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Device related Pressure Ulcers
Date:  13/03/2015
Alerts are circulated to raise awareness of risks that may lead to errors and reduce the risk to patients, staff, visitors and contractors in the future.  They are produced following a review of incidents or following information provided by staff within the Trust or External Agencies 
	Reason for Alert:  To highlight the risk of pressure ulcer development in patients with a medical device.

	Situation: 
The Trust has reported 6 device related grade 3 pressure ulcers in the last 12 months related to a medical device. This has resulted in harm and a poor patient experience to each one of these patients.
Background:
Medical devices including nasogastric tubes, ventilation tubes Thomas splints and plaster casts can cause rubbing and create pressure on the soft tissues. Preventing device related pressure ulcers is often much more complex than preventing pressure ulcers over the usual anatomical sites, and it is the device causing the  damage often forms an essential part of the patients treatment.
Below is the information circulated as part of an NPSA alert 2009.
Assessment and Risk: 
Good casting techniques and monitoring should prevent complications such as pressure ulcers in most cases. Severe pressure ulcers can lead to pain, prolonged hospitalisation and substantial morbidity (including amputation). 

 

Healthcare staff should be aware of the possibility of pressure ulcers under plaster casts. They need to inform patients of warning signs and who to contact if complications develop. This is particularly important for high-risk patients, for example those with significant vascular disease, including patients with neuropathy (most commonly with diabetes) or conditions like stroke with sensory deficit, who will feel little or no pain, increasing risks of delayed recognition. 

 

A search of two years of incident data held by the National Reporting and Learning Service (NRLS) revealed 84 cases where pressure ulcers developed under plaster casts. These included 26 grade 4 reports (deep necrotic or exposing bone ulcers) and 19 grade 3 (cavity wound) reports. Since only a sample of data was reviewed, we might expect to see around 20 more grade 3 or 4 ulcers if all data over two years had been reviewed. 

 

Concerns raised by incident data include:

· the amount of padding or poor alignment of plaster 

· reports of pain and/or symptoms (e.g. exudate) by patient not acted on by staff either in the hospital or the community 

· patients with known vascular disease and multiple sores where staff appear not to be aware of heightened risk

 

The nursing team in Orthopaedics, Tissue Viability team and therapies staff have been reviewing the recent cases locally in order to ensure that learning takes place and steps of taken to minimise future occurrences.

 

Other useful resources for staff include a model patient information leaflet for patients and carers with possible signs of complication and contact numbers (as well as exercises and care of cast). See British Orthopaedic Association website national guidelines


	Recommended Action
· Task and finish group to review, evidence, pathways and best practice guidance
· Training and development in progress for staff, starting with a single point lesson to be delivered to all nursing staff (See below).



	For further information or other queries, please contact 
Heather Ashton, Tissue Viability Team. Ext 2594 Bleep 704
Rachael Browning Associate Director of Nursing Scheduled Care. Ext 2169
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