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Mapping the nursing care with the NIC for
patients in risk for pressure ulcer
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ABSTRACT

Objective: To identify the nursing care
prescribed for patients in risk for pressure
ulcer (PU) and to compare those with the
Nursing Interventions Classification (NIC)
interventions. Method: Cross mapping
study conducted in a university hospital.
The sample was composed of 219 adult
patients hospitalized in clinical and surgi-
cal units. The inclusion criteria were: sco-
re < 13 in the Braden Scale and one of the
nursing diagnoses, Self-Care deficit syndro-
me, Impaired physical mobility, Impaired
tissue integrity, Impaired skin integrity,
Risk for impaired skin integrity. The data
were collected retrospectively in a nur-
sing prescription system and statistically
analyzed by crossed mapping. Result: It
was identified 32 different nursing cares to
prevent PU, mapped in 17 different NIC in-
terventions, within them: Skin surveillance,
Pressure ulcer prevention and Positioning.
Conclusion: The cross mapping showed si-
milarities between the prescribed nursing
care and the NIC interventions.
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RESUMO

Objetivo: Identificar os cuidados de enfer-
magem prescritos para pacientes em risco
de Ulcera por pressdo (UP) e compara-los
com as intervengdes da Nursing Interven-
tions Classification (NIC). Método: Estudo
com mapeamento cruzado realizado em
hospital universitario. A amostra constou
de 219 pacientes adultos internados em
unidades clinicas e cirdrgicas. Os critérios
de inclusdo foram: escore < 13 na Escala de
Braden e um dos diagndsticos de enferma-
gem, Sindrome do déficit do autocuidado,
Mobilidade fisica prejudicada, Integridade
tissular prejudicada, Integridade da pele
prejudicada, Risco de integridade da pele
prejudicada. Os dados foram coletados
retrospectivamente em sistema de pres-
cricdo de enfermagem e analisados esta-
tisticamente e por mapeamento cruzado.
Resultados: Identificou-se 32 diferentes
cuidados de enfermagem para preven¢do
de UP, mapeados em 17 diferentes inter-
vengBes NIC, dentre elas: Supervisdo da
pele, Prevengdo de Ulcera por pressdo e
Posicionamento. Conclusdo: O mapea-
mento cruzado apontou semelhanga entre
os cuidados de enfermagem prescritos e as
intervengdes NIC.

DESCRITORES
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RESUMEN

Obijetivo: Identificar los cuidados de enfer-
meria prescritos para pacientes con riesgo
de Ulceras por presion (UPP) y comparar-
los con las intervenciones de la Clasificaci-
on de Intervenciones de Enfermeria (NIC).
Método: Estudio con mapeo cruzado en el
hospital universitario. La muestra estuvo
compuesta por 219 pacientes adultos in-
ternados en unidades médico-quirurgicas.
Los criterios de inclusién fueron: puntua-
cion < 13 en la escala de Braden y uno de
los siguientes diagndsticos de enfermeria:
Sindrome de déficit de autocuidado, Dete-
rioro de la movilidad fisica, deterioro de la
integridad tisular, deterioro de la integridad
cutdnea, riesgo de deterioro de la integridad
cutanea. Los datos fueron recolectados re-
trospectivamente en el sistema de prescrip-
cion de enfermeria y analizados estadistica-
mente y con mapeo cruzado. Resultados:
Se identificaron 32 cuidados de enfermeria
distintos para la prevencion de las UPP, ma-
peados en 17 intervenciones NIC diferentes,
entre ellas: Supervisién de la piel, Preven-
cion de ulceras por presion y Posiciones
corporales. Conclusion: El mapeo cruzado
mostrd similitud entre los cuidados de en-
fermeria y las intervenciones NIC.
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INTRODUCTION

Pressure ulcer (PU) is a lesion on the skin and/or on
the underlying tissue in consequence of pressure, or
from the pressure in combination with the shear and/or
friction. It normally happens in bony prominences loca-
tions in subjects with compromised mobility™. The PU
incidence can vary depending on the patients profiles
and the kind of institution where they are located®?,
but the majority of Brazilian studies demonstrate inci-
dence with variability between 19.1 and 39.8%*% and
the international ones, an incidence between 10.2 and
26.7%!"9. For that, the PU still deserves studies, es-
pecially those that address prevention measures, to
search better safety and assistance quality®°1Y,

The care with the skin integrity and tissues are ele-
ments of practice for the nurse and it includes the PU
prevention. This requires the patients’ evaluation with
risks identification for this type of lesion and, conse-
quently, to implement nursing interventions®*? to pre-
vent complications that can compromise their health
status and quality of life. The identification of patients
at PU risk is essential to implement preventive actions
since the initial hospitalization moment until the dis-
charge*?, One of the most broadly used instruments by
nurses to predict the PU risk is the Braden Scale®*%3),

A study that investigated the clinic profile and the
nursing diagnoses (ND) of patients with PU risk** found
that the BS and the ND are important elements to sub-
sidize the nursing in the implementation of an interven-
tion to vulnerable patients to lesion. However, although
the literature points nursing interventions as indicated
to those patients*2*) it is observed a lack of studies that
describes in the clinical practice the types of prescribed
care in accordance with the ND designed to the patients
with PU risk. Adding to that, most of the times nursing
care is described without a standardized language as the
Nursing Interventions Classification (NIC)®*519),

Therefore, it was identified the need to deepen the
knowledge about the prescribed nursing care for pa-
tients with PU risk, comparing those with the NIC. For
that, this study had as objectives; to identify the pre-
scribed nursing care with PU risk and to compare those
with the nursing interventions proposed by the NIC.

METHOD

A cross mapping study’-*® conducted in a university
hospital (HU) from the South of Brazil, with a sample of
219 records of patients hospitalized in clinical and surgi-
cal units, that met the following inclusion criteria: to have
a score of <13 in the Braden Scale (risk score for PU in
the institution) at the hospitalization moment or up to
48 hours after it (maximal time established in the institu-
tion for the first evaluation of the patient with the Braden
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Scale); to have established at least one of the following
ND: Self-Care Deficit Syndrome, Impaired physical mobil-
ity, Impaired tissue integrity, Impaired skin integrity and
Risk for impaired skin integrity. Stressing out that the se-
lection of the real ND type was guided by the fact that
those have related factors that also consists PU risk®®,
From those, the NDs that show real impairment on the
skin and/or tissues were included by the fact that one
patient that presents lesion can have an increased risk to
develop a new PU. Therefore, many times the nurse needs
to treat and prevent the PU simultaneously. The Self-Care
Deficit Syndrome ND was included in the study because it
presents related factors that are also a PU risk (e.g. immo-
bility). The patients that did not have complete informa-
tion registered in the Braden Scale were excluded.

The data collection was retrospective, considering
the occurred hospitalizations in a period of six consecu-
tive months in an informed system of nursing prescrip-
tion at the institution. The data was inserted in Excel
for Windows spreadsheets and statistically analyzed
with the Statistical Package for the Social Sciences —
SPSS, version 16.0. Posteriorly, the nursing care related
to the PU prevention were mapped in a crossed way
with the NIC, in accordance with the level of inter-
vention connection with each ND. The cross mapping
consists in compare the data, aiming to identify simi-
larity and to validate the study object in different con-
texts*”1®, |n this study, it was conducted in three big
phases: a) identification of nursing care prescriptions
linked to the ND selected and related to the PU pre-
vention; b) comparison of each nursing care prescribed
with the nursing interventions from NIC; c) organization
of a NIC intervention list for each ND studied consider-
ing the PU prevention care scenario. The rules applied
in the crossed mapping were based on the Moorhead
and Delaney referential adapted by Lucena®’*®, having
as a start point the NDs from NANDA-I*® and the NIC
nursing interventions, with their different levels of con-
nection with the NDs)

The study was approved by the Institution Ethics Com-
mittee (protocol n2 08-319) and the researchers signed
the Commitment Term to use the data.

RESULTS

In the 219 hospitalizations of patients in risk for PU
there was a predominance of elderly, female gender with
an average hospitalization period of nine days (Table 1).

Within the identified NDs for the 219 patients, the
ND Self-Care Deficit Syndrome was established for 102
(46.5%), with 32 different types of care prescribed and
nine of them were related to PU prevention. The ND /m-
paired physical mobility was established for 70 (32%) pa-
tients, with 34 different types of care prescribed, being 17
(50%) related to PU prevention. The ND Impaired tissue
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integrity was established for 45 (20.5%) patients, with 31
different types of care prescribed, being 13 (42%) of those
related to PU prevention. The ND Impaired skin integrity
was established for 29 (13%) patients, with 17 different

types of prescribed care, being 13 (76%) related to PU pre-
vention. The ND Risk for impaired skin integrity was estab-
lish for 29 (13%) patients, with 20 different types of pre-
scribed care, being 14 (70%) related to the PU prevention.

Table 1 - Sample characteristics of patients in risk for PU in a university hospital - Porto Alegre, 2013

Characteristics (n=219)
Age (years)* 67.18£20.2
Gender (female)” 132 (67)
Hospitalization time* 9.0 (5-17.25)
Hospitalization unit (medical clinic)* 129 (59)
Reason for hospitalization
(cerebrovascular diseases)” 49 (22)
(pulmonary diseases)” 34 (15.5)
(cardiovascular diseases)” 30 (14)
Comorbidities
(cardiovascular diseases)” 88 (40)
(cerebrovascular diseases)” 83 (38)
(metabolic diseases)" 61 (28)

*Mean + standard deviation; categorical variables n (%)+; § median and percentiles 25 e 75%.

Some types of care were prescribed for more than
one ND, therefore excluding the repetitions; there were
32 different types of care related to PU prevention. Those
were mapped in the NIC interventions in different levels
of connection with the NDs, that is, prioritized, suggested,
additional option and not connected to ND. There were
cares mapped in more than one NIC intervention, caus-
ing repetitions. Excluding the repetitions there were 17
different NIC interventions: Skin surveillance; Pressure

ulcer prevention; Positioning; Bed rest care; Bathing; Self-
care assistance: Bathing/Hygiene; Self-care assistance:
feeding; Perineal care; Positioning: Wheelchair; Exer-
cise therapies: Ambulation; Environment management;
Wound Care; Pressure management; Pressure ulcer care;
Skin care: Topical treatments; Nutrition therapy; Nutrition
management. Therefore, for each group of prescribed
nursing cares for each ND it was identified a group of NIC
interventions to prevent PU (Chart 1).

Chart 1 - Cross mapping between prescribed nursing care for patients in risk for PU, with nursing diagnosis and the NIC interventions and their con-

nection levels — Porto Alegre, 2013.

Nursing Diagnosis | Prescribed Nursing Care

NIC Interventions and their level of connection with the DE/
NANDA-I

- To implement assistance protocol for PU prevention

- Skin surveillance (Additional option)
- Pressure ulcer prevention (Not connected to ND)

- To keep pyramidal mattress

- Positioning (Additional option)
- Bed rest care (Not connected to ND)
- Pressure ulcer prevention (Not connected to ND)

- To protect bony prominences

- Pressure ulcer prevention (Not connected to ND)

- To change decubitus

- Positioning (Additional option)

* Self-Care Deficit

Syndrome - To do perineum hygiene after each evacuation

- Bathing (Priority)
- Self-care assistance : bathing/hygiene (Priority)
- Perineal care (Suggested)

- To keep perineum clean and dry

- Bathing (Priority)
- Perineal care (Suggested)

- To sit patient in the chair

- Positioning (Additional option)

- To do personal hygiene

- Bathing (Priority)
- Perineal care (Suggested)

- To feed patient

- Self-care assistance: feeding (Priority)

- To keep pyramidal mattress
Impaired Physical

- Positioning (Suggested)
- Bed rest care (Suggested)
- Pressure ulcer prevention (Not connected to ND)

Mobility

- To implement assistance protocol for PU prevention

- Skin surveillance (Additional option)
- Pressure ulcer prevention (Not connected to ND)

- To protect bony prominences

- Pressure ulcer prevention (Not connected to ND)
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...Continuation

Nursing Diagnosis

Prescribed Nursing Care

NIC Interventions and their level of connection with the DE/
NANDA-I

Impaired Physical
Mobility

- To sit patient in the chair

- Positioning (Suggested)
- Positioning: wheelchair (Suggested)

- To change decubitus

- Positioning (Suggested)
- Bed rest care (Suggested)
- Pressure ulcer prevention (Not connected to ND)

- To help patient to sit in the chair

- Positioning (Suggested)
- Positioning: wheelchair (Suggested)

- To assist decubitus change

- Positioning (Suggested)
- Bed rest care (Suggested)
- Pressure ulcer prevention (Not connected to ND)

- To stimulate movement in bed

- Positioning (Suggested)
- Bed rest care (Suggested)
- Pressure ulcer prevention (Not connected to ND)

- To provide comfortable position to the patient

- Positioning (Suggested)
- Environment management (Suggested)

- To stimulate to get out of bed

- Exercise therapy: ambulation (Priority)

- To assist active movements

- Positioning (Suggested)

- To assist ambulation

- Exercise therapy: ambulation (Priority)

- To stimulate ambulation

- Exercise therapy: ambulation (Priority)

- To accompany during ambulation

- Exercise therapy: ambulation (Priority)

- To raise lower limbs

- Positioning (Suggested)

- To stimulate active movements

- Positioning (Suggested)
- Bed rest care (Suggested)

- To do passive movements

- Positioning (Suggested)
- Bed rest care (Suggested)

Impaired tissue
integrity

- To keep pyramidal mattress

- Positioning (Suggested)
- Pressure ulcer prevention (Suggested)
- Bed rest care (Not connected to ND)

- To stimulate movements in bed

- Pressure management (Additional Option)

- To implement assistance protocol for PU care

- Pressure ulcer care (Suggested)

- To protect bony prominences

- Pressure ulcer prevention (Suggested)

-To communicate lesions appearance

- Wound care (Priority)
- Skin supervision (Priority)

- To keep external bandage clean and dry

- Wound care (Priority)

- To register lesions appearance

- Wound care (Priority)
- Skin surveillance (Priority)

- To sit patient in a chair

- Positioning (Suggested)

- To change decubitus

- Positioning (Suggested)
- Pressure ulcer prevention (Suggested)
- Bed rest care (Not connected to ND)

- To observe perineum conditions

- Skin surveillance (Priority)
- Perineal care (Suggested)

- To assist decubitus change

- Positioning (Suggested)
- Pressure ulcer prevention (Suggested)
- Bed rest care (Not connected to ND)

- To protect skin to avoid rupture

- Skin surveillance (Priority)
- Pressure ulcer prevention (Suggested)

- To do passive movements

- Positioning (Suggested)
- Bed rest care (Not connected to ND)

Impaired skin
integrity

- To implement assistance protocol for PU care

- Pressure ulcer care (Priority)

- To change decubitus

- Positioning (Suggested)
- Pressure ulcer prevention (Suggested)
- Bed rest care (Not connected to ND)

- To protect bony prominences

- Pressure ulcer prevention (Suggested)
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...Continuation

Nursing Diagnosis

Prescribed Nursing Care

NIC Interventions and their level of connection with the DE/

NANDA-I

Impaired skin
integrity

- To assist decubitus change

- Pressure ulcer prevention (Suggested)
- Positioning (Suggested)
- Bed rest care (Not connected to ND)

- To keep external bandage clean and dry

- Wound care (Priority)

- To register lesion appearance

- Wound care (Priority)
- Skin supervision (Priority)

- To offer skin moisturizer

- Pressure ulcer prevention (Suggested)
- Bathing (Suggested)

- To protect skin to avoid rupture

- Skin surveillance (Priority)
- Pressure ulcer prevention (Suggested)

- To assist patient to sit in a chair

- Positioning (Suggested)
- Positioning: wheelchair (Not connected to ND)

- To sit patient in a chair

- Positioning (Suggested)
- Positioning: wheelchair (Not connected to ND)

- To stimulate movement in bed

- Positioning (Suggested)
- Pressure ulcer prevention (Suggested)
- Bed rest care (Not connected to ND)

- To stimulate hygiene care

- Bathing (Suggested)
- Perineal care (Suggested)

- To moisturize skin

- Skin care: topical treatments (Suggested)
- Pressure ulcer prevention (Suggested)

Risk for impaired
skin integrity

- To keep pyramidal mattress

- Pressure ulcer prevention (Priority)
- Positioning (Suggested)
- Bed rest care (Suggested)

- To implement assistance protocol for PU care

- Skin surveillance (Priority)
- Pressure ulcer prevention (Priority)

- To protect skin to avoid rupture

- Skin surveillance (Priority)
- Pressure ulcer prevention (Priority)

- To change decubitus

- Pressure ulcer prevention (Priority)
- Positioning (Suggested)
- Bed rest care (Suggested)

- To protect bony prominences

- Pressure ulcer prevention (Priority)

- To keep perineum clean and dry

- Bathing (Suggested)
- Perineal care (Suggested)

- To implement protocol for PU care

- Pressure ulcer care (Not connect to ND)

- To assist decubitus change

- Pressure ulcer prevention (Priority)
- Positioning (Suggested)

- To moisturize skin

- Pressure ulcer prevention (Priority)

- To offer skin moisturizer

- Skin care: topical treatments (Suggested)

- To overlook skin in search of hyperemic or ischemic

points

- Skin surveillance (Priority)
- Pressure ulcer prevention (Priority)

- To sit patient in a chair

- Positioning: wheelchair (Not connected to ND)
- Positioning (Suggested)

- To stimulate movement in bed

- Pressure ulcer prevention (Priority)
- Positioning (Suggested)
- Bed rest care (Suggested)

- To stimulate food ingestion

- Nutrition therapy (Suggested)
- Nutrition management (Suggested)

* ND not described by NANDA-I, defined in the study field as a state in which the subject presents impairment of the motor and cognitive function, causing a
capability reduction or incapability to develop each self-care activity: eating, shower and hygiene, dressing. For the level of connection with the NIC interven-
tions, it was considered the ND Self-care Deficit for shower/hygiene/dressing/eating!®.

Among the 32 different prescribed cares for patients  for PU prevention, To protect bony prominences and To
in PU risk, the most frequent was To keep the pyramidal  change decubitus.
mattress, followed by To implement assistance protocol
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DISCUSSION

The importance of the nurse evaluation for PU risk
factors in patients with self-care deficit, mobility restric-
tions and the presence of skin alterations is corrobored
by research about the Nursing Assistance Systematization
related to lesions prevention®, as well as a study in the
geriatric unit at a university hospital in Sao Paulo®V. In
the present study, the patients with the ND Self-care syn-
drome deficit and Impaired physical mobility had nursing
care prescribed for PU prevention, because those need
assistance for the daily activities as standing up, walking,
taking a shower, eating and dressing. Added to that, those
two NDs are also related to the need of skin care once the
altered self-care and mobility are risks for PU.

Within the care prescribed for the patients with those
NDs, highlighting those with skin humidity: to do perineum
hygiene after each evacuation, to keep perineum clean and
dry and to do perineum hygiene. The humidity makes the
skin more vulnerable to lesions because it macerates and
weaken their superficial layers*3?>23 gnd those cares are
important to PU prevention. The humidity assessment is
also part of a subscale of Braden Scale, what corroborates
its predictive character to PU®,

It called attention in the cross mapping the no identifi-
cation of the link between the intervention Pressure ulcer
prevention with the ND Self-care deficit syndrome 3. At one
side, it demonstrates the lack of this ND specificity for PU
risk, as discussed previously; at the other side, there are re-
lated factors to it that can demand this intervention. There-
fore, it could be listed in the NIC as an additional option.

The Impaired physical mobility ND results in the de-
crease of the patient capacity to alleviate the pressure
upon the body, what can increase the probability to de-
velop the PU®*), The mobility is an important point in the
patient’s assessment and the nursing can do it in a more
reliable way with the aid of Braden Scale%23),

In the cross mapping of the prescribed nursing care
for patients with this ND and the NIC interventions it
was found similarities, although the pressure ulcer pre-
vention™) is also not connected to this ND, being found
as Skin surveillance intervention at the level suggested.
In spite of the NIC directed interventions for positioning
and rest of patients with this ND, it is perceived that there
is also not specific form of PU preventive interventions.
But, it is known that the patients’ position change is justi-
fied by the possibility to interrupt circulation caused by
prolonged immobility that, when associated with external
pressure on bony prominences can bring tissue damage
by hypoxia and finally cause necrosis®?.

The ND Impaired tissue integrity®® seems to be the
one which better describes the PU evidence, once this le-
sion presupposes tissue damage. For the patients with this
ND, it was identified as prescribed care to register lesion
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appearance, to communicate lesion appearance and to pro-
tect skin to avoid rupture, which indicates the existence of
lesion and the need to implement measures to avoid com-
plications®??, as the development of other lesion.

In the cross mapping within the prescribed care to pa-
tients with this ND and the NIC interventions, it was ob-
served that the interventions were in majority, connected
to it, with emphasis to the skin care and patient’s posi-
tioning. Only the intervention Pressure ulcer prevention
was not connected to ND, which can be understood once
the same portrays the PU preventive actions and in this
ND, the patient already presents at least one lesion. At the
same time, it is verified that this ND has a broad scope,
not being specific to determine only the PU presence but
all and any type of tissue lesion.

Within the NDs of NANDA-I"? it is understood that
the Risk for impaired skin integrity is the one that bet-
ter describes the patients’ condition at PU risk, sub-
sidizing the better lesion preventive care planning
although it is not the more specific for this type of
worsening*?, For its better accuracy, the Braden Scale
risk assessment instrument can be used®?%41%23 The
prescribed cares to patients with this ND were majorly
related to the PU prevention, for example to protect
skin to avoid rupture, to moisturize skin, to inspect skin
searching for hyperemic or ischemic points. Those cares
were mapped in the NIC, especially in the prioritized
intervention Pressure ulcer prevention. The Position-
ing, Bathing and Nutrition management were also sug-
gested interventions.

Thus, it can be said that the cross mapping corrobo-
rated with the prescribed nursing care precision for pa-
tients in PU risk, with NIC identification of the interven-
tions for this clinical situation, even when there is no ND
specific in the NANDA-1"® that points out the PU risk. This
ND proposal was already sent to this classification and it is
under approval®.

In the general analysis of 32 different nursing care
prescribed to the studied patients, it was verified that
the care to keep pyramidal mattress was the most de-
scribed followed by To implement assistance protocol
for PU prevention. This demonstrates the nurses’ wor-
ries with the need to diminish the pressure in body
parts with special mattresses and other preventive
measures protocolled in the institution for the patient
in risk for PU®, The care To protect bony prominences
was the third most frequent and it is know that nor-
mally the PU normally develops on top of a bony promi-
nence because the bone makes pressure against the
skin and causes tissue ischemia®??. Thus, this care was
accurately prescribed to those patients. The same hap-
pened with the care to change decubitus, that reinforce
the importance to mobilize and to reposition the pa-
tient to prevent PU. Those nursing cares were mapped
in the prioritized intervention to prevent pressure ulcer.
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Finally, it is inferred that the use of assistance protocols
and predictive scales for PU risk associated with the nursing
process, especially in the ND steps and interventions, can
favor the assistance qualification for patients in risk of PU.

CONCLUSION

The study identified that the most frequent nursing
care prescribed for PU prevention in a hospital in the South
of Brazil, mapping those in the NIC interventions, demon-
strating that the language used for nursing prescriptions is
portrayed in this international classification. The ND Risk
for impaired skin integrity is the most indicated for those
patients, once that the cross mapping of care prescribed
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