Rec 11.6, GPS)
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. z v Ongoing risk AlFOCUMENT X o Assess Pl at least weekly (Rec 10.4, GPS) )
os assessment All manoaeeent olans e Consider using validated tool to monitor
g § \_ (Rec 1.21, GPS) Al infgrvenﬁor?s healing (Rec 10.8, SOE B2, SOR 1) )
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This is a companion document to the 2019 International Guideline and does not include all recommendations. Refer to 2019
International Guideline for the full recommendations, contraindications and implementation considerations. © PPPIA 2020




