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Kliiniline küsimus nr 4 a-c, 6a

1.
Kliiniline küsimus: Kas lamatise tekke riskiga patsientidel kasutada:

a)
asendimuutust iga 2 tunni järel (või sagedamini) vs asendimuutus iga 4 tunni järel (või harvemini);

b)
lamavat asendit vs istuvat asendit;

c)
kõhuli asendit vs selili asendit;

d)
toestatud lamavat ja istuvat asendit vs toestamata asendit?

6a) kasutada 30 kraadise istumisnurgaga asendit vs 90 kraadise istumisnurgaga asend
Kriitilised tulemusnäitajad: Lamatise paranemise kiirus, lamatise tekkimise kiirus (tekkimine), elukvaliteet, lamatiste retsidiveerumine, valu. 
	Patsiendi asendeid ja asendi muutmise sagedust uuritakse samades kliinilistes uuringutes. Seetõttu ei saa neid vaadata lahusolevana. 
Kahe süstemaatilise analüüsi põhjal võib öelda:

· On olemas madala kvaliteediga tõendus, mis võimaldab kinnitada, et 4 tunni järel pööramine alternatiivsel püsiva rõhuga madratsil võrreldes 2- või 3-tunni järel pööramisega standardmadratsil vähendab 1. või 2 astme  lamatishaavandite tekkeriski. 
· Dünaamiliste madratsite ja madratsikatete kasutamist ja pööramise sagedust lamatiste ennetamises ei ole uuritud. 
· Puuduvad uuringuid, kus oleks hinnatud 30 kraadise istumisnurgaga asendi vs 90 kraadise istumisnurgaga asendi mõju võrdlemist lamatise tekkimise riskile.
· Tõendus pööramise sageduse ja sobivate asendite mõju lamatishaavandi tekkimisele on madala kvaliteediga ja vähene.
· Kõhuli asendit vs selili asendit süstemaatilised ülevaated ei kästile.
· 30 kraadi külili asendit on patsientidel ebamugavam taluda 


Süstemaatilised ülevaated
	A. Chou R , Dana T, Bougatsos C, Blazina I, Starmer A, Reitel K, Buckley D. Pressure Ulcer Risk Assessment and Prevention: Comparative Effectiveness. Agency for Health Care Research and Quality Comparative Effectiveness Review No. 87. 2013 May;
B. McInnes E, Jammali-Blasi A, Bell-Syer SE, Dumville JC, Cullum N. Support surfaces for pressure ulcer prevention. Cochrane Database Syst Rev. 2011 Apr 13;(4):CD001735. doi: 10.1002/14651858.CD001735.pub4. Review.

Kuues randomiseeritud kliinilises uuringus (n=15 to 838)  on hinnatud asendimuutuse mõju lamatishaavandite tekkimisele. Uuringutes ei ole võrreldud pööramist mittepööramisega. All trials evaluated patients classified as higher-risk for ulcers based on the Braden, Norton or Waterlow scales.

Kahes madala kvaliteediga uuringut (n=15 ja 19), mis viidi läbi intensiivravi osakonnas. Lisaks tavapärasele 2 tunni järel pööramisele nihutati patsiente interventsioongrupis ebaregulaarse ajalise intervalli järel. Lamatishaavandite esinemissagedus interventsioon ja kontrollgrupis ei olnud erinev. 

Ühe rahuldava kvaliteediga klaster randomiseeritud kontrolluuringu (n=213) läbiviimisel leiti, et lamatishaavandeid tekib vähem, 30° külili asendisse pööramisel iga 3 tunni järel võrreldes 90° külili pööramisega iga 6 tunni järel 28 päevase jälgimise jooksul (3.0% vs. 11%; RR, 0.27; 95% CI, 0.08 to 0.93) (Moore 2011). Sagedasem pööramine vähendab lamatishaavandite tekkeriski, kuid millise tähtsusega on patsiendi asend ei ole selle uuringu põhjal võimalik öelda. 

Ühes rahuldava kvaliteediga uuringus (n=46) kõrge lamatiste tekkeriskiga ägedate haigete palati patsientidel, keda jälgiti vaid 1 öö ei olnud erinevust, kas kasutati standardravi või 30° ülakeha tõstmist (Young 2004).

Ühes madala kvaliteediga kliinilises uuringus (Defloor
 ) geriaatrilises hooldushaiglas, kus patsientide keskmine vanus oli 85 aastat võrreldi asendi muutmise efekti esmaste lamatiste tekkimisele vahetades semi-Fowlleri asendit (30° pea ja jalgade tõstmine) külili pööramisega (30° külili asendis padjaga toestatud õlgade ja vaagna piirkonnas) sagedusega 2, 3, 4 ja 6 tundi. Interventsioongrupis kasutati alternatiivset püsiva rõhujaotusega madratsit, mil kontrollgrupis olid kasutusel standardmadratsit. 
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Comparison RR (95% CIT RR (95% CI)
Grade 1 Grade 2
AFdnvs SF2h 073 (063-102) 0.21(0.05-0.94)
AF dhvs. SF 3h 0.6 (0.48-0.98) 0.13 (0.03-0.53)
AF dhvs. AF 6h 073 (053-102) 0.19 (0.04-0.84)
AF dhvs. SF 2h + SF 30 0.70 (0.52-0.93) 0.16 (0.04-0.66)
SF 2hvs_ SF 3h 090 (0.69-1.16) 059 (0.28-126)
AF 6hvs. SF2h 100 (0.76-132) 111 (0.48-255)
AF 6hvs SF3h 090 (063-1.16) 066 (0.32-136)

AT indicates altemative foam matiress (pressure redistibution mattress); Gl confdence mterval, h. hours: RR.
relative risk; S, standard foam mattress.
‘tFixed effects.




Võrreldes standardraviga on lamatishaavandite sagedus oluliselt väiksem, kui pööratakse iga 4 tunni järel alternatiivsel staatilise rõhumuutusega madratsil. (OR, 0.12; 95% CI, 0.03–0.48). 

Alagruppide analüüsil selgus, et 34% väheneb 1 astme lamatishaavandite tekkerisk pöörates patsienti alternatiivsel madratsil iga 4 tunni järel võrreldes iga 3 tunni järel pööramisega standardmadratsil (RR 0,66; 95% CI, 0,48–0,98).  

Oluline suhtelise riski vähenemine oli 2. astme lamatishaavandite esinemissageduses, kui patsienti pöörati iga 4 tunni järel alternatiivsel madratsil  võrreldes 2 tunni järel (riski vähenemine 79%; RR 0,21 95% CI 0,05–0,94) või 3 tunni järel (riski vähenemine 87%; RR 0,13 95% CI 0,03–0,53) pööramisega standardmadratsil. 

Kui standardmadratsil pöörati patsiente pöörati 2- või 3- tunni järel ei olnud lamatiste tekkimise sageduses erinevust.

Millist tähendust omab patsiendi asend voodis, ei ole selle uuringu põhjal võimalik hinnata. 

Üks rahuldava kvaliteediga uuring Vanderwee (n=235) viidi läbi geriaatrilise hooldushaigla patsientidel, kelle keskmine vanus oli 84 aastat. Nii interventsioon kui ka kontrollgrupi patsiendid olid samades asendites (pea ja jalad tõstetud 30° nurga alla ning regulaarselt pöörati 30° all erinevatele külgedele), kuid interventsioongrupis vahetati asendit 4+2 tunni järel, mil kontrollgrupis 4+4 tunni järel. Lamatishaavandite esinemissageduses ei olnud statistiliselt olulist erinevust. Kõik patsiendid olid alternatiivsel muutumatu rõhuga alternatiivmadratsitel ning nende kannad olid tõstetud. Uuritavate gruppide raviprotokoll erines väga vähe. 

Kahes uuringus, kus on tegemist olnud patsientide 30° külili pööramisega on raporteeritud kahjusid: selline asend on patsientidele ebamugav ja raskemini talutavam, kui tavapärane asendivahetus.


Ravijuhendid

Kokkuvõte ravijuhendites leiduvast
(AAWC2010, RiskA_Prev_PU_2005_2011, NICE 2005, NICE 2003-DEV, NPUAP). Kolm juhendit (NICE 2005, WRR_ 2010, NPUAP) Selle küsimusele andsid vastuseid 7 ravijuhendit. Kokkuvõtteks võib öelda, et seitsmest meie poolt heaks kiidetud juhendist soovitasid kõik kasutada struktureeritud riskihindamist valideeritud ja reliaabse riski hindamise instrumendiga. Samas viis juhendit neist lisas täpsustuseks, et instrumendid sobivad kasutada ainult käsikäes kliinilise otsustusega (clinical judgement), mitte iseseisvalt rõhutasid, et ei ole piisavalt kõrge tasemega uuringuid, mille alusel saaks väita, et riski hindamise instrumendid oleks piisavalt hea ennustusvõimega või paremad kui kliiniline otsustus. 
(AAWC2010, RiskA_Prev_PU_2005_2011, WRR_2010, ISCI_2012, NPUAP) (AAWC2010, RiskA_Prev_PU_2005_2011) ja Waterlo (RiskA_Prev_PU_2005_2011). 

Asendivahetuse soovitusi annavad kõik ravijuhendid, kuid soovituste konkreetsus on varieeruv
Asendivahetust tuleb liikumis ja aktiivsushäirega patsientidel teha, et vältida ohustatud piirkondadel rakendatava rõhu ja hõõrdumise ulatust ja kestust. Asendivahetuse sagedust mõjutavad inimese enda valikud, seisundi raskus ning kasutatavad madratsid või madratsikatted. Soovituste detailsus on erinevates juhendites varieeruv. Kindlamaid soovitusi tehakse asendivahetuse sageduse ja selle kohta, et asendivahetuse sagedus sõltub madratsist. 
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	Objectives:

While pressure ulcers commonly occur and are associated with significant health burdens, they are potentially preventable. This report systematically reviews the evidence on (1) risk-assessment scales for identifying people at higher risk of pressure ulcers and (2) preventive interventions to decrease incidence or severity of pressure ulcers. The Agency for Healthcare Research and Quality also commissioned a separate report on effectiveness of interventions to treat pressure ulcers.

Data sources:

Articles were identified from searches of MEDLINE® (1946 to July 2012), CINAHL (1988 to July 2012), the Cochrane Central Register of Controlled Trials and Database of Systematic Reviews (through July 2012), clinical trials registries, and reference lists. Review methods. We used predefined criteria to determine study eligibility. We selected randomized trials and cohort studies on the effects of use of risk-assessment tools and preventive interventions on clinical outcomes. We also selected prospective studies on the diagnostic accuracy of risk-assessment tools for predicting incidence of pressure ulcers. The quality of included studies was assessed, data were extracted, and results were summarized.

Results:

Of the 4,733 citations identified at the title and abstract level, we screened and reviewed 747 full-text articles. A total of 120 studies (in 122 publications) were included. One good- and two poor-quality studies evaluated effects of using a risk-assessment tool on clinical outcomes, with the good-quality randomized trial showing no difference between use of the Waterlow scale or the Ramstadius tool compared with clinical judgment in subsequent risk of pressure ulcers. Studies of diagnostic accuracy found that commonly used risk-assessment instruments (such as the Braden, Norton, and Waterlow scales) can help identify patients at increased risk for ulcers, but appear to be relatively weak predictors, with no clear difference among instruments in diagnostic accuracy. Fair-quality randomized trials consistently found that more advanced static support surfaces were associated with lower risk of pressure ulcers compared with standard mattresses in higher risk patients (relative risk range, 0.20 to 0.60), with no clear differences among different advanced static support surfaces. Evidence on the effectiveness and comparative effectiveness of other support surfaces, including more advanced dynamic support surfaces, was limited, with some trials showing no clear differences between dynamic and static support surfaces. One fair-quality trial found that stepped care with dynamic support surfaces was associated with substantially decreased risk of ulcers compared with stepped care beginning with static support surfaces. In lower risk populations of patients undergoing surgery, two trials found use of a foam overlay associated with an increased risk of pressure ulcers compared with a standard operating room mattress. Evidence on effectiveness of other preventive interventions (nutritional supplementation; repositioning; pads and dressings; lotions, creams, and cleansers; corticotropin injections; polarized light therapy; and intraoperative warming therapy for patients undergoing surgery) compared with standard care was sparse and insufficient to reach reliable conclusions.

Conclusions:

Although risk-assessment instruments can identify patients at higher risk for pressure ulcers, more research is needed to understand how the use of risk-assessment instruments impacts pressure ulcer incidence compared with clinical judgment. More advanced static support surfaces are more effective than standard mattresses for preventing ulcers in higher risk populations. More research is needed to understand the effectiveness of other preventive interventions over usual care and the comparative effectiveness of preventive interventions.

	Chou R , Dana T, Bougatsos C, Blazina I, Starmer A, Reitel K, Buckley D. Pressure Ulcer Risk Assessment and Prevention: Comparative Effectiveness. Agency for Health Care Research and Quality Comparative Effectiveness Review No. 87. 2013 



	Risk Assessment

There is very low quality evidence to support the hypothesis that allocating the type of pressure-relieving equipment according to the person’s level of pressure ulcer risk statistically decreases the incidence of pressure ulcer development. Similarly, there is very low quality evidence to support the hypothesis that incorporating a risk assessment into nursing practice increases the number of preventative measures used per person and that these interventions are initiated earlier in the care continuum.

Pressure Redistribution Devices

There is moderate quality evidence that the use of an alternative foam mattress produces a relative risk reduction (RRR) of 69% in the incidence of pressure ulcers compared with a standard hospital mattress. The evidence does not support the superiority of one particular type of alternative foam mattress.

There is very low quality evidence that the use of an alternating pressure mattress is associated with an RRR of 71% in the incidence of grade 1 or 2 pressure ulcers. Similarly, there is low quality evidence that the use of an alternating pressure mattress is associated with an RRR of 68% in the incidence of deteriorating skin changes.
There is moderate quality evidence that there is a statistically nonsignificant difference in the incidence of grade 2 pressure ulcers between persons using an alternating pressure mattress and those using an alternating pressure overlay.

There is moderate quality evidence that the use of an Australian sheepskin produces an RRR of 58% in the incidence of pressure ulcers grade 1 or greater. There is also evidence that sheepskins are uncomfortable to use. The Pressure Ulcer Advisory Panel noted that, in general, sheepskins are not a useful preventive intervention because they bunch up in a patient’s bed and may contribute to wound infection if not properly cleaned, and this reduces their acceptability as a preventive intervention.

There is very low quality evidence that the use of a Micropulse System alternating pressure mattress used intra operatively and postoperatively produces an RRR of 79% in the incidence of pressure ulcers compared with a gel-pad used intraoperatively and a standard hospital mattress used postoperatively (standard care). It is unclear if this effect is due to the use of the alternating pressure mattress intraoperatively or postoperatively or if indeed it must be used in both patient care areas.

There is low quality evidence that the use of a vesico-elastic polymer pad (gel pad) on the operating table for surgeries of at least 90 minutes’ duration produces a statistically significant RRR of 47% in the incidence of pressure ulcers grade 1 or greater compared with a standard operating table foam mattress.

There is low quality evidence that the use of an air suspension bed in the intensive care unit (ICU) for stays of at least 3 days produces a statistically significant RRR of 76% in the incidence of pressure ulcers compared with a standard ICU bed.

There is very low quality evidence that the use of an alternating pressure mattress does not statistically reduce the incidence of pressure ulcers compared with an alternative foam mattress.

Nutritional Supplementation

There is very low quality evidence supporting an RRR of 15% in the incidence of pressure ulcers when nutritional supplementation is added to a standard hospital diet.

Repositioning

There is low quality evidence supporting the superiority of a 4-hourly turning schedule with a vesico-elastic polyurethane foam mattress compared with a 2-hourly or 3-hourly turning schedule and a standard foam mattress to reduce the incidence of grade 1 or 2 pressure ulcers.

Incontinence Management

There is very low quality evidence supporting the benefit of a structured skin care protocol to reduce the incidence of grade 1 or 2 pressure ulcers in persons with urinary and/or fecal incontinence.

There is low quality evidence supporting the benefit of a pH-balanced cleanser compared with soap and water to reduce the incidence of grade 1 or 2 pressure ulcers in persons with urinary and fecal incontinence.

Conclusions

There is moderate quality evidence that an alternative foam mattress is effective in preventing the development of pressure ulcers compared with a standard hospital foam mattress.

However, overall there remains a paucity of moderate or higher quality evidence in the literature to support many of the preventive interventions. Until better quality evidence is available, pressure ulcer preventive care must be guided by expert opinion for those interventions where low or very low quality evidence supports the effectiveness of such interventions.
	Medical Advisory Secretariat. Pressure ulcer prevention: an evidence-based analysis. Ontario Health Technology Assessment Series 2009;9(2).
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