A campaign to improve quality of life for residents and staff

FLOW DIAGRAM
PRESSURE ULCER CARE PROCESS FRAMEWORK

1 Inspect and RECOGNITION /
document the ASSESSMENT
resident’s skin
condition upon

admission

2 Evaluate the resident’s skin
condition periodically and
identify changes

\ 4
Risk Review
3 Identify (both initially and
periodically) factors that can
influence the risk of developing
or healing a pressure ulcer

v
4 Inspect a resident’s skin
condition when he/she acquires
a new risk factor for developing
a pressure ulcer

\ 4
Complications
5 Identify complications related
to an existing pressure ulcer

\ 4
Description of existing pressure
ulcers
6 Describe the characteristics of
existing ulcers

A 4

_ Cateqgorization CAUSE IDENTIFICATION /
7 ldentify evidence to support a DIAGNOSIS

determination than an ulcer is
not pressure-related

\ 4
8 Review for issues (including
care process-related problems)
that influence or contribute to
the development or healing of
pressure ulcers

:a
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A campaign to improve quality of life for residents and staff

FLOW DIAGRAM
PRESSURE ULCER CARE PROCESS FRAMEWORK (cont.)

9 Consistently implement the MANAGEMENT /
interventions identified in TREATMENT

physician orders and the care
plan

v
10 Implement interventions that
are consistent with a resident’s
goals, values, needs, wishes,
risk factors, and related medical
conditions

v
11 Address factors identified as
being related to the
development, presence, or
healing of a pressure ulcer

v
Pressure reduction
12 Use relevant pressure
reduction methods in
accordance with established
principles

v
13 Turn and reposition the
resident based on an
individualized plan

\ 4
Management of Ulcers
14 Consistently manage
specific aspects of care of a
resident with a pressure ulcer

\ 4
15 Monitor the progress of MONITORING
existing pressure ulcers, and
adjust interventions based on
relevant factors

v
Review of non-healing wounds
16 In residents with non-healing or
progressively deteriorating
wounds, assess for factors that
might impede healing, and either
adjust interventions accordingly or
justify continuing current
interventions
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A campaign to improve quality of life for residents and staff

FLOW DIAGRAM
RESTRAINT REDUCTION PROCESS FRAMEWORK

1 Seek and RECOGNITION /

document a history ASSESSMENT
of the symptom for

which a restraint
has been used, or
for which use is
contemplated

v
2 Seek causes of CAUSE IDENTIFICATION
situations or problems /DIAGNOSIS
for which restraints are
used or proposed

\ 4
3 Address identified or MANAGEMENT /
probably causes of TRFATMFNT
symptoms OR explain
why they could not or
should not be
managed by other
means

\ 4

4 Monitor for the MONITORING
impact of the restraint

on the individual and
on the problem or risk
for which it was used

A 4

5 Monitor for
complications
related to the use
of a restraint and
stop or adjust the
use of the restraint
accordingly
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A campaign to improve quality of life for residents and staff

FLOW DIAGRAM
PAIN MANAGEMENT (ACUTE AND CHRONIC) PROCESS FRAMEWORK

1 Initiate an assessment RECOGNITION /
for pain within 24 hours ASSESSMENT
of admission or
recognition of a condition
change

\ 4

2 Identify the significance of risk

factors that could relate to pain
or the risk for having pain

\ 4
3 Identify and document
characteristics (onset, location,
intensity, etc) of the pain

|

4 Notify a practitioner of the
presence of symptoms that may
represent pain

A 4

5 Seek to identify or clarify CAUSE IDENTIFICATION /
specific causes of pain DIAGNOSIS
—
6 Identify pain MANAGEMENT /
management goals TREATMENT

\ 4
7 Manage pain and its
underlying causes

A 4

8 Reassess MONITORING
periodically the status

of an individual's pain

v
9 If pain does not
respond adequately to
selected interventions,
reevaluate the
approaches

A 4

10 Monitor for
significant effects,
side effects, and
complications of pain
medications
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