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IAD is a common problem in healthcare settings

B prevalence (i.e. incidence (i.e.
Studies have proportion of patients with proportion of patients
estimated IAD at a defined point in who develop IAD over

time) of 5.6%-50% time) of 3.4%-25%
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Incontinence-Associated Dermatitis ( IAD )
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(® BEST PRACTICE PRINCIPLES

INCONTINENCE-ASSOCIATED DERMATITIS:

- Diaper/napkin/nappy dermatitis MOVING PREVENTIONTORWARD

Terms that have been used for IAD include:

Addressing evidence gaps
for best practice

 Diaper/napkin/nappy rash

e Irritant dermatitis

e Moisture lesions

e Perineal dermatitis

« Perineal rash

Incontinence Associated Dermatitis (IAD) Best Practice Principles
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Perineal Environment
Altered by }
’ | Inflammation

- Frequency of incontinence

\
e

- Type of incontinence (urinary, fecal, or both) SrEEKTgpT
> Redness

- Condition of skin (inflamed or edematous) Swelling
\ Release of
( cytokines

- Factors that impair perineal skin Inflammation
- <

(hydration, pH of urine or stool, pathogens in

stool or on skin) J
\
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Overhydration of skin

Decreased tissue tolerance as a result of
friction, shear, or pressure

Irritants \' Perspiration
. Urine

Stool (especially liquid)
Exudate / Effluent

Penetration
of irritants

Elevated
TEWL

Altered pH
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Friction

OUTSIDE IN/TOP DOWN

Chemical and
biological irritation

o

Shear

\

\

\

Pressure

}

INSIDEOUT/BOTTOM UP

nc” —
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It
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— Epidermis

— Dermis

— Subcutis

— Muscle

Ousey K, O’Connor L, Doughty D, Hill R, Woo K. Incontinence-associated dermatitis Made Easy. London: Wounds International 2017; 8(2).

Available from: www.woundsinternational.com



Effects of Stool

-

Lipases and proteases produced by fecal

J
~

-
-

bacteria break down protein in
kerotinocytes, contributing to skin erosion

J
N

-

When urine and stool mix, bacteria in
stool converts urea to ammonia

>,

\_

This disruption initiates the release of
inflamsnmatory cytokines and histamines

J

Effects of liquid stool

Liquid stool more irritating than
solid stool

because it encompasses a larger
skin surface area

Contains more bile salts and
pancreatic lipases, which are

irritating to skin - '




Factor of |IAD

Poor or inappropriate
management of
incontinence
may also contribute
to the development
of 1AD.
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Development of IAD

Urine&feces 4 ) Z
pH 6-8

N3N urine A159UNU feces wuanselugannszasiuaey urea > ammonia 4NVY
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Type of continence
1. Faecal incontinence (diarrhoea/formed stool)
2. Double incontinence (faecal and urinary)

3. Urinary incontinence

Patients with faecal incontinence +/- Liquid faeces
: : : : : ® +/- urine
urinary incontinence are at higher risk of AD rick
. . , Formed faeces
developing IAD than those with urinary +/— urine
incontinence alone .Llrine

Type of incontinence
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Key risk factors for IAD

Frequent episodes of incontinence (especially faecal)

Use of occlusive containment products

Poor skin condition Although increased

Compromised mobility age is associated

Diminished cognitive awareness with higher

Poor personal hygiene prevalence of

_ incontinence, age
Pain

does not appear to

Pyrexia

be an independent
Medication (antibiotics, immunosuppressants) R etor forlAD

Poor nutrition

Critical illness




Patient assessment
What is the reason for excess moisture?

The type, timing and severity : : - v . _—
of the following should be Faecal incontinence ) ( Urinary incontinence ) ( Excessive perspiration
documented o o

S

L

Clear, comprehensive assessment of the patient
T

Clear documentation
e

il

Use of appropriate aids/products

Absorbent Faecal management
Catheters continence product systems

UUUL

Use of barrier cream or robust polymeric film formers
o i

"
Accurate documents, detailing cause

N
"
Cleanse, protect, restore
‘\v.r"
Clear communication with Communication
both ThE.F'EITI_E.ﬂt and carer It is important to explain to the patient and carer why a particular treatment regimen has been chosen;
is critical why is the current regimen being changed?

- JUUU

Figure 2. Treatment pathway algorithm

Ousey K, O’Connor L, Doughty D, Hill R, Woo K. Incontinence-associated dermatitis Made Easy. London: Wounds International 2017; 8(2).

Available from: www.woundsinternational.com
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Areas of skin

- s % 10 8
g 10
1 12 s 4 3
1 12
13 14 S| e 13 14
. Genitalia (labia/scrotum} 4. Lower abdomen,/suprapubic 9. Left upper buttock
. Right groin fold (crease) 5. Rightinner thigh 10. Right upper buttock
between genitalia and thigh 6. Left inner thigh 1. Left lower buttock
. Left groin fold (crease 7. Perinanal skin 12. Right lower buttock
between genitalia and thigh) 8. Gluteal fold (crease between 13. Left posterior thigh
buttocks) 14. Right posterior thigh
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n1sUseliudniu 1AD aassanaglunisuseiiiy IAD assessment and categorisation

Skin assessment of an incontinent
patient at risk for IAD B erythema

1. Inspect areas of skin that may be B presence of lesions (vesicles, papules,
oustules, etc)

NN lULaza It dun1sny daunievaelusinsy
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affected: perineum, perigenital areas,
buttocks, gluteal fold, : :

B erosion or denudation
thighs, lower back, lower abdomen and

skin folds (groin, under large abdominal

B signs of fungal or bacterial skin infection

pannus, etc)

2. Document findings and any appropriate actions required in patient’s healthcare record
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B IAD Assessment and Intervention Tool
(IADIT)

B Incontinence-associated dermatitis and
its severity (IADS)

B Skin Assessment Tool
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Incontinence - Associated

Dermatitis Intervention Tool

.

(IADIT)

N

Incontinence-Associated Dermatitis Intervention Tool (IADIT)

Skin Care for Incontinent Persons

& Chanse incontinence ASAP

apply barrier

policy for doCum

f akin at least once every
OF DRr OrPANZILON'S
g skin breakd n
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& Notify primary Care provider when shin injury occurs
and collaborate on the plan of care

& Consider use of extermal catheter or fecal collector
& Consider short te use of urinary catheter ondy in

cases of IAD complicated by secondary infection

Intervention
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Bliss DZ, Zehrer C, Savik K, et al. Incontinence-associated skin damage in nursing home

residents: a secondary analysis of a prospective, multicenter study. Ostomy Wound Manage.

2006;52:46-55.

Incontinence-Associated Dermatitis Consensus Statements, Evidence-Based Guidelines for

Prevention and Treatment, and Current Challenges
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JAD Assessment ToolL

Incontinence-Associated Dermatitis Intervention Tool (IADIT)

EARLY IAD
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Incontinence-associated dermatitis and its severity (IADS)

TABLE 1| IAD Severity Categorisation Tool

Clinical presentation Severity of IAD

No redness and skin intact (at risk) Skin is normal as compared to rest of body (no signs
of IAD)
Category 1- Red” but skin intact (mild) Erythema
+/-oedema
: ; Category 2 - Red” with skin breakdown As above for Category 1
te- : : :
o (moderate-severe) +/-vesicles/bullae/skin erosion
Image © 3M,2014] |3 +/' denudation of skin
moderate
+/- skin infection

* Or paler, darker, purple, dark red or yellow in patients with darker skin tones
“*|f the patient is not incontinent, the condition is not IAD

WOUNDS INTERNATIONAL BEST PRACTICE PRINCIPLES



TABLE 2 | Distinguishing IAD from pressure ulcers (adapted from3')

Parameter

Pressure ulcer

History Urinary and/or faecal incontinence Exposure to pressure/shear
Symptoms Pain, burning, itching, tingling Pain
Location Affects perineum, perigenital area; Usually over a bony prominence
buttocks; gluteal fold; medial and or associated with location of a
posterior aspects of upper thighs; medical device
lower back; may extend over bony
prominence
Shape/edges Affected area is diffuse with poorly- Distinct edges or margins
defined edges/may be blotchy
Presentation/depth Intact skin with erythema (blanchable | Presentation varies from intact skin
or non-blanchable), with/without with non-blanchable erythema to
superficial, partial-thickness skin loss full-thickness skin loss
Base of wound may contain non-
viable tissue
Other Secondary superficial skin infection Secondary soft tissue infection

(e.g. candidiasis) may be present

may be present

Incontinence-Associated Dermatitis Consensus Statements, Evidence-Based Guidelines for Prevention and Treatment, and Current Challenges
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the aim of promoting positive outcomes and avoidance of

patient injury and harm

visible improvement in the skin condition and reduction in
pain in 1-2 days

an appropriate skin care regimen, with resolution within 1-2
weeks

For patients unresolved continence issues, seek advice
from specialist continence advisors,

Prevention of IAD

() BEST PRACTICE PRINCIPLES

INCONTINENCE-ASSOCIATED DERMATITIS:
MOVING PREVENTION FORWARD

Addressing evidence gaps
for best practice

Identifying causes and risk factors for IAD
IAD and pressure ulceration
IAD assessment and severity-based categorisation

IAD prevention and management strategies

Proceedings from the Global IAD Expert Panel\/‘

‘\\'( unds
O
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®* The expert panel recommends that the skin of people who are
incontinent should be cleansed at least once daily and after each

episode of faecal incontinence

® check the ingredients of any product to be applied to the skin to ensure
it does not contain any substance to which the person is sensitive or
allergic and is indicated for use in people with incontinence

(n519deUdIUNaENvaINanAla 9 NaztlUldnuRIngs lusiansla ¢ nlau
TanSoun)

INCONTINENCE-ASSOCIATED DERMATITIS: MOVING PREVENTION FORWARD



Two key interventions are critical
for the prevention and
management of IAD:

®* B Manage incontinence to
identify and treat reversible
causes (e.g. urinary tract
infection, constipation, diuretics)
to reduce, or ideally eliminate
skin contact with urine and/or

faeces.

S CMU

Maharaj Nakorn Chiang/Mai Hospital

B Implement a structured skin care
regimen to protect the skin exposed
to urine and/or faeces and help restore

an effective skin barrier function

Skin Barrier Function

viruses
\T \T* Dacteria
#* Loxins g
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Appropriate use of pads containing super absorbent polymer.



IMPLEMENT A STRUCTURED SKIN CARE REGIMEN
A structured skin care regimen consists of two key interventions:

Cleanse B Cleansing the skin (CLEANSE)

« To remove urine and/or faeces, i.e. the source of irritants

. » : that cause IAD. This should be done prior
Prevention

+ « to the application of a skin protectant as part of a routine

process to remove urine and faeces
Restore

BMProtecting the skin (PROTECT)

« To avoid or minimise exposure to urine and/or faeces and
friction.

Patients may benefit from an additional RESTORE step to support and maintain skin barrier function using a

suitable leave-on skin care product
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Structured skin care regimens

® that incorporate gentle cleansing and the use of skin protectants
have been shown to reduce the incidence of IAD.

®* This may also be associated with a reduction in the development of
Category/Stage | pressure ulcers

Beeckman D, Schoonhoven L, Verhaeghe S, et al. Prevention and treatment of incontinence-associated dermatitis: literature review. J Adv Nurs 2009; 65(6): 1141-54



Principles of CLEANSE in the prevention and
management of IAD

B Cleanse daily and after every episode of faecal incontinence
B Use gentle technique with minimal friction, avoid rubbing/scrubbing of skin
B Avoid standard (alkaline) soaps

B Choose a gentle, no-rinse liquid skin cleanser or pre-moistened wipe
(designed and indicated for incontinence care), with a pH similar to normal
skin

Bl If possible, use a soft, disposable non-woven cloth

B Gently dry skin if needed after cleansing

Beeckman D, Woodward S, Gray M. Incontinence-associated dermatitis: step-by-step prevention and treatment. Br J Community Nurs 2011; 16(8):
382-89
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(Cleanse)
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PROTECT
After cleansing, skin should be protected to prevent IAD.

Skin protectants are used in the prevention and treatment of IAD
to form a barrier between the stratum corneum and any moisture
or irritant.

In addition to protecting the skin from urine and faeces, when
IAD is present the application of a skin protectant should help
promote resolution of IAD and allow the skin barrier to recover.

Skin protectants (moisture barriers) and provide variable
protection from moisture and irritants denpending on the skin
protectant ingredients and overall formulatio
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General characteristics of the ideal product for prevention
and management of IAD

Bl Clinically proven to prevent and/or treat IAD

B Close to skin pH (Note: pH is not relevant to all products, e.g. those that do not contain hydrogen

J\

Ve

ions, including some barrier films)

AN

B Low irritant potential/hypoallergenic

AN

7

B Does not sting on application

AN

Ve

B Transparent or can be easily removed for skin inspection

AN

7

@ Removal/cleansing considers caregiver time and patient comfort

AN

Ve

B Does not increase skin damage

AN

Ve

B Does not interfere with the absorption or function of incontinence management products

AN

7

L Compatible with other products used (e.g. adhesive dressings)

AN

Ve

L Acceptable to patients, clinicians and caregivers

AN

7

B Minimises number of products, resources and time required to complete skin care regimen

AN

k B Cost-effective

AN
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Principles of skin protectant

Use in the prevention and management of IAD

B Apply the skin protectant at a frequency consistent with its ability to
protect the skin and in line with manufacturer’s instructions

B Ensure the skin protectant is compatible with any other skin care

products, e.g. skin cleansers that are in use

B Apply the skin protectant to all skin that comes into contact with or

potentially will contact urine and/or faeces



TABLE 5 | Interventions for prevention and management based on the severity of IAD

Patient with ACTIONS

urinary +/- faecal

incontinence CLEANSE*, PROTECT** & RESTORE***
PEEVENTION: select option 1 or 2

2 | Skin cleanser OR bathing/cleansing wipe PLUS
Skin protectant {e.g. acrylate terpolymer film or petrolatum-based product or dimethicone-

u
e )
> W B
w O containing product) % L -E
o
Category 1- = g MANAGEMENT: select option 1or 2 EE w
:tnﬁt:clr:ft 5:'::;; E o |1 | Continence care wipe (3-in-1: cleanser + skin protectant + moisturiser) E = -
m 5 E ADD skin protectant (e.g. acrylate terpolymer barrier film) if worsening erythema/skin condition = E B
E E 2 | Skin cleanser OR bathing/cleansing wipe PLUS E E E
o= Skin protectant (e g. acrylate terpolymer barrier film ar dimethicone-containing product) 1 = .E
= o i 5w
= [= =
=5 e
Y| 2 | Skincleanser OR bathing/cleansing wipe PLUS e o &
o Skin protectant (e.g. acrylate terpolymer barrier film, dimethicone-containing product or zinc oxide based E
ointrment or paste) =
AND consider containment devices (e.g. FM5/faecal pouch)
Plus skin As for Category 2 PLUS
infection Take a microbiclogical sample when possible and use result to decide on appropriate therapy (e.g.

antifungal cream, topical antibiotic, anti-inflammatory product)

*Cleansing should take place daily and after each episode of faecal incontinence
**Skin protectants should be applied according to the manufacturer’'s instructions
=*For skin that is overhydrated or where maceration is present, do not use skin care products that trap maoisture or are formulated to attract moisture




and management
of IAD based on L Assess incontinence to identify reversible causes J

EZirguri(izic_Fagre D Assess bype and frequency of incontinence and other risk factors
rity Inzpect the skin for signs of 1AD (include skin folds) and perform differential diagnosis

If no signs of 1AD j (; If zigns of 1AD, categorise accarding to severity

At risk™: Mo redness Category 1: Red but ME: Red with skin
and skin intact skin intact +,'- skin infection

f: PREVENT LAD j [ MANAGE LAD

Figure 8 | Prevention I: Patient with urinary anddr fascal incontinence j

*Patients with faecal MAMAGE INCOMTINEMCE*™ *“*Refer for alist
incontinence +/- urinary Assess and treat reversible causes of incontinence r?g"i"{ce" EI
I"T&ﬂﬁm alw Optimise nutrition, fluid management and within 3-5 days or
than thaose “mﬁ|m toileting technigues if a skin infection is
incontinence alone Implement pressure ulcer prevention plan suspected
" ~

IMPLEMEMNT A STRUCTURED SKIM CARE REGIMEM
Perform the following at least once daily or after each episode of faecal incontinence:
CLEAMSE
Rermose irritarts from skin, e urine andsor fasces
PROTECT
Place a barrier on the skin to prevent direct contact with wurine andsor fasces
RESTORE when appropriate
Replenish the lipid barrier using suitable topical skin care product

REGULAR DOCUMEMTED REASSESSMENT J

an

Product selection

Products used for the prevention and management of 1LAD are available in a wide variety of
formulations. Ingredients vary considerably and the terminology used to describe the properties of
products can be confusing?. Box 4 (p.12) lists the characteristics of the ideal product for use in the
prevention and management of 1AD agreed by the expert panel.




Five steps
for a standardised IAD prevention protocol

Step 1.M357UAMUYN/aURANTAIvBINIENAUTaglsiagwas IAD Tuawenu
AUIMAINYN/AUANTallaglYA1dNAAIULALIEN1TUINTTIY

Step 2. n51UAIHANTENUN IAD Hraann I Invasgiie

-1AD yinlviiinan1suan sanldaune suniunIsusunay

3 dlaida 1AD udrdUaefinnnudesgedonaifaunanatiu annadesiadouas
Aulay




Five steps

for a standardised IAD prevention protocol

STEP 3 151U71 IAD d1u1sadanansenunanildanelnasaulaaggls
B IAD N80 UAUNUIAEATINZS (WU nursing time )

1%

B Wsanenlvanglunisifsuinsestusmdandndarivas Tanaunaes

BN CUNS NGO UTULNANANUNISAALYD ANYINUNLTY SLULIATUDUTI YUY

das b 3 J
mn1sl¥protocal MIgua IAD (thevianuaze1aiil + a1sunles) a1unse
danalrgUinisalued IAD wazAldany anasaeneuin

B AN UNNNEUNEAUAUEIUTD LY DIANUS AN S AT NAUIA LA EUASUNT LY
B 1% skin care regimen @3%3889 nursing time wagUaaiu IAD JUssansnngge




Five steps

for a standardised IAD prevention protocol

STEP 5 wandwansenuYadn1sty IAD PREVENTION PROTOCOL

B INsAANYY / NaNITELNARILAINAEY
m:iauedeyalieriudasauyn / giRnisalved IAD Lile
atfuayunanaiin wéng (adseyaiieiiuanuynveuna
naviv/Sns1gURnsaliled)
miAgiteyafunuiieuansnsUsndadunulaglanzegng
edmiusnduindeudunuiiddny (Wu annansneIuia/ans
finSnwdlulsameuia/msianineins)

.

L W

=S

sus IAD AresFusaustomahesive power

NNIRE WINTIEU GNTIA



Characteristics of the main types of skin protectant ingredients

(Wounds International Best Practice Principles:IAD-moving prevention forward,2015)

Table 3. Characteristics of the main types of skin protectant ingredients (taken from Wounds International Best Practice Principles:

Incontinence-associated dermatitis — moving prevention forward, 2015)

Principal skin Description Motes
protectant ingredient
Petrolatum B Derived from petrolewm B Forms an occlusive laver, increasing skin hrydration
(petrolewm jelly) processing _— : :
B May affect fluid uptake of absorbent incontinence products
-l Common bage kor || Iransparent when applied thin
ointments ransp b P Thary
Zinc oxide B White poveder mixed B (an bedificult and uncomiortable to remowe (eg. thick, viscous pastes)
with a carrier to form an — L ) -
opaque cream, ointment B Opague needs to be remowved for skin inspection
or paste
Dimethicone B Silicone-based; also B MNon-occlusive does not affect absorbency of incontinence products when
known as siloxan:s used spannghy
B Opague or becornes transparent after application
B Available products include BEemedy Moisiurising Barrier Cream
Acrylate terpolymer | B FPolymer forms a B [oes ot reguire rennosal
ransparent film on i
. ansparent, allows = Epection
the slan || lransparent xin inspection
B Available products include Sureprep Barrier Film
Cyanoacrylate skin | @ Monomer liquid B [Coes not reguire remnowsal
bonding polymer chemically bonds to _
stratum corneum, forming | @ Iransparent, allows skin inspectior
i situ polymer film B Available prodwcts include Marathion




Is the patient incontinent?

}

Fungal candidiasis
with or without
skin erosion

Y

Goal: Treatment

« Gently clean perineal area

« Apply topical antifungal
barrier ointment

- Consider adding topical
antifungal powder (e.g.,
Miconazole 2%) to IAD
treatment

« Refer to provider

« Refer to wound care osto-
my nurse

Kathleen Francis,DNP,FNP-BC,CWOCN.IAD management update,Amarican Nurse Today 2018;13(1);25-27
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