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What was the Problem we
were trying to solve?

February 202 1-February 2022 Critical Care
completed 38 Pressure Ulcer Triage Reports
(PUTRs). These are internal investigations into
the development of Category 3 or above
pressure ulcers. These are presented to the
Trust Harm Free Care Team where outcomes

and learning are obtained

21 PUTRs highlighted learning around
documentation, namely deviation from
turning protocols without robust
documentation to support this decision,
phrases used included “Too Unstable to
Turn” (TUtT)

Evidence shows us the longer the patient is
left stationary between turns the higher the
risk of instability on turning (Vollman 2012)

So here were the questions we needed to

answer:
* What does the phrase “TUtT"” mean?
* How is this decision made?

* Who makes this decision?

* Where should this be documented?

* How often should this decision be
reviewed?

What did we do?

Using multiple forums we gained
a consensus from the Critical
Care MDT and a flowchart was

designed to support optimisation
of patients prior to manoeuvre,
ensuring all patients who could
safely be turned were.

The acronym COME DR to turn
was developed
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The Acronym and flowchart
were shared with the Medical
and Nursing teams Flowcharts
were placed at nursing stations
for ease of access and visibility

How to approach “too unstable to turn”
patients in Critical Care

Bedside nurse concerned patient
“too unstable to turn”

l Escalate to a pod/team leader (PL/TL) or the nurse in charge (NIC). ‘

This nurse works with the bedside nurse to consider a trial of turning
with nursing optimisation
i.e pre-oxygenate, try different side for turn, go slowly, use more
staff, enlist help from junior doctors etc.
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Patient fails turn (staff concerned for patient safety) despite senior
nurse optimisation.
Escalate to Senior Medical Trainee or Consultant.
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Consider trial of turning with Medical optimisation. i.e as above +/-
fluid, deepening sedation, paralysis etc.

Patient fails turn (or senior clinican decides too high risk of
deterioration with turn)
(Staff concerned that turn risk outweighs benefit)
Patient has now failed 2 turns despite optimisation.
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Senior Clinician documents “too unstable to turn” decision in ‘

medical notes.

)

Adopt Protocol B.
Increase frequency of heel checks/move devices/skin check.
Consider turning head side to side and passive limb movements.
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Turns should be reconsidered again after 6 hours, using above
approach. If “too sick to turn” sustained ensure documented clearly
and reviewed every 12 hours.

Strategies for increasing turn success:

* Go slow! Turn in 10 degree increments; pause to gauge patient
response, then another small movement until tilt achieved. If patient
unable to tolerate full turn and skin check, put pillows in to tilt at least.

« Get help! Escalate early to pod/team leader or nurse in charge and
medical staff. Use more staff to turn which will help make turn gentler
and help to ensure line/tubing safety. Decisions around turning should
be made collaboratively between pod/team leaders or nurse in charge
and senior medical teams.

« Individualise care. Consider if the patient is better positioned on one
side over another. Consider their injuries, disease, sedation and
analgesia requirement.

« Optimise patients before the turn and monitor them closely
afterwards. This will vary from patient to patient but may include pre-
oxygenating patients that desaturate, or giving fluid/vasopressors to
patients with haemodynamic instability etc.
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What were the findings?

The acronym was well received and
recalled easily by staff. Knowledge of
the flowchart was evident and was
accessed when required.

5 sample cases were reviewed — in
each case the use of the flowchart
aided repositioning of the patient.
None in the sample size were deemed
TUtT following implementation of the
flowchart which highlights its worth in
Critical Care.

What Next?

The flowchart (currently in trial form)
will be presented to Critical Care

Governance with a view of becoming
a permanent tool across Critical Care.

Recommendations for future work
are:

¢ Audit review times and success —
this aspect of the flowchart was
not evidenced in the initial trial.

« TUtT-2 (Too Unstable to Touch) this
will focus on those patients who
we are unable to turn to ensure all
possible skin checks are adhered to.
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