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ABSTRACT

Problem therapy and anti-diarrheal medications
started. Patient was in isolation on a
specialty mattress. She remained
unresponsive, requiring Q2 repositioning,
physical therapy and frequent care for
fecal incontinence. Due to persistent

Frequent stool in patients with multiple
comorbidities and immobility places skin
at high risk for breakdown.

Rationale . : .
diarrhea, her cleansing regimen was
The goal of patient-centered nursing care changed on Day 3 to washcloths with
is to provide early interventions post- rinse-free cleanser and 3% dimethicone
incontinent episodes to maintain intact skin protectant and maintained
perineal skin. throughout hospitalization. Skin was still
intact and no redness noted. Patient was
Methodology extubated and transferred to the medical

An unresponsive 43-year-old BF was unit on Day 6. She continued to have

admitted to ICU. Medical history frequent.(3 to 4 times per day) loose
stools. Diapers were utilized for fecal

containment. Due to Contact Isolation,
frequent checking and cleaning of the
patient was challenging, but the patient
maintained intact skin with no redness
until discharge on Day 10.

included diabetes, malnutrition,
pancreatitis and diarrhea for 2-3 weeks.
Patient was cachectic, with severe
hypoglycemia, low protein and albumin.
Stool occurred every 3-4 hours and was
MRSA positive. Initial assessment showed
intact skin.

Conclusion

Results Despite the patient’s high risk for skin
breakdown and care challenges, the
washcloth with skin protectant regimen
resulted in the maintenance of intact skin.

Patient was intubated, catheterized,
nasogastric (NG) tube placed for nutrition

Presented at the Clinical Symposium on Advances in Skin and Wound Care Reprints provided compliments of Sage Products, Inc.
Caesar’s Palace ¢ Las Vegas, NV ¢ October 23-26, 2005 800-323-2220 » www.sageproducts.com

20741




INTRODUCTION METHODOLOGY

When patients present with multiple risk factors for skin  dermatitis. Therefore, a review of co-morbidities as well as An unresponsive 43-year-old BF was admitted to fecal containment. Due to contact isolation, frequent
breakdown, aggressive and early intervention can be key  the risk factors for both should be considered (‘Table 2 & 3). MRMC with a diagnosis of malnutrition and wasting checking and cleaning of the patient was challenging.
to preventing unfavorable skin outcomes. Once established, those patients at risk for one or multiple syndrome. The patient was placed on mechanical FIGURE 3: Day 6 However, the
skin injuries can benefit  uge, ventilation. Her medical history included diabetes, patient’s skin
There are many tools available to assist clinicians in from early and pancreatitis and diarrhea for 2-3 weeks. The patient was integrity was
early identification of those patients at risk for pressure  consistent intervention.* Pressure Ulcer Risk Factors ™ cachectic (87 Ibs.) and admission labs showed a total maintained with
ulcer development. The Braden scale is one of the most R protein of 5.8 (nl range 6.3 — 8.2) and albumin 2.7 (nl no redness
o 0 o * Immobiir 0,0
commonly used tools to score patients risk for pressure T'hose patients on . e sh range 3.5 — 5.0). Stool cultures were positive for MRSA. noted through
. . ¢ Friction earin, . . o 0 .
ulcers. The Braden scale does not, however, measure contact isolation g The patient was incontinent with large, loose stools the patient
. . . .. ¢ Incontinence of urine or stool . : 1
and provide assessment for those patients at risk for present an additional ! o more than 6 times per day. Although patient had discharge on
perineal dermatitis associated with incontinence.' challenge for healthcare : :;,’::a':;tr';';f}:;‘t:m“s and evidence of a healed coccyx pressure ulcer, the initial Day 10.
workers. A study from . . skin assessment showed intact skin without breakdown.
i N ¢ Impaired Sensory Perception or
the University of Cognitive Impairment
FIGURE I: Validated Conceptual Model of Perineal Dermatitis Toronto Department of e Co-morbid conditions & medications
Age™* Medicine. which ﬂ1at affect quantity or quality of CARE PLAN
Chronic lliness . ’ o iR e
Nutrition Taeue examined the quality of * Advanced Age Upon admission to the ICU, the patient was placed in
Oxygenation 1 1 . . . . o .
ve medical care received * History of prior Pressure Ulcer isolation. A Foley catheter was inserted and a nasogastric
LR ‘ by patients isolated for 5.9 g g Eiom 1655
o erineal yPp (NG) tube placed for nutritional therapy. Liquid patients at
ermatitis : : .
Frequency of Incontinence Development infection control TRETED Immodium 2 mg thI'Ollgh NG was ordered and greatest risk for
Fecal Incontinence T (MRSA), found that administered after each bowel movement. The patient kin breakd
Mechanical Chafing** ———— Objective Signs . - e SKin breakaown
g j g Perineal Dermatit
Inducing e — those patients were e ey atts was placed on a specialty mattress (Plexus® P2500
Immmg g Perineal N - Presumed Risk Factors * P ; P Y > due to fecal
Al Srinea - Y Gaymar Industries, Orchard Park, NY). She was : :
- Environment ntrol patients t Chroni to moist : . ’ R DI incontimence
Increased Skin Permeability — control patients to ronic exposure to moisture unresponsive during much of the hospitalization and and other
oisture 1 q . q .
Skin hydration = | experience adverse * Fecal & urinary incontinence Dav 3 required associated risk
Skin dehydration Subjective events duringe their . . FIGURE 2: Day 0
Fecal enaymes o hospitalizatiogn : oo conmmentene R toma and SRR
Microorganisms (bacterial/fungal) ’ e ainelphl repositioning favorable
o . . . * Overgrowth or infection with QZ hOUI‘S, outcomes if
Mobility Toileting Patients on isolation pathogens physical d iately th h ki
i il : managed appropriate rou roper skin care
Sensor){ Perception Ability sufferlng from frequent o EEET h d 5 g ) pprop Yy gh prop
Cognitive Awareness** R £f therapy, an imnterventions.
§p150d§s 0 ec}?l " frequent
*  ltems in italic were not measured in this study incontinence shou (& .
*  Evidence inconclusive . o perlneal care.
Used with permission, managed very closely. Containment devices such as under- M
pads and briefs should be used only when frequent Due to — T —
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