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Targeting Incontinence-Associated Dermatitis — A Leading Risk Factor for Pressure Ulcers

US hospitals no longer paid for pressure ulcers — fecal incontinence increases pressure ulcer risk by 22X!
Joan Junkin, MSN,RN,CWOCN
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Incontinence-associated dermatitis (IAD) is characterized by skin Bliss et al® have described a skin care regimen that involves the use of a Inpatient surveys were conducted, excluding obstetric and most The initial findings indicated that IAD is very common. In response
inflammation resulting from exposure to urine and/or feces as a result of cleanser and that provides a moisture barrier. This regimen reduced psychiatric patients; geriatric psychiatry patients were included. The to this finding and because many health professionals lack the
incontinence. IAD manifests as skin redness with or without blistering, the rate of IAD in nursing home patients and reduces the costs results were published, and peer-reviewed etforts ensued to create a knowledge to accurately differentiate between pressure injury and

eros.ion, (?r loss.of the skin ba1.'rier function and is a painful c?ondition t.hat associated with incontinence care.® However, this regimen is only visual tool to assist with the identification, classification, and appropriate [AD, a visual tool was developed that provides a simple and
begins with a simple maceration but can progress to severe inflammation useful if the health care staff are able to accurately identify IAD. treatment of IAD. accurate means of identifying, classifying, and treating IAD.

with continued exposure.’ . . . The tool recommends the use of an all-in-one
> We developed a visual tool that helps to identify IAD, assess the

- - - TIRE - barrier to prevent IAD. This recommendation is
» Incontinence is a common Proble.m in h(?spltallzed acute care Patlents, the severity of IAD, and determine the appropriate intervention for P e
overall prevalence of fecal incontinence is 17.6%, and the associated rate of based on IHI guidelines and on the proven
L the treatment of IAD. , .
skin injury is 42.5%.’ effectiveness of such a barrier.
In 2005, 198 of 976

» TAD increases pain and morbidity, and the risk of pressure ulceration in Incontinence-Associated Dermatitis Intervention Tool (IADIT) Incontinence-Related Skin lnjury

patients who are fecally incontinent and immobile is 37.5 times that in patients inpatients were identified Incidence in Acute Care Hospitals

WhO are IlOt. ) . Cleanse incontinence ASAP and . Notify primary care provider when skin injury occurs aS lnCOntlIleIlt} 54% Of

apply barrier. and collaborate on the plan of care.

. . . . . . . o . . Docume|_1t (_:ondition of skin at least once - Consider use of external catht:eter or fecal collector. these atients had a Skin
A major problem associated with IAD is mistaking it for pressure injury, which every shift in nurse’s notes.  Considor short erm use of urinary cathete p

results in the wrong care plan being initiated. It is important to define IAD and injury in the area exposed

IAD is very common in incontinent patients and is a painful
and disabling condition.

o)
-
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to urine and/or feces. In It is important to differentiate between IAD and pressure

injury because the protocols for prevention and treatment of
the two conditions are different.

dlStlIlgU_ISh lt f1‘0m pI‘eSSUI'e UICEI‘S fOl‘ I'epOI'tlng purpOSES and SO that the COI‘I‘ECt HIGH-RISK tsf:;ﬂ Eer;(:tt);;yktir;]eg:]att;l;syc;rhvgarmer 1. Use a disposable barrier cloth containing cleanser, moisturizer

rs or color changes from and protectant.2 . .

dQClSlonS are made COncernlng patlent care. rs)(r::v?ozsﬁzlg eCpigog::ar?d/or Spamet 2006, 120 Of 608 lnpatlentS
healed pressure ulcer(s).

were incontinent; 42.5% of

Person not able to adequately care for 2. If barrier cloths not available, use acidic cleanser (6.5 or lower),

self or communicate need and is not soap (soap is too alkaline); cleanse gently (soak for a minute

> The effeCtiVQ prevel‘ltiOl’l and treatment Of IAD diffeI‘S fI‘OI‘n that Of preSSUI‘e incontinent of liquid stool at least 3 or two — no scrubbing); and apply a protectant (ie: dimethicone, . .
: e . . | times in 24 hours iquid skin barrier or petrolatum). these patients had a skin
ulcers, and the accurate identification of IAD can result in cost savings through a EARLY IAD | S et b sooardarumers . p
o (o = prr m:,?’a? 20 nlserzr, y |si£|n 3. If briefs or underpads are used, allow skin to be exposed to air. in.ur in t e area eX Ose
more focused problem-specific approach and more accurate reports of B | | ofen meguiorbordes. n darkerskin | Use containment riefsony fo iting i chair or ambulating - o Juty P

tones, it might be more difficult to while in bed.

prevalence and incidence. _ B | veusiz corcranes i to urine and/or feces.

yellow color) and palpation may be

The failure to accurately differentiate between IAD and
pressure ulcers may adversely affect patient outcomes and
result in reporting errors.

more useful. 4. Manage the cause of incontinence: a) Determine why the patient

Palpstion mayeveal awarmen is incontinent. Check for urinary tract infection, b) Consider timed
temperature compared to skin not

The 5 Million Lives Campaign, SpOHSOTQd by the Institute S——— exposed. People with adequate loletingiora bladder:oribowel program; ) Refer teincontnenics After the pubhcatlon of

sensation and the ability to specialist if no success.3

The tool includes suggestions for evidence-based prevention
and care, including the use of all-in-one barrier cloths that
clean, moisturize, and protect the skin against IAD which
may result from ongoing exposure to urine and/or feces.

communicate may complain of burning,

fOI' HealthCaI'e Impl‘Ovement (IHI), SQEkS tO ]_‘edU.Ce patiel’lt stinging, or other pain. the above IAD inCidence

MODERATE Affected skin is bright or angry red — | 1 Include treatments from box above plus:

harm. One of the goals of this campaign for 2007 and 2008 draves indarker i tones, it may appear | 5. Considerapplying a zinc oice-based podctfor weepy or lecing results, a visual tool was

white or yellow. areas 3 times a day and whenever stooling occurs.

. " I 1 . TSSO T : ; : 6. Apply the ointment to a non-adherent dressing (such as anorectal .
Gettlng Started Klt: ].S tO I'edU.Ce the lnCldenCe Of preSSUI‘e U_lCeI‘S. The IHI haS b 4 " iﬁl:x::iliggagfsiirso?:tll;);::;ior?mst dferging for cleft. Telfa for flat areas, or ABD gad for larger areas) and developed that 1IlVOlV€dI

gently place on injured skin to avoid rubbing. Do not use tape or other

Prevent Pressure Ulcers | jssued recommendations for appropriate incontinence care, o | B DEhs sl

7. If using zinc oxide paste, do not scrub the paste completely off

How-to Guide which include keeping patients dry, cleansing the skin with BN | v o sin s dime sz wilh et g, ontysok stol f 1 thn aply e pat 1) conducting a 2005

This is painful whether or not the 8. If denuded areas remain to be healed after inflammation is reduced,

a mild cleansing agent to minimize irritation and dryness, person can communicatethe pain. consider BTC ointmen (balsam of peru, typsin, astor i) but systematic literature The visual tool presents interventions for each level of severity

remember balsam of peru is pro-inflammatory.

and applying a topical moisture barrier to protect the skin against further | Lo e review of the various definitions and stages of IAD; of IAD using definitions developed from the literature.

SEVERE IAD Affected skin is red with areas of 1 Include treatments from box above plus:

exposure to urine and/or feces.* The IHI recommends using pre-moistened, denudement (paril tickness skn | 10.Posiion he person semiprone BID o expose afected skin o i

11. Consider treatments that reduce moisture: low air loss

. e S o - - If your facility desires to utilize this tool, please send an
. . 3 skinned patients, the skin tones may mattress/overlay, more frequent turning, astringents such as . 4
disposable barrier cloths to cleanse, _— e matessoveriy, mre et uming, sngent i reviewing the evidence and comparing IAD tools;

. . d d . d h s O | | | Skin layers may be stripped off as the 12. Consider the air flow type underpads (without plastic backing). email to IADIT@medbiOPub°C0m to Obtain Copyright
digestive enzvmes T A - 00zing protein is sticky and adheres to . . . . .. . . ° ° ° ° ° °
moisturize, deodorize, and protect the O, ?é Y e — e assembling appropriate pictures, definitions, and interventions permission and give your input as the tool is revised to

t. t ' k. f t h . t. . d 4 Q ngurinefmnisture drops b 1. ] 11 1
a 1611 S S In a eI' eaC lnCOn lnenCe e ISO e. | : : i sk primary care provider to order an anti-fungal powder or ointment. °
p p . : FUNGAL This may occur in addition to any level Ask primary provider to ord ti-fungal powd tment dependent on the Stage Of IAD; ecome Ciinica y re evant

@
, bacteriga_ - @ . == of IAD skin injury Avoid creams in the case of IAD because they add moisture to a moisture
h e APPEARING ' damaged area (main ingredient is water).

Soap and water, which are commonly used e () S Usually spots are e near edges o

G B R R, L e+, 1. If using powder, lightly dust powder to affected areas. Seal with
for cleanup after an incontinence episode, are i - s A Bl | o e e et 2 Caninue the eatments based on the el of D using a peer-reviewed process, developed by industry experts, References

| | appear as pimples or just flat red . : :
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A peer-reviewed visual tool was developed to make it easy
for health care staff to identify, stage, and treat IAD.
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