NHS Clinical Commissioning Group

Dorset Multi-Agency Strategy for the Prevention and
Management of Pressure Ulcers

Supporting people in Dorset to lead healthier lives
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PREFACE
This Strategy sets out the framework for the prevention and management of
pressure ulcers across the Dorset Health and Social Care Community.

All managers and staff (at all levels) are responsible for ensuring that they are
viewing and working to the current version of this procedural document. If this
document is printed in hard copy or saved to another location, it must be checked
that the version number in use matches with that of the live version on the CCG
intranet.
All CCG procedural documents are published on the staff intranet and
communication is circulated to all staff when new procedural documents or changes
to existing procedural documents are released. Managers are encouraged to use
team briefings to aid staff awareness of new and updated procedural documents.
All staff are responsible for implementing procedural documents as part of their
normal responsibilities, and are responsible for ensuring they maintain an up to date
awareness of procedural documents.
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DORSET MULTI-AGENCY STRATEGY FOR THE PREVENTION AND
MANAGEMENT OF PRESSURE ULCERS
1.0

RELEVANT TO

1.1

This strategy is applicable to all settings where pressure ulcers are identified
or where people may be at risk. It applies to all staff groups in health or social
care settings where pressure ulcers are at risk of occurring.

1.2

This strategy sets out clear standards and expectations for both providers and
commissioners.

2.0

INTRODUCTION

2.1

This Strategy has been produced in order to set out a consistent and clear
approach on the prevention and management of pressure ulcers across all
health settings, applying to all age groups.

2.2

Improvement on prevention is the key issue within the body of the Strategy
and the consistent delivery of best practice within the health community.

3.0

SCOPE

3.1

There has been much work undertaken already in Dorset NHS health
providers and also in Dorset care homes/reablement services, to identify and
prevent pressure ulcers occurring. In order to see further sustained
improvement, a health community approach is now required which relies on
ensuring the consistent delivery of best practice in all care settings and within
someone’s own home rather than an over reliance on performance
management of individual organisations.

3.2

This Strategy seeks to build on this work and to extend the principles of the
strategy to non NHS health and social care providers including domiciliary
care, care homes and people with no health or social care input but whose
condition may mean they are at risk of skin damage.

3.3

It is the intention that this strategy be applied by all health and social care
providers. To support the strategy it is the expectation that each organisation
will develop its own local policy that is aligned to the principles of this strategy.

8

4.0

PURPOSE

4.1

This Strategy sets out to provide a consistent approach to the prevention and
management of pressure ulcers in all health and social care settings and in
peoples own homes in Dorset.

4.2

The commissioners and providers of health and social care in Dorset have
consistently promoted a culture of delivering high quality care coupled with an
ambition to deliver the very best care to people. Our aspiration is to achieve
harm free care with zero tolerance to avoidable pressure ulcers.

4.3

This work has been commissioned by NHS Dorset Clinical Commissioning
Group. A working group (Appendix A) has been established under the
leadership of Vanessa Read, Deputy Director of Nursing and Quality, Dorset
Clinical Commissioning Group.

4.4

This Strategy has been produced by the working group for implementation
within both commissioning and provider organisations.

5.0

DEFINITIONS

5.1

This document is termed as a Strategy.

5.2

This document contains a list of definitions and explanations of words, terms
and abbreviations that are relevant to this Strategy and clinical procedures.
These are set out in Appendix I.

6.0

ROLES AND RESPONSIBILITIES

6.1

The Strategy is designed to encompass a range of each health and social
care providers.

6.2

Each member of the working group is responsible for seeking organisational
support for the principles of this Strategy and implementation of the Strategy.

7.0

THE NHS OUTCOMES FRAMEWORK 2012/13

7.1

Treating and caring for people in a safe environment and protecting them from
avoidable harm is one of the five overarching indicators within the Operating
Framework and Mandate, with the incidence of newly acquired category 2, 3,
4 and unstageable/unclassified pressure ulcers identified as a key area for
improvement. This has been further strengthened by making use of the Safety
Thermometer a new national quality incentive scheme. The Department of
Health, through the framework, has reaffirmed that there will be no hiding
place for those organisations that cannot provide basic levels of dignity and
humanity in the delivery of service, and nor should meeting minimum
standards be regarded as good enough (Department of Health 2011).
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Local Context
7.2

The Dorset, Bournemouth and Poole PCT Cluster undertook an Audit in 2012
to examine the practice of preventing pressure ulcers in the community
setting; this was because a previous audit identified increasing numbers of
patients attending Acute Hospital Trusts with existing pressure ulcers. The
aim of the audit was to examine why pressure ulcers occur in the community
identify any gaps in practice and to make recommendations on improvement
strategies.

7.3

This was a prospective study looking at 50 consecutive patients who were
admitted to hospital with pressure ulcers from either home or a care home.
The audit tool was designed to find out if risk factors were identified and what
measures were in place to negate the risk in the patient’s home environment.
The information was gained by patient questioning and reviewing patient
records.

7.4

The key findings of the audit identified that the highest risk factor for this
patient group was reduced mobility. When a pressure ulcer had been
recognised in the individual, the correct equipment wasn’t always in place. For
those patients who had carers, either family or domiciliary agency staff, over
half of them didn’t know the patient had a pressure ulcer and only 38% of
patient’s GPs knew their patient had a pressure ulcer. The other identified
concern was that only 9% of malnourished patients were receiving
supplements. Nutrition plays a vital role in the prevention and treatment of
wounds and ulcers. Consuming a healthy balanced diet and maintaining a
suitable weight can reduce the risk of developing several conditions that
predispose an individual to wounds and ulcers and encourages healing in
patients with existing wounds.

7.5

The audit recommended a review of care packages to include:

7.6



skin inspection where a person has reduced mobility;



to formulate a communication pathway for all involved with providing
care;



to implement a training programme to all identified groups;



to publish a ‘trigger’ list for GP’s, carers etc to prompt questioning about
skin integrity.

The conclusion of the audit was that there was some evidence of a lack of
communication between all parties involved in the patient’s care, a lack of
understanding regarding the appropriate equipment, treatment, falls
prevention and nutrition in this patient group and it was uncertain whether the
care packages provided met patient care needs.
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7.7

The audit only covered people admitted to hospital and, whilst it is recognised
that the audit could have been more comprehensive, it prompted the
development of this strategy.

8.0

RESEARCH

8.1

There is a plethora of evidence that supports the notion that pressure ulcers
are largely preventable including NICE guidance, the Chief Nursing Officers
High Impact Actions and more recently Quality Innovation, Productivity and
Prevention (QIPP), Safe Care and Safety Express.

8.2

Research suggests that approximately 10% of patients are harmed during
hospital care. There is not as much information from other settings and a lack
of robust data hampers our ability to understand true impact and real costs
which could be as much as £1bn per year to the NHS.

8.3

Pressure ulceration causes pain and suffering and delays rehabilitation.
Severe pressure ulcers often result in a longer hospital stay for patients. It
was estimated that £1.4 - £2.1 billion was spent on pressure ulcer care in
1999/2000 in the United Kingdom, (Bennett et al, 2004). Further work in
2011 concluded that the cost of treating a pressure ulcer varies from £1214
(category 1) to £14108 (category IV). Costs increase with ulcer severity
because the time to heal is longer and the incidence of complications is higher
in more severe cases (Dealey et al 2012). Pressure ulcers therefore
represent a significant cost burden both to patients and to health-care
providers.

8.4

The productivity calculator works on the assumption that the main drivers of
pressure ulcer costs is the presence of complications, which typically require
diagnostic tests, additional monitoring, the use of expensive pressure relieving
surfaces and extended length of stay/intervention. Whilst individual provider
organisations in the South of England may utilise this tool to support the case
for intervention at board level, it is recognised that health community savings
across all health providers in the patient pathway are probably a more
accurate reflection of the real cost to the health community. The use of a
calculator to collate and analyse health community level data may therefore
be an area for further exploration by the Clinical Commissioning Group to
better reflect the impact upon community services.

9.0

THE PREVENTION OF HARM AGENDA

9.1

Making the patient experience safer is not a new concept, and Tissue Viability
Nurses and professional groups have long since struggled to raise the profile
of Tissue Viability and gain consensus around pressure ulcers. The significant
importance attached to programmes to reduce health care associated
infections in the last five years has sometimes left Tissue Viability Nurse
Specialists feeling over-shadowed.

9.2

In 2000 the Royal College of Nursing produced Clinical Practice Guidelines on
Pressure Ulcer Risk Assessment and Prevention. This guideline was
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inherited by the Department of Health in 2001 to produce The Pressure Ulcer
Risk Assessment Guideline for the National Institute of Clinical Excellence.
9.3

In 2003, the National Institute of Clinical Excellence (NICE) produced an
updated and extended version of the “Pressure Ulcer Prevention Guideline”
and in 2005 a further guideline was added to the series on the Management
of Pressure Ulceration‟. The series of guidelines provides evidence based
recommendations for the management of people who are vulnerable, at
elevated risk of developing pressure ulcers, or who have pressure ulcers.
The 2005 NICE guideline was developed collaboratively between NICE and
the Royal College of Nursing and stresses the value of relatively low-cost
technology in the prevention and treatment of pressure ulcers.

9.4

The “Your Turn” national campaign was launched in June 2006 with the aim
of raising public awareness about the dangers of pressure ulcers. The
prevention and management of this form of ulceration has long been
recognised by those within Tissue Viability Services, however it was
perceived that at that time “the Department of Health, NHS Directors and
Chief Executives are less aware of the clinical, financial and operational
impact”. Local campaigns were encouraged to increase awareness, reduce
prevalence of pressure ulcers, and improve the person’s experience, to
develop an understanding at senior management level and to raise the profile
of individual tissue viability services.

9.5

The Department of Health’s 2006 review of Patient Safety in England, “Safety
First”, identified that while there was a great deal of awareness, sustained
change in patient safety continued to be a challenge. Patient Safety First, as a
campaign, was designed in 2007, launched in June 2008 and came to an end
in March 2010. Its aim was to focus on the safety culture in the NHS and to
engage clinical staff as well as enable behavioural change leading to safer,
better healthcare. The campaign’s cause was to make patient safety a top
priority and to create a mind-set of no avoidable death and no avoidable
harm. The goal of the Patient Safety First “Reduction of Pressure Ulcers
Programme” was to assist the NHS in 'getting to zero', by aiming to reduce
grade 1 and 2 pressure ulcers by 50% for organisations engaged in the
programme. While the campaign phase of Patient Safety First has
ended, Patient Safety First's online community still continues to grow and the
website has evolved to become a 'hub' for a number of patient safety
improvement programmes and resources.

9.6

This was quickly followed by the National Patient safety Agency (NPSA) “10
for 2010” programme which aimed to eliminate avoidable pressure ulcers in
all healthcare settings. Patient/service user position, nutrition and hydration
and monitoring and assessment were recognised as being key to the
prevention of pressure ulcers. Evidence from the National Reporting and
Learning System (NRLS) suggests that this is an area where much harm is
reported and that the NPSA is in a unique position to address. A range of
materials were produced encouraging providers to learn from the Patient
Safety First programme and staff encouraged to share experiences,
knowledge and resources.
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10.0

CAUSES OF PRESSURE ULCERS

10.1

Pressure ulcers can occur in anyone but are more likely in high risk groups,
such as the elderly, people who are obese, malnourished or who have
continence problems as well as people with certain skin types and those with
particular underlying conditions (European Pressure Ulcer Advisory Panel –
EPUAP - Prevention and Treatment of Pressure Ulcer: Clinical Practice
Guideline (2014).

10.2 A pressure ulcer is a localised 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 compounding factors are
also associated with pressure ulcers; the significance of all these factors is yet
to be elucidated (EPUAP – Prevention and Treatment of Pressure Ulcer:
Clinical Practice Guideline (2014).
10.3

Ulceration occurs when the skin and underlying tissues are compressed for a
period of time, between the bone and the surface, on which the patient is
sitting or lying. Blood cannot circulate causing a lack of oxygen and nutrients
to the tissue cells. Furthermore, the lymphatic system cannot function
properly to remove waste products.

10.4

If the pressure continues, the cells die and the area of dead tissue that results
is called pressure damage. The amount of time this takes will vary, but may
develop in as little as one hour in people at greatest risk.

10.5

Additional consideration needs to be given to shearing as a mechanism for
acquiring pressure damage. This occurs when deeper tissues move more
quickly than the skin surface leading to the skin capillaries becoming
overstretched and damaged. This prevents an inadequate supply of blood
reaching the cells which then die.

11.0

FACTORS CAUSING PRESSURE ULCERS

11.1

The factors causing pressure ulcers are divided into two groups:


intrinsic – including disease, medication, malnourishment, age,
dehydration/fluid status, lack of mobility, incontinence, skin condition
and weight:



extrinsic – External influences which cause skin distortion including
pressure and shearing forces. Friction was removed as a direct cause
of pressure ulcers by EPUAP- Prevention and Treatment of Pressure
Ulcer: Clinical Practice Guideline (2014) and a consensus document
by Wounds UK (2010) cited that friction contributes to shear rather than
a stand-alone cause.

11.2 Performance management of provider organisations has historically led to
significant amount of time spent trying to determine what avoidable and
unavoidable harm is. In 2010 the National Patient Safety Agency (NPSA
13

2010) helpfully produced a definition in relation to pressure ulceration which
included the following:




avoidable pressure ulcers: “Avoidable” means that 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
person’s needs and goals, and recognised standards of practice;



monitor and evaluate the impact of the interventions;



revise the interventions as appropriate.

unavoidable pressure ulcer: “Unavoidable” means that the person
receiving care developed a pressure ulcer even though the provider of
the care had evaluated the person’s clinical condition and pressure
ulcer risk factors; planned and implemented interventions that are
consistent with the persons needs and goals; and recognised
standards of practice; monitored and evaluated the impact of the
interventions; and revised the approaches as appropriate; or the
individual person refused to adhere to prevention strategies in spite of
education of the consequences of non-adherence.

11.3 The Department of Health have advised that in determining whether the
pressure ulcer is avoidable; commissioners, regulators or others could request
to see evidence demonstrating the actions outlined in the “avoidable”
definition have been demonstrated.
11.4 Historically pressure ulcers to the foot have not always been reported as
pressure damage and therefore not recorded as a clinical incident. However
a recent review of podiatry figures from one Community Trust in the South
West identified a total of 401 foot wounds, of those 101 were grade 3 pressure
ulcers and 48 were grade 4 pressure ulcers. It is recognised that these
should be reported and investigated in the same way as other pressure ulcers
if they meet the criteria regardless of body site. However, this may have a
significant impact on clinical workload and investigation time.
12.0

PREVENTION OF PRESSURE DAMAGE

12.1

The aim of this strategy is to advise how to prevent and minimise avoidable
pressure damage for people cared for in all care settings and within their own
homes. Each organisation has a responsibility to maintain patient safety and
prevent harm throughout the patient’s journey. Appropriate prevention
strategies will promote a positive culture of patient safety as well as minimize
the risk of loss of reputation and the risk of litigation to the organisation.
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12.2

Preventing skin damage should be an integral part of care delivery and
requires a collaborative, interdisciplinary approach requiring each member of
the team to take responsibility for assessment and management, including
comprehensive skin inspection.

12.3

A flowchart diagram (Appendix B) highlights the patient pathway.

12.4

Within the flowchart there are primary drivers in the prevention of pressure
damage:



skin inspection;
assessing the risk of skin damage;



reliable implementation of prevention strategies such as the SSKIN
bundle;



identification and grading of pressure ulcers;



education.

Skin inspection
12.5

A comprehensive skin assessment is part of the risk assessment process and
should occur regularly depending on vulnerability and condition of patient.
Previous pressure damage should be recorded, as the tensile strength of the
skin will be reduced.

12.6

Patients, carers, and relatives will be empowered and encouraged to regularly
inspect and review pressure areas in between contacts from health
professionals. This should include clear guidance for triggering an escalation.
Assessing the risk of skin damage

12.7

This involves understanding the context within which the health and/or social
care professional is working and where the most “at risk” patients may be in
that population.

12.8 The process of initial screening tool should be carried out on all people on
admission to any care setting and at the commencement of a care service
being provided within an individual’s own home. It is the process of
understanding if that person is at risk of developing a pressure ulcer “today”.
This can be a simple yes/no question.
12.9

If the answer to the question is yes, then the person should be formally
assessed using a recognised assessment tool. There are various risk
assessment tools available,, a sample of these are included within the
appendices of this strategy; Waterlow (Appendix C), Braden (Appendix D) or
Walsall (Appendix E) which includes a full skin inspection.
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12.10 More recent thinking on risk assessment (NICE 2014) and pressure ulcer risk
assessment is to focus the assessment on the patient. The main contributing
factor in pressure ulcer development as previously considered within the
strategy is immobility, therefore assessments that develop an interventional
approach based upon skin inspection, care, nutrition and mobility is supported
by this strategy. An example of an assessment and care plan is included at
Appendix F.
12.11 It is the responsibility of each organisation to ensure that their organisational
process includes the use of a formal assessment tool that complies with NICE
guidance (2005). It is a requirement that the formal assessment of those
identified as potentially vulnerable to developing a pressure ulcer is clearly
documented along with a plan to reduce these risks.
12.12 Prompt skin inspections and pressure ulcer risk assessment is vital as this will
often point to the origin of pressure damage. The initial risk assessment and
formal assessment where appropriate, must therefore take place within six
hours of admission to a health care setting, or at the first face to face contact
within a community service.
12.13 It is recommended that a stretch goal of initial risk assessment and where
appropriate formal assessment , within four hours of admission to a
healthcare setting should be adopted by all care providers.
12.14 The skin inspection, risk assessment findings, including any initial risk
assessment decisions, must be fully documented within the care records.
Where appropriate, a management plan should be discussed and agreed with
the patient/service user before implementation.
12.15 For people cared for in their own home, care providers should empower nonprofessional staff, including service users, carers and relatives to regularly
review and assess pressure areas in between contacts from health or social
care staff. This should include a requirement for all providers to give clear
guidance for triggering an escalation to a more formal process of assessment
by a health care professional when this is indicated.
Reassessment
12.16 The skin inspections and re-assessment process should be continuous and
responsive to any change in the person’s condition or environment. It is
recommended that high risk patients/service users should have their
assessment reviewed on each contact in an inpatient/care home setting. It is
recognised that this will be challenging for patients/service users cared for at
home, but it is important that high risk patients/service users in this care
setting also have robust reassessment plans in place. An example of a
simple five-step reassessment prompt is included in Appendix G of this
strategy.
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Holistic Assessment of Care Needs:


Mobility and falls - the longer pressure is exerted over a bony prominence,
the higher that pressure will become. This results in increased periods of
reduced or occluded blood flow to the tissues, which results in tissue hypoxia
leading to tissue death. The pressure at the point of the bone is higher than
at the skin surface. Pain is a warning signal that pressure has been exerted
for too long (EPUAP and NPUAP, 2009), and this usually triggers movement.
If patients cannot move, they need to be advised to report the pain to
someone who can help them to do so (EPUAP 2009);



Nutrition - the relationship between nutrition, lifestyle and general health and
the prevention of pressure ulcers is well documented. Each organisational
prevention strategy must therefore ensure that the appropriate links are made
at both a strategic and operational level. People at risk of developing, or with
existing pressure damage, require a nutritional assessment. The Malnutrition
Universal Screening Tool (MUST) should be used for this assessment
(Appendix H). Each organisation must have a Nutritional Policy which should
include a clear referral pathway to a dietitian where this is indicated following
assessment. Hydration is also important. This strategy should therefore be
read in conjunction with Dorset Nutritional Care strategy (2013) and Hydration
pathways available on www.dorsetforyou.com/nutritional-care-strategy;



Continence people with incontinence should have their skin kept clean and
free from moisture. Organisations should ensure that there is appropriate
access to, and a clear pathway for, accessing specialist advice and support
from the continence service should it be necessary. It should be noted that
whilst there is an increased risk of skin damage when the skin is damp, harm
caused by incontinence or moisture alone should not be recorded as pressure
ulceration. EPUAP (2009) describe a moisture lesion as follows: “A moisture
lesion may occur over a bony prominence. However, pressure and shear
should be excluded as causes, and moisture should be present. A
combination of moisture and friction may cause moisture lesions in skin folds.
A lesion that is limited to the anal cleft only and has a linear shape is no
pressure ulcer and is likely to be a moisture lesion. Peri-anal redness / skin
irritation is most likely to be a moisture lesion due to faeces”;


Pain - the person’s pain should also be assessed. If the person
complains of pain on movement then medical assessment may be
required to review and adjust analgesia to facilitate repositioning. Front
line staff should be skilled and confident in assessing and managing
pain in accordance with national best practice;



Diabetes - for diabetic patients, care should be taken not to confuse
diabetic foot ulceration with pressure ulceration. Organisational policies
should include a clear definition of each together with a requirement for
standard reporting of pressure damage regardless of location of the
pressure damage on the body. Standard reporting against the criteria
should be a requirement for all services within each provider
organisation. A Touch Tool (Diabetes UK) involves very lightly
17

touching three toes on each foot – the first, third and fifth. If the patient
did not feel when touched on two or more, then they are considered to
be at higher risk of a diabetic foot ulcer. The test and the form were
developed by clinicians at Ipswich Hospital NHS Trust, who said the
screening method had seen hospital-acquired heel ulcers reduced by
more than 50 per cent over 10 months.
13.0

IMPLEMENTATION OF PREVENTION STRATEGIES

13.1 Every organisation should have a method of ensuring that there is a zero
tolerance of avoidable pressure damage coupled with prompt evidence based
interventions should damage occur.
13.2 All organisations should place a statement of commitment to zero tolerance of
pressure ulceration and this information should be easily available to patients
including being visible on each organisation’s public website.
13.3 Organisational prevention strategies will be able to demonstrate that staff are
routinely and regularly monitoring people at risk of developing pressure ulcers.
It is recommended that all organisations within the scope of this strategy
adopt the use of recognised interventions to support this process. These
should include:


intentional rounding, skin checks or similar;



SSKIN bundle (Appendix I).

13.4 These interventions will need to be adapted for the patient cared for in their
own home.
13.5

Whichever tool is used, each organisation should have a process in place for
monitoring compliance with the organisational pressure ulcer prevention
strategies and reporting this from frontline staff to the board of their
organisation.

13.6

People at risk of pressure ulceration must have a written preventative care
plan describing the action to be implemented to prevent pressure ulceration.

13.7

People with pressure ulceration must have a written care plan that includes
action required to manage the pressure ulcer as well as to prevent further
damage.

13.8

Both patients/service users at risk of, or with pressure ulceration, will require
regular changes of position in order to prevent prolonged pressure to a
specific area of tissue. For the patient/service users at home this may need to
be provided by carers or relatives if the individual is unable to reposition
themselves. The frequency of repositioning will need to be determined on an
individual basis taking into account the condition of the skin, equipment in
place and level of risk and this should be clearly stated in the care plan.
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13.9

The use of intentional rounding or similar will facilitate and record this process
and each organisation should implement a process of regular contact with
patients/service users to assess skin integrity in line with the intentional
rounding principles.

14.0

ACCESS TO SPECIALIST EQUIPMENT

14.1

People identified as at risk or with existing pressure ulcers should be cared for
on a pressure reduction or pressure relieving surface 24 hours a day
according to the skin inspection, level of risk and general condition.

14.2

Each provider has 24-hour access to the appropriate supply and range of
specialist equipment including the provision of equipment for patients living at
home. It is recognised that in a community setting interim arrangements may
sometimes be necessary, however all equipment must comply with NICE
guidelines. Access to the full range of community equipment within 24 hours
of requests should be available and guaranteed for all areas when it is
required.

14.3

The use of pressure relieving cushions, bed cradles, light weight bedding,
pillows, heel and joint protectors are advocated and available for the reduction
of pressure.

14.4

As a minimum, each care setting should have appropriate access to a range
of equipment with pressure reducing properties. This could include high
specification foam mattresses, an alternating airwave overlay, alternating
replacement mattresses or other appropriate static and dynamic equipment.
The supplier, maintenance and supply arrangements should be determined
locally in accordance with the relevant national guidance.

14.5

Health care commissioners will continue to work with social care
commissioners to ensure that all contracts with care homes (with or without
nursing) include a detailed specification of core pressure relieving equipment
to be provided together with arrangements to access specialist equipment
when this is clinically indicated.

15.0

IDENTIFICATION AND GRADING OF PRESSURE DAMAGE

15.1

The most recent European Pressure Ulcer Advisory Panel (EPUAP)
guidelines were issued in 2014 and detail six grades of pressure damage.
These differ from the previous EPUAP guidelines. A survey by the Tissue
Viability Society confirmed that organisations are currently using different
systems to grade pressure damage across England.

15.2

It is recognised that a lack of consensus is not helpful when setting local
standards and does not support improvement strategies and performance
monitoring. It is therefore recommended that all organisations in Dorset adopt
the 2014 EPUAP six grades of pressure damage to describe a pressure ulcer.
NHS England Safeguarding adults Version 2 (2013) document is based upon
EPUAP and NPUAP systems and clearly identifies superficial and deep,
alongside moisture lesions and un-classified and suspected deep tissue injury
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pressure ulcers (Appendix L).
Category/Grade 1:


intact skin with non-blanchable redness of a localized area usually over
a bony prominence;



darkly pigmented skin may not have visible blanching; its colour may
differ from the surrounding area;



the area may be painful, firm, soft, warmer or cooler as compared to
adjacent tissue;



Category/Grade I may be difficult to detect in individuals with dark skin
tones. May indicate “at risk” persons.

Category/Grade 2:


partial thickness loss of dermis (the lower or inner layer of the two main
layers of cells that make up the skin) presenting as a shallow open
ulcer with a red /pink wound bed, without slough (dead skin cells);



may also present as an intact or open/ruptured serum-filled or serosanginous (serum-like exudate which is blood-stained) filled blister; this
is now in deep tissue injury category;



may also present as an intact or open/ruptured serum-filled or serosanginous (serum-like exudate which is blood-stained) filled blister;



presents as a shiny or dry shallow ulcer without slough or bruising*;



this category should not be used to describe skin tears, tape burns,
incontinence associated dermatitis (inflammation of the skin),
maceration (the process in which the skin is softened and broken down
by extended exposure to wetness or moisture) or excoriation (loss of
the superficial layer of the skin).

*Bruising indicates deep tissue injury.
Category/Grade 3:


full thickness tissue loss;



subcutaneous fat may be visible but bone, tendon or muscle are not
exposed;



slough may be present but does not obscure the depth of tissue loss;



may include undermining and tunnelling. The depth of a
Category/Stage III pressure ulcer varies by anatomical location;
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the bridge of the nose, ear, occiput (posterior part of the head/skull)
and malleolus (the bony protuberance on either side of the ankle), do
not have (adipose) subcutaneous tissue and Category/Stage III ulcers
can be shallow;



in contrast, areas of significant adiposity (fatty areas) can develop
extremely deep Category/Stage III pressure ulcers;



bone/tendon is not visible or directly palpable.

Category/Grade 4:


full thickness tissue loss with exposed bone, tendon or muscle;



slough or eschar (dead tissue that sheds or falls off from healthy skin)
may be present;



often includes undermining and tunnelling. ‘Tunneling’ refers to a
wound progressing deeper into the body as opposed to growing in
surface area. Tunneling ulcers can be difficult to treat because their
outward appearance may be misleading. Tunneling wounds often
involve areas larger than those that appear to be involved;



the depth of a Category/Stage IV pressure ulcer varies by anatomical
location;



the bridge of the nose, ear, occiput and malleolus do not have
(adipose) subcutaneous tissue and these ulcers can be shallow;



Category/Stage IV ulcers can extend into muscle and/or supporting
structures (e.g., fascia, tendon or joint capsule) making osteomyelitis or
osteitis likely to occur;



exposed bone/muscle is visible or directly palpable.

Unstageable/Depth Unknown


full thickness tissue loss in which the base of the ulcer is covered by
slough (yellow, tan, grey, green or brown) and or eschar (tan, brown or
black) in the wound bed;



until enough slough and/or eschar is removed to expose the base of
the wound, the true depth, and therefore Category/Stage, cannot be
determined;



stable (dry, adherent, intact without erythema or fluctuance) eschar on
the heels serves as ‘the body’s natural (biological) cover’ and should
not be removed.
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Suspected Deep Tissue Injury: Depth Unknown


purple or maroon localised 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.

15.3 The category of “unstageable” is acceptable where it is impossible to confirm
the severity of tissue injury. EUPAP 2014 define an unstageable pressure
ulcer as one with full thickness tissue loss in which the actual depth of the
ulcer is completely obscured by slough and/or eschar in the wound bed. Until
enough slough and/or eschar is removed to expose the base of the wound,
the true depth cannot be determined, but it will be either a grade 3 or grade 4
pressure ulcer. For consistency it is recommended that in the South of
England these are reported as a grade 4 with the potential to be a grade 3 on
debridement.
15.4 At an organisational level it is important that there is a sufficient level of
confidence in the grading process and it is recommended that each
organisation has in place a process to validate grading. All people with a
Grade 3 or 4 pressure ulcer in a health or social care setting should be seen
and assessed by a suitably qualified professional.
15.5 When to access advice and support or referral to Tissue Viability specialist
advice is outlined in the flowchart developed to support this strategy
(Appendix B).
16.0

RECORD KEEPING

16.1

Record keeping is an essential element of care delivery ensuring that
pressure ulceration and wound healing is evaluated effectively. The following
information to be documented in the care records for all pressure ulcers:


classification of wound bed, colour, odour and exudate;



category/grade;
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site;



size.

16.2 All pressure ulcers should be measured on a weekly basis to provide
information about the progression of the wound. A photograph should be
taken, particularly if the ulcer is difficult to measure or trace. Not all clinical
areas have the facility to record digital images but where digital images are
taken then this should only be undertaken in accordance with the Consent
Policy of the organisation.
16.3 It is essential that information regarding skin assessments is handed over
when people transfer between different service providers.
17.0

REPORTING AND TRAINING

17.1

Accurate reporting of pressure ulcer incidence is essential to fully understand
the nature of the problem and begin to reduce the occurrence.

17.2

Accurate reporting of pressure ulcer occurrence allows:


baseline data to be established identifying nature of problem;



development of clear quality improvement targets and initiatives both
Internal and external to the organisation;



ability to monitor for improvement and deterioration;



benchmarking across organisations.

17.3 There are three key reporting and learning frameworks:

17.4



local systems:



local risk management systems;



measurement for improvement.

Statutory reporting:


reporting and Learning System (previously hosted by the NPSA, now
the Imperial College). This feeds data to the Care Quality Commission
(CQC);



Strategic Executive Information System (STEIS);



safeguarding alerts;



Safety Thermometer national measurement tool.
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Local Systems for Recording, Reporting and Learning
17.5 All pressure ulcers, irrespective of grade should be recorded in the
patient’s/service users record.
17.6 The reporting of pressure ulcers through local risk management processes or
other reporting mechanisms is subject to local incident reporting processes
and procedures. This should however include the reporting of both the
number of ulcers and the number of people with ulcers.
17.7 All pressure ulcers of Grade 2 or above should be reported into the local
reporting system. Unstageable pressure ulcers should be reported as
category 4.
17.8 Historically there has been a view that people who develop pressure ulcers
within 72 hours of admission are not deemed as having acquired it in the
receiving care setting. At present there is no evidence to support this
statement and the Tissue Viability Society is clear that a timeframe is
“immaterial and misleading”. It is therefore recommended that ALL incidents
grade two and above are reported locally. Local reporting systems may allow
for a breakdown of those potentially “inherited” by the organisation and those
“acquired" by the patient/service user within the organisation. However it
follows that ALL incidents should be investigated regardless of source and
timing in order to fully understand the mechanisms of deterioration and to
identify learning.
17.9 The Commissioners will have mechanisms in place to monitor the occurrence
of pressure ulcers across all commissioned services in their local health
community in order to monitor the effectiveness of local strategies and also to
identify specific organisational issues.
Measurement for Improvement
17.10 In order to drive improvement, data needs to make sense to staff at the front
line. Data for improvement should consist of a “family” of measures made up
of both outcomes, process and, where appropriate, balancing measures. It is
vital that processes as well as outcomes are measured to ensure an
understanding of which part of the process needs strengthening in terms of
reliability.
Outcome measures:


number of pressure ulcers newly acquired;



location of the individual when the pressure ulcer was acquired i.e.
home, hospital;



category/grade of acquired pressure ulcer;
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rate of pressure ulcers newly acquired per 1,000 bed days;



days between newly acquired pressure ulcers – this is recommended
as a measure when pressure ulcers become a rare event, ie 50% or
more data points are at zero, as it is then difficult to see improvement.

17.11 Organisations should decide what outcome measures are most appropriate
and relevant to their care settings and all relevant information should be
produced to front line staff at team level in order to drive improvement.
Process measures (compliance should be 95% or greater):


percent compliance with risk assessment within six and four hours of
admission;



percent compliance with SSKIN bundle or similar. This is an all or
nothing measure which means that to be compliant; all aspects of the
bundle must be delivered.

Statutory Reporting Requirements




National Patient Safety Agency (NPSA):


all NHS patient safety incidents (see National Patient Safety
Agency definition) are reported to the National Reporting and
Learning System via the local risk management system or by eform. The National Patient Safety Agency has transferred to the
NHS Commissioning Board. The reporting function (NRLS) is
now hosted by the Imperial College. The reporting processes
remain unchanged;



monitoring at a national level should identify both the overall
burden of pressure ulcers to the NHS and performance of
individual Trusts (Tissue Viability Society. Achieving Consensus
in Pressure Ulcer Reporting 2012).

Serious Incidents


it is essential for learning that we capture, report and investigate
all serious pressure ulcers as soon as they are identified. In
some cases the reporting organisation may consider that the
origins of the pressure ulcer lie with a different provider and
therefore the full investigation should be conducted by them. In
such cases the reporting organisation should agree with the
commissioner any transfer of the responsibility for the
investigation to that provider and or commissioner;



which organisation “owns” the incident should be the subject of
local agreement between the provider and commissioner;
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the investigation tool recommended by the National Framework
applies a Root Cause Analysis approach. The NPSA have
provided an effective Root Cause Analysis toolkit which is
available from the National Patient Safety Agency website.
Some organisations have developed their own Root Cause
Analysis form based upon the principles of the national
framework. This framework has outline preventative strategies
already in place. The real learning appears to require a more
detailed understanding of why, given all of the evidence based
initiatives, the overall prevalence of pressure ulcers still appears
to be increasing;



the emphasis of the tool will be to review each incident and
understand where proven methodologies for prevention have
failed, identify root causes and any lessons that can be learnt to
inform future care provision;



once the local investigation is complete, the key learning points
and root causes together with any recurring themes and
weaknesses in system or processes should be shared back with
teams and built into improvement plans.

Strategic Executive Information System – (STEIS)
17.12 All health organisations are required to report Serious Incidents Requiring
Investigation - SIRIs, (previously known as serious untoward incidents) to the
Strategic Executive Information System (STEIS). Reports received into this
system are reviewed and monitored by the Care Quality Commission, NHS
England and Clinical Commissioning Group. NHS England also captures
trends from this system for sharing and learning. For those organisations that
do not have access to STEIS, it is the responsibility of the service’s lead
commissioner to input the data onto the system. It should be noted that an
alert to the STEIS system may relate to more than one pressure ulcer and in
some cases more than one patient.
17.13 In March 2015, following widespread consultation NHS England published two
new patient safety documents; a revised revised Never Events Policy and
Framework and a revised Serious Incident Framework, both to become active
on 1 April 2015. The revised Serious Incident Framework aims to build on
previous guidance, which introduced a systematic process for responding to
serious incidents in NHS-funded care. It replaced the National Patient Safety
Agency (NPSA) National Framework for Reporting and Learning from Serious
Incidents Requiring Investigation (2010) and NHS England’s Serious Incident
Framework (March 2013).
17.14 Within Dorset, it has been widely agreed by all Providers that all Grade 3 and
Grade 4 Pressure Ulcers will be declared on STEIS as a Serious Incident.
Providers can choose whether to:
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a) determine whether a Grade 3 or Grade 4 Pressure Ulcer is deemed to be
unavoidable following the Provider RCA; unavoidable Grade 3 and Grade 4
pressure ulcers do not need to be declared on STEIS, or;
b) declare all Grade 3 or Grade 4 pressure ulcers, and once the Provider
RCA has deemed the ulcer to be unavoidable, request the entry is deleted
from STEIS by the commissioner.
17.15 Clusters can still be declared, at the discretion of the commissioner where a
cluster of pressure ulcers has occurred in one clinical service, care setting or
patient’s home. Such a cluster may also be the subject of a safeguarding
alert. The 0, 1 and 2 categories of grading no longer exist within the new
Serious Incident Framework.
Safeguarding
17.16 Pressure ulcers are considered an important part of the Safeguarding process
and each local Safeguarding Board have criteria and protocols in place to
ensure that people with pressure ulcers are referred into the safeguarding
process appropriately. Further guidance can be found in the Multi agency
safeguarding policies from https://www.dorsetforyou.com/
17.17 Organisations are responsible for ensuring that local processes are clearly
identified within organisational policies and reinforced through local training.
National Reporting using the Safety Thermometer
17.18 The QIPP Safe Care work stream, Safety Express, developed its own
measurement tool – the Safety Thermometer. Developed for the NHS by the
NHS as a point of care survey instrument, the Safety Thermometer allows
teams to measure harm and the proportion of patients that are harm free
during their working day, for example at shift handover or during ward rounds.
17.19 The NHS Safety Thermometer provides a” temperature check‟ on harm at one
point in time and can be used alongside other measures of harm to measure
local and system progress. It was identified within the NHS Operating
Framework 2013/14 as an example of good practice to support the delivery of
the QIPP challenge and included in the national CQUIN programme. The
Safety Thermometer currently sits within national requirements within the NHS
contract. All NHS providers of inpatient care in Dorset will therefore continue
to work with local commissioners to ensure that this tool is routinely
embedded in practice.
Staff Education and Training
17.20 Ensuring staff are competent and confident to deliver safe and high quality
care remains a key requirement for all health and social care providers. The
multi-agency group and strategy supports the use of standardised education
tools based upon the principles contained within this strategy, using on-line or
face to face training tools.
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17.21 Each organisation will have systems in place locally to facilitate sufficient
access to both taught and practice based clinical training. This should be
supported by appropriate clinical audit systems in order to provide assurance
of compliance with the strategy.
17.22 The role of public health specialists in the prevention agenda is becoming
increasingly important. Specific groups of individuals are known to be at risk
of pressure damage and these include those patients with spinal injuries,
patients with a range of long term conditions including Parkinson’s Disease
and Multiple Sclerosis, the frail elderly as well as those patients who use a
wheelchair. It is recognised that these patients do not always regularly access
health care and/or much of their care is often provided by non NHS care
providers or increasingly through personal health budgets. The need for
health and social care staff to be well informed, confident and able to
communicate key messages about prevention, early detection and
appropriate management of pressure ulcers to the public is therefore
immensely important.
17.23 At community level, there are a number of people who may be vulnerable to
pressure ulcers but only have contact with health professionals through their
General Practitioner and Practice Nurses. Primary Care Services will have
mechanisms in place to educate primary care staff in relation to this
framework and to engage with their patients about the importance of skin
checks and caring for their skin.
17.24 The strategy supports the requirement for on-going training in all provider
organisations and as recommendation would encourage organisation to
access free on- line training as a minimum requirement. The scope and
uptake of training will be monitored by the quality monitoring outlined within
the strategy.
17.25 In addition, all relevant staff should receive the appropriate training in the
assessment, prescription and provision of pressure relieving equipment and
should be aware of the need to review this provision.
18.0

CONSULTATION

18.1

Each organisation represented on the Pan Dorset Pressure ulcer prevention
group is expected to share the strategy as appropriate within their own
organisation and feedback any comments or amendments via the
membership meeting.

18.2

The consultation on the document commenced on 18 November 2015 until 15
January 2016.

19.0

RECOMMENDATION AND APPROVAL PROCESS

19.1

Whilst this strategy provides recommendations for organisational policy,
professional roles, procedures and patient information it is important to
recognise the importance of patterns of mind-set and behaviour. This includes
understanding how decisions are made at an organisational level and how
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relationships are maintained between providers within a given health
community (NHS Institution for Innovation and Improvement). Clinical
Commissioning Groups in conjunction with the three local authorities in
Dorset, Bournemouth and Poole will maintain the important role in monitoring
compliance with this strategy.
20.0

COMMUNICATION/DISSEMINATION
Public Engagement

20.1

The risk of sustaining pressure damage is often seen to be the problem of the
health or social care professional; however the individual at risk is central to
successful pressure ulcer prevention. This is particularly important when
people suffer a life changing event or illness that significantly increases their
risk of being susceptible in the future to pressure damage. Where this is the
case, the risk should be clearly communicated to the individual and those
caring for them. The multi-agency working group will develop/source
information leaflets to be distributed within provider organisations and the
wider community.

20.2

It is, however, recognised that a true partnership involves more than just
giving information. People should be able to access information easily and be
provided with the tools to help them assess their own vulnerability to
development of pressure ulcers, how to prevent them and who to contact
should they be concerned. This is particularly important for those patients
cared for at home by relatives and carers.

20.3

Existing policies relating to people’s choice are relevant to all spheres of
patient care and non-compliance with pressure ulcer prevention strategies will
unfortunately continue to be an issue on occasion. Where a patient has
mental capacity, this choice should be an informed choice but should be
respected nevertheless. Where there are concerns regarding mental capacity,
each organisation should have clear processes in place to manage this.

20.4

All provider organisations should ensure that they have a broad range of
information and tools available for the public in order to encourage and
support their participation in the prevention and management of pressure
ulcers. All information should be culture and language specific, at the
appropriate literacy level and easily accessible.
Communications

20.5

The strategy will be communicated to the wider health and social care
services and the general public.

21.0

IMPLEMENTATION

21.1

This strategy provides a roadmap with a vision, themes and standards that
are clear and understandable for both commissioners and providers of care.
Whilst having a roadmap makes a difference, it is the actions that we take to
enable and execute the appropriate change that will matter most. Successful
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implementation, however, will require a move from compliance, which
involves delivery of care through fear of retribution at organisation level, to a
health community commitment with a common sense of purpose and a
shared goal of harm free care which all partners can sign up to.
21.2

The vision of zero tolerance of avoidable pressure ulcers within this strategy,
and an absence of all avoidable pressure ulcers, will become much more
likely if the accountable leaders in commissioner and provider organisations
lead this on the basis of a commitment to the bigger purpose together with a
continued belief that it is the right thing to do for the population of Dorset.

21.3

The procedural document does not require any new aspects to be
implemented.

22.0

MONITORING COMPLIANCE AND EFFECTIVENESS OF THE DOCUMENT

22.1

The outcomes following the implementation of this strategy will be monitored
and as a result will inform the refresh of the strategy.

22.2

Any areas of concern or non-compliance identified will result in the production
of an action plan. This will be reviewed by the appropriate committee/group.
Actions will be recorded in the committee/group minutes.

23.0

DOCUMENT REVIEW FREQUENCY AND VERSION CONTROL

23.1

The document is reviewed every two years to take account of any changes in
national guidance. Necessary changes throughout the year will be issued as
amendments to the framework. Such amendments will be clearly identifiable
to the section to which they refer and the date issued. These will be clearly
communicated via the CCG newsletter.
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APPENDIX A
1

EQUALITY IMPACT ASSESSMENT
Equality Assessment Form

Strategy or project title: Pressure Ulcer prevention strategy
What are the intended outcomes of this work? Include outline of objectives and function
aims
This Strategy sets out to provide a consistent approach to the prevention and management of
pressure ulcers in all health and social care settings and in peoples own homes in Dorset.
Who will be affected? e.g. staff, patients, service users etc
Staff, Patients and Public

Evidence
What evidence have you considered? List the main sources of data, research and other
sources of evidence (including full references) reviewed to determine impact on each equality
group (protected characteristic). This can include national research, surveys, reports, research
interviews, focus groups, pilot activity evaluations etc. If there are gaps in evidence, state what
you will do to close them in the Action Plan on the last page of this template.
NICE GUIDANCE
EUROPEAN PRESSURE ULCER ADVISORY PANEL
NATIONAL PATIENT SAFETY AGENCY

Disability Consider and detail (including the source of any evidence) on attitudinal, physical
and social barriers.
Gender Consider and detail (including the source of any evidence) on men and women
(potential to link to carers below).
N/A
Race Consider and detail (including the source of any evidence) on difference ethnic groups,
nationalities, Roma gypsies, Irish travellers, language barriers.
N/A

Age Consider and detail (including the source of any evidence) across age ranges on old and
younger people. This can include safeguarding, consent and child welfare.
Applicable to all age ranges
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Gender reassignment (including transgender) Consider and detail (including the source of
any evidence) on transgender and transsexual people. This can include issues such as privacy
of data and harassment.
N/A

Sexual orientation Consider and detail (including the source of any evidence) on
heterosexual people as well as lesbian, gay and bi-sexual people.

Religion or belief Consider and detail (including the source of any evidence) on people with
different religions, beliefs or no belief.

Pregnancy and maternity Consider and detail (including the source of any evidence) on
working arrangements, part-time working, infant caring responsibilities.

Carers Consider and detail (including the source of any evidence) on part-time working, shiftpatterns, general caring responsibilities.

Other identified groups Consider and detail and include the source of any evidence on
different socio-economic groups, area inequality, income, resident status (migrants) and other
groups experiencing disadvantage and barriers to access.

Engagement and involvement
Have you engaged stakeholders in gathering evidence or testing the evidence available? If not
what do you intend to do?
Yes all key stakeholder involved in the development of the strategy
How have you engaged stakeholders in testing the policy or programme proposals? If not what
do you intend to do?
This strategy has been in place for 2 years and consistently tested and applied
If you have engaged groups please list below and include who was involved, how they were
involved and the key outputs:
Groups engaged

Date and type Outputs from activity
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of
engagement

Summary of Analysis Considering the evidence and engagement activity you listed
above, please summarise the impact of your proposals. Consider whether the evidence shows
potential for differential impact, if so state whether adverse or positive and for which groups.
How you will mitigate any negative impacts. How you will include certain protected groups in
services or expand their participation in public life.
This strategy provides broad principle applicable in all areas of health and social care it is not
applied differently in any specific areas.

Equality Act 2012– the CCG is bound by the public sector equality duty and is
required to evidence how in its decisions it is delivering the following. Please
outline how your work and the service will contribute to these.
Eliminate discrimination, harassment and victimisation

Advance equality of opportunity

Promote good relations between groups

What is the overall impact of your proposals or decision?Consider whether
there are different levels of access experienced, needs or experiences, whether there are
barriers to engagement, are there regional variations and what is the combined impact?
None

Addressing the impact on equalities Please give an outline of what broad action you
or any other bodies are taking to address any inequalities identified through the evidence.
None
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Action planning for improvement Please give an outline of the key actions based on
any gaps, challenges and opportunities you have identified. Actions to improve the
policy/programmes need to be summarised (An action plan template is appended for specific
action planning). Include here any general action to address specific equality issues and data
gaps that need to be addressed through consultation or further research.

Please give an outline of your next steps based on the challenges and opportunities you have
identified.

Name of person who carried out this assessment: Vanessa Read
Date assessment completed: 25 January 2016
CCP lead: Not applicable
Date assessment was signed:
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Action plan template
This part of the template is to help you develop your action plan. You might want to change the categories in the first
column to reflect the specific actions needed for your policy.
Category
Actions
Target date
Person responsible and
their Directorate
Involvement and
consultation
Data collection and
evidencing
Analysis of evidence
and assessment
Monitoring, evaluating
and reviewing
Transparency
(including publication)
Please return a copy to EbiSosseh Equalities and Human Rights Lead: ebi.sosseh@bp-pct.nhs.uk once
completed who will review it and ensure that it is published on the website. A signed hard copy and electronic
copy should be kept within your department for audit purposes.
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APPENDIX C
WORKING GROUP MEMBERSHIP
Name and Job Title
Vanessa Read, Deputy Director of
Nursing and Quality

Organisations
NHS Dorset Clinical Commissioning
Group

Pam O’Shea, Head of Quality
Improvement

NHS Dorset Clinical Commissioning
Group

Jaydee Swarbrick, Professional
Practice Lead

NHS Dorset Clinical Commissioning
Group

Lynn Branson, Stroke Manager for
Stroke Re-Enablement Team

Bournemouth Borough Council

Katie Holt, Nurse Consultant Tissue
Viability

Poole Hospital NHS Foundation Trust

Sheena Randell
Louisa Way, Lead Nurse Tissue
Viability

Bournemouth Borough Council
Royal Bournemouth & Christchurch
NHS Foundation Trust

Peter Doyle, Care Contracts Officer,

Bournemouth Borough Council

Sharon Grieg,
Team Lead,

Dorset HealthCare University NHS
Foundation Trust

District Nurse

Theresa Lloyd, Tissue Viability Nurse
Specialist,

Dorset HealthCare University NHS
Foundation Trust

Edel O’Neil, Tissue Viability Nurse

Dorset County Hospital NHS
Foundation Trust
West Hampshire Clinical
Commissioning Group

Maria Garrett-Marley, Development
Nurse – Clinical Programmes
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APPENDIX D
WATERLOW PRESSURE ULCER RISK ASSESSMENT TOOL
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APPENDIX E
Braden Risk Assessment Chart
Individuals with a total score of 16 or less are considered at risk:
15-16 = low risk, 13-14 = moderate risk, 12 or less = high risk.
Undertake and document risk assessment within 4 hours of admission or
on first home visit. Reassess if there is a change in individual’s condition and
repeat regularly according to local protocol

Sensory
Perception Ability to
respond
meaningfully
to pressure
related
discomfort
Moisture Degree to
which skin is
exposed to
moisture

Activity Degree of
physical
activity

1.
Completely
Limited
Unresponsive (does not
moan, flinch or grasp)
to painful stimuli, due
to diminished level of
consciousness or
sedation. OR limited
ability to feel pain over
most of body surface.

1. Constantly Moist
Skin is kept moist
almost constantly by
perspiration, urine, etc.
Dampness is detected
every time patient/
client is moved or
turned.
1.Bedfast
Confined to bed

3. Slightly Limited
Responds to verbal
2. Very Limited
commands, but cannot
Responds only to
painful stimuli. Cannot always communicate
discomfort or need to
communicate
be turned. OR has
discomfort except by
some sensory
moaning or
impairment that limits
restlessness. OR has a
sensory impairment that ability to feel pain or
limits the ability to feel discomfort in 1 or 2
pain or discomfort over extremities.
½ of body.

4.No Impairment
Responds to verbal
commands. Has no
sensory deficit that
would limit ability
to feel or voice
pain or discomfort

2.Very Moist
Skin is often, but not
always, moist. Linen
must be changed at
least once a shift.

3.Occasionally Moist
Skin is occasionally
moist, requiring an
extra linen change
approximately once a
day.

4.Rarely moist
Skin is usually dry.
Linen only requires
changing at routine
intervals.

3. Walks
Occasionally
Walks occasionally
during day, but for
very short distances,
with or without
assistance. Spends
majority of each shift
in bed or chair.

4.Walks
Frequently
Walks outside the
room at least twice
a day and inside
the room every 2
hours during
waking hours.

2.Chairfast
Ability to walk severely
limited or non-existent.
Cannot bear own
weight and/or must be
assisted into chair or
wheelchair.
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Mobility Ability to
change and
control body
position

1.Completely
Immobile
Does not make even
slight changes in body
or extremity position
without assistance.

2.Very Limited
Makes occasional slight
changes in body or
extremity position but
unable to make frequent
or significant changes
independently.

3.Slightly Limited
Makes frequent
though slight changes
in body or extremity
position
independently.

4.No Limitations
Makes major and
frequent changes in
position without
assistance.

Nutrition Usual food
intake pattern

1.Very Poor
Never eats a complete
meal. Rarely eats more
than 1/3 of any food
offered. Eats 2 servings
or less of protein (meat
or dairy products) per
day. Takes fluids
poorly. Does not take a
liquid dietary
supplement. OR is NPO
and/or maintained on
clear liquids or IV’s for
more than 5 days
1.Problem
Requires moderate to
maximum assistance in
moving.

3.Adequate
Eats over half of most
meals. Eats a total of 4
servings of protein
(meat, dairy products)
each day.
Occasionally will
refuse a meal, but will
usually take a
supplement if offered.
OR is on a tube
feeding or TPN
regimen which
probably meets most
of nutritional needs.
3.No Apparent
Problem
Moves in bed and in
chair independently
and has sufficient
muscle strength to lift
up completely during
move. Maintains good
position in bed or
chair at all times.

4.Excellent
Eats most of every
meal. Never
refuses a meal.
Usually eats a total
of 4 or more
servings of meat
and dairy products.
Occasionally eats
between meals.
Does not require
supplementation

Friction and
Shear

2.Probably
Inadequate
Rarely eats a complete
meal and generally eats
only about ½ of any
food offered. Protein
intake includes only 3
servings of meat or
dairy products per day.
Occasionally will take a
dietary supplement. OR
receives less than
optimum amount of
liquid diet or tube
feeding.
2.Potential Problem
Moves feebly or
requires minimum
assistance. During a
move, skin probably
slides to some extent
against sheets, chair
restraints, or other
devices. Maintains
relatively good position
in chair or bed most of
the time, but
occasionally slides
down.

Indicate appropriate number and add for total score
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Total Score:

APPENDIX F
Walsall Risk Assessment
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APPENDIX G

43

APPENDIX G - continued
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APPENDIX H

5 step re-assessment process
Step

Question

Response

1. Mobility

Mobile without
equipment/assistance?

YES/NO

2. Continence

Continent?

YES/NO

Next step

If answer is YES to
all statements use
this chart daily.

3. Nutrition

4. Skin

5. Record

Appears well nourished
able to eat and drink
(People who are
overweight may not be
well nourished)

YES/NO

Skin condition good with
no pressure damage or
excoriation

YES/NO

Record any skin integrity
concerns including
diagram.

YES/NO
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If answer is NO to
ANY statement
implement SSKIN
care bundle and
continue to use this
chart daily to reassess risk

APPENDIX I
MALNUTRITION UNIVERSAL SCORING TOOL (MUST)
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APPENDIX J
SSKIN Care Bundle

KEY
Care delivered
√ - Yes
X - No (record why not)
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APPENDIX K
EPUAP – Prevention and Treatment of Pressure Ulcer: Clinical Practice Guideline (2014)
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APPENDIX K - continued
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APPENDIX L
INFORMATION LEAFLETS
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