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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 our care.

1.1

1.2

The Royal College of Nursing and the National Institute for Health and Clinical
Excellence (2005) identifies that health care organisations 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.
All pressure ulcers and suspected deep tissue injury (SDTI) should be staged
using the categories based upon the European Pressure Ulcer Advisory
Panel Classification 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. A summary of the
grading system can be found in this policy for ease of reference.

1.3

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

1.4

Where appropriate, patients admitted to an SPFT ward must receive an initial
pressure ulcer risk assessment followed by reassessment using the Waterlow
Tool. NICE (2014) guidance recommends that the initial assessment of pressure
area risk takes place within 6 hours of admission to a hospital or care home
setting.

1.5

For patients at risk, strategies should be implemented to remove/reduce risk
factors, which must be reviewed if/ when the patient status changes, or at a
minimum of monthly review, regardless of changes to the patient’s risk status.
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1.6

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 Suspected Deep Tissue Injury (SDTI) 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 the Waterlow
pressure ulcer risk assessment tool. This assessment tool can be located under
the Physical Health tab on the Care Notes clinical case management system.
2.1.2 All pressure ulcers (whether acquired or inherited- see definition below) must
be reported through the appropriate channels.
2.1.3 Grade 1 pressure ulcers must be reported via the Ulysses incident reporting
system
2.1.4 Grade 2 pressure ulcers must be reported via Ulysses and then investigated as
a Higher Learning Review or Immediate Management Review- the Serious
Incident Team will advise.
2.1.5 All acquired avoidable stage 3 and 4 pressure ulcers will be reported via
Ulysses as a Serious Incident to comply with organisational policy and
procedure and NHS England Serious Incident Framework (2015). These
injuries will necessitate a Level 1 concise Root Cause Analysis investigation.
2.1.6 Appropriate care interventions must be planned to prevent pressure ulcers
developing for all patients who are identified at risk.
2.1.7 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
4.1

IMPLEMENTATION
Implementation of this policy will be through clinical leads, general managers and
matrons. Training developed to complement this policy and demonstrate the care
that it describes will be made available to all Trust staff via the My Learning
portal. Competency assessments are under development for untrained staff.
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5.0

DEFINITIONS
Explanation of terms used in this policy

Deep Tissue Injury (DTI)

Eschar

Exudate
Device related pressure
ulcer (DRPU)
Moisture Associated Skin
Damage (MASD)
New Pressure Ulcer
Pressure Ulcer Category
1-4

Pressure Ulcer on
admission (POA)
Slough

Skin tear

Unstageable pressure
ulcers

Are purple or maroon areas of intact skin or blood-filled
blisters caused by damage to the underlying soft tissues and
are known to deteriorate quickly, even under optimal care.
Is slough or piece of dead tissue that sheds or falls off from
the surface of the skin. It is typically tan, brown or black and
may be crusty
Any fluid that filters from the circulatory system into lesions or
areas of inflammation. It can be pus-like or clear fluid.
A pressure ulcer that has developed due to the presence of a
medical device (NHSI June 2018)
Skin damage caused by excessive moisture e.g. perineal
dermatitis, diaper dermatitis & incontinence associated
dermatitis.
A “new” pressure ulcer is one that is first observed with the
current episode of care
A pressure ulcer is localised damage to the skin and/or
underlying tissue, usually over a bony prominence (or related
to a medical or other device), resulting from sustained
pressure associated with shear). The damage can be present
as intact skin or an open ulcer and may be painful. (NHSI
June 2018). Pressure ulcers are categorised from 1 to 4
depending on the severity.
For detailed definitions of pressure Ulcers, see Appendix
3- Pressure Ulcer Grading
A pressure ulcer present when undertaking a skin inspection
as part of the admission to the service/caseload/in-patient
setting.
The yellow/white material in the wound bed, it is usually wet
but can be dry and generally has a soft texture. It can be thick
and adhered to the wound bed, present as a thin coating or
patchy over the surface of the wound. It consists of dead cells
that accumulate in the wound exudate.
A wound caused by shear, friction, and/or blunt force resulting
in separation of skin layers. A skin tear can be partialthickness (separation of the epidermis from the dermis) or fullthickness (separation of both the epidermis and dermis from
underlying structures).
Are localized areas of tissue necrosis that typically develop
when soft tissue is compressed between a bony prominence
and an external surface for a long period of time. Ulcers
covered with slough or eschar are by
definition unstageable.
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6.0 DEFINITION OF A MOISTURE LESION
6.1

Skin inflammation resulting from exposure to sweat, urine and/or faeces.

6.2

Usually manifests as skin redness, with/ without blistering or erosion of dermis,
and often presents with irregular shaped edges. The affected skin is reddened
with areas of partial thickness skin loss (no necrotic tissue or slough present)
with/ without blistering, oozing serous exudate or bleeding.

6.3

Moisture lesions can manifest over a bony prominence, in skin folds, anal cleft
or as perianal irritation. If the damage is assessed as solely attributable to
moisture, this should be reported as a moisture lesion.

6.4

See Appendix 3 of this policy- Excoriation & Moisture Related Skin Damage
Tool.

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 inpatient.

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.

8.2

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.

8.3

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 who refuse to maintain a position
change, may 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.
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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. Although potentially all patients are at risk, some groups have
an enhanced risk status:
•
•
•
•
•
•
•
•
•
•
•
•

Those with impaired mobility or who are immobile (including a recent fracture/
cast, prosthesis, splints, cardio vascular accident (CVA/ stroke)
Those with physical ill health e.g. chest infection, flu, winter vomiting disease
etc.
Those with severe depression leading to lack of motivation to mobilise
Those with anorexia nervosa
Those with impaired/compromised nutrition and/or dehydration
Those with a neurological or sensory deficit; dementia, CVA, MS, diabetes,
spinal injuries, epilepsy, motor neurone disease
Those who are obese
Those with poorly controlled pain
The terminally ill
Those who are incontinent
Wheelchair users
Patients with chronic skin conditions such as eczema/psoriasis etc. should
have specialist advice sought from a Dermatology specialist.

9.2

Skin assessments of people who have darker skin should note any
purplish/bluish looking areas of skin, localised heat or coolness and oedema.

9.3

Clinicians should also note that anxiety (a frequent feature of dementia) and
depression reduces the efficiency of the immune system. This has implications
for existing ulceration, as it can delay the healing process and increase the risk of
infection.
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PREDISPOSING FACTORS
When assessing the risk of pressure ulcers in a patient, it is vital that a
holistic assessment is performed, as there are numerous predisposing factors
which should be considered:
Age
Thinning of the dermis occurs in older age, which leads to decreased elasticity of
the skin. Dermal collagen provides a buffer which helps to prevent disruption of
the micro circulation. Wound healing in older people takes longer than in younger
people. As age increases so does the likelihood of chronic illness which also
predisposes to development of pressure ulcers.
Reduced Mobility
There may be numerous reasons why a patient has decreased mobility including
neurological deficits such as paraplegia, multiple sclerosis, pain, diabetes, spinal
injury or degeneration and patients undergoing major surgery. Reduced mobility
increases the likelihood of pressure ulcer development.
Decreased Consciousness
There is a strong relationship between reduced movements and the development
of pressure ulcers. There are increased risks for patients who are prescribed
sedative medications such as antipsychotics or opioids, as they may not regularly
reposition themselves to alleviate pressure.
Incontinence
Moisture Associated Skin Damage (MASD), moisture lesions, moisture ulcers,
perineal dermatitis, diaper dermatitis and incontinence associated dermatitis
(IAD) are all terms which refer to skin damage caused by excessive moisture.
•

There is often confusion between pressure ulcers and lesions caused by
moisture associated skin damage (MASD).

•

Due to the usual location of moisture lesions, they are often mistaken for
pressure ulcers, however skin damage as a result of excessive moisture is
defined as being associated with incontinence and not pressure or shear,
although moisture can contribute to the formation of pressure ulcers.

•

See the Excoriation & Moisture Related Skin Damage Tool, in Appendix 3 in
this policy, for a description of MASD types/ grades.

•

The risks of developing pressure ulcers or other problems with the skin
increase in the presence of faecal and/or urinary incontinence, often resulting
in maceration of the skin. This maceration, on its own or combined with other
sources of stress to the skin, such as friction/ shear leads to the protective
barrier of the skin being breached, allowing enzymatic attack.

•

It is extremely important that clinicians are able to correctly identify this and
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implement strategies for the prevention and/or treatment of these lesions.
•

The significance of correct identification and classification is highly important,
as Moisture Associated Skin Damage injuries are often incorrectly categorised
as category 2 pressure ulcers. See Appendices 3 and 4 of this policy for
detailed definitions.

•

Constant washing can remove the skin’s natural oils and cause drying, which
can also lead to problems with skin integrity.

•

Management of incontinence is a priority to prevent MASD/ IAD- see Appendix
8 of this policy for guidance on selecting an appropriate incontinence product.

Nutrition
• Malnutrition is a risk factor for the development and non-healing of pressure
ulcers. Malnutrition and deficiencies of specific nutrients can compromise the
body’s ability to heal wounds, and associated weight loss can make the
individual more susceptible to pressure damage.
•

Nutritional status has a direct influence on the health of the body’s tissue and
its ability to repair itself in the event of damage. Wound healing is a complex
process which requires good nutrition to be at optimal effectiveness.

•

Improving nutrition can improve the quality of life by reducing the risk of
infection, increasing the strength of the skin and improving the healing of
wounds.

•

Many people admitted to hospital have an impaired nutritional intake due to
functional or psychological issues e.g. arthritic fingers, drug/ alcohol
dependence, depression, self-neglect.

•

Research has shown that nutritional status deteriorates in hospital, particularly
in older people. Malnutrition has direct influence on the development and
severity of pressure ulcer (NICE 2015).

•

It is recommended that clinical staff caring for a patient at risk of a pressure
ulcer maintain a Food & Fluid monitoring chart to monitor the adequacy of total
nutrient intake in inpatient units.

•

All patients should, be screened on admission/initial assessment for
malnutrition using a recognised screening tool. Please see the Waterlow Risk
Assessment Tool and the Malnutrition Universal Screening Tool (MUST), both
of which are accessible on Care Notes, under the Physical Health tab.
These assessments should be regularly revisited where there is an identified
risk, or a change in the patient’s status which may increase their pressure area
risks- e.g. reduced nutritional intake, weight loss, loss of mobility etc.

•
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Body weight
• Emaciated patients have no subcutaneous fat, particularly over their bony
prominences, and so have less protection against pressure ulcers.
• Obese patients are also at high risk of pressure damage due to associated
immobility and presence of excess moisture in skin folds which can cause
maceration of the skin. Both extremes of patient bodyweight may have poor
nutritional status (Dealey 1994).
•

Patient factors affecting perfusion and oxygenation of the tissue, such as
diabetes, cardiovascular instability, hypotension, peripheral vascular disease and
respiratory issues that cause low oxygen saturations can be contributory to the
risk of pressure ulceration.

10.0 HOLISTIC ASSESSMENT
The potential to develop pressure damage may be influenced by both individual
intrinsic factors and external or extrinsic risk factors, all of which need to be
considered when performing a risk assessment.
Individual or intrinsic factors relate to the patient’s tolerance to pressure, whereas
external or extrinsic factors concern the intensity and duration of external
pressures/ moisture.
Individual or Intrinsic risk factors to consider
• Can the patient relieve pressure from a particular area
Decreased mobility
•
•
•
•
•

Positioning

•

•

Age

by repositioning themselves or do they need assistance
to stand or walk?
Are verbal prompts needed for them to move?
Are they alert and orientated to their surroundings?
Does the patient have functional awareness of the need
to reposition?
Is weight bearing not possible?
Is the patient in pain? Uncontrolled pain can affect
mood and mobility
Does the patient need repositioning during the day and
night? (Patients should be repositioned according to
their individual schedule; if this does not happen then
prolonged pressure on bony prominences may lead to
the formation of pressure ulcers.)
Problems may also occur if the patient has a medical
condition that makes repositioning difficult (e.g. cerebral
palsy) or if the patient has had previous pressure
damage. One-year post healing the skin still has only
80% of its original strength so will still be vulnerable.
Older patients are more likely to develop pressure
ulcers due to alterations in sebum levels and retraction
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Neurological/Sensory
Impairment/ Psychological /
Learning disability

•

•
•

•

•

Disease
pathologies

•
•

•

•

•

Temperature
Decreased nutrition and
circulation

•
•

•
•

at the epidermal junction; dry skin and erythema
(redness) are alterations to the skins natural state and
indicate an increased risk of pressure ulceration.
The patient might not be aware of pressure in a
particular area of the body and will therefore not
reposition themselves to avoid discomfort.
Mood factors can also influence other risk factors such
as mobility and nutritional status
Concordance with treatment is also required by the
patient. Consider if they have the ability and motivation
to do this?
Does the patient or carer have the insight into the risks
and care interventions associated with pressure
damage.
Some learning disabilities and children will impact on
capacity to understand the need for pressure
prevention strategies
Acute, chronic, terminal illness and certain pathologies
increase the risk of developing pressure ulcers.
The risk for diabetic patients, for example, is
approximately three times higher than that for non –
diabetic patient.
Heart failure patients may have oedematous / pitting
oedema and the skin is more prone to breaking down.
They may also become breathless on movement and
so avoid doing so.
Impaired breathing /COPD patients have very poorly
perfused tissues due to lack of oxygen. They may also
be very limited in mobility due to breathlessness.
Some medications can also increase the risk of
pressure ulcer development. Some drugs work on the
central nervous system (as depressants) others, such
as steroids taken either orally, topically or inhaled can
affect the thickness of the skin.
Skin cell function is impaired if the skin becomes too hot
or cold
Low body fat and low muscle bulk reduce padding on
bony prominences.
High body fat patients have a thicker layer or adipose
tissue but this tissue is poorly vascularised and there is
greater bulk compressing the tissues
Dehydration is a major risk factor.
Contact the dietician for patients with heavy exuding
wounds/ ulcers as these wounds lose protein and
vitamins, which are needed with zinc, and some trace
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External or Extrinsic factors

Pressure
Friction
Shear
Moisture

Time

11.0 SKIN INSPECTION

elements for effective wound healing. For adults use
the MUST tool on Care Notes to assess.
• The intensity and duration of pressure, particularly over
bony prominences, is a major risk factor.
• When two surfaces move across one another, friction
coefficient increases with moisture thus increasing
associated shear effects. Often seen as a blister.
• When underlying body structures try to move but the
surface of the skin remains attached to the support
surface (heels pushing up in bed)
• Moist skin (possibly due to incontinence or sweating) is
more susceptible to damage.
• A continence assessment should be completed and
appropriate action undertaken to prevent excoriation of
the skin and further damage.
• A urethral catheter should be considered for patients
with a Category 3-4 pressure damage whose wound is
wet due to urinary incontinence, in order to promote
wound healing and prevent further damage.
• Pressure ulcers can develop quickly (sometimes in less
than 1 hour), and are associated with prolonged lying in
the same position without adequate provision of a
pressure relieving/ redistributing surface.

Back of head and ears
Shoulders
Spine
Scapular (shoulder blade)
Elbows
Hips
Sacrum
Knees
Ankles
Heels
High bones
Buttocks (gluteal muscles)
Parts of the body that are affected by the wearing of anti-embolic stockings
Parts of the body where pressure, friction or shear is exerted in the course of an individual’s daily
living activities e.g. on the hands of wheelchair users
Parts of the body where there are external forces exerted by equipment and clothing e.g.
endotracheal tubes, intravenous lines, catheters, shoes, elastic clothing
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Skin inspection provides essential information for pressure ulcer prevention, and
regular inspection of vulnerable parts of the body will enable early detection of
pressure damage. For those assessed as at risk of pressure or moisture damage,
daily skin inspection is recommended.
Skin should be inspected for any ulceration, redness, erythema, non-blanching
erythema. It should include inspection of the most vulnerable areas of risk for each
patient which include:
Blanch testing of intact skin can aid the identification of potential damage:
•

•
•

Pressure is applied to the ‘red’ area, healthy microcirculation will cause the skin
to turn white, and on removal of pressure, the capillaries will refill and turn the
skin back to red. This indicates the skin is healthy and there is no pressure
damage.
If the skin does not turn white on the application of pressure the microcirculation
is already damaged and the patient has a Category 1 pressure ulcer.
Sometimes the skin will be slow to turn back to normal colour/ perfusion- this is
known as ‘sluggish hyperaemia’ and indicates the need to start or increase
repositioning – if this is not done, pressure damage is more likely to occur.

The assessment of darkly pigmented skin is different. Clinical signs to consider
during skin inspection are; localised heat and purplish/bluish skin hue. If pressure
damage has already occurred the area may feel cool, harder, have increased pain
and localised oedema. Pressure ulcers are under-detected in darkly pigmented skin
as early damage is harder to see. (Bethell 2005).
Should patients be using a medical device i.e. callipers, plaster-cast or nasogastric
tube fixers, the risk of pressure ulcers at the site of contact with the skin of the patient
should be considered.
12.0 PREVENTING DAMAGE TO THE SKIN
•

When handling patients, all health professionals should take care not to damage
the patient’s skin. No rings (other than wedding bands) or watches should be
worn when turning or repositioning patients, and nails should be kept short and
nail varnish removed.

•

Patient’s skin should be kept well hydrated, but note that excessive washing with
alkaline soap should be avoided. Plain water, soap with a pH of 5.5, or the use of
a recognised soap substitute is recommended.

•

Patient’s skin should be thoroughly dried using a patting motion, particularly over
vulnerable areas. Do not use a rubbing motion when drying patients as this
causes friction forces associated with tissue damage.
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•

Talcum powder should not be used because of its tendency to ‘cake’ which can
increase friction and clog skin pores- which increases the risk of infection and
skin damage.

•

Examination of skin over bony prominences can reveal the first signs of skin
damage. If completed at an early stage ulceration may be prevented. In a patient
who is recognised as “at risk”, regular skin inspection is part of the ongoing risk
assessment process.

•

Frequency of skin inspection- this should be completed at least daily where a
patient is identified through on-going assessment and review as ‘at-risk’ of
developing pressure area issues/ ulceration. For patients at lower risk, clinicians
should exercise clinical judgement with regards the frequency of skin inspection,
but if there is a change in the patient’s status in terms of intrinsic/ extrinsic risk
factors (see table above), then the frequency of skin inspection should be
increased.

13.0 MANAGING MOISTURE
Assessing the patient and Identifying skin damage associated with increased
moisture, often caused by incontinence is an essential part of good skin care.
Excessive moisture on the skin due to factors such as urinary and/or faecal
incontinence or wound exudate greatly increases the risk of pressure ulcers, so
moisture-associated skin damage is now reported alongside pressure ulcers.
There are four main types of MASD:
•
•
•
•

Incontinence-associated dermatitis (IAD);
Intertriginous dermatitis (ITD), involving inflammation of the skin folds relating
to perspiration;
Periwound MASD due to wound exudate;
Peristomal MASD caused by leakage from stoma edges.

With all types of MASD, preventing skin damage is paramount. This involves:
•
•

Identifying whether any sites on a patient’s skin are at risk from the presence
of moisture.
Instigating early skin protection using barrier products such as creams or
films.

Just as important is treating the cause of the excessive moisture – for example,
identifying why a patient is incontinent or why a wound is producing excessive
exudate.
A simple skin cleanser (with a neutral pH) should be used; soaps with perfumes or
15

additives should be avoided as they can strip the skin’s natural oils and alter the
local pH balance.
For patients with occasional incontinence, simple moisturisers may be sufficient to
protect the skin but, in most cases, a skin barrier is also required, either a cream or
film product. These should be applied according to the manufacturer’s instructions,
allowing plenty of time for the product to dry before replacing clothing or
repositioning the patient on the affected area.
If a fungal infection is suspected (characterised by a dry, pale-pink or white area
that is frequently itchy) a topical antifungal should be used. Moisturiser should be
applied if the skin is dry.
Managing incontinence is key in the prevention of MASD/ IAD. See Appendix 4Incontinence Product Selection of this policy.
Regular checks when repositioning the incontinent patient, to ensure that they are
clean and dry, is recommended to reduce prolonged exposure to moisture. Use of a
Comfort Rounds chart to is recommended to assist the scheduling of care for those
with incontinence issues- see Appendix 8 of this policy.
Daily skin inspections will enable the clinical team caring for the patient to prevent
or address other causes of MASD such as excessive perspiration etc.
14.0 PAIN
•
•

Assess for pressure ulcer related pain using a validated pain tool - see Abbey
Pain Scale, Pain Assessment of People with Dementia on Care Notes, under
Physical Health tab.
Assessing clinicians should consider observed nonverbal cues and body
language as indicators of pain as part of their evaluation.

•

Use appropriate equipment to minimise friction/shear when repositioning, keep
bed sheets smooth and wrinkle free.

•

Position the patient off their pressure ulcer/ moisture associated skin damage site
whenever possible.

•

Handle all wounds gently, irrigate carefully, protect surrounding skin, remove
dressings correctly, choose appropriate dressings.

•

Organise care delivery in co-ordination with prescribed pain relief, allowing time
for analgesics to take effect before commencing care/ repositioning. Where
possible provide pain relief 20-30 minutes prior to intervention

•

Encourage the patient to request ‘time out’ if the procedure causes pain.
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15.0 REPOSITIONING
Relieving pressure (especially over bony prominences) is a key factor in pressure
area care. Patients with reduced/ limited mobility are especially at risk for the
development of pressure ulcers. Every effort should be made to redistribute the
pressure on the skin, by regular repositioning and the use of pressure relieving/
redistributing devices.
•

Consider mobilising, positioning and repositioning interventions for all patients
(including those in beds, chairs and wheelchairs) (NICE, 2003). Frequency of
repositioning should be determined on the basis of individual assessment and
daily skin inspections.

•

Frequency must be adjusted according to the response of the patients’ skin to
pressure/ tissue tolerance, as indicated by changes in skin colour/ texture/
temperature etc. For example, if the patient’s skin reddens after two hours in one
position, reduce the time repositioning interval and reassess.

•

If there is no evidence of persistent erythema or any other indication of early
tissue damage, then the frequency of repositioning may then be reduced. The
acutely at-risk patient should still be assessed every two hours (NICE 2005;
European Pressure Ulcer Advisory Panel, 1999), and this activity must be
documented in the patient’s clinical case notes.

•

All patients with pressure ulcers should actively mobilise, or change their
position, or be repositioned with staff assistance on a regular basis.

•

Minimise pressure on bony prominences and avoid positioning on pressure
ulcers (if present).

•

Frequency of repositioning may be restricted by the patients’ medical condition,
level of comfort and any attached medical devices (e.g. urinary catheters, oxygen
masks) which they have in situ.

•

In cases where patients cannot be adequately repositioned, suitable pressure
relieving devices must be used and a regular repositioning plan introduced at the
earliest opportunity.

•

If unable to turn the patient’s position then a 30° lateral tilt can be used to
minimise pressure on their bony prominences. The 30° 'tilt' is used to enhance
patient comfort and reduce pressure over high risk areas. It should be used with,
and not in place of, an appropriate pressure reducing support surface/mattress.
See diagram below:
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•

It is important to recognise and prevent the effects on the skin caused by poor
manual handling techniques. A documented care plan to minimise friction, shear,
rubbing or dragging on the patient’s skin should be documented, implemented,
and evaluated.

•

Patients should be positioned appropriately to reduce the effect of shear and
friction forces. The use of an adjustable profiling bed can assist in repositioning
the patient without turning.

•

Shear factors can be reduced by maintaining the patient’s head position at the
lowest position possible. The use of the knee break can also help to reduce
pressure on their heels.

•

Patient refusal to reposition should be recorded in the patient’s clinical case
notes; it may not always be possible to reposition patients because of their
medical condition.

•

Patients are within their rights to refuse care, however the reasons for this should
be determined and must be documented. Issues such as pain management
should be addressed to increase the likelihood of concordance. Staff must state
what exactly has been advised, and the potential risks of declining care. A reassessment date must be agreed.

•

Devices to assist manual handling such as slide sheets and hoists should be
used to reduce the potential skin damage to the patient or injury to carers.

•

Patients assessed as at risk of developing pressure ulcers should be
discouraged from sitting in chairs for prolonged periods.

•

Patients who use wheelchairs should be assisted to regularly redistribute their
weight. An agreed period of time should be negotiated with the patient and carer
and should be recorded in their care plan- ideally this should be for no longer
than two hours. Use of the Repositioning Chart and/ or Comfort Rounds chart in
Appendices 8 and 9 of this policy are recommended to aid scheduling of care.
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16.0 SEATING
For patients who spend significant periods of time seated, an assessment of their
seating is as important as an assessment of their bed. This includes patients in a
mental health setting who may experience a reduction in their normal mobility.
Seating and sitting position should be assessed by a trained assessor considering
the time a patient will spend seated, their ability to relieve their own pressure, the
height, depth and condition of the chair.
Advice should be sought from the multidisciplinary team (occupational therapists,
physiotherapists, wheelchair services) if seating is a problem, and referral made to
the relevant local service if appropriate.
Patients ‘at risk’ from pressure damage, who cannot relieve their own pressure
independently, should restrict chair sitting to a maximum of 2 hours at any one time.
EPUAP (2014) recommends that patients with existing pressure damage to seating
area (e.g. sacrum), sit out for no more than 1 hour, three times a day, irrespective of
category or type of equipment in use. Pressure redistribution cushions should be
considered.
When patients are sitting out ensure that:
•

The patient should be able to sit with their bottom right at the back of the seat and
their feet flat on the floor

•

The patient’s thighs should be level and their lower legs at 90°

•

The patient should be able to get two fingers between the back of their knees and the
front of the seat.

•

The seat should be wide enough to fit the patient, but not so wide that it doesn’t give
them any sideways support. If the chair has arm rests, the patient should be able to
sit between them with enough room to get their hand in on each side.
Repositioning charts apply to patients sitting out in chairs. Monitor how long patients
are sat out for. Patients should be stood, mobilised, transferred out of chair (or
reclined in chair if possible) as per repositioning chart.

17.0 HEEL PROTECTION
The incidence of pressure ulcers on the heels is high and needs careful consideration
and management as they can lead to prolonged intervention, amputation, infection
and death.
Heels are the second most common site for the development of pressure ulcers
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(Cheneworth, 1994). The heel has a relatively low resting blood perfusion level and
ulceration can occur if subjected to pressure lower than 32mmHg. Friction and
shearing forces can reduce the tissue tolerance even further (Cheneworth, 1994).
Conditions that affect the circulation of the lower limb, such as peripheral vascular
disease, also make the heel more susceptible to ischaemia as they reduce blood flow
to the lower limb. Although circulatory conditions are commonly associated with older
age, they can be present in younger people such as those with diabetes or
hypertension, or smokers.
A vascular assessment should be undertaken if ischaemia is suspected.
Other circulatory problems, such as chronic venous disease and heart failure, can
increase the risk of developing a heel pressure ulcer, as they lead to an increase in
pedal oedema (swelling of the feet due to fluid accumulation), which impairs the
delivery of oxygen and nutrients to the tissues. Oedema also increases the weight of
the limb, which, in turn, increases normal resting pressures.
The physiology of the heel makes it difficult to reduce pressure, as the ankle bone
has a pointed shape with very little subcutaneous fat. In this regard, ‘total off-loading’
is recommended to lift the heel directly off the bed, footstool etc. This is preferable
and more effective than any dynamic air mattress.
Prevention of heel pressure
Patients should be encouraged to mobilise and wear good fitting footwear. When
patients are in bed or elevating their legs, the heels should be ‘free-floating’ Heel
protection devices should elevate the heel completely (offloading) in such a way as
to distribute the weight of the leg along the calf without putting pressure on the
Achilles tendon. The heel should be in a slight flexion.
This can be achieved by the use of:
• heel lifts
• heel protectors
• troughs
• pillows placed lengthways
Pressure reducing mattresses do not appear to be effective in preventing heel ulcers
on their own, which indicates the need in some cases for the use of other devices to
offload heel pressure. Therefore, their use is questionable for the treatment and
prevention of heel ulcers alone (Dinsdale, 1974).
The patient should be informed of the need and frequency to remove any
compression or anti-embolism stockings and the importance of skin inspection.
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18.0 EQUIPMENT
Devices (mattresses and cushions) come in two main types; those that reduce
pressure by spreading the weight and increasing the surface area, and those that
relieve pressure by removing the pressure at frequent intervals. Pressure relieving
equipment does not replace the need for repositioning and should be used in
combination with a repositioning and skin inspection plan that suits the patient and
their circumstances.
•

Decisions about choice of pressure relieving device should be made following a
holistic assessment of a person’s risk, comfort and general health state.

•

Patient movement in and out of bed should be considered when considering
equipment provision, as air mattresses can impede safe transfer from bed to chair.
Assessment should be on-going throughout an individual’s episode of care and the
type of pressure relief support changed to suit any alteration in risk.

•

Choice of device should be based on:
•
•
•
•
•
•

Patient choice
Risk assessment
Skin assessment
General health
Lifestyle and abilities
Care needs

All surfaces used by the patient should be considered- including bed, armchair,
wheelchair, and toilet.
•

Changes of device should reflect changes in risk status.

•

Equipment for prevention should be reviewed as part of the ongoing risk
assessment process - equipment can be downgraded as well as upgraded to meet
patient needs and maintain skin integrity.

•

Personal choice should be recorded and respected and full information about the
risks should be given and recorded, re-evaluated and regular re-assessment dates
for follow up agreed and documented.

Foam replacement mattresses/cushions- Pressure Re-distribution
•

These consist of several layers of different foams and have a pressure reducing
action because they allow the patient to ‘sink-in’ thereby spreading the pressure
over a greater surface area. They can be used for patients who are at risk but who
are still relatively mobile so that they can move themselves in bed. High
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specification foam can be used for high and very high-risk patients also.
•

They should be cared for according to the manufacturer’s instructions and will
require regular checks to ensure their integrity.

•

They may also require turning at intervals; this is dependent on individual
manufacturer’s guidance

Static air and gel filled mattresses/ cushions
•
•
•

Air filled devices reduce pressure but may need to be re-inflated at intervals.
Gel or fluid filled devices also reduce pressure by spreading weight
Caution should be taken with the use of air-filled devices, mattresses, cushions
with patients who cannot maintain or rectify their own posture.

Alternating air flow mattresses – Pressure Relieving
These work on the principle of cyclic inflation and deflation of air cells over a short
period of time. This can be controlled by a dial or by a ‘sensor’ pad which measures
the patient weight and then alternates the amount of pressure to different parts of
the body giving pressure relief.
May lead to an increased risk of falls due to increased difficulty transferring in and
out of bed for some patients.
Constant low-pressure devices
Low air loss mattresses float the patient on air filled cells while circulating air
across the skin to reduce moisture and help maintain a constant skin interface
pressure. To achieve this, air escapes through small laser cut holes.
Lateral turn low air loss mattresses constantly rotate the patient from side, to
back, to side to change pressure points. They can be set at ½ hourly, hourly or 2hourly intervals. They improve circulation, provide pressure relief, reduce risk of
pulmonary complications and stimulate the gastro-intestinal tract without disturbing
the patient.
They can be used on individuals who are at very high risk particularly those who
cannot tolerate the movement of an alternating product, for patients who are
underweight, or palliative patients for comfort.
Please note, in the event of a power cut, low air loss mattresses will deflate in a
matter of minutes.
Electric profiling beds
Electric profiling beds reduce skin damage by:
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Making patient movement easier for the patient, carers and staff, so reducing
friction and shear.
• Use of the knee break prevents sliding down the bed reducing friction and shear
forces and reduces the pressure and weight exerted on the heel.
• Allowing patients to change their own position.
• If the risk to the patient is from shear and friction, then a high-risk foam mattress
may be as effective as an alternating mattress.
Other equipment
•

Friction and shear can be minimised with the use of a slide sheet. Manual handling
risk assessment should inform the pressure ulcer prevention care planning
process and any identified needs addressed with relevant equipment provision e.g.
hoist.
Safe use of equipment
•
•
•

•

Ensure the mattress does not elevate the patient to an unsafe height in relation to
side rails on the bed.
Ensure the patient is within the recommended weight range for the equipment
(both upper and lower ranges).
When dynamic equipment is being used, regular checks to ensure the settings
remain correct for the patient, and that the system is functioning correctly, must be
made.
All equipment should be cancelled and returned to the supplier as soon as it is no
longer needed for decontamination and maintenance.

REMEMBER:
When re-assessing patient’s risk – think ‘does this patient still require this
equipment?’ As some patients can deteriorate very quickly, care staff need to
assess, reassess and access the resources available to support the patient and
their condition.
When there is a risk of harm to patients, safeguarding referral should be
considered and clear documentation of concerns is paramount. If there are any
clinical concerns which require medical reassessment, urgently refer to medical
colleagues.
19.0 REPORTING PROCEDURE/SAFEGUARDING
All incident reports submitted via the Ulysses incident reporting system must state
clearly whether the pressure ulcer is:
•

Acquired or inherited
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•

Avoidable or unavoidable

•

If a referral to Adult Safeguarding (social care) has been completed
Any pressure or moisture damage must be reported to the nurse in charge
as soon as possible, and must be clearly documented in the patient’s care
record on Care Notes.
Please refer to Appendix 1- Pressure Ulcer Reporting Guidance within this
policy for full detail of reporting framework for pressure and moisture
associated injuries.
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.
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.

20.0 SAFEGUARDING ADULT REFERRAL IN RELATION TO TISSUE VIABILITY
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
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-at24
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21.0 DUTIES
21.1 The Chief Nurse
The Chief Nurse 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 Deputy Chief Nurse (Physical Health).
21.2 The Deputy Chief Nurse
The Deputy Chief Nurse (Physical Health) is responsible for ensuring senior
management support for the prevention and management of pressure ulcers
within the organisation. The Deputy Chief Nurse 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.
21.3 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.
21.4 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.
•

Matrons and ward managers will be responsible for the initial investigation of
pressure ulcers in preparation for RCA if indicated.

21.5 Employees
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•

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 the
Physical Health Team, or via local service agreement with Tissue Viability
Services.

•

All pressure ulcers should be documented in the patient record on Care Notes

•

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 should 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.

22.0 TRAINING STRATEGY
All staff within the Trust that have direct contact with, and who 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:
https://mylearning.sussexpartnership.nhs.uk/totara/program/view.php?id=15
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23.0

DEVELOPMENT OF LOCAL PROCEDURES
Health partnerships, care homes and forensic service divisions may 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

24.0 MONITORING COMPLIANCE
Pressure ulcers and skin care will be added to the Physical Health Governance
Group 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).
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.
Trajectories for improvement will be identified and agreed annually with the
Deputy Chief Nurse-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.
25.0 CONSULTATION
All care delivery services and services which deal with a greater incidence of
pressure and moisture associated injuries within their clinical settings will be invited
to participate in the consultation of this policy via representative membership of the
SPFT Physical Health Governance Group.
26.0 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.
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27.0 EQUALITY IMPACT ASSESSMENT
This will be completed and submitted as per the requirements of the SPFT
Professional Policy Forum, and will be accessible from the Trust Intranet
policy section on SUSI:
https://policies.sussexpartnership.nhs.uk/
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Appendix 1- Pressure Ulcer Reporting Guidance
Grade
Ulysses Report
Other Actions

1
2
3

4





No

Yes – complete Ulysses incident
report within 24hrs to include grade
of PU & NHS Number



Report to Nurse-in-Charge/Team
Leader



Review & update care plan



Review daily



Report to Nurse-in-Charge/Team
Leader



Review & update care plan



Review daily



Report to Nurse-in-Charge/Team
Leader



Review & update care plan



Refer to PH Team/ Tissue Viability
Nurse



Yes – complete Ulysses incident
report within 24hrs to include grade
of PU & NHS Number



Escalate as a Serious Incident if
pressure ulcer developed whilst
underthe care of SPFT



Conduct a Root Cause Analysis
(RCA)



Review daily



Safeguarding alert must be
considered



Yes – complete Ulysses incident
report within 24hrs to include grade
of PU & NHS Number



Report to Nurse-in-Charge/Team
Leader

Escalate as a Serious Incident if
pressure ulcer developed whilst
underthe care of SPFT





Review & update care plan



Refer to PH Team/ Tissue Viability
Nurse



Conduct a Root Cause Analysis
(RCA)



Review daily



Safeguarding alert must be
considered

Yes – complete Ulysses incident
report within 24hrs to include grade
of PU & NHS Number



Report to Nurse-in-Charge/Team
Leader



Review & update care plan



Review daily



Report to Nurse-in-Charge/Team
Leader



Review & update care plan



Review daily



Report to Nurse-in-Charge/Team
Leader



Review & update care plan



Review daily



Report to Nurse-in-Charge/Team
Leader



Review & update care plan



Review daily

Deep
Tissue
Injury
(DTI)



Unstageabl
e



Moisture
associated
skindamage
(MASD)



Combined
pressure
ulcerand
MASD



Yes – complete Ulysses incident
report within 24hrs to include grade
of PU & NHS Number

Yes – complete Ulysses incident
report within 24hrs to include
grade/ category & NHS Number

Yes – complete Ulysses incident
report within 24hrs to include grade
of PU/ category & NHSNumber
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Pressure Ulcer
onAdmission
(POA)

Device
Related
Pressure
Ulcer





Yes – complete Ulysses incident
report within 24hrs for category 2
and above &ensure detailed as a
POA & include NHS Number



Report to Nurse-in-Charge/Team
Leader



Review & update care plan



Review daily

Yes – complete Ulysses incident
report within 24hrs to include grade
of PU & NHS Number and record
as device related



Report to Nurse-in-Charge/Team
Leader



Review & update care plan



Review daily
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Appendix 2- Pressure Ulcer Safeguarding Triggers
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

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?

Possibly NOT
Safeguarding
at this stage

Stage 2 pressure ulcer or
below – care plan required
Has capacity and declined
treatment
Capacity assessment is
recorded.

Possibly
Safeguarding

Definitely
Safeguarding

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

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.

SAFEGUARDING

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.

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

NOT SAFEGUARDING

If 2 or more of the above

Assessed as NOT having
capacity and treatment
NOT provided

Evidence demonstrates
this is a pattern or trend.

apply - SAFEGUARDING

Always clearly record decision (and rationale) in the patient’s case notes on the
Care Notes system.
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Appendix 3- PRESSURE ULCER GRADING
Adaptation of the European Pressure Ulcer Advisory Panel (EPUAP) Pressure
Ulcer Classification Tool

Early warning sign - Blanching erythema

Areas of discoloured tissue that blanch when fingertip pressure is applied and the colour recovers when
pressure released, indicating damage is starting to occur but can be reversed. On darkly pigmented skin
blanching does not occur and changes to colour, temperature and texture of skin are the main
indicators.

Grade 1 - Non Blanchable
Erythema

Intact skin with non-blanchable
redness, usually over a bony
prominence.
Darker skin tones may not have
visible blanching but the colour
may differ from the surrounding
area. The affected area may be
painful, firmer, softer, warmer or
cooler than the surrounding
tissue

Grade 2 - Partial thickness
skin loss

Loss of the epidermis/dermis
presenting as a shallow open
ulcer with a red/pink wound bed
without slough or bruising.*
May also present as an intact or
open/ruptured blister.

Grade 3 - Full thickness skin
loss

Subcutaneous fat may be visible
but bone, tendon or muscle is not
visible or palpable.
Slough may be present but does
not obscure the depth of tissue
loss. May include undermining or
tunnelling. **

Grade 4 - Full Thickness
Tissue Loss

Extensive destruction with
exposed or palpable bone,
tendon or muscle. Slough may be
present but does not obscure the
depth of tissue loss. Often
includes undermining or
tunnelling. **
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Suspected Deep Tissue
Injury:

Epidermis will be intact but the
affected area can appear purple
or maroon or be a blood-filled
blister over a dark wound bed.
Over time this skin will degrade
and develop into deeper tissue
loss.
Once grade can be established
this must be documented.

Ungradable:

Full thickness skin / tissue loss
where the depth of the ulcer is
completely obscured by slough
and / or necrotic tissue. Until
enough slough and necrotic
tissue is removed to expose the
base of the wound the true depth
cannot be determined. It may be
a Grade 3 or 4 once debrided.
Once grade can be established
this must be documented.

Combination Lesions:
These are lesions where a combination of pressure and moisture contribute to the tissue
breakdown.They still need to be graded as pressure damage as above but awareness of other
causes and treatments is needed.

*Bruising can indicate deep tissue injury
**The depth of a Grade 3 or 4 pressure ulcer varies by anatomical location. Areas such as the bridge of the nose,
ears, occiput and malleolus do not have fatty tissue so the depth of these ulcers may be shallow. In contrast areas
which have excess fatty tissue can develop deep Grade 3 pressure ulcers where bone, tendon, muscle is not
directly visible or palpable.

Ref: European Pressure Ulcer Advisory Panel and National Pressure Ulcer Advisory Panel. (2009) Prevention and
treatment of pressure ulcers: quick reference guide. National Pressure Ulcer Advisory Panel, Washington DC
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Appendix 4- Excoriation and Moisture Related Skin Damage Tool
Excoriation & Moisture Related Skin Damage Tool

Skin damage due to problems with moisture can present in a number of different ways. This
tool aims to help you identify the cause to aid in decision making for treatments. Moisture may
be present on the skin due to incontinence (urinary and faecal), perspiration, wound exudate or
other body fluids.
Lesions caused by moisture alone should not be classified as pressure ulcers.

Combination Lesions:

These are lesions where a combination
of pressure and moisture contribute to
the tissue breakdown. They still need to
be graded as pressure damage but
awareness of other causes and
treatments is needed.
See Pressure Ulcer Grading Tool

Incontinence Related Dermatitis
(IRD)

Moisture Lesions: Skin damage due to exposure

Moderate
Erythema
with less
than 50%
broken
skin.
Oozing
and/or
bleeding
may be
present.

Shape
Diffuse often
multiple
lesions.
May be
‘copy’, ‘mirror’
or ’kissing’
lesion on
adjacent
buttock or
anal-cleft.
Linear

Mild
Erythema
(redness)
of skin
only. No
broken
areas
present.

to urine, faeces or other body fluids

Location:
Located in
peri-anal,
gluteal, cleft,
groin or
buttock area.
Not usually
over a bony
prominence.

35

Severe
Erythema
with more
than 50%
broken
skin.
Oozing
and/or
bleeding
may be
present.

Treatment:
Prevention/Mild IRD:
Cleanse skin e.g. foam cleanser or
pH balanced product. Apply
Moisturiser +/or skin protectant e.g.
barrier cream/film which does not
affect absorbency of continence
products.
Moderate-Severe IRD:
Cleanse skin e.g. foam cleanser or
pH balanced product. Apply
liquid/spray skin protectant, OR
barrier preparation, if no
improvement, refer to local
guidelines or seek specialist advice.
NB:
Observe for signs of skin infection,
e.g. candidiasis, and treat
accordingly (do not use barrier films
as this will reduce effectiveness of
treatment).

Edges
Diffuse
irregular
edges.

Necrosis
No necrosis
or slough.
May develop
slough if
infection
present.
Depth
Superficial
partial
thickness skin
loss.
Can enlarge
or deepen if
infection
present.
Colour
Colour of
redness may
not be
uniform. May
have pink or
white
surrounding
skin
(maceration).
Peri-anal
redness may
be present.

Adapted from the Scottish Excoriation & Moisture Related Skin damage Tool, (2014)
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Appendix 5- Incontinence Product Selection
There is an extensive range of incontinence pads available. The following principles can be
applied to use of all pads and, if followed, optimum performance from the pads will be achieved.
PAD SELECTION – all bladder and bowel problems are individual
Incontinence pads should be selected based upon individual symptoms, specifically to meet
patient needs. You need to consider how often leakage occurs, volume of urine lost, toilet
access etc., level of independence or dependence of care.
Bowel Incontinence – no pad absorbs faeces / stool / faecal matter but can help to
contain faeces.
STORAGE – store in a dry place such as a chest of drawers or wardrobe.
Do not store pads in a bathroom or cellar as the dampness will affect the overall
absorbency of the product leading to potential leakage, loss of dignity and skin related
problems.
Pads can be removed from the packaging into a drawer, for example, up to 24 hoursprior to
use to aid activation of the fibres responsible for absorbing urine. Most pads are vacuum
packed so it is good to let them ‘breathe’ prior to application to aid comfort.

FITTING – the pads should be fitted as per manufacturer’s instructions, hereare
further hints and tips to aid fitting:

•

If the pad has an adhesive strip these should be worn in close fitting underwear,
e.g. Sloggi pants, with the strip removed and the pad attached to the gusset area
of the pants.

•

If the pad does not have an adhesive strip these should be worn with closefitting
underwear, as described above, or with fixation pants that can be sourced from all
pad companies.

Underwear is important if pads are worn as a two-piece system. If the pad is not held
in place effectively, there will be leakage and the pad will not hold theamount of urine
it should.
For all in one products that fasten with side tabs, these must be selected based upon hip
and waist measurements as they should fit like a pair of pants. These are suitable if a two-
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piece system has failed- for example, if an individual removes pad.

If the product fits at the waist but appears to leak from the leg area due to thin legs, for
example, then fixation pants can be worn over the product to aid a better fit closerto the body
to reduce leakage.
If more absorbency is needed it is worth considering looking for an alternativestyle of
pad as going up a size to gain absorbency does not work. Leakage and poor fitting
will occur.
Most pads, with the exception of bedsheets, are body worn and therefore should beworn
with close fitting underwear. Pads should not be placed under an individual a bed or chair
as this will result in leakage and will not provide effective protection.
BEFORE fitting any pad fold it lengthways, as this aids close fitting to the body promoting
better absorption of urine and containment of faeces whilst activating anti-leak cuffs, if
present.
WETNESS INDICATOR – if present, this will be visible on the outside of the pad, and
should be used as a guide to assist with changing a pad when it is near to its absorbency
capacity. Refer to the individual manufacturer guidelines to assist with this.
Bowel Incontinence: if a pad is soiled or contains faecal matter the pad should be
removed as soon as possible and skin hygiene attended to immediately.
CREAMS – should be avoided when pads are worn as much as possible.
Only prescribed creams should be used in the affected area and applied in a very thin layer.
Water based creams should be used not oil based as these can greatly interfere with the
absorbency of the pads by clogging the pores that assist absorption of urine.
Do not use talc as this clogs the pad.
If all of the above good practice has been followed and the pad is leaking, or you
observe any skin related issue, please consult with the SPFT Physical Health Team
for further support. PhysicalHealthInfectionControl@sussexpartnership.nhs.uk
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Appendix 6- Flow chart for the prevention & treatment of Pressure Ulcers
Assess risk. WATERLOW Risk factors include:
Within 24 hours
perform initial risk
assessment in first
episode of care
No wound /
Prevention








pressure - posture - shearing – friction
cognition, psychosocial status
previous pressure damage
extremes of age
nutrition and hydration status
moisture to the skin

RECORD – Document the
assessment or risk, noting all
relevant factors

Prevention

ASSESSMENT OF PRESSURE ULCER
COMPLETE
 Wound Assessment Sheet
 Document all pressure ulcers Criteria 2 and
above locally as a clinical incident
 Pressure ulcers should not be reverse
graded.
 Photography and /or tracings (calibrated with
a ruler)

All patients with an identified risk of pressure injury must be provided with a
pressure relieving surface (mattress, cushion, heel boot etc.)
Mobilising, positioning and repositioning interventions for all patients (including
those in beds, chairs and wheel-chair users). Acceptability to the patient should be
considered
• All patients with pressure ulcers should actively mobilise, change theirposition
or be re-positioned frequently
• Minimise pressure on bony prominences and avoid positioning onpressure
ulcer if present.
• Consider whether sitting time should be restricted to less than 2 hours per
session
• Utilising turn chart and 30% tilt and the use of cushions

Nutrition

Provide nutritional support to patients with an identified deficiency. Decisions about
nutritional support/ supplementation should be based on:
nutritional assessment using a recognised tool (for example
Malnutrition Universal Screening Tool [MUST])
general health status
patient preference
expert input (dietician/specialists)

Reassessment
Ensure initial and
ongoing pressure
ulcer assessment
Reassess
frequently (at least
weekly or as
advised by PH
Team/ TVN)

No improvement
or deterioration

Refer
to PH
Team
or
TVN

Treatment of pressure ulcers
Choose dressings/topical agent or method of debridement or adjunct therapy based on:

ulcer assessment & general skin assessment

treatment objective

characteristic of dressing/technique - previous positive effect of dressing/technique

manufacturer’s indications for use and contraindications

risk of adverse events

patient preference

dressings as prescribed by Dr/TV/District Nurse

Consider preventative measures shown in prevention box


As a minimum provision, patients with a grade 3-4 pressure ulcer should have a high
specification foam mattress with an alternating pressure overlay or cushion



Create an optimum wound healing environment using modern dressings (for example
hydrocollolids, hydrogels, foam films, alginates, soft silicones)



Consider antimicrobial therapy, the presence of systemic and/or local clinical signs of
infection
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Appendix 7- Wound Assessment and Evaluation Form

Patient Name
NHS Number
Name of Assessor
Mark location with an X and number each wound
Body Diagram

Date of Initial
Assessment
Team

D.O.B

Feet Diagram
Right

Left

Type of Wounds
Traumatic Wound
Foot Ulcer
Surgical Wound
Burn / Scald
Fungating Lesion
Lower Limb Wound – Consider Leg Ulcer Care Pathway
Pressure Ulcer – Consider completing Waterlow Assessment Tool
Other How the wound developed:
Duration of wound:
Factors which could delay healing:(Please circle relevant box)
Poor Nutrition Status
Y N Diabetes
Y N Anaemia
Obesity
Y N Immobility
Y N Smoking
Circulatory Disease
Y N Allergies
Y N Oedema

Y N Low Serum Albumin
Y N Incontinence
Y N Chemotherapy

Y
Y
Y

N
N
N

Significant Medical History
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Significant Medication / Allergies

Using the Wound Exudate Continuum
1.1

Volume

Viscosity

High
5

Medium
3

Low
1

High
5

10

8

6

2 – 4 = Low Exudate

Medium
3

8

6

4

8 - 10 =High Exudate

Low
1

6

4

2

6 =

Medium Exudate

When reviewing the wound, the exudate on the dressing and present in the wound should be assessed. Any
wound assessed as having both high viscosity and high volume of wound exudate would score a full 10 points
and be regarded as giving serious concern. It is likely that there may be spreading infection.
Any wound scoring 6 points would be regarded as requiring regular review. It may be that this finding is
entirely consistent with the treatment applied e.g. the liquefying of wound slough. The wound may previously
have scored higher and as such a score of 6 would indicate an improvement. Where a woundpreviously scored
as 2-4 points and then increases to 6 points may be showing early signs of Critical Colonisation or the
development of outright infection and should be treated appropriately.
2 Using the Wound Infection Continuum
The Wound Infection Continuum is a simple slidingscale
which can be used as an aid to clinical decision-making
regarding the level of bacterial colonisation of a wound.
The four key levels are:
Colonisation
The normal state for a wound healing by secondary
intention. A reduction in the wound
size over a two-week period would suggest
an acceptable level of colonisation.
Critical Colonisation
Characterised by delayed healing, with the possible
Colonisation
Critical Colonisation
Local Infection
Spreading Infection
presence of malodour and increased exudateproduction.
However, the wound does not present as if locally infected.
Local Infection
Presents with similar symptoms to spreading infection but is localised to the wound andshows no signs of spreading.
Spreading Infection
Characterised by Spreading redness > 2cm from wound margins, High exudate levels, pain, malodour,heat.
This is the most severe and can be life-threatening.
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3

Pain analogue scale
0 = No pain / 1- 2 = Mild pain /3 - 4 = Moderate pain / 5 - 6 = Severe pain
/7 - 8 = Very severe pain / 9 - 10 = Worst pain ever
0
Day

D

Night

N

1–2

3–4

5–6

7–8

9 – 10

Constant

Intermittent

At dressing change D/C

Please record the highest score on assessment template.
If the pain score is above 4 consider undertaking a more comprehensive assessment using the Abbey Pain Scale on
Care Notes (under PH tab).

Patient Name
CIS Number

Date of Initial Assessment

D.O.B

Date of Assessment
Number of wound
Pain / Analgesia
Pain Score D / N / DC
Analgesia prescribed?
Tissue type on wound bed
%
%
%
%
Necrotic Black
Slough Yellow
%
%
%
%
%
%
%
%
Granulation Red
Epithelialisation
%
%
%
%
Other
%
%
%
%
Wound Dimensions – Always calculate wound size - Width = West to East / Length = North to South
Widest Width
Longest Length
Deepest Depth
Undermining / Sinus
Wound progressing?
Y / N / Static
Y / N / Static Y / N / Static
Y / N / Static
Photograph / Traced
P/ T
P/ T
P/ T
P/ T
Consent obtained?
Wound exudate level / type
Continuum score
Serous
Haemoserous
(bloodstained)
Purulent
Peri – wound skin
Macerated
Dry
Oedematous
Erythema
Excoriated
Healthy
Eczema Wet/Dry
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Signs of infection
Increased size
Increased pain
Increased exudate
Increased odour
Cellulitis
Friable Bleeding
Treatment
Irrigation / Other
Topical application
Primary dressing
Secondary dressing
Frequency
Signature
Progress / Comments –Please date and sign
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Appendix 8- Daily Repositioning & Skin Inspection Chart
Surname
Forenames
CIS No
DOB

Date

• Inspect skin at every positional change and document below
• Encourage patients/clients to reposition/mobilise where possible
• Reposition the patient/client to reduce the risk of further damage, e.g. using the 30-degree tilt
• Use manual handling aids to minimise risk of friction and shear e.g. glide sheets
• Patients/clients on any form of pressure redistribution equipment still require skin inspection and regular repositioning
• Provide suitable seating including pressure redistribution cushions as required
• Acutely ill patients/clients should be seated for no longer than 2 hours and returned to bed (side lying or 30-degree tilt)
for no less than 1 hour
Time

Repositioning
(Use Codes)

From

Skin Inspection
Comments

Action Taken

Signature or Initials

To

Codes: L = left, R = right, B = back, P = prone (front), M = mobilised, S = seated

08.00

L

S

Left Hip Non- Blanching

Reassess at next positional change

JK
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Time

Repositioning
(Use Codes)
From
To

Skin Inspection
Comments

Action Taken

Signature or Initials

Codes: L = left, R = right, B = back, P = prone (front), M = mobilised, S = seated
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Appendix 9-COMFORT ROUNDS
First Name:

Surname:

CIS No:

Ward:

I have discussed comfort rounds with the patient and we have agreed that today I will visit every 1 or 2 hours. (Please circle) If you are unable to discuss
this with the patient you MUST assess hourly. We have agreed that I will / will not wake the patient if asleep.
Nurse Signature:
Add
specific
time please

NEWs/
Enhanced Obs -please
record time and level

Date:
Discuss comfort e.g.
pillows/repositioning/pres
sure areas/mouth care

Offer toilet facility e.g.
bed/commode?

Time:
Pad changed?
Y/N
Wet/soiled?

Ask if in pain
and if yes –
take action

Offer food
or drinkrecord on
intake
chart

Is there
anything
else I can
do for you?

Sign
Below for all actions
Completed/offered
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Add
specific
time please

NEWs/
Enhanced Obs -please
record time and level

Discuss comfort e.g.
pillows/repositioning/pres
sure areas/mouth care

Offer toilet facility e.g.
bed/commode?

Pad changed?
Y/N
Wet/soiled?

Ask if in pain
and if yes –
take action

Offer food
or drinkrecord on
intake
chart

Is there
anything
else I can
do for you?

Sign
Below for all actions
Completed/offered
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