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1. Introduction
Although pressure ulcers are often regarded as a failure of nursing care, investigation and
research have shown many factors are involved:




The availability of resources, particularly aids and equipment.
The knowledge base & competency of practitioners.
The existence of policies and procedures to meet appropriate achievable standards.

Research studies are limited within the speciality of Tissue Viability, therefore, the
information contained within this policy has been based on guidelines from the European
Pressure Advisory Panel (E.P.U.A.P) (1998, 2003, 2009 and 2014), Royal College of
Nursing (R.C.N) (2003) and National Institute for Clinical Effectiveness (N.I.C.E) (2003,
2005, 2014). These bodies have undertaken systematic reviews of evidence and have
subsequently graded this information according to their scientific base. Therefore, the
information contained within this document reflects the best available evidence and
provides a foundation for best practice.
The policy information also intends to reflect the latest Department of Health Quality
initiatives (High Impact Actions – Skin Matters, 2009 and Energising for Excellence, 2010)
and reduce pressure ulcer incidence and render deep tissue injury pressure ulcers as
“Never Events”. In other words, eliminate all avoidable hospital acquired pressure ulcers
and provide the relief of persons suffering from pressure ulcers using the recommended
evidence-linked standards. The nurse sensitive indicators (2010), indicates a target
reduction of 80% for hospital acquired avoidable pressure ulcers and 30% for community
acquired avoidable pressure ulcers.
1.2 Scope of the Policy
The policy includes all patients. It applies to all multidisciplinary healthcare
professionals in the Hospital environment who are involved in caring for patients who
are risk of or who have pressure damage.
It is referred to as soon as a patient is admitted, and must be used in conjunction with
other related policies in order to ensure a holistic and comprehensive approach to
care.
1.3 Definitions Used
Pressure ulcer

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. A number of
contributing or confounding factors are also associated
with pressure ulcers; the significance of these factors has
yet to be elucidated (EPUAP, 2010)

Avoidable Pressure
Ulcer

The person receiving care developed a pressure
ulcer and the provider of care did not do one of the
following: evaluate the person’s clinical condition
and pressure ulcer risk factors; plan and implement
interventions that are consistent with the persons
needs and goals, and recognised standards of
practice; monitor and evaluate the impact of the
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interventions;
appropriate.
Unavoidable Pressure
Ulcer

or

revise

the

interventions

as

The individual developed a pressure ulcer even though
the individuals condition and pressure ulcer risk had been
evaluated; goals and recognised standards of practice
that are consistent with individual needs has been
implemented; the impact of these interventions had been
monitored, evaluated and recorded; and the approaches
had revised as appropriate.
Critical illness with haemodynamic or spinal instability
may preclude turning or repositioning and lead to
unavoidable pressure ulcers.
Patients who refuse to be repositioned or to maintain a
position change may also develop unavoidable pressure
ulcers. This also applies to patients who have mental
capacity and have refused assessment and / or have not
complied with the agreed plan of care.
Patients following the optimising care at end of life
documentation or 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.
Unavoidable damage is also possible where the patient
has not previously been seen by a health care
professional.
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, for example unexpected collapse; drug misuse;
alcohol misuse (BHTVNF Draft 2 based on NPUAP 2009)
The agreement that a grade 3 or 4 pressure ulcer
was unavoidable will be determined through the SI /
RCA process, and signed off by the organisations
Director of Nursing or equivalent. This will then be
ratified by the cluster Director of Nursing prior to
submission to the SHA.

Inherited pressure ulcer

Acquired pressure ulcer
Prevalence
WAHT-CG-087

A pressure ulcer that is identified on hospital admission or
admission to a community nurse caseload.
A pressure ulcer that develops or deteriorates whilst on a
provider service caseload or hospital admission.
The total number of individuals who have pressure ulcers
at a particular time. Provides a “snapshot”
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A cumulative process that determines the number of
people who develop pressure damage over a specified
period of time

Incidence

Root cause analysis

Method that is used to address a problem or nonconformance, in order to get to the “root cause” of the
problem. It is used so we can correct or eliminate the
cause, and prevent the problem from recurring.
Commission for Quality and Innovation framework commissioners establish requirements for evidence of
local quality improvements delivered by providers

CQUIN

QIPP

Improving quality and productivity through innovation and
prevention

Pressure redistributing

Reduce magnitude and/or duration of pressure and shear

Pressure reducing

Decrease peak interface pressures by increasing contact
area

Pressure relieving

Effective
removal
of
inflation/deflation of surface

Microclimate

Skin surface or tissue temperature and humidity or skin
surface moisture at the body–support surface interface

interface

pressure

by

Refers to the ability of a support surface to allow a patient
to sink into it. As the body sinks in, more of the body
comes into contact with the support surface, redistributing
the patient's weight over a larger area and reducing
pressure.

Immersion

Envelopment

Refers to how well a support surface moulds to body
contours and accommodates irregular areas (such as
folds in clothing or bedding)

Safeguarding

Following the enactment of the Care Act 2014 grade 3
and grade 4 pressure ulcers do not automatically meet
the criteria for being a safeguarding concern. When
considering whether a concern meets the threshold to
be addressed as a safeguarding issue under Section
42 of the Care Act 2014, then you need to consider
whether the situation meets each point in the three
stage test. See trust Policy for Safeguarding Adults for
more details.

Serious incidents

All community or hospital acquired pressure ulcers grade
3 and 4 are classed as a serious incident which are
reported on STEISS by the commissioning organisation
and investigated with a route cause analysis (RCA).
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1.4 Accountabilities / Responsibilities
All Trust healthcare professionals have a duty of care to ensure patients receive
appropriate cost-effective care, which encompasses systematic, holistic assessment,
treatment and evaluation of care provided. Resources must be provided in a timely
manner following discussion with the appropriate general manager.
Matrons will ensure concordance with the policy and guidelines as part of their quality
audit.
The Deputy Director of Nursing is responsible to ensure that the policy is
implemented in a consistent manner across their areas.
The Trust Board are responsible for monitoring the policy. The Lead Nurse for Tissue
Viability will provide the Trust Board with audit information to assist with this process.
The Tissue Viability Team will ensure the pressure ulcer policy and guidelines are
current and reflect the latest evidence-linked practice
1.5 Policy Detail
Trust wide incidence rates will be reported monthly to Matrons and the Deputy
Director of Nursing.
All nursing staff will be provided with opportunities for training and education in the
prevention and management of pressure ulcers.
All patients will have a skin assessment within ½ an hour of admission or transfer
and a pressure ulcer risk assessment within 4 hours of admission or transfer.
Patients who are transferred from theatre will have the same assessments completed
in the same time frame. Those patients identified as being at risk will have an
appropriate, individualised plan of care developed and implemented based on the
information provided in Attachment 1.
Exclusions to the above include patients who are expected to die within 24 hours,
maternity patients, outpatients, walk in centre, access patients, paediatrics with no
complex needs department
All patients who have a Waterlow score of 10 and above with reduced mobility trigger
for the pressure ulcer care package. Self care must be promoted where possible.
The patient/ carer must be given the patient advice leaflet and prevention strategies
must be discussed (Appendix 16). Ensure relevant carers are kept informed of any
signs of deterioration with the consent of the patient.
Those patients identified as being at risk will have the pressure ulcer care package
implemented and will have an appropriate, individualised plan of care or
management plan developed. The SSKIN bundle (Appendix 6) will be used to assist
in assessing and monitoring the patient’s condition. Patients pressure ulcer
prevention care will reflect that outlined in the “Essence of Care” (Department of
Health, 2010), “Pressure Ulcer Risk Assessment and Prevention. This includes the
use of pressure-relieving devices (beds, mattresses and overlays) for the prevention
WAHT-CG-087
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of pressure ulcers in primary and secondary care” (N.I.C.E, 2003, 2014) and
guidelines issued by the European Pressure ulcer Advisory Panel (2009, 2010,
2014). Each time a pressure ulcer risk assessment is completed the devices must be
reviewed and changed as appropriate. Ensure seating position (TVS 2008),
footwear, foot position are assessed and advise foot exercises when appropriate. If
heel troughs are used check position of leg and review at least every 2 hours, but be
aware these devices are not suitable for all patients. Aids such as water-filled gloves,
synthetic sheepskins and doughnut devices must not be used [N.I.C.E, 2003, 2014].
Patients using splints and anti-embolitic hosiery must have their related pressure
areas checked every 4 hours. All patients must be repositioned at least every 2
hours.
The change of position must be recorded by Nurses, HCAs or Allied Health
Professionals on the Care and Comfort round or repositioning chart. The position
must be stated. Patients at risk of pressure ulcers must not be sat out for more than 2
hourly intervals & patients with pressure ulcers must not be seated longer than 1
hour. In some situations bed rest may be necessary until healing has taken place.
Exclusions for frequent repositioning are: if the patient’s condition is critical and
deemed unsafe to move, spinal instability, haemodynamic and patients on the
optimising care at end of life documentation and are deemed too ill and may not
tolerate repositioning as frequently as their skin may require. The 30 degree tilt may
be suitable for these types of patients (Young 2004). An assessment of nutritional
status must be undertaken using the Trust agreed nutritional screening process and
appropriate nutritional support implemented.
Non-compliant patients must be risk assessed and escalated to the Ward Manager
and Matron
Pressure ulcers will be categorised using the adapted EPUAP/NPUAP (2009, 2014)
grading system and photographed with consent. Moisture lesions or incontinence
associated dermatitis will not be categorised as pressure damage (Appendix 10).
All patients with any category of pressure ulcer, both hospital acquired and inherited,
will be reported through the clinical incident process (datix). If a patient is transferred
to another ward, the nurse will check this documentation has been completed.
All patients with category 2, 3 or 4 hospital acquired pressure ulcers and patients with
any category of hospital acquired pressure damage in obstetrics, paediatrics or
neonatal will have a root cause analysis (RCA) (Appendix 14) completed. The RCAs
will be attached to the corresponding datix clinical incident.
All confirmed hospital acquired category 3 and 4 pressure ulcers will be reported by
the Clinical Governance Team on STEIS. A concise investigation will take place and
this will be discussed with the Director of Nursing, Deputy Director of Nursing, Head
Nurse, Matron, Ward manager and Tissue Viability. Matrons will ensure the RCAs
actions and lessons learnt will be disseminated and implemented by the clinical
setting where the pressure ulcer developed.

Patients with category 3 or 4 pressure ulcers, both inherited and hospital acquired,
who the registered nurse has concerns that the threshold for safeguarding section 42
enquiry is reached should be reported to the safeguarding adults team in the
appropriate local authority. Information must include the category of pressure
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damage, anatomical location, whether the lesion was inherited or hospital acquired,
where the patient was admitted from and indications of any mitigating circumstances.
Any patient with a deteriorating hospital-acquired pressure ulcer will have a further
clinical incident completed.
All patients with hospital-acquired category 2, 3 and 4 pressure ulcers must be
referred to Tissue Viability.
There will be protocols and systems in place to ensure effective decontamination,
maintenance, allocation and installation of pressure redistributing equipment.
Skin Matters group will meet monthly and The Tissue Viability Link Nurses will meet
three times a year to ensure effective communication across the Trust, share good
practice and ensure that a seamless approach to care continues.
The content of the policy has no adverse impact on equality and diversity.
The policy was reviewed to ascertain if there would be any increased financial
expenditure as a result of its implementation. There are some potential sources of
increase based on increased documentation, although this will be short-lived with the
advent of electronic records. Furthermore, as identified in the Business Case and
Tender document for Specialised Mattress and Beds, the use of contracted
equipment has risen due to unavailability of Trust and PFI-owned through systems
failing and being and condemned. This equipment was no longer financially viable to
repair and would have led to increased expenditure on this equipment.
Pressure reducing support surfaces used within the Trust will reflect the qualities
outlined in the EPUAP guidelines (2009, 2010, 2014) in ensuring good immersion,
envelopment and an optimal micro-climate for patients to help prevent pressure
ulceration. The higher specification systems used for patients who are identified as
being high or very high at risk of pressure damage will be implemented within 2.5
hours of the patient receiving the pressure ulcer risk assessment..
1.6 Contribution List
This key document has been circulated to the following individuals for consultation;
Name
Lindsey Webb
David Shakespeare
Lisa Miruszenko
Ann Carey
Sarah King
Carole Brooks
Patti Paine
Susan Aston
Denise Curson
Brenda Smith
Christine Mitchell
Isla Brown
Surjit Bhogal
Jennifer Garside
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Designation
Chief of Nursing
Associate Chief of Nursing for Infection
Prevention and Control
Deputy Director of Nursing
Divisional Director of Nursing
Divisional Director of Nursing
Divisional Director of Nursing
Divisional Director of Nursing
Clinical Governance Lead
Clinical Governance Lead
Clinical Governance Lead
Clinical Governance Lead
Clinical Governance Lead
Business Intelligence Consultant
End of Life Facilitator
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Justin King
Suzanne Hardy

Clinical Governance
Safeguarding Adults Lead Nurse

This key document has been circulated to the chair(s) of the following
committee’s/groups for comments;
Committee/Group
SKIN Matters
Clinical Policies Group
1.7 Approval process
The policy was ratified by the rapid Spread group for Pressure Ulcers and ratification
process has been completed and found in Appendix 2

1.8 Implementation arrangements
An implementation plan has been completed and is found in Appendix 3.
1.9 Dissemination process
The Lead for Tissue Viability will oversee the effective communication of the
approved policy to all relevant staff. This includes highlighting policy and it’s
information at training sessions. See Appendix 3 for the process of dissemination.
The policy is accessible via the policy link on the Trust Intranet
Staff may print key documents at need but must be aware that these are only valid
on the day of printing and must refer to the Intranet for the latest version. Hard copies
must not be stored for local use as this undermines the effectiveness of an intranet
based system.
Individual members of staff have a responsibility to ensure they are familiar with all
key documents that impinge on their work and will ensure that they are working with
the current version of a key document. Therefore, the Intranet must be the first place
that staff look for a key document.
Line managers are responsible for ensuring that a system is in place for their area of
responsibility that keeps staff up to date with new key documents and policy
changes.
The policy will be discussed at key meetings. The Deputy Director of Nursing,
Matrons and Ward Managers will be sent a copy of the policy electronically. They will
disseminate this information to ward and department staff.
Tissue Viability Link Nurses will have an active role in the implementation of the
policy. They will assist with monitoring practice and disseminating information, which
will be a two-way process.
Tissue Viability report will be sent to Matrons via the Deputy Nurse Director, which
will highlight the implementation of the policy
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1.10. Training and Awareness
The Tissue Viability team will provide a range of training and educational
opportunities for all health care professionals.
Training needs analysis will be undertaken and questionnaires sent to a random
selection of ward staff from each clinical area. This information will provide a
framework for the educational sessions provided.
Nursing and midwifery personnel must attend an update on pressure ulcer prevention
and management every 2 years, as changes are occurring within this speciality as a
result of ongoing research. This training will underpin the implementation of the
policy.
Training is available on: Pathology and aetiology of pressure ulcers
Pressure ulcer risk assessment
Pressure ulcer categorisation
Prevention and management strategies
Use and selection of pressure re-distributing support surfaces
Wound management
Clinicians must accept accountability for maintaining their competence through
regular clinical experience and supporting theoretical knowledge [NMC2001]. A
competency framework can be found in Appendix 12.
There are also accredited Tissue Viability Courses available through Worcester
University if this identified as a requirement through individuals development reviews.
Educational needs of the Tissue Viability Link Nurses will be established and training
provided. Tissue Viability Link Nurses will disseminate information within their own
clinical area.
Advice on pressure area care and wound management is also available from the
Tissue Viability team. Prior to referring any patient, healthcare personnel should note
information outlined in the relevant Tissue Viability policies and guidelines and
consult medical notes / personnel previously caring for the patient (e.g. District
Nurse, Practice Nurse, Nursing Home, etc) about management.
The policy will be available via the Trust Intranet

1.11 Monitoring and Compliance
In order to measure the concordance with the policy, evaluate subsequent
improvements (RCN, 2003) and highlight any shortfalls various clinical audit
processes will be undertaken.
Pressure ulcer incidence will be undertaken monthly.
The National NHS Safety Thermometer (date) will be completed on a monthly basis
as per the dates identified by NHS Midlands and East & will be completed by all ward
WAHT-CG-087
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areas (except day case). This information will be sent to the NHS Midlands and East
by the dates they have requested. This information will form the National CQUIN
Internal Benchmarking (Essence of Care, 2001) will be carried out in each clinical
area on an at least an annual basis. The results will be reported to the Matron for the
area.
Key Performance Indicators include that there will be no hospital acquired category 3
and 4 pressure ulcers.
See 5.7 regarding use of root cause analysis (RCA). Trend data will be analysed
quarterly.
See 5.6 and 5.9 regarding clinical incident reporting.
Analysis of Pressure Re-Distributing Support Surface usage will provide further
information on concordance with the policy.
As the availability and use of pressure re-distributing support surfaces play an
integral part of this policy, regular audits of this equipment will be co-ordinated by the
Lead for Tissue Viability. This will enable the development of a purchasing plan for
pressure relieving and pressure reducing equipment. These surveys will be carried
out at the same time over the Trust.

1.12 Development of the Policy
The policy was developed in consultation with senior healthcare staff that are linked
to care of patients with compromised tissue viability. It intends to provide healthcare
staff with a clear framework for providing care for patients for the prevention and
management of pressure ulcers.
The policy will be reviewed every 2 years in order to ensure the information remains
evidenced-based and up-to-date.
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2. Pressure Ulcer Prevention and Management Guidelines
Pressure ulcers, (formerly referred to as pressure sores, bed sores or decubititus ulcers),
are areas of localised injury to the skin and/or underlying tissue, usually over a bony
prominence, a result of pressure, or pressure in combination with shear. A number of
contributing or confounding factors are also associated with pressure ulcers; the
significance of these factors has yet to be elucidated (EPUAP, 2010, 2014). Pressure
ulcers can develop on any area of the body, but occur mainly over bony prominences
such as the sacrum in adults or occipital area and ears in infants and children (N.I.C.E,
2005, 2014).
The guideline encompasses 6 main areas of care, which include assessment,
planning, prevention management, management of pressure damage, evaluation and
discharge/transfer of patients.
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Pressure Ulcer Prevention and Management Algorithm
Patient at risk of or presents with a pressure ulcer
Holistic assessment
(Conducted by a competent healthcare professional and recorded)

Contributory risk factors / factors
that delay healing or cause
complications

Skin assessment & Ulcer
assessment
(Supported by
tracings/photographs)

Health status (acute, chronic,
terminal)
Previous pressure ulcer history
Co-morbidity
Cognition
Sensory impairment
Conscious level
Nutritional status
Psych-social factors
Continence status
Tissue perfusion

Cause
Site/location
Dimensions of ulcer
Category (E.P.U.A.P)
Tissue type
Infection/inflammation
Exudate (type, amount, odour)
Edge of wound
Surrounding skin
Undermining/tracking (sinus,
fistula)

Prevention/treatment plan should address all aspects of assessment

Patients at risk of or who have
pressure damage should be
actively encouraged to mobilise,
change position or be repositioned frequently

Relieve the pressure

Patients at risk of pressure damage should
not sit out for intervals greater than 2 hours
(1 hour with pressure damage)

Patient management should be multi
interventional and an inter-disciplinary
team approach

Patients at risk of/who have pressure damage have
access to appropriate pressure re-distributing support
surfaces (mattresses and cushions) 24 hours a day

Pressure ulcer management
Select further treatment options
Debridement
(if not
vascularly
compromise)

Surgical
referral

Antimicrobial
therapy

Dressing
selection

Nutritional
support

Pressure ulcer prevention & management Policy & Guidelines
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therapies

Evaluate
impact of prevention/treatment
interventions by regular re-assessment
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3. Assessment
Assessment of risk is fundamental to pressure ulcer prevention (Waterlow 1988,
2005). The National Institute of Clinical Effectiveness (N.I.C.E) Guidelines (2003,
2014) recommend clinical staff should use an appropriate assessment tool to as an
adjunct to professional clinical judgement. Arblaster (1998) identifies that an
assessment tool will encompasses general prognostic and patient-specific factors
which are likely to increase a person’s susceptibility to pressure damage. A full risk
assessment will, therefore, include: General medical condition, co-morbidity, level of consciousness/cognitive
status, advanced age, systemic signs of infection, skin assessment (including
previous pressure damage), tissue perfusion, mobility/activity, posture, sensory
impairment, body temperature, skin moisture/incontinence, nutrition, psychosocial factors and pain. (Recognised pain and nutritional assessment tools
must also be used).
For patients deemed to be at risk, an initial skin assessment must be documented
within ½ hour of admission and take into account the following: 


Bony prominence (sacrum, heels, hips, ankles, elbows, occiput) to identify early
signs of pressure damage.
Identify the condition of skin – dryness, cracking, erythema, maceration,
excoriation, fragility, blanching responses, localised heat, oedema and induration
(hardness).

Registered nurses who have undergone appropriate training in pressure ulcer
prevention and management and demonstrated competence will carry out holistic
assessment (N.I.C.E, 2005, 2014).
The nurse responsible for the patient’s care will use the Waterlow Risk Assessment
Score (see Appendix 5,) to ensure the process is structured and will assess each
individual on admission to a department or ward. This includes those patients
admitted via A&E and MAU. The risk score will be calculated within 4 hours of
admission (NICE, 2005. 2014) and documented in the nursing records. The
Paediatric and Maternity departments will use pressure ulcer risk assessment tools
specific to those areas (Appendix 8 and 9). The risk assessment tool (Waterlow) will
be used as an aide memoir and will not replace clinical judgement (N.I.C.E, 2005,
2014).
The severity of pressure damage will be classified by the adapted European
Pressure Ulcer Advisory Panel (EPUAP) and National Pressure Ulcer Advisory Panel
(NPUAP) classification system (2009, 2014), which grades pressure ulcers in
categories from 1 – 4 (see Appendix 5). Pressure ulcers must not be reverse graded
(“retrograded”), that is, a category 4 pressure ulcer does not become a category 3 as
it heals. The healing ulcer will be described as a “healing category 4 pressure ulcer”.
All patients with pressure ulcers will have their pain assessed using an agreed pain
assessment tool.
The result of the Waterlow assessment and plan of care will be discussed with the
patient and those important to them, and with the multidisciplinary team. Referrals to
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other members of the multidisciplinary team will be made as appropriate in order to
promote holistic care.

4. Plan
Following the initial assessment a pressure ulcer prevention/management care plan
will be developed, documented, implemented and evaluated in the nursing records.
The plan of care will be developed in conjunction with patients and, unless
specifically excluded by the patient, their carers and relatives in order to enable them
to make informed decisions about their care (N.I.C.E, 2005, 2014).
Good
communication between healthcare professionals and patients is essential and
should be supported by the provision of evidence-based information (N.I.C.E, 2005,
2014). A patient/carer advice document is available from “Your Turn” (2006) and is
available via the Trust Intranet.

5. Management of Prevention
Effective prevention is the key to overall management of pressure damage.
Frequency of re-assessments depends on the individual patient circumstances.
However, the following information provides some guidance.
Risk Status
Low Risk
(Waterlow Score 10 or below)

At Risk
(Waterlow Score 10-14)
High Risk
(Waterlow Score 15 or above)

Action
Will be re-assessed when their condition changes
e.g. if the patient undergoes surgery or if they
deteriorate. Their pressure areas will be checked if
their condition changes as above
Will be reassessed every 3 days or as advised by
the assessing nurse. Will have their pressure areas
inspected daily to monitor skin integrity
Will be reassessed frequently, for example daily.
Will have their pressure areas observed to ensure
skin integrity during the course of every shift.

These assessments will be documented in the nursing care plan and on the
Waterlow Risk Assessment Score (Appendix 6).
Nursing staff will use the SSKIN bundle (see Appendix 6) for recording the visual
appearance and condition of pressure areas.
Nursing staff will use the Flowchart for Selecting Pressure Re-distributing Support
Surfaces (mattresses, cushions, integrated bed systems) (Appendix 7) as guidance
to ensure patients receive appropriate pressure relieving and pressure reducing
equipment. (Further specific guidelines are available in different clinical areas and
related to contracted equipment).
The following must be observed:



Healthcare personnel must ensure that the mattress implemented does not
elevate the individual to an unsafe height if bed rails are used (N.I.C.E, 2005,
2014).
Healthcare personnel must check manufacturers instructions to ensure that the
individuals are within the recommended weight range for the support system
used (N.I.C.E, 2005, 2014).
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In Paediatric areas, healthcare personnel must check manufacturers guidelines
to ensure this equipment is suitable for children (N.I.C.E, 2005, 2014).
Patients at risk of pressure damage must have access to appropriate pressure
re-distributing support surfaces 24 hours a day (N.I.C.E, 2003, 2014). This
equipment may be obtained from the equipment stores or if unavailable ad hoc
hire should be considered.
Pressure re-distributing support surfaces will be implemented within 2.5 hours of
initial pressure ulcer risk assessment after admission.
The effectiveness and use of this equipment must be reviewed regularly (at least
every 3 days). This can be determined through skin inspection, comfort, patient’s
ability and general state (N.I.C.E, 2003, 2014).
Patients must be “stepped up” or “stepped down” in accordance with changes in
their condition. This includes patients undergoing surgery, who may become
more vulnerable to pressure damage post operatively and may require
specialised support surfaces whilst undergoing surgery (N.I.C.E, 2003, 2014).
Ensure heels are free of the surface of the mattress/bed system. If heel
protection devices are used monitor the Tendon Achilles region to prevent
pressure damage in this area and ensure some flexion of the knee. Pillows may
be used under the lower limbs to ensure the heels are suspended or “floating”.
Inspect the heels regularly (EPUAP)
Aids such as water-filled gloves, synthetic sheepskins and doughnut devices
must not be used (N.I.C.E, 2003, 2014).

Patients at risk of pressure ulcers will have their seating time restricted to less than 2
hourly intervals. An appropriate pressure re-distributing support cushion will be
selected and used. When positioning patients in chairs, healthcare personnel will
take into account the patient’s distribution of weight, postural alignment and support
of feet (N.I.C.E, 2003, 2014). Foot stools should be avoided as these impair access
from the chair and can increase the risk of heel and ischial pressure damage (Tissue
Viability Society, 2008).
Patients who are at risk of pressure ulcer development will be encouraged to actively
mobilise, change their position or be repositioned (N.I.C.E, 2005, 2014).
Repositioning contributes to the individual’s comfort, dignity and functional ability and
should be undertaken in such a way to relieve or reduce pressure (EPUAP, 2009,
2014). Two-hourly repositioning will be undertaken for at risk patients, however, this
frequency may change as a result of skin assessments and individual needs,
including medical condition, comfort, the type of support surface used (N.I.C.E, 2003,
2014, EPUAP, 2009, 2014). In positioning patients, healthcare personnel will ensure
pressure on bony prominences is minimised, bony prominences are not placed in
direct contact with one another and friction and shear prevented (N.I.C.E, 2003,
2014). Avoid positioning the individual directly on to medical devices e.g. drainage
systems, catheters or on bony prominences demonstrating signs of pressure damage
(EPUAP, 2009, 2014). The 30o tilt may be used to help reduce pressure over
vulnerable areas (Appendix 13), however, there are some conditions where this is
contraindicated, such as patients with lumbar and thoracic spinal cord lesions. If
sitting in bed, avoid head-of-bed elevation and slouched position that places pressure
and shear on the sacrum and coccyx (EPUAP, 2009, 2014). A re-positioning
schedule will be devised and positioning of the patient recorded (e.g. Appendix 6
SSKIN bundle). This will be initially discussed and agreed with the patient (N.I.C.E,
2003, 2014). Moving and handling devices will be used appropriately to assist in
repositioning so as to reduce shear and friction (NICE, 2003, 2014). After repositioning, equipment such as hoist slings must not be left underneath the patient.
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Do not use massage/rub the skin for pressure ulcer prevention (EPUAP, 2009,
2014).
Patients at risk of pressure damage will receive a nutritional assessment (EPUAP,
2005, 2014). Casey (1998) identified “that malnutrition of specific nutrients can cause
wounds”. EPUAP (2003, 2014) highlight the importance of correcting protein-energy
malnutrition. Protein – energy malnutrition or particular nutrient deficiencies can
impair the healing of chronic wounds. An assessment of nutritional status must be
undertaken using the Trust agreed nutritional screening process and appropriate
nutritional support implemented. Biochemical measurements such as serum albumin,
haemoglobin and potassium will be considered as part of the assessment of the
nutritional status of the patient, although these tend to be indicators of chronic
depletion of nutrients as opposed to acute depletion. Refer each individual with
nutritional risk and pressure ulcer risk to the dietician (EPUAP, 2009, 2014). The
success of the nutritional intervention will be reviewed with ongoing regular nutritional
assessments and as advised by the Dietetics department and changes in the
patient’s health status. Other routes will be considered where normal feeding or oral
supplementation fail to resolve apparent malnutrition. Fluid intake will also be
monitored and dehydration corrected.
Patients at risk of pressure damage will receive a continence assessment. Those
patients incontinent of urine, faeces or both will receive appropriate interventions to
prevent incontinence associated dermatitis or moisture lesions. This includes the
correct/appropriate use of emollient skin cleansers, barrier products and incontinence
padding (N.I.C.E, 2005, 2014). Draw sheets and plastic sheets must not be used
(Waterlow, 1989). Incontinence associated dermatitis or moisture lesions will not be
classed as pressure damage.
Patients at risk of pressure damage who are undergoing surgery must receive
pressure area care in the operating department, including repositioning, use of
pressure redistributing aids, monitoring core temperature during surgery and
ensuring the patient is kept warm. If possible, the position adopted during surgery
should be avoided immediately post operatively to ensure effective pressure relief
(EPUAP).
Any concurrent conditions that may increase the patient’s susceptibility to pressure
damage will be addressed (N.I.C.E, 2005, 2014).

6. Management of Pressure Ulcers
Patients presenting with pressure ulcers will receive an initial and on-going holistic
assessments encompassing intrinsic and extrinsic factors (see Pressure Ulcer
Prevention and Management Algorithm, page 5) (N.I.C.E, 2005, 2014).
Any patient presenting with a pressure ulcer will have their wound assessed using
the Trust’s Wound Assessment Chart (see Wound Management Policy). Appropriate
care will be planned, implemented and evaluated according to the Trust’s Wound
Management Policy and Guidelines. The Trust Wound Management Formulary will
be used as a framework for dressing selection. This information will be recorded in
the appropriate documentation. The patient’s consent will be obtained prior to any
photographs being taken and photograph will be calibrated with a ruler (N.I.C.E,
2005, 2014). Any alterations to the care regime will be discussed with the nurse
responsible for the patients care.
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All patients with all categories of pressure ulcer, both hospital acquired and inherited
will be reported as a clinical incident (based on N.I.C.E, 2005, 2014). Those
individuals with a hospital-acquired pressure ulcer that deteriorates will be reported
as a clinical incident. All patients who develop any category of pressure ulcer in
Maternity or Paediatric areas will be reported as a clinical incident (N.I.C.E, 2005,
2014). All relevant healthcare staff will be informed if a patient has developed
pressure damage, so that this can be recorded in the medical notes and appropriate
action taken. See monitoring section of policy.
Healthcare personnel will use the Flow Chart for Selecting Pressure Re-Distributing
Support Surfaces for appropriate pressure relieving and pressure reducing
equipment allocation. The instructions on prevention denoted above on use of
pressure re-distributing support must be followed for management of pressure ulcers.
The chosen pressure redistributing support surface may need to be “stepped up” to a
more sophisticated system if there is perceived or actual deterioration of a patient’s
pressure ulcer (N.I.C.E, 2005, 2014).
The information denoted above for prevention of pressure damage regarding seating,
positioning, continence and surgery must be followed for the management of
pressure ulcers (N.I.C.E, 2005, 2014). However, patients with sacro-gluteal pressure
damage must not be sat out for any more than 60 minute intervals using the
appropriate pressure re-distributing cushion (EPUAP, 2010, 2014)
In addition to the instructions on nutrition denoted above for prevention, healthcare
personnel will refer any patient with pressure damage to the Dietician.
Any concurrent conditions that may delay healing will be addressed (N.I.C.E, 2005,
2014).
Patients will be assessed for pain using the Trust approved pain scoring system.
Pain prevention must be considered, including positioning and avoiding pressure to
the affected area. Appropriate pain relief should be given and effects monitored. The
patient must be referred to an appropriate specialist if pain cannot be controlled.
Referral for surgical interventions will be considered if there is failure of previous
conservative management interventions, the ulcer appearance (presence of
devitalised tissue) or deterioration of an ulcer to involve deeper tissues. However,
this will depend on the condition of the patient (level of anaesthetic risk), skin
condition and patient preference (N.I.C.E, 2005, 2014).

7. Evaluation
Reassessments will be made in accordance with the patient’s level of risk and as
changes occur in their condition. Please refer to “Prevention Management” for
guidance on the frequency of evaluations. Care will be changed in accordance with
the patient’s altered condition. This will be documented in the appropriate
documentation, along with any rationale for changing care.

8. Transfer of Care
The patient will be reassessed prior to discharge.
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During the process of discharging or transferring a patient, it is essential that all
relevant people are informed. This includes District Nurses, General Practitioners,
Carers and Ward Managers. It is important that contact with these personnel is timely
in order to ensure that resources are arranged and in place before discharge.
The nurse responsible for the patient’s care will ensure documentation on the history,
management and progress of treatment is sent with the patient when they are
discharged, as this will enable the next health care professional to monitor and
manage their care effectively. It is also imperative that any specialised equipment is
requested and in place prior to the patient being discharged.
When transferring a patient to other wards or departments, the nurse responsible for
the patient’s care will ensure the receiving staff are informed of any ongoing care
both verbally and by written documentation (for example, use of care plans, Appendix
15). This includes continuing with appropriate pressure ulcer prevention and
management regimes. The Waterlow score & skin assessment must be repeated by
the receiving ward (see policy section).
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9. Monitoring Tool
Page/
Section of
Key
Document

12

Key control:

Checks to be carried out to
confirm compliance with the
policy:

How
often
the
check
will
be
carried out:

Responsible
for
carrying
out the check:

Results of check reported
to:
(Responsible for also
ensuring
actions
are
developed to address
any areas of
noncompliance)

Frequency
of reporting:

WHAT?
Clinical staff must attend PU
education at least 2 yearly

HOW?
Mandatory training and other
educational events by the TV
team. Recorded on ESR
report

WHEN?
Ongoing

WHO?
Education

WHERE?
On ESR

WHEN?
Ongoing

Monthly

TV team

Monthly

13

PU incidence
monthly

Assessment

All patients will have a skin
assessment within 30 mins of
admission to the trust and the
ward
All patients will have a waterlow
completed within 4 horse of
admission to the trust and the
ward ,

PUP audits

Monthly

matrons

Matrons, Directors of
nursing,clinical goverence
leads,business
intelligence ,safeguarding,
Skin matters group .
TV team

PUP audits

Monthly

Matrons

TV team

Monthly

Patients at risk of pressure
damage will have a pUP care
plan in place

PUP audits

Monthly

Matrons

TV team

Monthly

Assessment

Plan

is

undertaken
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All documentation was correct at the time of publication however these documents are
subject to regular review and updates, therefore the below appendices are for
reference purpose only and it is the readers responsibility to source all up to date
documentation for use within the Acute Trust setting .

Appendix 1 – Checklist for review and approval of key documents
This checklist is designed to be completed whilst a key document is being developed
/ reviewed.
A completed checklist will need to be returned with the document before it can be
published on the intranet.
For documents that are being reviewed and reissued without change, this checklist
will still need to be completed, to ensure that the document is in the correct format,
has any new documentation included.
1

Type of document

Policy

2

Title of document

Pressure Ulcer Policy

3

Is this a new document?

Yes

No

x

If No, what is the reference number:
WAHT-CG-087
4

For existing documents, have
you included and completed
the key amendments box?

Yes

No
x

5

Owning department

Tissue Viability

6

Clinical lead/s

Elaine Bethell

7

Pharmacist name (required if
medication is involved)

N/A

8

Has all mandatory content
been included (see relevant
document template)

Yes

No

9

For policies and strategies,
does the document have a
completed Equality Impact
Assessment included?

Yes

No
√

10

Please describe the
consultation that has been
carried out for this document

SKIN Matters Group
Matrons

11

Please state how you want the
title of this document to
appear on the intranet, for
search purposes and which
specialty this document
relates to.

Pressure Ulcer Prevention and Management Policy
and Guidelines
Tissue Viability

Once this document has been developed and is ready for approval, send to the Clinical
Governance Department, along with this partially completed checklist, for them to check
format, mandatory content etc. Once checked, the document and checklist will be submitted
to relevant committee for approval.
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Appendix 2 - Equality Impact Assessment Tool
To be completed by the key document author and attached to key document when
submitted to the appropriate committee for consideration and approval.
Yes/No
1.

Comments

Does the policy/guidance affect one group
less or more favourably than another on the
basis of:
Race

No

Ethnic origins (including gypsies and travellers)

No

Nationality

No

Gender

No

Culture

No

Religion or belief

No

Sexual orientation including lesbian, gay and
bisexual people

No

Age

No

2.

Is there any evidence that some groups are
affected differently?

No

3.

If you have identified potential
discrimination, are any exceptions valid,
legal and/or justifiable?

NA

4.

Is the impact of the policy/guidance likely to
be negative?

No

5.

If so can the impact be avoided?

NA

6.

What alternatives are there to achieving the
policy/guidance without the impact?

NA

7.

Can we reduce the impact by taking
different action?

NA

If you have identified a potential discriminatory impact of this key document, please
refer it to Assistant Manager of Human Resources, together with any suggestions as
to the action required to avoid/reduce this impact.
For advice in respect of answering the above questions, please contact Assistant
Manager of Human Resources.
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Appendix 3
Plan for Dissemination of Key Documents
To be completed by the key document author and attached to any document which
guides practice when submitted to the appropriate committee for consideration and
approval.
Title of document:

Pressure Ulcer Policy & Guidelines

Date finalised:

June 2015

Previous document
already being
used?

Yes

Dissemination lead:
Print name and contact
details

Elaine Bethell,
Tissue Viability
Ext.33177

If yes, in what
format and where?

Pressure Ulcer Policy & Guidelines

Proposed action to
retrieve out-of-date
copies of the
document:

To remove from intranet and notify ward managers and Matrons of
action and request they disseminate this information

To be disseminated
to:

How will it be
disseminated, who
will do it and when?

Paper
or
Electronic

Matrons

Lead Nurse for Tissue
Viability after ratification
of the document

Electronic

Ward and
department
managers

Matrons after receipt of
document from Lead
Nurse for Tissue
Viability

Electronic

Ward and
department
healthcare workers

Ward / department
managers after receipt
of document from
Matrons

Electronic

Tissue Viability Link
Nurses

Lead Nurse for Tissue
Viability after ratification
of the document

Electronic

Facilities (technical
services and
estates)

Lead Nurse for Tissue
Viability after ratification
of the document

Electronic

Lead for allied
healthcare
professionals

Lead Nurse for Tissue
Viability after ratification
of the document

Electronic

Infection prevention

Lead Nurse for Tissue
Viability after ratification
of the document

Electronic
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Dissemination Record - to be used once document is approved.
Date put on register /
library of procedural
documents

Disseminated to:
(either directly or via
meetings, etc)

WAHT-CG-087

Date due to be reviewed

Format (i.e.
paper or
electronic)

Date
Disseminated

No. of
Copies
Sent

Contact Details /
Comments
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Appendix 4
Financial Risk Assessment
To be completed by the key document author and attached to key document when
submitted to the appropriate committee for consideration and approval.
Title of document:

Yes/No

1.

Does the implementation of this document require any additional
Capital resources

NO

2.

Does the implementation of this document require additional
revenue

NO

3.

Does the implementation of this document require additional
manpower

NO

4.

Does the implementation of this document release any
manpower costs through a change in practice

NO

5.

Are there additional staff training costs associated with
implementing this document which cannot be delivered through
current training programmes or allocated training times for staff

NO

Other comments:

If the response to any of the above is yes, please complete a business
case and which is signed by your Finance Manager and Directorate
Manager for consideration before progressing to the relevant committee
for approval
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Adapted E.P.U.A.P/N.P.U.A.P Categorisation of Pressure
Ulcers)
Category I - Non-Blanching erythema
 Non-blanchable erythema of intact skin:
persistent redness in light pigmented skin.
 Discolouration of the skin: observe for a
change of colour as compared to
surrounding skin.
 In darker skin, the ulcer may be blue or
purple.
 Warmth, oedema, induration or hardness as
compared to adjacent tissue may also be
used as indicators, particularly on individuals
with darker skin.
 May include sensation (pain, itching).
Category II - Partial thickness
 Partial thickness skin loss involving
epidermis, dermis or both.
 Presents clinically as an abrasion or clear
blister.
 Ulcer is superficial without bruising*
 Check for moisture lesion.
*Bruising appearance and blood filled blister would
indicate
deep tissue injury.
Category III - Full thickness skin loss
 Full thickness skin loss. Subcutaneous fat
may be visible but bone, tendon and muscle
are not exposed.
 May include undermining and tunneling.
 The depth varies by anatomical location
(bridge of the nose, ear, occiput and
malleolus do not have (adipose)
subcutaneous tissue and category 3 ulcers
can be shallow.
 In contrast area of significant adiposity can
develop extremely deep category 3 pressure
ulcers.
 Bone/tendon is not visible or directly
palpable.
Plus: Unclassified PU – now Category 3


Full thickness tissue loss in which actual
depth of the ulcer is completely obscured by
slough (yellow, tan, grey, green, brown,
black, eschar) in the wound bed. Until
enough slough is removed to expose the
base of the wound, the true depth cannot be
determined; but it will be either category 3 or
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4.
Stable eschar (dry, adherent, intact without
erythema or fluctuance) on the heels serves
as ‘the body natural (biological) cover’ and
should not be removed.
 Should be documented as category 3 until
proven otherwise.
Category IV - Full thickness tissue loss
 Full thickness tissue loss with exposed bone
(or directly palpable), tendon.
 Often include undermining and tunneling.
 The depth varies by anatomical location
(bridge of the nose, ear, occiput and
malleolus do not have (adipose)
subcutaneous tissue and Category 4 ulcers
can be shallow.
 Category 4 ulcers can extend into the muscle
and/or supporting structures (e.g. fascia,
tendon or joint capsule).


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 thin eschar.
 Evolution may be rapid exposing additional
layers of tissue even with optimal
treatment.
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Appendix 8
Maternity Pressure Ulcer Risk Assessment Guideline
Maternity Pressure Ulcer Risk
Assessment Guideline
This information is based on the Plymouth Maternity Risk Assessment
Midwives need to be alert to the importance of tissue viability as an aspect of
ongoing holistic risk assessment at every ‘contact’ with women throughout
pregnancy, labour and the postnatal period. Midwives need to be aware of the
TRIGGER FACTORS in pregnancy, labour and the postnatal period that may
increase the RISK of skin damage. If the admission assessment identifies trigger
factors the Maternity Risk Assessment will be undertaken. The NHS Midlands & East
Alliance recommend screening on admission, in labour with epidural and post
complex delivery
TRIGGER FACTORS
• Epidural analgesia / anaesthetic
• Dural tap
• Abnormal body weight (over (BMI 35+) and under normal weight)
• Previous neurological deficit (sensory / motor)
• Fulminating eclampsia
• IV anticoagulent therapy
• Magnesium sulphate / hydralazine therapy
• Symphysis pubis dysfunction
• Post- partum haemorrhage
• Disseminated intravascular coagulation (DIC)
• Chronic immobility, other than related to labour
Involving Women
Women need to be informed of the relevance of tissue viability assessment within
midwifery care. Their co-operation in the prevention, detection and management of skin
damage is essential. Women need to know and understand how their ‘skin status’ can
change from ‘low risk’ to ‘high risk’ in specific circumstances (see Trigger Factors)
related to their pregnancy, e.g. the presence of oedema, immobility, having an epidural
for pain relief in labour. Please give the patient information leaflet on pressure ulcer
prevention if the patient is at risk of pressure damage.
PLANNING CARE / DOCUMENTATION
Following identification of one or more TRIGGER FACTORS, a full tissue viability
assessment using the PLYMOUTH MATERNITY RISK ASSESSMENT SCALE
should be carried out and a plan of care formulated to include:
 Pressure ulcer risk assessment score at initial assessment
 Assessment of skin integrity (regardless of risk assessment score) – see
appendix 17
 Findings of skin inspection / reassessment including risk score
 Frequency of these assessments
 Mobilisation / repositioning
 Discussion with woman
 Any other action / treatment e.g. use of equipment
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Regular ongoing assessment and re-evaluation should continue according to
maternal condition and mobility until the woman’s TV assessment returns to
normal NB: During labour and delivery - epidural / spinal anaesthesia is a
major risk factor and EXTRA vigilance is required. Regular observation and
reassessment of skin integrity should be carried out at half hourly intervals
alongside the normal maternal observations.
DOCUMENTATION
All observations, plans for care and results of evaluations should be fully documented
in the Maternity Care Plan / Obstetric notes
IDENTIFICATION AND CLASSIFICATION OF SKIN DAMAGE
The presence and extent of tissue damage should be ascertained by observation and
gentle palpation of ‘danger points.’
• Observation – appearance of skin
- colour of skin including ‘bruising’
- signs of damage
• Palpation - heat
- underlying ‘swelling, ridges or tissue mass’s’ (induration)
When pressure damage is found, is should be classified using the European
Pressure Ulcer Advisory Panel Categorisation Tool – see appendix 5b. Findings
should be documented as above.
TREATMENT AND ACTIONS
 During labour, a waterproof semi-permeable film dressing/barrier film product
should be applied to any pressure ulcer to prevent further damage and
protect area from moisture regardless of the severity of damage.
 Following delivery, any skin damage will need to be reassessed and a
treatment regime will be developed. This will include the selection of an
appropriate dressing using the Trust’s Wound Management Guideline.
 The dressing should be replaced according to Manufacturer’s instructions,
however, wound deterioration, presence of infection or devitalized tissue,
compromised dressing integrity or local skin reactions may require more
frequent dressing application or a different category of dressing.
 The area should be inspected and reassessed regularly according to the
woman’s condition and degree of mobility using the PLYMOUTH
MATERNITY RISK ASSESSMENT SCALE.
 The need for use of PRESSURE RE-DISTRIBUTING SUPPORT SURFACE
equipment should be considered according to the condition of the woman, her
perceived level of risk and personal preference – see appendix 7.
 Further information and support is available from the Tissue Viability team
 A CLINICAL INCIDENT FORM should be completed when skin damage
occurs.
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Patient Details (attach sticker)

PLYMOUTH MATERNITY
PRESSURE ULCER RISK
ASSESSMENT SCALE

Date

Risk Category and Score
Skin Type/Visual Risk Areas
Dry
1
Oedematous
1
Clammy, Pyrexia
1
Discoloured – Grade 1
2
Broken Spots – 2 - 4
3
Mobility
Restless/Fidgety
1
Apathetic
2
Restricted
3
Inert
4
Chair bound
5
Continence
Incontinent
1
Appetite
Poor
1
Fluids only
2
Anorexic
3
Build/weight for height
Above normal
1
Obese
2
Below normal
3
Neurological Deficit
Motor/Sensory e.g.
4
Paraplegia, epidural
analgesia
6
Peripheral Neuropathy,
2
MS
6
Tissue Malnutrition
Anaemia
2
Smoking
1
Unstable Diabetes
2
Surgery
1
Total
Name (Print)
Designation

Compatible with the Waterlow Score
All patients score 3
Score

10 + Low Risk

15 + Medium Risk

20 + High Risk

Please refer to Pressure Reducing Mattress Guidelines for selection of this equipment. The foam
mattresses used in Maternity are for high risk patients who can easily be repositioned
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Appendix 9
Paediatric Pressure Ulcer Guidelines
This information is taken from Birmingham Children’s NHS Trust.

Within this guideline the term “Child” refers to infants, children and young
people .The term “parent” refers to legal carers and any family member who
provides care to the child
The following patient groups are particularly vulnerable to pressure ulcers:
those in critical /intensive care units, those undergoing lengthy periods of
surgery, those with orthopaedic conditions such as external fixators or plaster
casts, spinal injury and neurological impairment including myelomeningocele,
nutritional deficits, poor tissue perfusion or oxygenation and exposure to
prolonged pressure from hospital apparatus or tubes such as nasal cannulae
or CPAP devices (Gray 2004).
Neonates and very young children (i.e. younger than 5 years of age) are at
risk of pressure ulcer development, with the head (occiput) being the most
common site of pressure ulcer occurrence in this age group (Quigley & Curley
1996).
A Datix incident report must be completed if a child is admitted with, or
develops a pressure ulcer at any time during hospital stay
All children and young people must have a tissue viability risk assessment
completed within 4 hours of admission to identify those children who are at
risk of developing skin damage and/or pressure ulcers and their care to be
managed appropriately
They must have a skin assessment within half an hour of admission and
subsequent daily skin assessment with parents and/or carers involved in this
process, who will in turn be advised regarding their roles in identifying early
signs of skin damage. This includes all skin surfaces from head to toe. Special
attention should be given to areas at high risk for pressure ulcer development.
Particular attention should be given to the occiput (back of head), sacrum,
back, buttocks, heels and elbows. The assessment should always be
documented accordingly
They must be reassessed according to their Tissue Viability risk assessment
score and when there are changes to their condition or treatment and
document accordingly .
They must have all relevant risk factors recorded on their risk assessment,
including special considerations (additional risk factors such as anaemia,
neutropenia, plaster casts etc.).
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Those CYP scoring moderate and above on the Paediatric Pressure Ulcer
Assessment Tool must have an individualised documented plan of care,
which includes the management of skin integrity and the risks identified. All
care plans will identify repositioning regimes, appropriate support surfaces,
appropriate equipment, and skin care to meet the individual needs and
comfort of the child.
They must be assessed for a high specification pressure relieving mattress
before, during and after if they are undergoing surgery.
Those children scoring moderate and above on the Paediatric Pressure Ulcer
Assessment Tool will have access to child and family information about the
prevention and management of pressure ulcers to enable them to reach
informed decisions about their care.
They will have access to an interpreter if English is not the family’s first
language, to help with pressure ulcer management
The tissue viability risk assessment tool aims at predicting the paediatric
population at risk and assists in developing preventative measures based on
those risks. The risk assessment:
1.1 Be used to support clinical judgement in planning the child/young
person’s care.
1.2 Will assist the assessor in making a judgement as to the level of risk
that applies to the child/young person.
1.3 Will be under taken and documented within 4 hours of admission, and
reviewed according to the child’s condition..
1.4 Will be made in partnership with the child, parent and carers. Attention
must be paid to the child’s bony prominences, such as the heels,
elbows, knees, sacrum and occipital area and ears.
1.5 Should include any skin damage including wounds, rashes, and
abrasions. Reddened/darkened skin must be recorded on the body
map. This will include the site/location, size, exudate amount, local
sign of infection, pain, wound appearance, surrounding skin and
odour.
1.6 Is different from skin assessment. Skin assessment should occur daily
regardless of the risk assessment score.
1.7 Skin integrity may deteriorate in a matter of hours in hospitalised
patients. Because risk factors change rapidly in acutely ill patients,
daily skin inspection is crucial.
1.8 Assessment of the child/young person who has darker skin should
have careful attention paid to any purplish/bluish looking areas of skin,
localised heat or coolness and oedema
1.9 Children with chronic skin conditions such as eczema/psoriasis etc.
should have specialist advice sought from a Dermatology specialist.
1.10
Any child/young person with a medium, high or very high risk
score must be given the pressure ulcer patient information leaflet
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Care for prevention and treatment should be planned as per pressure ulcer
policy and guidelines, but should be made in partnership with the child, parent
and carers. The child and family will be given the opportunity to ask questions
and share their views. They will be encouraged to actively participate in care
planning and care interventions to maintain or improve their tissue viability.
If wound photography is undertaken, written consent of the child / family must
be obtained and kept in the child/young person’s health record
Frequency of repositioning may be restricted by the child’s medical condition,
level of comfort and attached medical devices e.g. IV cannulae and external
fixators. In cases where children cannot be adequately repositioned suitable
support surfaces must be used and regular repositioning introduced as soon
as possible. The child’s position should be documented on the Paediatric
Intentional Care and Comfort round
If unable to turn the child’s position then a 30 degree tilt can be achieved to
minimise pressure on bony prominences
Younger children should be encouraged to or be helped to sit out of bed on
their parent/carer’s lap to provide positional change, comfort and reassurance
Children who use wheelchairs should be assisted to regularly redistribute their
weight. An agreed period of time should be negotiated with the child and carer
and should be recorded in the care plan and should be no longer than two
hours, (NICE 2005)
It is important that the following factors are taken into account regarding the
use of pressure redistributing support surfaces in children:








Individual clinical need and general comfort of the patient
Acceptability of the equipment to the child and carer
Compatibility of the equipment for use with the child
Ease of use
Impact on care procedure
Cost
Patient’s weight

The nutrition of the child with a pressure ulcer requires a multi-disciplinary
approach and effective communication between all health care workers.
Improving nutrition can improve the quality of life by reducing the risk of
infection, increasing the strength of the skin and improving the appearance of
the child’s pressure ulcer
The child/ young person’s skin should be kept clean and dry. The use of soap
can destroy the natural oils produced in the sebaceous glands of the skin and
it is advisable not to use soap for skin cleansing (Hampton & Collins 2004). In
the event of skin breakdown alternative skin cleansers need to be considered.
Aqueous cream is not recommended for use as a skin cleanser. Avoid infant
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bubble bath and shampoo in the bath as the detergent may wash into any
wound causing pain and discomfort. Alternative washing products are
available, consult infection control wipes formulary for details.
Any child/young person who presents with or develops a significant pressure
ulcer (category 2 – 4) should be referred to the tissue viability team.
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Riverbank / Ward One
Trust

Worcestershire Acute Hospitals NHS

Please attach patient sticker here or record:
Name:…………………………………………………..…

Care Plan Commenced by: _________________

Unit No: ………………………………………………….

Role: _________________

NHS No:……………………………………………………….

Date: _________________

D.O.B: …….…/…………/……
Gender: Male/Female

Cons: ………………….....

Nursing care plan for Pressure Ulcer Management
Developed in conjunction with:
Pressure Ulcer Prevention and Management Policy and Guidelines. WAHT-CG-087.
Revision: April 2012
Tissue Viability Guidelines – Prevention and Management of Pressure Ulcers in
Paediatrics, BCH. Sept. 2011

Plan No: ____

Amended to:

Signature
Date and
time

Problem:
CYP is identified as being at a medium
or high risk of developing a pressure
ulcer
OR:
_________________ has a Grade: 1
2 3 4 Pressure Ulcer (Please circle
appropriate grade)
Outcome:
Promote healthy skin
Skin healing to ensure that skin is
healthy and maintains integrity
On-going skin assessment according to
their individual needs and clinical
condition

Plan:
Baseline assessment to be completed (if
not already done so on admission) using
WAHT-CG-087
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Plan No: ____

Amended to:

Signature
Date and
time

the Waterlow Risk Assessment Tool to
support clinical judgment. Document any
existing pressure ulcer or skin damage
If the score is 15+, the CYP is deemed to
be at high risk.
Any child/young person with a high or
very high risk score must be given the
patient information leaflet: ‘Preventing
and Managing Pressure Ulcers’ even if
pressure damage has not occurred.
Skin assessment using the Modified
Paediatric Tissue Viability Tool should be
undertaken and should include any skin
damage including wounds, rashes, and
abrasions. Reddened/darkened skin
must be recorded on the body map. This
will include the site/location, size,
exudate amount, local sign of infection,
pain, wound appearance including
appearance of surrounding skin and
odour.
If a pressure ulcer is noted it must be
assessed and graded using the
European Pressure Ulcer Advisory panel
classification in order to determine the
level of tissue damage and then
documented on the ‘Skin Assessment
Chart’ and formal wound assessment
chart.
Measurement of the ulcer (top to bottom
and left to right) must be recorded using
a disposable tape measure, wound
swabs taken if necessary
Complete a DATIX if pressure ulcer
(regardless of grade) develops during
admission.
Pain relating to the pressure ulcer (and
/or its treatment) can be significant.
Assess CYP level of pain using the pain
assessment tool on the PEWS chart and
ensure appropriate and adequate
analgesia is administered regularly,
noting the effect of the analgesia
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Amended to:

Signature
Date and
time

/intervention used.
Appropriate dressings, wound coverings
and topical agents should be applied
according to the local formulary and
wound care guidelines. (Please state
what dressings are being used and
frequency of change of dressing in the
next column).
Ensure CYP changes position at least
every two hours, adjust frequency of
changing position in accordance to the
response of the child’s skin to
pressure/tissue tolerance. This will be
indicated
by
changes
in
skin
colour/texture/temperature etc. (i.e. if the
skin reddens after two hours, reduce the
time 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
child should still be assessed every two
hours (Nice, 2005; European Pressure
Ulcer Advisory Panel, 1999).
If unable to turn the child’s position then
a 30 degree tilt can be achieved to
minimise pressure on bony prominences.
Ensure appropriate manual handling
techniques are used to minimise friction,
shear, rubbing or dragging on the child’s
skin. Equipment in use should be
documented in the amended column.
Consider use of specialist pressure redistribution
or
pressure
relieving
equipment by referring to ‘Flowchart for
selecting
pressure
redistributing
mattresses’. (Document equipment in
use in the amended column) and ensure
that at least 2 hourly re-positioning of the
CYP continues.
Complete ‘Paediatric Intentional Care
and Comfort Round SSKIN bundle chart
Ensure CYP has a varied, healthy
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Signature
Date and
time

nutritious diet to promote skin healing.
Refer to appropriate multi-disciplinary
team i.e. Dietician, Dermatology, Tissue
Viability Team as required.
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Appendix 10

Moisture Lesions / Incontinence Associated Dermatitis
Caused by moisture from urinary incontinence or diarrhoea
These are not located over a boney prominence, but to the anal cleft & gluteal area

Superficial spots of partial thickness skin loss

Diffuse or irregular edges

Kissing ulcer (copy lesion)

Perineal / perianal red skin not uniformly distributed

May have pink or white surrounding skin due maceration
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Category 2 Pressure Ulcer
Pressure and / or shear must be
present

Situated over bony prominence

Single lesion

Circular regular shape

Distinct edges

Non-blanching hyperaemia to the
periwound

WAHT-CG-087

Pressure ulcer prevention & management Policy & Guidelines
Page 49

Version 4

WAHT-CG-087
It is the responsibility of every individual to ensure this is the latest version as
published on the Trust Intranet

Appendix 11
Seating Guidelines
The patient at risk of pressure ulceration is more at risk when sitting than when lying
in bed
This is due to the majority of the patient’s weight being transferred through the thighs
and buttocks, whereas this weight is dispersed across the whole body when in lying
in bed

Complications of inappropriate seating times:
•
•

•

Lower limb pooling
Inadequate venous return contributing to:
– reduced renal perfusion
– reduced gut perfusion
– reduced cerebral perfusion
– development of oedema
Development of pressure ulcer

Guidelines:







Use a pressure-redistribution cushion in the chair
Minimize seating time to 2 hourly intervals for those at risk of pressure damage
Ensure that the feet are properly supported either directly on the floor, on a
footstool, or on footrests when sitting (upright) in a bedside chair or wheelchair
If sitting in a chair is necessary for individuals with pressure ulcers on the
sacrum/coccyx or ischia, limit sitting to three times a day in periods of 60 minutes
or less
Avoid seating an individual with an ischial ulcer in a fully erect posture (in chair or
bed)
Modify sitting-time schedules and re-evaluate the seating surface and the
individual’s posture if the ulcer worsens or fails to improve

WAHT-CG-087

Pressure ulcer prevention & management Policy & Guidelines
Page 50

Version 4

WAHT-CG-087
It is the responsibility of every individual to ensure this is the latest version as
published on the Trust Intranet

Equipment Available
Teal Arm Chairs
Suitable for patients at high risk of developing pressure ulcers. The removable
cushion is made of Reflexion foam which reacts to body heat and moulds to the
body’s shape, thus distributing weight more evenly, and thereby
improving circulation. This function is essential to avoid localised
interface pressure on the critical parts of the body subjected to
compression and possible tissue damage for example the ischial
tuberosities and the sacrum. All wards currently have some of
these chairs as stock

Repose Cushion
For patients at high risk of developing pressure ulcers and for those with up to and
including grade / category 2 providing they do not sit beyond 60 minute intervals. Not
for persons weighing in excess of 139kg. The cushion is inflated with a hand pump,
but cannot be over-inflated due to “smart valve”
technology. The one single air cell provides optimal
pressure redistribution across the total body contact
area, whilst specialised thermoplastic polyurethane film
(TPU) film is highly conformable and minimises
deformation of underlying tissue. Obtained through
equipment store
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Reflex Cushion
Constant low pressure cushion that adjusts to each individual patient to ensure low interface
pressures. The cushion connects to the same air supply unit as the Primo mattress, and yet is selfsealing so that it can be disconnected to allow greater patient independence. The cushion should
be re-inflated for individual patients or at least every 5 days

If you require any other types of pressure redistributing cushion or there are none available in the
equipment store, consider:




Are there any other cushions available at ward level – consider stepping a patient down who no
longer requires a system, but decontaminate before implementation and inform the Equipment
Store. Do not undertake this action if the previous user has had an infection
Electric profiling beds such as Avant Guard 1225 with a pressure redistributing mattress can
reproduce a sitting position by operating the rising back rest, knee break and reverse
trendelenburg
Contact the bleep holder to request ad hoc hire
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Appendix 12

Competencies

WR1994 Pressure
WR2465 Crib Sheet
Ulcer Prevention Management Competency.pdf
Pressure Ulcer Prevention Competencies for UN Registered Staff APril 2012.pdf

WR2461 Pressure
WR2468 Crib Sheet
Ulcer Prevention and Managment Questionnaire.pdf
for Pressure Ulcer Prevention Generic Staff April 2012.pdf

WR2462 Pressure
Ulcer Prevention and Managment Questionnaire Answer Sheet.pdf

WR2464 Crib Sheet
Pressure Ulcer Prevention Competencies for Registered Staff APril 2012.pdf

The competencies are based on those produced by the University Hospital Trust, Birmingham
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Appendix 13
30 0 Tilt
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Appendix 14
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Appendix 15

Information leaflets for Patients and Staff

WR2477 Pressure
Ulcer Prevention Patient Information Leaflet May 2012.pdf

WR2478 Pressure
Ulcer Prevention Staff Information Leaflet May 2012.pdf
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PRESSURE ULCER PREVENTION

POST SUCCESFUL CPR
PATIENT STABILISED

UNDERTAKE SKIN ASSESSMENT

WATERLOW TO BE REASSESED

CHECK PRESSURE REDISTRIBUTING
MATTRESS FLOWCHART

OBTAIN MATTRESS IF NOT SUITABLE

2 HOURLY REPOSITIOING & RECORD ON
CARE & COMFORT SSKIN BUNDLE

UPDATE PRESSURE ULCER CARE PLAN
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Appendix 16
Skin Assessment

WR1992 Waterlow
Risk Assessment Score Final May 2012.pdf
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