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Adaptation of the Evidence-Based Nursing Practice Guideline:
Prevention and Management of Moisture Associated Skin Damage
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Purpose: This study was done to develop an evidence-based nursing clinical practice guideline for Moisture
associated skin damage (MASD) prevention and management for patients in Korea. Methods: The guideline
adaptation process was used and conducted according to the guideline adaptation manual developed by the
Korean Hospital Nurses Association. It consists of three main phases and 9 modules including a total of 24
steps. Results: The adapted MASD clinical practice guideline consisted of 4 sections, 8 domains and 28
recommendations. The number of recommendations in each section was: 7 on MASD assessment, 14 on MASD
prevention and management, 4 on education, and 3 on organizational policy. Of the recommendations, 3.6%
were marked as A grade, 28.6% as B grade, and 67.8% as C grade. Conclusion: This MASD clinical practice
guideline is the first to be developed in Korea. The developed guideline will contribute to standardized and
consistent MASD prevention and management. The guideline can be recommended for dissemination and
utilization by nurses nationwide to improve the quality of MASD prevention and management. Regular revision
is recommended.
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AGREE II (n=5) NPUAP, et al. [10] ICIS [15] WOCN [11] AAWC [16]  British Columbia [17]
1. Scope and purpose (%) 100.0 100.0 83.3 86.1 52.8
2. Stakeholder involvement (%) 100.0 80.6 722 97.2 91.7
3. Rigour of development (%) 100.0 51.2 86.5 85.4 9.4
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I would recommend this guideline for use
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Yes, with modifications 2 1
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AGREE=appraisal of guidelines for research & evaluation, NPUAP=national pressure ulcer advisory panel, ICSI=institute for clinical systems
improvement, WOCN=wound, ostomy and continence nurses society, AAWC=association for the advancement of wound care.
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Table 2. Guideline Assessment Using TADD Tool
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2. Rigour of development (7)
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41.7
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TADD=tool for assessment of adapted guidelines.
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Table 3. Recommendations for MASD Clinical Practice Guideline

Recommendation Level of evidence Grade of .
Items recommendation
n (%) I I I A B C

I. Assessment of MASD

I-1. Risk factor assessment of MASD 3(10.7) 3 3

I-2. Skin assessment of MASD 4(14.2) 4 4
II. Prevention and management of MASD

II-1. Skin care 5(17.8) 1 4 2 3

II-2. Incontinence and fecal incontinence management 3(10.7) 3 1 3

II-3. Pain management 6(21.4) 6 3 2
III. Education

[I-1. Education for nurses 2(7.1) 2 2

ITI-2. Education for patient, caregiver 2(7.1) 1 1 1 1
IV. Policy of institution 3(10.7) 2 1 2 1

MASD=moisture associated skin damage.
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Table 4. Nursing Practice Guideline for Prevention and Management of Moisture Associated Skin Damage

Level of Grade of

Recommendation . .
evidence recommendation

1. Assessment of MASD
I-1. Risk factor assessment of MASD

1. When to assess risk factors for MASD 11 C
1) Admission
2) Regular
3) Change in the patient's condition

2. Assess of Risk Factors for Developing MASD 11 C
1) Skin moisture - temperature, sensory and cognitive skills, activities and mobility
2) Nutrition
3) Obesity
4) Advanced age
5) Intensive care
6) Palliative care
7) Perfusion and oxygenation

3. Assess the patient's socio-psychological condition, support system including family, and I C
economic support system

1-2. Skin assessment of MASD

4. Include the following factors in skin assessment 111 C
1) Skin temperature
2) Skin color
3) Skin elasticity
4) Skin moisture
5) Skin damage

5. Regularly assess skin and when patient's medical condition gets worse, assess more often 11
6. Separate and assess MASD and pressure injury I C
7. Documentations include all comprehensive skin assessment outcomes I
II. Prevention and management of MASD
II-1. Skin care
8. Keep the skin clean and dry 11 B
9. Cleanse the skin promptly following episodes of incontinence III C

10. Cleanse the skin so that it is not irritating with a cleaning agent or soft tissue or cloth that III
maintains adequate PH

11. Consider using a skin moisturizer to hydrate dry skin in order to reduce risk of skin damage I B

12. Protect the skin from exposure to excessive moisture with a barrier product in order to reduce 111 C
the risk of pressure damage

II-2. Incontinence and fecal incontinence management
13. Develop and implement an individualized continence management plan III C

14. Use absorbent under pads or incontinence briefs, and frequently observe the occurrence of III
incontinence. Diapers are not recommended because they are likely to develop incontinence
associated dermatitis

15. Incontinence patients sometimes use foley and fecal management system to clean their skin 111 C
II-3. Pain management
16. Pain is assessed using a valid and reliable tool III B

17. Evaluate the frequency and aggravation of pain, and assess aggravation or infection of the 111 A
wound if the pain becomes severe

18. Encourage patients to say "stop for a moment." during any procedure that causes pain III B

19. Consult the physician if necessary, to properly manage the pain, and use appropriate pain 111 B
control methods, including injection of additional drugs, immediately prior to wound
management

20. If patient has pain, you can use various conversion therapy such as music, entertainment, III C
conversation, and psychotherapy

21. Assessment and management of related pain and record the results III B
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Table 4. Nursing Practice Guideline for Prevention and Management of Moisture Associated Skin Damage (Continued)

. Level of Grade of
Recommendation - .
evidence recommendation
III. Education
I1I-1. Education for nurses
22. Institutions develop education programs to provide information to nurses for practical I C
applications
23. Nurses education program include the following I C
1) Risk factor assessment
2) Skin assessment record
3) Wound healing processes
4) Distinguish MASD from other wounds
5) Prevention and management to prevent aggravation
- Repositioning Techniques
- Appropriate support surface
- Incontinence management
- Nutrition management
- Select product
- Wound cleansing
- Infection management
- Cause, assessment and management of pain
- Education for patient and caregiver
6) Nurses education and effectiveness assessment
7) Documentation of preventive management plans and risk factor assessments
III-2. Education for patient and caregiver
24. Patient education programs are developed considering adult learning principles, the level of I B
information provided, and the needs of learners
25. The patient (with caregiver) education program includes the following I C
1) Risk factor and prevention
2) Normal healing process
3) Wound assessment and management
4) Healing or aggravation check method
- Symptoms and signs of infection or other complications
- Pain control method
- Symptoms and signs to report to the clinician
IV. Policy of institution
IV-1. Policy of institution
26. Regularly update the MASD prevention and management guidelines, and utilize guidelines in II B
nursing education and practice
27. A plan for prevention and treatment of MASD is established and implemented with the patient III C
(with caregiver)
28. The results of the MASD prevention and management program are monitored and II B
documented
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Table 5. Differentiation of Incontinence-Associated Dermatitis versus Stage | and Il Pressure Injury [21]

Factors IAD Stage I Pressure injury Stage II Pressure injury
History of Exposure to urine or  Exposure to pressure, shear, and/or Exposure to pressure, shear, and/or
condition stool microclimate from immobility or inactivity =~ microclimate from immobility or

inactivity
Location of Skin folds in areas Skin usually over bony prominences or Skin usually over bony prominences
affected skin where urine or exposed to other external pressure or exposed to other external
stool can pressure
accumulate
Color of Shiny, red, Nonblanchable erythema of intact skin Shiny, pink, or red open wound, no
wound bed glistening, no slough in wound bed
slough in wound
bed
Color of Red, irritated, Normal for race/ethnicity, edema may be Normal for race/ethnicity, edema
periwound edematous palpable may be palpable
tissue

Characteristics of

involved area in appearance

Pain Burning, itching,
and tingling
off of injured areas
Odor Urine, fecal odor None
Other Candidiasis

common (seen as
satellite lesions)

Blotchy, not uniform  Tend to be single areas of erythema

Sharp pain, usually no itching; pain may
intensify when patient is initially moved

Redness tends to resolve with offloading
or repositioning of device

Tend to be single ulcers with distinct
ulcer wound margin

Sharp pain, usually no itching; pain
may intensify when patient is
initially moved off of injured areas

None unless infected and then may
have odor of infecting organism

Ulcer bed is shallow and heals
through epithelialization
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