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1.0 Introduction
1.0

Pressure ulcers are common in healthcare settings and represent a
significant burden of suffering for patients and carers and are costly to the
NHS (1, 2). As the population ages and patterns of sickness change, the
prevalence of pressure ulcers is likely to increase unless preventative action
is taken (3). The presence of a pressure ulcer creates a number of difficulties
psychologically, physically and clinically to the patient, carer and family.
Pressure ulcer prevention and management should be patient centred and an
integral part of patient care, which requires a multidisciplinary approach.
Sussex Partnership NHS Foundation Trust has a zero tolerance to pressure
ulceration and it is everyone’s responsibility to reduce the risk of a patient
developing pressure ulceration whilst in their care.

1.1

The Royal College of Nursing and the National Institute for Health and
Clinical Excellence (2005) identifies that health care organisation’s should
have an integrated approach to the management of pressure ulcers with a
clear strategy, which is supported by senior management. Care should be
delivered in a context of continuous quality improvement where
improvements are the subject of regular feedback and audit.

1.2

All pressure ulcers and suspected deep tissue injury (STDI) should be
staged using the categories based upon the European Pressure Ulcer
Advisory Panel Classification (4), System EPUAP & NPUAP (2009)
Prevention of pressure ulcers: Quick Reference Guide. European
Pressure Ulcer Advisory Panel and National Pressure Ulcer Advisory
Panel. Washington DC. USA.
http://www.epuap.org/wpcontent/uploads/2016/10/final_quick_prevention.pdf

1.3

All pressure ulcers should be documented and reported via the Trust’s
incident and serious incident reporting policies and procedures.

1.4

Patients should receive an initial pressure ulcer risk assessment followed by
reassessment using the Waterlow Tool. For patients at risk, strategies should
be implemented to remove/reduce risk factors. To be reviewed when the
patient status changes, as a minimum monthly.

1.5

Patients with pressure ulcers should receive an initial and ongoing wound
assessment as appropriate, which includes photography to enhance the
quality of wound assessment. Any STDI should be photographed weekly.

2.0

POLICY PRINCIPLES

2.1

The Trust is committed to both reducing the incidence of pressure ulcer
development across its services and also to promoting healing following
tissue damage. In order to do this, the Trust will ensure that:

2.1.1 Every patient who enters our services will receive an initial and ongoing
assessment of their risk of developing a pressure ulcer using an appropriate
risk assessment tool e.g. Waterlow.

2.1.2 All pressure ulcers whether acquired or inherited stages 3 to 4 will be
reported via the organisation’s incident and serious untoward incident
reporting policies and procedures. A Root Cause Analysis (RCA) will be
completed for all acquired stage 3 and 4 pressure ulcers.
2.1.3 All acquired avoidable stage 3 and 4 pressure ulcers will be reported as a
Serious Incident to comply with organisational policy and procedure and
NHS England Serious Incident Framework (2015).
2.1.4 Appropriate care interventions must be planned to prevent pressure
ulcers developing for all patients who are identified at risk
2.1.5 Key priorities to minimise further tissue damage must be identified in the
implementation of treatment for patients with existing pressure damage
3.0

TARGET AUDIENCE

This policy applies to all staff employed within the organisation that has
direct contact with, and makes decisions on the treatment of patients
regarding the prevention and management of pressure ulcers.
4.0

IMPLEMENTATION

4.1

Implementation of this policy will be through clinical leads, general managers
and matrons. Central Team training dates will be arranged for lead clinicians
who will then cascade this training to their teams. Training will consist of a
workbook and a competency assessment for registered nursing staff. An
eLearning package will be another optional training resource. Competency
assessments are under development for untrained staff.

5.0

DEFINITIONS
A pressure ulcer is localized injury to the skin and/or underlying tissue usually
over a bony prominence, as a result of pressure or pressure in combination
with shear.

5.1 European Pressure Ulcer Advisory Panel Classification System 2014
Stage I: Non-blanching Erythema
Intact skin with non-blanchable redness of a localized
area usually over a bony prominence. Darkly
pigmented skin may not have visible blanching; its
colour may differ from the surrounding area. The area
may be painful, firm, soft, warm or have a bluish tinge.
Stage 1 may be difficult to detect in individuals with
dark skin tones as changes may not be visible.
Stage II: Partial thickness
Partial thickness loss of dermis presenting as a
shallow open ulcer with a red pink wound bed, without
slough. May also present as an intact or
open/ruptured serum-filled or sero-sanginous filled

blister. Presents as a shiny or dry shallow ulcer without
slough or bruising. Note that bruising may indicate
deeper tissue injury. This stage should not be used to
describe skin tears, tape burns, moisture lesions,
maceration or excoriation.
Stage III: Full thickness
Full thickness tissue loss. Subcutaneous fat may be
visible but bone, tendon or muscle, are not exposed.
Slough or eschar may be present and may include
undermining and tunnelling. Wounds covered with
100% eschar or slough are stage III. The depth of a
Stage III pressure ulcer varies by anatomical location.
The ear, occiput and malleolus do not have fatty tissue
and Stage III ulcers can appear shallow. In contrast,
fatty areas appear deeper. Bone/tendon is not visible
or directly palpable.
Stage IV: Full thickness

Full thickness tissue loss with exposed bone, tendon or
muscle. Slough or eschar may be present. Often
includes undermining and tunnelling. The depth of a
Stage IV pressure ulcer varies by anatomical location
as for stage III. Stage IV ulcers can extend into muscle
and/or supporting structures (e.g., fascia, tendon or
joint capsule) making osteomyelitis likely to occur.
Exposed bone/muscle is visible or directly palpable.
Suspected Deep Tissue Injury: Depth Unknown
Purple or maroon localized area of discoloured intact
skin or blood-filled blister due to damage of underlying
soft tissue from pressure and / or shear. The area may
be preceded by tissue that is painful, firm, mushy,
boggy, warmer or cooler as compared to adjacent
tissue. Deep tissue injury may be difficult to detect in
individuals with dark skin tones. Evolution may include
a thin blister over a dark wound bed. The wound may
further evolve and become covered by a thin eschar.
Evolution may be rapid exposing additional layers of
tissue even with optimal management.

6.0 DEFINITION OF A MOISTURE LESION
6.1

Skin inflammation resulting from exposure to urine and/or faeces. It manifests
as skin redness, with or without blistering or erosion and often presents with
irregular shaped edges. The affected skin is red with areas of partial thickness
skin loss (no necrotic tissue or slough present) with or without blistering and
oozing serous exudate or possible bleeding. It may be over a bony prominence,
in skin folds, anal cleft or as peri anal irritation (see below). If the damage is
caused purely by moisture this should be recorded as a moisture lesion.

6.2

Combined lesions. Where there is necrotic/sloughy tissue within the
moisture lesion this will be a combination of both pressure and moisture
damage: record this as a pressure ulcer.

7.0

DEFINITION OF ACQUIRED/INHERITED PRESSURE ULCER

7.1

Acquired pressure damage: pressure damage that occurs whilst the
patient is receiving care from the Trust as an in-patient .

7.2

Inherited pressure damage: pressure ulcer present on admission when
admitted into services within the Trust.

8.0

DEFINITION OF AVOIDABLE/UNAVOIDABLE

8.1

All pressure ulcers are deemed to be avoidable unless they meet the specific
criteria listed below
Unavoidable means that the individual developed a pressure ulcer even
though the individual condition and pressure ulcer risk had been
evaluated: goals and recognised standards of care that are consistent
with individual needs have been implemented: the impact of these
interventions had been monitored evaluated and recorded; and the
approaches had been revised as appropriate.

8.2

8.3

Critical illness with haemodynamic or spinal instability may preclude turning
or positioning and lead to unavoidable pressure ulcers

8.4

Patients who refused to be repositioned or to maintain a position change
may also develop unavoidable pressure ulcers

8.5

Patients who meet the criteria are deemed to be terminally ill and may not
be able to tolerate repositioning at the optimum frequency for pressure
ulcer prevention. In these cases, pressure damage may be an unavoidable
consequence of their terminal status as the condition of skin failure does
exist.

8.6

Unavoidable damage is also possible where the patient has not previously
been seen by a health care professional, or where the patient does not have
capacity or declines to consent to assessment and decision making in
adherence to best interest decisions. For any patient who declines care or
treatment in relation to pressure ulcer risks this must be documented clearly
in the patient records and the risk assessment revised.

8.7

Unavoidable damage would also be possible where the patient is known to a
health care professional but an acute / critical event occurs affecting mobility
or the ability to reposition. This may include the patient being undiscovered
following a fall, loss of consciousness due to e.g. unexpected collapse, drug
misuse, alcohol misuse.

9.0

RISK

9.1

Pressure ulcers are a result of direct pressure exerted vertically over a
given area of the body. However, some patients are much more
vulnerable to developing pressure ulcers due to recognised risk factors.
The following groups of patients are at risk from the development of
pressure ulcers:
•
•
•
•
•
•
•
•
•
•

Those who are seriously ill
Those who are neurologically compromised
Those with impaired mobility or who are immobile
Those who suffer from impaired nutrition
Those who are obese
Those suffering with poor posture
Those who use equipment such as seating or beds which do not
provide adequate pressure relief
Those who are incontinent
Older people are also at risk if immobile.
Patients using topical steroids over longer periods can get thinning of the
skin and even after stopping in some patients the original structure may
not return to (see BNF)

10.0

REPORTING PROCEDURE/SAFEGUARDING

10.0

All incident reports must include whether the pressure ulcer is:
•
•
•

Acquired or inherited
Avoidable or unavoidable
If a referral to Adult Safeguarding (social care) has been completed

10.1 It is necessary to complete an incident form for all stage 3 and 4 pressure
ulcers including all pressure ulcers that deteriorate from one stage to
another.
10.2 All stage 3 and 4 acquired avoidable pressure ulcers will meet the STEIS
and Duty of Candour reporting regulations. Please see the organisational
Reporting, Management and Investigation of Serious Untoward Incidents
Policy and Being Open When Patient are Harmed Policy (Including Duty of
Candour) for the process of the regulation.
11.0

SAFEGUARDING ADULT REFERRAL IN RELATION TO TISSUE
VIABILITY

11.1

Potential indicators for a safeguarding referral:
•
•
•
•
•
•

Development of a Stage 3/4 (EPUAP Grading) pressure ulcer
Rapid onset/deterioration of tissue damage
Unexplained weight loss/dehydration
Unexplained bruising or injuries of any sort
Poor physical condition i.e. failure to attend to physical needs
such as toileting, dressing and washing
Poor continence management

•
•

Burns
Leaving a resident unattended for an extended length of time

11.2 This is not an exhaustive list and there may be other areas of tissue
viability that would trigger a safeguarding referral. See intranet pages re:
safeguarding for information on safeguarding leads and referral
pathways.
http://policies.sussexpartnership.nhs.uk/clinical-3/safeguarding-adults-atrisk- policy
12.0

DUTIES

12.1

The Executive Director of Nursing, Quality and Patient Experience
The Executive Director of Nursing has overall responsibility to ensure that
the Trust has in place clear processes for managing risks associated with
the prevention and management of pressure ulcers. Ensuring that
appropriate arrangements are in place to enable safe and effective care
and that employees are fully aware of their statutory, organisational and
professional responsibilities and these are fulfilled. Day to day
responsibility for overseeing this aspect of care will be delegated to the
Associate Director of Nursing.

12.2

The Associate Director of Nursing
The Associate Director is responsible for ensuring senior management
support for the prevention and management of pressure ulcers within the
organisation. The Associate Director will ensure that senior management
receive regular information and reports to inform decision-making and to
provide assurance that this policy is being implemented across the
organisation.

12.3

Clinical Directors, Lead Nurses, General Managers
Clinical Directors, Lead Nurses and General Managers are responsible for
ensuring that this policy and best practice guidance is implemented within
their area(s) of control and appropriately reported. They will be required to
identify and carry out such preparation as is necessary to confirm that staff
understand the expectations on them and staff are both competent and
confident to implement the policy requirements.

12.4


Matrons, Ward Managers
Matrons and ward managers are also responsible for ensuring that staff are
aware of this policy and have received the appropriate training.

 Matrons and ward managers are responsible for ensuring that the standards
within this policy are adhered to by the staff in the services for which they
are responsible. They will also ensure improvements to services which are
identified from any monitoring systems and learning from patient incidents d
processes are implemented.



12.5


12.6


Matrons and ward managers will be responsible for the initial investigation
of pressure ulcers in preparation for RCA if indicated.
Employees
All employees of the Trust have a responsibility to implement the
requirements for the management and prevention of pressure ulcers as set
out in this policy. This duty extends to the supervision of support staff when
duties are delegated.
All employees will ensure that:
Holistic assessment remains the responsibility of the multi-disciplinary
team and should be carried out by health care professionals within the
timescales identified in this policy.



The pressure ulcer risk assessments should be conducted weekly in in-patient
areas or on any change of the patient’s condition



The assessment is the basis for initiating, developing and evaluating the
plan of care for a patient who is at risk of developing or has a pressure
ulcer.



The assessment should indicate if expert guidance should be requested via
local service agreement with Tissue Viability Services.



All pressure ulcers should be documented in the patient record



Reassessment of any pressure ulcer should be undertaken at least weekly
but may be required more frequently, depending upon the condition of the
wound and the result of the holistic assessment of the patient.



All pressure ulcers should be photographed with the consent of the patient
and photos should be stored within the patient record. Any patients who do
not consent this must be considered under Best Interest.



All pressure ulcers should be reported in line with the Trust’s incident
reporting policy and procedure. All acquired avoidable stage 3 and 4 pressure
ulcers should be reported as a serious untoward incident in line with Trust’s
serious untoward incident policy and procedure and NHS England policy.

13.0

TRAINING STRATEGY

All staff within the Trust that have direct contact with and make decisions on
the treatment of patients regarding the prevention and management of
pressure ulcers will have access to local training on all elements of this
policy. Mental Capacity Act training is also available for all staff within the
organisation: http://staff.sussexpartnership.nhs.uk/quick-links/mental-healthact

14.0 DEVELOPMENT OF LOCAL PROCEDURES

14.1 Health partnerships, local and forensic service divisions will develop local
procedures to support the implementation of this policy. As a minimum the
following will be included:



Process of reporting pressure ulcers in line with Trust policy and procedure



The required documentation tools to be used for pressure ulcer prevention
and management

15.0 MONITORING COMPLIANCE
15.1 Pressure ulcers and skin care will be added to the Physical Health
Governance Group and Senior Nurse Forums as a standing agenda item in
order to develop and support implementation of this policy. Each CDS will
ensure that mechanisms are in place to monitor both prevalence and
incidence of all pressure ulcers using current risk management systems
(Ulysses).
15.2

All acquired Stage 3 and 4 pressure ulcers will be reported as serious
untoward incidents as per organisational policy and procedure and
consistently investigated via a root cause analysis. Any learning from these
investigations will be communicated to all relevant staff and service
improvements addressed as appropriate via heads of service.

15.3 Trajectories for improvement will be identified and agreed annually with the
Associate Director of Nursing-Physical Health. An annual report and
monthly interim reports on activity and progress against these trajectories,
including details of service improvements, will be provided to the Trust
Board.

16.0

CONSULTATION

All care delivery services will be involved in the consultation of this policy.
17.0

DISSEMINATION
This policy will be made available on the intranet site and distributed
to all Clinical Leads, General Managers and Matrons for cascade as
appropriate to their teams.

18.0

EQUALITY IMPACT ASSESSMENT
Completed on 7 March 2017.

19.0
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PRESSURE ULCERS – SAFEGUARDING TRIGGERS- Appendix 1
To determine if the identification of a pressure ulcer on an individual
receiving professional support (in a care home, hospital or from domiciliary
care of nursing agency care) should result in a safeguarding referral the
following triggers should be considered.
If in doubt
Initiate Safeguarding Adults Procedures
Discuss
With senior manager
Record decision and reasons for decision
Possibly NOT
Safeguarding
at this stage

Possibly
Safeguarding

Definitely
Safeguarding

1. What is the
severity (grade) of
the pressure
ulcer?
2. Does the
individual have
mental capacity
and have they
been compliant
with treatment?
Has a capacity
assessment been
completed?

Stage 2 pressure ulcer or
below – care plan required

Several stage 2 pressure
ulcers/ stage 3 to 4
pressure ulcers- consider
question 2
Does not have capacity or
capacity has not been
assessed- continue to
question 3

Stage 4 and other issues
of significant concern

3. Full assessment
completed and
care plan
developed in a
timely manner and
care plan
implemented?

Documentation and
equipment available to
demonstrate full
assessment completed,
care plan developed and
implemented.

Little or no documentation
available to demonstrate a
full assessment has been
completed, or care plan
implemented AND general
care regime (e.g.
nutrition, hydration) is of
concern.

4. This incident is
part of a trend or
pattern- there have
been other similar
incidents with this
individual or
others.

Evidence suggests this is
an isolated incident.

Documentation and
equipment NOT fully
available to demonstrate full
assessment completed,
care plan developed or care
plan implemented BUT
general care regime (e.g.
nutrition, hydration) not of
concern- continue to
question 4
There have been other
similar incidents

If 2 or more of the above
apply - SAFEGUARDING

SAFEGUARDING

Has capacity and declined
treatment

Assessed as NOT having
capacity and treatment
NOT provided

Capacity assessment is
recorded.

NOT SAFEGUARDING

Evidence demonstrates
this is a pattern or trend.

Always clearly record decision and reasons for decision in the Patient records
Jayne Bruce Associate Director of Nursing

