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Objectives
 Review anatomy of the brain to understand the major
functions of each lobe.
 Review types of dementia that may present with
aggressive behaviors.
 Define adult bullying distinguishing it from dementia.

 Describe the application of the standard of care as it
relates to the care of seniors with aggressive behaviors.
 Define definitions and concepts of Injury injuries.
 Share aspects of assessment and management of the
skin.
 Examine areas of risk within your organization.

Copyright - GDS - 2016
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Speaker Background

 Industry Consultant - Professional Writing,
Facility/Clinical Interim Turnaround, Survey
Prep/Plans of Correction.
 Legal Nurse Consultant - Plaintiff and
Defense Consulting and Expert
 Speaker Presenter – Risk Mitigation.

 A Proud +22 Year Veteran in the Field of
Geriatrics.
 A Mother, Wife, Daughter, Sister, Aunt and
Breast Cancer Warrior.
Copyright - GDS - 2016
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Through the process of understanding the
triggers that potentiate litigation related to
residents with:
 aggressive behaviors
 Injury management
the participant will gain insights and
practical working knowledge of how to
effectively “win” improving the quality and
care experience for the resident,
family/POA and the entire care team.

Copyright - GDS - 2016

5

(c) GD Solutions, LLC 2015

5/23/2016

6

Cerebral Cortex - Cerebrum
 Largest part of the brain
 Associated with higher
brain function such as
thought and action
 Divided into 4 lobes
 Frontal
 Temporal
 Parietal
 Occipital

Copyright - GDS - 2016
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Anatomy of the Brain
Frontal Lobe
 Motor function
 Problem solving

 Spontaneity
 Memory
 Language

 Initiation
 Judgement
 Impulse control
 Social and sexual
behavior

Copyright - GDS - 2016
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Anatomy of the Brain –
Temporal Lobe
 Primary auditory
perception
 Hearing
 Auditory
 Speech and Words

Copyright - GDS - 2016
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Anatomy of the Brain –
Parietal Lobe
 Sensation and
perception

 Forms perceptions
(cognition)
 Integrates sensory input
primarily with the visual
system

Copyright - GDS - 2016
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Anatomy of the Brain –
Occipital Lobe
 The visual processing
center

 Contains the visual
cortex

Copyright - GDS - 2016
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Anatomy of the Brain – The
Limbic System/Hypothalamus
 Lies on both sides of the
Thalamus, just under the
Cerebrum
 Hypothalamus



Primarily responsible for our
emotional life



Formation of our memories



Hypothalamus – Homeostasis –
hunger, thirst, pain, autonomic
nervous system



Hippocampus – Converts short
term memory into long term
memories



Amygdala – Anger



Other Areas – Focus, future
planning, pleasure, attention o
on emotionally significant
events.

 Hippocampus
 Amygdala
 Several other nearby
areas

Copyright - GDS - 2016
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Anatomy of the Brain –
Thalamus
 Some of its functions
are the relaying of
sensory and motor
signals to the cerebral
cortex, and the
regulation of
consciousness, sleep,
and alertness. The two
parts of the thalamus
surround the third
ventricle. It is the main
product of the
embryonic
diencephalon.

Copyright - GDS - 2016
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Anatomy of the Brain –
Medulla Oblongata
 Responsible for multiple
autonomic (involuntary)
functions ranging from
vomiting to sneezing.
 The medulla contains
the cardiac, respiratory,
vomiting and
vasomotor centers and
therefore deals with the
autonomic functions of
breathing, heart rate
and blood pressure.

Copyright - GDS - 2016

14

Anatomy of the Brain - Pons
 The function include
sensory roles in hearing,
equilibrium, and taste,
and in facial sensations
such as touch and
pain, as well as motor
roles in eye movement,
facial expressions,
chewing, swallowing,
and the secretion of
saliva and tears.

Copyright - GDS - 2016
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Anatomy of the Brain Cerebellum
 The cerebellum is the
area of the hindbrain
that controls motor
movement
coordination, balance,
equilibrium and muscle
tone

Copyright - GDS - 2016
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Presentation of… Frontotemporal
Dementia
 The nerve cell damage caused
by FTD leads to loss of function
in these brain regions, which
variably cause deterioration in
behavior and personality,
language disturbances, or
alterations in muscle or motor
functions.
 The two most prominent:
 1) a group of brain disorders
involving the protein tau
 2) a group of brain disorders
involving the protein called
TDP43. For reasons that are not
yet known, these two groups
have a preference for the
frontal and temporal lobes that
Copyright - GDS - 2016
cause
dementia.

3
subtypes
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Presentation of… Frontotemporal
Dementia (FTD)
1. FTD

used to be called Pick's
disease after Arnold Pick, a
physician who in 1892 first
described a patient with
distinct symptoms affecting
language. Some doctors still
use the term "Pick's disease."
Other terms you may see
used to describe FTD include
frontotemporal disorders,
Behavior variant frontotemporal dementia
frontotemporal
(FTD). This condition is characterized by
degenerations and frontal prominent changes in personality,
interpersonal relationships and conduct that
lobe disorder.

Copyright - GDS - 2016

often occur in people in their 50s and 60s, but
can develop as early as their 20s or as late as
their 80s. In FTD, the nerve cell loss is most
prominent in areas that control conduct,
judgment, empathy and foresight, among
other abilities.
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Presentation of…
Frontotemporal Dementia (FTD)
2. Primary progressive aphasia (PPA).
This is the second major form of
frontotemporal degeneration that
affects language skills, speaking,
writing and comprehension.
PPA normally comes on in midlife,
before age 65, but can occur in late
life also. The two most distinctive forms
of PPA have somewhat different
symptoms:
•In semantic variant of PPA, individuals
lose the ability to understand or
formulate words in a spoken sentence.
In nonfluent/agrammatic variant of
PPA, a person’s speaking is very
Copyright - GDS - 2016
hesitant,
labored or ungrammatical.
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Presentation of…
Frontotemporal Dementia (FTD)
 3. Disturbances of motor (movement or
muscle) function. There are three
disorders that are a part of the
frontotemporal degeneration
spectrum that produce changes in
muscle or motor functions with or
without behavior (FTD) or language
(PPA) problems.
 Amyotrophic lateral sclerosis (ALS),
which causes muscle weakness or
wasting. ALS is a motor neuron disease
also known as Lou Gehrig’s disease.

 Corticobasal syndrome, which causes
arms and legs to become
uncoordinated or stiff.
 Progressive supranuclear palsy (PSP),
which causes muscle stiffness, difficulty
walking and changes in posture. It also
affects eye movements.

Copyright - GDS - 2016

Behaviors of… Frontotemporal
Dementia (FTD)
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Apathy mistaken for depression - Avoid social contact or neglect previous hobbies and interests and
become increasingly unkempt early in the course of disease.
Impulsive behavior - Lack of inhibitions
Changes in social and personal conduct embarrassing or frustrating. A lack of inhibition, resulting in
impulsive or inappropriate behavior, such as overeating, outbursts of frustration, touching strangers,
urinating in public or diminished social tact.

Overeating is common and "food fads" can occur where the person with FTD will only eat certain
foods.
Restlessness, irritability, aggressiveness, violent outbursts or excessive sentimentality are not unusual
either.
Difficulty in reasoning, judgment, organization and planning, and consequently that can lead to
criminal behavior (such as shoplifting, indecent exposure, running stop lights, poor financial
judgment or impulsive buying).
Hoarding, doing the same thing over and over (for instance, reading the same book several times or
walking to the same location again and again), pacing, or repeating particular "catch phrases"
over and over in their speech.
Even though they might complain of memory disturbance, patients with the behavioral variant of
FTD can usually keep track of day-to-day events and understand what is going on around them.
Copyright - GDS - 2016
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Language Symptoms of…
Frontotemporal Dementia (FTD)
 The majority of patients
with the language variants
have problems expressing
themselves with language
while their memory stays
relatively intact. Difficulties
reading and writing then
develop. To understand
more about language, see
our Speech and Language
section.
 The UCSF Memory and
Aging Center, have found
a small group of FTD
patients who develop new
creative skills in music and
art as their language skills
decline.

Copyright - GDS - 2016
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Semantics of… Frontotemporal
Dementia (FTD)


The most common complaint of people
with semantic dementia (SD) is
increasing trouble naming people,
objects, facts and words and eventually
their meaning.



People with SD usually know they are
having trouble finding their words and
understanding what is being said to
them.



Speech tends to keep the usual speed
and rhythm, but they may substitute
similar but incorrect words or replace a
word with "thing" or "stuff."



Some people may develop an inability
to recognize familiar faces. Later in the
disease course, similar behavioral
changes to those seen in FTD may
appear.
Copyright - GDS - 2016

24

Presentation of…
Frontotemporal Dementia (FTD)
 The diagnosis of FTD and PPA
- geri-psych/neurologist
 The type of problems and
the results of neurological
exams are the core of the
diagnosis.
 Brain scans such as
magnetic resonance
imaging (MRI) and glucose
positron emission scans are
very helpful additional tests,
but they must be interpreted
in the context of the
patient’s history and
neurological exam.

Copyright - GDS - 2016
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Treatment - FTD

Treatment and outcomes

 There are no specific treatments for
any of the frontotemporal subtypes.
There are medications that can reduce
agitation, irritability and/or depression.
 FTD inevitably gets worse over time and
the speed of decline differs from
person to person.
 For many years, individuals with FTD
show muscle weakness and
coordination problems, leaving them
wheelchair- or bedbound.

 These muscle issues can cause
problems swallowing, chewing, moving
and controlling bladder and/or bowels.
 Eventually people with frontotemporal
degenerations die because of the
physical changes that can cause skin,
urinary tract and/or lung infections.
Copyright - GDS - 2016

Key Differences Between
Alzheimer’s disease and FTD
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Age at diagnosis may be an
important clue. Most people with
FTD are diagnosed in their 40s
and early 60s. Alzheimer's, on the
other hand, grows more
common with increasing age.



Memory loss tends to be a more
prominent symptom in early
Alzheimer's than in early FTD,
although advanced FTD often
causes memory loss in addition
to its more characteristic effects
on behavior and language.



Behavior changes are often the
first noticeable symptoms in FTD,
the most common form of FTD.
Behavior changes are also
common as Alzheimer's
progresses, but they tend to
occur later in the disease.

Copyright - GDS - 2016



Problems with spatial orientation
— for example, getting lost in
familiar places — are more
common in Alzheimer's than in
FTD.



Problems with speech. Although
people with Alzheimer's may
have trouble thinking of the right
word or remembering names,
they tend to have less difficulty
making sense when they speak,
understanding the speech of
others, or reading than those
with FTD.



Hallucinations and delusions are
relatively common as Alzheimer's
progresses, but relatively
uncommon in FTD.
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Credits – Researchers
Adult Bullying
 Robin Bonifas, PhD, MSW
Assistant Professor at Arizona State
University

 Marsha Frankel, LICSW
Clinical Director of Senior Services at
Jewish Family & Children's Service

Copyright - GDS - 2016
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 Who here has ever been bullied?

When and where did it occur?
What did it feel like?

Copyright - GDS - 2016
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Definitions - Bullying

 In the senior bullying literature the most commonly
used definition is:

 Bullying is a social and interpersonal problem
that is characterized by intentional
repetitive and aggressive behavior involving
an imbalance of power or strength
(Hazelden Foundation, 2008)

Copyright - GDS - 2016
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The Code of Federal Regulations,
Title 42-Public Health [42 CFR)
 Subpart E-Survey and Certification of Long-Term
Care Facilities define abuse and neglect as the
following:

 Abuse is the willful infliction of injury,
unreasonable confinement, intimidation, or
punishment with resulting physical harm, pain, or
mental anguish.
 Neglect is defined as the failure to provide
goods & services necessary to avoid physical
harm, mental anguish, or mental illness.

Copyright - GDS - 2016
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Adult Bullying
 While most people think of bullying as something done to
children by other children, bullying can be perpetrated and
experienced by people of any age.
 Presentation focus on senior bullying:
 Settings where it occurs
 Characteristics of perpetrators and Victims
 Impact on victims and bystanders
 Extent of the Problem
 Potential Interventions
 Relationship with elder abuse

Copyright - GDS - 2016

33

Adult Bully Settings
 Places where seniors congregate during the day for social or
therapeutic purposes (e.g. senior and adult day care centers
day hospitals)
 Congregate living settings (seniors’ housing, assisted living,
long-term care facilities)
 In these 3 types of bullying can occur:
 Senior to Senior
 Senior to Staff
 Staff to Senior

Copyright - GDS - 2016
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How Often Does Bullying Occur

 Incidence noted in my pilot study:
 27 out of 29 residents were able to describe an incident
of bullying or negative social interaction that they had
experienced since moving into the facility.
 Most had also witnessing other being bullied or involved
in similar negative social interactions.
 Given a total of 134 residents in the two facilities, this
implies that at least 20 percent of residents experienced
one or more episodes of bullying or related behavior.

Copyright - GDS - 2016
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Example Bullying Incidents
 There’s one that tries to be the number one tough
guy. (He comes up) to me (and says) “one of these
days, I am gonna smack you with a hammer”.
 “He calls me “fatso”. He says , “Hey fatso”. Then as he
goes down the hall.. He would make oinking noises as
he went to the elevator”.

Copyright - GDS - 2016
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Impact on Bystanders
The harmful impact of bullying is not
exclusive to victims: persons witnessing
bullying may also experience negative
consequences. A common response is
feeling intense guilty for not intervening,
which can contribute to a sense of poor
self-worth.”

Copyright - GDS - 2016
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Impact on Bystanders
Furthermore, living in an environment
where bullying is allowed to occur creates
a culture of fear, disrespect and insecurity
that can actually lead to increased
bullying as individuals retaliate against
one another. Such environments also
reduce resident satisfaction because
residents feel that staff does not care about
their well being.

Copyright - GDS - 2016

Types of Senior Bullying
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 Verbal Bullying - Involves name calling, teasing, hurling insults, taunting , threatening, or
making sarcastic remarks or pointed jokes.


Example: At a nursing home during lunch one woman said to another “ This is not your seat. No one
wants a lady who smells around them while they eat.”

 Physical Bullying - Involves pushing, hitting, destroying property or stealing.


Example : Two males who knew one another from the past would whack their canes at each other in
the lobby of an assisted living community related to a deep seated bad business deal.

 Antisocial Bullying - Includes shunning, excluding or ignoring, gossiping, spreading rumors,
and using negative non-verbal body language. It also includes mimicking someone’s walk or
disability, making offensive gestures or facial expressions, turning one’s head away when the
victim speaks, using threatening body language, or encroaching on personal space.


Example: A man of Greek descent and his wife inherited enough money to afford living in a very
upscale assisted living community – enjoying the gracious environment there. As he was perceived not as
eloquent as other residents, he ate alone with his wife and stayed in his room most of the time. When his
wife died, several residents asked him when he would be moving out and mocked his accent and shunning
him from group dinners.

Copyright - GDS - 2016
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Bullying vs. Dementia
 In a senior living/congregate living setting, acting out (i.e., yelling,
hitting, scratching) may be a result of an unmet need of a memory
impaired resident.
 Loss of impulse control

 Misperceptions of environmental threats
 Basic needs unmet (i.e., hunger, thirst, pain)
 Insomnia
 Illness

 Bullies seek power and control issue. Bullying can escalate to physical
assault where dementia is present in one or both the perpetrator and victim.

Copyright - GDS - 2016
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Victim Characteristics

 To types of bullying victims: Passive and provocative
 Passive Victims - Tend to show a lot of emotion, are often anxious, and
typically do not read social cues well. They are often perceived by others as
being shy and insecure. Among older adults, such victims may have early
dementia or a developmental disability. Risk factors also include minority
status based on race, ethnicity or perceived sexual orientation.
 Provocative Victims – Are individuals whose behavior is irritating to
others, such as persons who intrude on others’ private space and/or who are
quick-tempered and appear to “egg-on” bullies.

Bonifas and Frankel
(2012)
Copyright - GDS - 2016

Perpetrators
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 Underlying need for power and control
 They derive positive reinforcement from making others feel threatened, fearful or hurt
 Contributing to conflict between people.
 Difficulty tolerating individual differences, lack empathy
 Few friends

 Other issues may include:
 Low self-esteem – Build themselves up by putting down others.
 Experience of loss – Independence, relationships, income or valued roles. Seek control at a time in their
life when they feel powerless.
 Limited experience in shared living - Bullying behavior in a congregate residential setting may involve
attempts to exert control and change public into private space.

 Gender differences


Women are more likely to engage in passive aggressive behavior such as gossip and whispering while
men are more likely to make negative in-your-face comments.
Bonifas and

Frankel, 2012
Copyright - GDS - 2016
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Most Distressing Behaviors
Reported by Research Participants

 Loud arguments in communal
areas

 Being hounded for money or
cigarettes

 Naming calling/teasing

 Listening to others complain

 Gossiping

 Experiencing physical aggression

 Being bossed around

 Witnessing psychiatric symptoms

 Negotiating value differences
 Sharing scarce resources

Copyright - GDS - 2016

Bullying Warning Signs
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 Individuals who are being bullied may exhibit these behaviors:
 Self isolation
 Avoidance of specific areas or activities
 Take long circuitous routes to get to and from communal areas
 Vague complaints “They don’t like me” or “ They won’t let me”.
 Depressed mood.

 Individuals who bully their peers may exhibit these behaviors:
 Intimidate staff

 Often tell others what to do using a bossy style
 Criticize other or lack empathy toward them
 Make repeated complaints about others


Be aware that individuals who complain in a powerful, outraged style about others’ picking on them are often bullies
themselves!

Copyright - GDS - 2016
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Coping with Bullying
 Seniors demonstrate extraordinary strategies for
coping with challenging social relationships:
 Avoid contact with
upsetting individual/
“walk away”

 Strive to see the other
person’s point of view

 Engage in positive selftalk

 Offer alternatives to
problematic behavior

 “Bite their tongue”

 Work to calm others
down

 Pursue individual
activities

 Spend time with pets

 Just “let it go” or tune it  Relationship with
out
supportive individual
Copyright - GDS - 2016
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Interventions for Individuals
Who Bully
 Consistently set limits on bullying behavior
 Offer an appropriate outlet to vent frustrations
 Help them to:
 Identify alternative methods to feel in control
 Learn positive communication skills
 Develop empathy
 Expand their social network
 Address feeling of loss.

 Foster self worth and dignity; bolster self esteem
 Assure and underlying depression is recognized and treated.
 Focus on sill development to help them avoid being
victimized:
 Standing up for one’s right
 Managing feelings of anger
 Using direct communication strategies

Copyright - GDS - 2016
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Three Tiered Intervention
Model
 Preventing and minimizing bullying
behavior requires intervention at multiple
levels:

 Organization
 Bully
 Victim/Target

Copyright - GDS - 2016
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Organizational Level
Intervention
 The goal is to create caring communities for residents and
staff.
 Caring is feeling and exhibiting concern and empathy for
others.
 Empathy is the capacity to recognize and share feelings
that are being experienced by another.
 Empathy is the best antidote to bullying!
 Strive to create an environment that promotes empathy;
this requires:


A culture of respect



Residents/consumers and staff be held accountable and responsible
for their behaviors.



Everyone is willing to stand up for what is right.



High level of trust.

Copyright - GDS - 2016

48

Organizational Level
Interventions
 Key Strategies:


Regular staff and resident trainings and discussions about
communal living.



Staff training and support around recognizing and responding to
bullying and aggressive behavior.

 Other example strategies:


Acknowledge members of your community that go out of their
way to make others welcome.



Notice acts of kindness and publically



Train residents in bystander intervention strategies to help them
stop bullying when its observed.

Copyright - GDS - 2016
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Research Participant’s
Intervention Ideas
 Offer anger management classes
 Set limits with people who pick on others/eviction
notices if they don’t improve
 Hold regular meetings to promote communication
among residents/tenants
 Develop rules and expectations for behavior

 Create partnerships between residents and facility
management
 Adding language to residency agreements and
handbooks

Copyright - GDS - 2016
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Standard of Care

 In health care, the prevailing professional standard
of care is defined as the level of care, skill and
treatment deemed acceptable and appropriate
by similar health care providers.
 A standard is a yardstick against which effective
care can be measured.

(According to Jay M. Feinman of the Rutgers University School of Law)

GD Solutions, LLC - 2015
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Standard of Care

The Watchfulness,
Attention, Caution
And Prudence That
A Reasonable
Person Under the
Same Set of
Circumstances
Would Exercise.



Failure Of His/Her Actions To
Meet The Standard Of
Care (SOC), Fail To Meet
The Duty Of Care.



Failure To Meet The SOC Is
Negligence And Any
Damages Resulting May Be
Claimed In A Law Suit By
The Injured Party.

Copyright @ 1981-2005 by Gerald N. Hill
and Kathleen T. Hill
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Standards of Care - Consider
Has the clinician met accepted
standards of care?”
 Did the wellness nurse fail to implement
preventive measures even though a
patient was identified as being at risk
for the development of pressure
ulcers?

GD Solutions, LLC - 2015
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Authoritative Sources
Legal
Sources
Regulatory
Sources

Authoritative
Sources

 Practice Acts, State and
Federal Laws
 State & Federal Agencies,
Accreditation
Organizations
 Professional (Trade)
Associations, Scientific
Literature, Healthcare
Facility Sources
 Expert testimony

5/23/2016
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Objectives

Define definitions and concepts of Injury
and Injury management.
Share aspects of assessment and
management of the skin.
Define the standard of care and
authoritative sources of reference.
Examine areas of risk within your
organization.

Statistics
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 Prevalence of pressure injuries in a facility is
an indicator of quality of care.

 2.5 million patients are treated for pressure
injuries each year.
 According to the Institute of Health
Improvement (IHI), pressure injuries are
preventable in most cases.
Copyright - GDS - 2016
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Cost of Treating Pressure Injuries

 $11 billion annually in U.S.
 $2,000 – $50,000 per pressure ulcer
 60,000 deaths/year secondary to
pressure Ulcer complications
Hospice: Patients die on average of
three weeks after development of
pressure ulcers
AHCPR, 1994
NPUAP, 2000
IHI, 2006
Copyright - GDS - 2016
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What Are Your High Risk
Populations?
High Risk Populations:
 Spinal cord injuries
 Elders and very young
 Elders with femoral
fractures
 Critical care
Copyright - GDS - 2016

Pressure Ulcer - Intent: (F314) 42 CFR
483.25(c) – A Changing Landscape
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 “Pressure Ulcer”- A pressure ulcer is any
lesion caused by unrelieved pressure
that results in damage to the underlying
tissue(s).
 Although friction and shear are not
primary causes of pressure ulcers, friction
and shear are important contributing
factors to the development of pressure
ulcers.

Copyright - GDS - 2016
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Pressure Injury – Terminology
Change
 National Pressure Ulcer Advisory Panel (NPUAP)
announces a change in terminology from pressure
ulcer to pressure injury and updates the stages of
pressure injury- cont’d
 The National Pressure Ulcer Advisory Panel is a
multidisciplinary group of experts in pressure injury. The
NPUAP serves as the authoritative voice for improved
patient outcomes in pressure injury prevention and
treatment through public policy, education and
research.

 npuap@npuap.org
Copyright - GDS - 2016
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National Pressure Ulcer
Advisory Panel (NPUAP)
 The updated staging system includes the following
definitions:
 Pressure Injury: A pressure injury is localized damage to
the skin and/or underlying soft tissue usually over a
bony prominence or related to a medical or other
device. The injury can present as intact skin or an
open ulcer and may be painful. The injury occurs as a
result of intense and/or prolonged pressure or pressure
in combination with shear. The tolerance of soft tissue
for pressure and shear may also be affected by
microclimate, nutrition, perfusion, co-morbidities and
condition of the soft tissue.

Copyright - GDS - 2016
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Pressure Injury – Terminology Change
Stage 1
 Non-blanchable erythema of intact skin
Intact skin with a localized area of nonblanchable erythema, which may
appear differently in darkly pigmented
skin. Presence of blanchable erythema
or changes in sensation, temperature, or
firmness may precede visual changes.
Color changes do not include purple or
maroon discoloration; these may
indicate deep tissue pressure injury.
Copyright - GDS - 2016
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Pressure Injury – Terminology Change
Stage 2
 Partial-thickness skin loss with exposed dermis Partialthickness loss of skin with exposed dermis. The Injury bed
is viable, pink or red, moist, and may also present as an
intact or ruptured serum-filled blister.

 Adipose (fat) is not visible and deeper tissues are not
visible. Granulation tissue, slough and eschar are not
present. These injuries commonly result from adverse
microclimate and shear in the skin over the pelvis and
shear in the heel.
 This stage should not be used to describe moisture
associated skin damage (MASD) including incontinence
associated dermatitis (IAD), intertriginous dermatitis (ITD),
medical adhesive related skin injury (MARSI), or
traumatic Injures (skin tears, burns, abrasions).
Copyright - GDS - 2016

66

Pressure Injury – Terminology Change
Stage 3
 Full-thickness skin loss Full-thickness loss of skin, in which
adipose (fat) is visible in the ulcer and granulation
tissue and epibole (rolled Injury edges) are often
present. Slough and/or eschar may be visible. The
depth of tissue damage varies by anatomical
location; areas of significant adiposity can develop
deep Injures. Undermining and tunneling may occur.
Fascia, muscle, tendon, ligament, cartilage and/or
bone are not exposed. If slough or eschar obscures
the extent of tissue loss this is an Unstageable Pressure
Injury.

Copyright - GDS - 2016
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Pressure Injury – Terminology Change
Stage 4
 Full-thickness skin and tissue loss Full-thickness skin
and tissue loss with exposed or directly palpable
fascia, muscle, tendon, ligament, cartilage or
bone in the ulcer. Slough and/or eschar may be
visible. Epibole (rolled edges), undermining
and/or tunneling often occur. Depth varies by
anatomical location. If slough or eschar obscures
the extent of tissue loss this is an Unstageable
Pressure Injury.

Copyright - GDS - 2016
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Pressure Injury – Terminology Change
Unstageable
 Obscured full-thickness skin and tissue loss Fullthickness skin and tissue loss in which the extent
of tissue damage within the ulcer cannot be
confirmed because it is obscured by slough or
eschar. If slough or eschar is removed, a Stage 3
or Stage 4 pressure injury will be revealed. Stable
eschar (i.e. dry, adherent, intact without
erythema, or fluctuance) on an ischemic limb or
the heel(s) should not be removed.

Copyright - GDS - 2016
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Pressure Injury – Terminology Change
Deep Tissue Injury (DTI)
 Deep Tissue Pressure Injury: Persistent non-blanchable deep red,
maroon or purple discoloration Intact or non-intact skin with
localized area of persistent non-blanchable deep red, maroon,
purple discoloration or epidermal separation revealing a dark
Injury bed or blood filled blister.

 Pain and temperature change often precede skin color changes.
 Discoloration may appear differently in darkly pigmented skin.
 This injury results from intense and/or prolonged pressure and
shear forces at the bone-muscle interface. The Injury may evolve
rapidly to reveal the actual extent of tissue injury, or may resolve
without tissue loss.
 If necrotic tissue, subcutaneous tissue, granulation tissue, fascia,
muscle or other underlying structures are visible, this indicates a
full thickness pressure injury (Unstageable, Stage 3 or Stage 4).
 Do not use DTPI to describe vascular, traumatic, neuropathic, or
dermatologic conditions.

Copyright - GDS - 2016
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Pressure Injury – Terminology Change
Medical Device Related
 This describes an etiology. Medical device related
pressure injuries result from the use of devices designed
and applied for diagnostic or therapeutic purposes. The
resultant pressure injury generally conforms to the pattern
or shape of the device. The injury should be staged using
the staging system.
 Mucosal Membrane Pressure Injury: Mucosal membrane
pressure injury is found on mucous membranes with a
history of a medical device in use at the location of the
injury. Due to the anatomy of the tissue these injuries
cannot be staged.
 More information will be forthcoming on teaching points
for the new stages and the rationale for some of the
changes in the staging system.

Copyright - GDS - 2016
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Avoidable

“Avoidable/Unavoidable” Pressure Ulcers
“Avoidable” means that the resident developed a
pressure ulcer and that the facility did not do one or more
of the following: evaluate the resident’s clinical condition
and pressure ulcer risk factors; define and implement
interventions that are consistent with resident needs,
resident goals, and recognized standards of practice;
monitor and evaluate the impact of the interventions; or
revise the interventions as appropriate.
http://www.careplans.com/pages/master_ftag/ftag_show.aspx?id=83

Copyright - GDS - 2016
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Unavoidable

“Avoidable/Unavoidable” Pressure Ulcers
“Unavoidable” means that the resident developed a
pressure ulcer even though the facility had evaluated
the resident’s clinical condition and pressure ulcer risk
factors; defined and implemented interventions that
are consistent with resident needs, goals, and
recognized standards of practice; monitored and
evaluated the impact of the interventions; and
revised the approaches as appropriate.
http://www.careplans.com/pages/master_ftag/ftag_show.aspx?id=83
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Pathology of Pressure Ulcer
Development
 Current data supports a “bottom up”
progression of tissue damage
 The muscle layer is the layer with the highest
metabolic rate and therefore the most
sensitive to ischemia
 Pressures at the muscle-bone interface are
higher than pressures at the skin/resting
surface interface.

Copyright - GDS - 2016
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Pressure Ulcer Risk Factors

 Prolonged or Intense Pressure
 Shear Force (Sliding Force)
 Compromised Tissue
Tolerance
Copyright - GDS - 2016
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15%
66%
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DEFORMATION of the vascular bed
and lack of blood flow causes
Pressure Ulcers

77

Skin Condition - Incontinence
 Skin is 5 X more likely to break down if
exposed to excessive moisture
 Skin is 2.5 X more likely to break down if
excessive dryness

Allman, RM. 1989. Pressure Ulcers Among the Elderly. JAMA. 320(13). 850-3
Copyright - GDS - 2016
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What Is Being Assessed?
Any Change of Condition
 Redness
 Discoloration
 Breaks in the Skin
 Denuded, Macerated, “Excoriated”
 Desiccated
 Perineal or Incontinence Associated
Dermatitis (IAD)
 Condition of Oral Cavity
Copyright - GDS - 2016

Scar
79 Tissue
Width

Suspected
Deep Tissue
Injury

Slough
Necrosis

Length

Undermining

Attached
Edge
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Granulation
Tissue

Moisture Balance
80
Absorb
Excess Exudate, Prevent Dessication

Not too
wet

1

Not too
dry
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3

R. Romanelli
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Skin Tears

Copyright - GDS - 2016
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Complications of Excessively Moist Skin
 Maceration
 Incontinence Associated Dermatitis
(IAD)

 Denudation
 “Excoriation”

 Fungal Infections
 Intertrigo

Copyright - GDS - 2016

What is Maceration?
 Affects skin, not
Injury
 Skin not injured, but
is more prone to
injury
 Over-hydrated
stratum corneum

Copyright - GDS - 2016
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Definition of Excoriation

An excoriation is an erosion or destruction of
the skin by mechanical means, which
appears in the form of a scratch or abrasion
of the skin. It is commonly seen in other skin
disorders causing itching/pruritus: dry skin,
dermatitis, atopic dermatitis, scabies, etc. ...
en.wikipedia.org/wiki/Excoriation
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What is an Excoriation?

Copyright - GDS - 2016
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What
is Denudation?

Partial thickness
injury related to
 friction and shearing
forces
 chemical irritation

Perineal dermatitis
also called
“Incontinent
Associated
Dermatitis” (IAD)
Copyright - GDS - 2016
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Mild – Moderate Irritant
Incontinence Associated Dermitis

Clinical Observations
Mild to moderate
erythema

Mild to moderate
tenderness
NO SKIN LOSS

(Inflammation of Intact Skin)
Copyright - GDS - 2016
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Intertrigo

 Inflammation (rash) of
skin folds caused by
trapped moisture.
Usually appears
erythemic, denuded,
may itch, ooze, and
have associated
tenderness.
 Occur more often
among
 Bariatrics
 Those with diabetes
 On bed rest
 Containment devices
 Medical
devices
Copyright
- GDS - 2016

Fungal Infections
Candida
(yeast)
Primarily
affects the
mucous
membrane
and
intertriginous
areas
Copyright - GDS - 2016

Charlie Goldberg, MD
University of California San Diego
Catalog of Clinical Images
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Fungal Infections
Tinea (Ring Worm)
Infection of the
hair, skin or nails
caused by a
closely related
group of
keratinophilic
fungi called the
dermatophytes
Copyright - GDS - 2016

Charlie Goldberg, MD
University of California San Diego
Catalog of Clinical Images
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Friction and Shear Interventions
 Head of Bed elevation
maintain <30 degrees
 Knee gatch while head
elevated
 Lift sheets or devices
 Trapeze
 Transparent dressings, skin
sealants, protectants over
high risk areas
 Sheepskin heel or elbow
protectors
 Moisturizers
Copyright - GDS - 2016
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Friction & Shear Interventions
92

 Head of Bed (HOB) ≤30 degrees
 Knee gatch while HOB elevated
 Lift sheets or devices
 Trapeze
 Sheepskin heel or elbow protectors
 High risk areas
 Transparent dressings

 Skin sealants
 Liquid skin protectants
 Moisturizers

Copyright - GDS - 2016
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Shear Induced Ulcer

Copyright - GDS - 2016

Pressure Ulcer Risk Assessment
 Identify at risk
individuals
needing
prevention and
the specific
factors placing
them at risk.

Copyright - GDS - 2016
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Select and Use a Research
Validated Risk Assessment Tool
Norton (1962 - England)
Braden (1987)
PUSH (Pressure Ulcer Scale for
Healing – Accepted in 1997 by
NPUAP)

Copyright - GDS - 2016

What Do You Do With The Score?
• “Improve” the score
in each category
• Provide interventions
based on total score
• Don’t just look at the
score, look at the
whole patient

Don’t just sit on it!
Copyright - GDS - 2016
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Skin Care and Early Treatment
Goal: Maintain
and improve
tissue tolerance
to pressure in
order to
prevent injury
Copyright - GDS - 2016
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Malnutrition
The Academy and ASPEN state malnutrition should be
diagnosed when providers identify at least two or more of
the following six characteristics:
 Insufficient energy intake

 Weight loss
 Loss of muscle mass
 Loss of subcutaneous fat

 Localized or generalized fluid accumulation that
may sometimes mask weight loss
 Diminished functional status as measured by hand
grip strength

Your Logo

Compromised Nutrition
 Unintentional weight loss/gain
 Dehydration
 Serum Albumin <3.5 mg/dL

Red Flag

 Pre-Albumin <15 mg/dl
 Total Lymphocyte count <1800m3
 Total Protein <6 gm/dl

 Vitamin and Mineral Deficiencies
 NPO
 Alcoholism

 Increased Metabolic Needs
 Certain medications
Copyright - GDS - 2016
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Injury Healing

Expect to see progress toward Injury
healing within 2 - 4 weeks of initiation of
treatment.
vanRijswijk L, Braden B, 1999

If a healable Injury is not at least 30%
smaller at week 4, despite optimal local
Injury care, it is unlikely to heal by week 12.
Margolis DJ, Allen-Taylor L, Hoffstad O, 2004

Copyright - GDS - 2016

Prevention – Resident/Family
Education

Copyright - GDS - 2016
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3

Relieve Heel Pressure

Copyright - GDS - 2016

Clinical Signs & Symptoms of Local
Infection
Specific to chronic Injury
 Drainage with inflammation
 Serous
 Purulent

 Delayed healing of Injury
 Granulation tissue
 Discolored
 Friable
 Flat and Smooth






Pocketing at base of Injury
Foul odor
Injury breakdown
Islands of healing
Copyright - GDS - 2016
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DRY Injuries - When not to debride…

Intact heel eschar

Copyright - GDS - 2016

Arterial / Dry gangrene
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(c) GD Solutions, LLC 2015
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Standards’ Sources

 Agency for Healthcare Research and Quality
Guidelines (AHRQ)
 The Injury Ostomy and Continence Nurses Society
(WOCN) Clinical Practice Guideline Series
 NPUAP/EPUAP International Pressure Ulcer
Prevention and Treatment Clinical Practice
Guideline
 Injury Patient’s Bill of Rights
 Facility and Unit-Specific Policies and Procedures
 Job Descriptions
 American Nurses Association (ANA) Standards of
Clinical Nursing Practice
 State Nurse Practice Acts and Guidelines
GD Solutions, LLC - 2015

NPUAP/EPUAP International
Pressure Ulcer Guidelines

 Risk Assessment

 Skin Assessment
 Nutrition

 Repositioning
 Support Surfaces
 Special Population: Patients in the
Operating Room

GD Solutions, LLC - 2015
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