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GUIDELINE FOR THE PREVENTION AND MANAGEMENT OF PRESSURE ULCERS

1.

2.

Introduction

This guideline has been developed to support the Trust Policy for Prevention and
Management of Pressure Ulcers. Details for: Tissue Viability (Prevention of Pressure Ulcers) - Trust
Policy and Procedure » Trust Policies Procedures & Guidelines catalog (koha-ptfs.co.uk)

The guideline applies to all staff directly involved in patient care and will identify how the Trust
will aim to prevent hospital acquired pressure ulcers and manage existing pressure ulcers
effectively. Successful implementation of this guidance is dependent on a competent
workforce that understands how pressure ulcers develop, recognises the presence of
predisposing risk factors, and implement timely and effective preventative measures to meet
the individual needs of the patient.

These guidelines place an emphasis on a nurse led, collaborative multidisciplinary process
of identifying risk factors and implementing appropriate preventative and/or treatment
measures.

Aim and Purpose

The aim of this guideline is to ensure consistency of practice across the Trust for patients
presenting ‘at risk’ of developing pressure ulcers, those patients with pressure ulcers present
on admission and those acquired within the Trust. Successful prevention depends upon
removing or modifying the causes of pressure ulcers and to this end the organisation has
taken a zero tolerance to pressure ulcers.

3. Definitions

aSSKINg: Acronym for preventative measures: assessment (risk), Skin, Surface,
Keep moving, Incontinence, Nutrition, giving information.

Category of Pressure Ulcer: EPUAP's (2014) description of the level of skin tissue
damage caused by pressure on a scale of 1-4.

Care Bundle: a group of interventions related to a disease or condition which, when
carried out together, improve care outcomes.

MUST score: Malnutrition Universal Screening Tool

Pressure Ulcer: “A pressure ulcer is localised damage to the skin and/or underlying
tissue, usually over a bony prominence (or related to a medical or other device),
resulting from sustained pressure (including pressure associated with shear). The
damage can be present as intact skin or an open ulcer and may be painful”. (NICE,
2018).

Implementing care using aSSKINg and the Prevention and Management of Pressure
Ulcers Care Pathway

Success in pressure ulcer prevention relies on the introduction of timely actions which are
carried out simultaneously and consistently. As put forward in the Stop the Pressure
campaign (2018) There are 7 essential care steps that help prevent pressure ulcers using
the acronym aSSKINg:



https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=1900
https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=1900
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The Prevention and Management of Pressure Ulcers Care Pathway should be commenced
within 12hrs of identification of risk.

assessment

A qualified member of staff should undertake a pressure ulcer risk assessment, using the
appropriate tool for their area, within 2 hours of admission/transfer to their clinical area, this
should be documented within the appropriate document for the clinical area where the
assessment is undertaken. For Derby this should be within the patient assessment and care
record and on the Burton sites on the Meditech electronic notes system. It is accepted that
there are additional risk factors for maternity patients. These are to be recognised, and
appropriate interventions implemented to mitigate those risks (See Appendix I).

Assessment tools are available to assess adults, paediatrics, neonates, and maternity
patients. These are outlined within the Trust policy for the prevention and management of
pressure ulcers.

Completed risk scores, in conjunction with holistic assessment will help determine the
appropriate preventative care plan category within the pressure ulcer prevention and
management care pathway.

A pressure ulcer prevention and management pathway (WPH1698) should be used for all
patients identified at risk of pressure ulcer development.

Patients who have active pressure ulcers should also be commenced on the Wound
Management Pathway (WPH1697).

Further review, using a risk assessment tool should be recalculated weekly or with changes
in patient condition.

Risk assessment should not be used in isolation, but in conjunction with the registered
professional's clinical judgement.

Surface

Support surfaces require a 24hour approach and include mattresses, cushions, and offloading
boots.

Guidance is provided within the care pathways; however, all inpatients, as a minimum
requirement, should have a pressure redistributing foam mattress.

Alternating dynamic mattresses are available for higher risk patients. Refer to the Trust Policy
and Procedures for the Management of Medical Devices for processes for arranging delivery
of specialist or foam mattresses as well as troubleshooting, cleaning, and reporting faulty
mattresses. opac-retrieve-file.pl (koha-ptfs.co.uk)

Discussion should take place with the individuals consultant for patients with spinal injury,
that are unable to have an alternating mattress system.

High risk static cushions are available on all wards. These should be cleaned appropriately
between patient use. Chair height should be considered when selecting a pressure
redistributing cushion to ensure patient safety and reduce the risk of falls.

Offloading boots are available 24 hours a day and are obtained from the equipment lockers
with the use of the ward key fob. If offloading boots are not appropriate, then pillows should
be used to offload heels.

Pressure reducing equipment can be downgraded as patient condition improves.


https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-retrieve-file.pl?id=b96104e9d24015fbb01b7f63fbac42c6
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Skin

Quialified nursing staff, including Trained Nursing Associates, should assess the condition of
an individual’s skin within 2 hours of admission/transfer. All bony prominences should be
examined. Common sites for pressure ulcers are:

r S

Heels Sacrum Spine  Elbows 2 Back of

blades head

e Sacral

——— schial tuberosity

Existing pressure damage should be graded using the EPUAP grading system. Vulnerable
areas of skin should also be identified in addition to areas of pressure damage.

When assessing skin, changes to look for include:
Persistent erythema (redness)

Non blanching redness

Purple discolouration

Blistering

Localised heat

Localised oedema

Localised pain

Localised induration

Active pressure damage

Clinicians should be extra vigilant when assessing darkly pigmented skin, as changes are not
as easily identifiable. A useful document to assist in assessing darkly pigmented skin can be
found in Appendix Il

All Pressure Ulcers should be documented and categorised on the body map within the
care pathway.
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Skin should be further assessed at every position change and recorded at least every 8 hours
within the care pathway.

It is advisable to obtain medical photography to provide evidence of inherited pressure
damage on admission to hospital, document any new damage and to allow accurate
reassessment of pressure damage. It is also advisable to obtain images, with consent, for all
hospital acquired damage of category 3 or 4 and SDTIs.

Keep moving.

Movement must be considered as being the body’s first defence against pressure ulcer
development. Individuals at risk will be repositioned as a response to skin inspection and
according to individual need and management plan. Repositioning frequency should be
determined by the individuals skin tolerance, level of activity and mobility, medical condition,
support surface and patient consent. Recommendations for repositioning are made within the
Green, Amber, and Red care plans.

In addition:

e  30-degree tilts are recommended to offload pressure from bony prominences.

e Slide sheets should be used to assist position changes to prevent shearing and friction
to the skin.

e Patients should not be positioned onto bony prominences or where there is visible non
blanching redness/existing pressure damage.

e Seating out of bed for patients with pressure ulcers to the sacrum, ischial tuberosities,
spine will be restricted and planned on an individual basis.

e Bariatric equipment requirements should be discussed with the moving and handling
team within the trust.

e Extra care should be taken when a patient is in the prone position. Further guidance can
be found at: Pressure-ulcer-prevention-guidance-when-proning-patients-V6-5.5.20-1-
2.pdf (nationalwoundcarestrategy.net)

All repositioning activity should be logged on the daily record of repositioning, including any
refusal to reposition by the patient. This should be completed by all care staff and therapists.

The repositioning should match with the care highlighted in the allocated care plan.

Incontinence

An individualised care plan is developed for all at risk patients, in partnership with the patient,
main carer and multidisciplinary team to help minimise risk factors such as incontinence and
appropriate measures introduced to help manage patient needs.

An appropriate skin wash cream and Barrier product should be utilised for all incontinent
individuals to prevent excoriation and subsequent skin damage. See appendix Il for local
protocol.

Urinary catheters should be considered for those patients with excessive skin damage from
moisture, that can't be managed appropriately with barrier products, considering the patients
individual medical needs.

Bowel care should be considered for patients with faecal incontinence. Constipation and
overflow symptoms should be treated accordingly. Faecal management systems should be
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https://www.nationalwoundcarestrategy.net/wp-content/uploads/2021/06/Pressure-ulcer-prevention-guidance-when-proning-patients-V6-5.5.20-1-2.pdf
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considered by the medical team for those patients with excessive damage due to faecal
incontinence.

Nutrition

Patients who are malnourished are highly vulnerable to pressure damage, also those who
have pressure ulcer will require additional nutritional support to support healing. Staff should
assess the patient's nutritional status using the MUST tool and follow Trust guidelines on the
management of malnutrition and implement MUST care plans. For further guidance see Trust
policy for Oral Nutrition and Hydration of Adults.

Results of search for 'oral nutrition and hydration of adults' » Trust Policies Procedures & Guidelines
catalog (koha-ptfs.co.uk)

Nutritional support/supplementation with or without the use of oral nutritional supplements
should be considered. This is outlined in the medium and high malnutrition risk categories of
the ‘suggested advice’ as documented in the Patient Assessment and Care Record. This
may or may not be under the guidance of a dietitian.

giving information

Patient information leaflets for the prevention of pressure ulcers whilst in the Trust should be
given to patient/carers on admission. Information leaflet: WPH2514/UHDB /P3767/17
45/03.2020NERSIONZ2 is ordered from stores via the Saffron system.

Patient information is available in different languages please see the Tissue Viability section
on Net-i. All information provided regarding pressure ulcer relief should be documented and
where applicable a SSKIN advice sheet completed and signed by the patient/carer to ensure
that the implications of not adhering to the advice is understood fully by them. See Appendix
V for SSKIN advice sheet which is also found on the back of the Pressure ulcer pathway.

The Tissue Viability Nurse will undertake an apology and perform Duty of Candour with
patients who develop a category 3 or 4 pressure ulcer within our care. In the absence of
mental capacity, the clinical area staff will be asked to undertake Duty of Candour with the
next of kin. The Duty of candour patient leaflet is available on Net-i.

Prevention and Management of Pressure Ulcers Care Pathway document

The pathway should be implemented for all patients identified at risk of Pressure Ulcers and
patients with existing pressure damage. A Tissue Viability short stay admission pathway is
available for adults not expected to exceed three days stay as an inpatient.


https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-search.pl?idx=&q=oral+nutrition+and+hydration+of+adults&weight_search=1
https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-search.pl?idx=&q=oral+nutrition+and+hydration+of+adults&weight_search=1
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Using Green, Amber and Red categorisation, patients will be allocated to a care plan
category, considering the following factors:
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SSKIN interventions should then be implemented according to category of risk as follows:

GREEN*

Your patient demonstrates the ability to spontaneously mobilise and
change position in bed and in the chair, and they are able to
understand the reasons for doing this. They are able to react to
painful stimuli and any pain is well controlled with analgesia and is
not restricting their ability to move.

s« Check skin over bony prominences at this time and ensure the
patient is aware that it is their responsibility to inform staff of
any soreness.

+ A high risk foam mattress should be sufficient.

+ Risk assessment is recorded at least once per week and as
the patient's condition changes.

+ |nform the patient/carer that they should be repositioning
regularly to prevent pressure ulcers.

* Provide an information leaflet on prevention of pressure ulcers
to the patient/carer.

+ Record any alteration in ability (such as short term immobility
due to procedures) and upgrade patient into a different
category if required until mobility returns.

PATIENTS WHO STEP DOWN ON TO A GREEN PATHWAY SHOULD BE MONITORED ON
THEIR REPOSITIONING CHART FOR 24 HRS BEFORE THE PATHWAY IS
DISCONTINUED.



The patient has category 1-2 pressure ulcers, or
a recovering category 3 pressure ulcer. They
may have some difficulty in repositioning. They
may be able to physically reposition themselves,
but they require prompting to do so. They may
have leg ulcers, compromised circulation or
heavy limbs. Patients who have a medical device
that restricts mobility may also require
assistance with repositioning.

SURFACE

« If the patient is mobile or the pressure ulcer is on
an area which can be effectively offloaded (e.g.
heel), then a static matiress is satisfactory.

+« [f they require prompting or encouragement with
repositioning consider an altemating mattress.

+ Off load heels.

+ Use a high risk cushion when patient is sat out in
a chair.

SKIN ASSESSMENT
+ Assess skin 3 times a day and document.

KEEPING MOVING

« Patient repositioned every 4 hours in bed and
every 2 hours in a chair.

+ Ensure sliding sheets are in use to reposition.

+ Encourage patient to reposition independently if
able {and document as witnessed repositioning).

+ Consider analgesia if pain is preventing the patient
from repositioning.

+ Ensure an appropriate care plan is in place for any
medical devices in use, and escalate any
problems to the appropriate person.

INCONTINENCE/MOISTURE

* Incontinence assessment.

«  Keep skin clean and provide patients with a barrier
wash cream.

« Use appropriate barrier products on the skin if it is
maoist or patient is incontinent.

+ Provide an appropriate pad/nappy for level of
incontinence.

NUTRITION
«  Complete MUST score; address nutrition needs
and assist with eating and drinking as necessary.

GIVING INFORMATION
*» Complete SSKIN advice sheet with the patient (if
they have capacity), or carer so they are aware of
the advice they have been given regarding the

" AMBER )
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~

The patient has a category 3 or 4 pressure
ulcer, or a pressure ulcer that is
deteriorating. They are unable to reposition
themselves and require full assistance (this
may be due to altered consciousness,
cognitive impairment or a physical
disability).

SURFACE
« Alternating matiress.
+ Offdoad heels with single usere-usable
offloading boots/pillows.

SKIN ASSESSMENT
+ Pressure areas checked every time repositioned.
+ Recorded at least every 8 hours unless there is a
change.

KEEPING MOVING

+ 2 hourly repositioning; reassess daily and record
rationale in the changes to care plan section if
this regime altered.

+ Ensure sliding sheets are in use to reposition.

+ Utilise 30 degree tilt with all limbs supported with
pillows.

« [f unable to alter position due to condition or pain
record reasons and altematives discussed.

+ Sitting out may need to be limited or even
avoided, based on an individual assessment.

« Ensure an appropriate care plan is in place for
any medical devices in use and escalate any
problems to the appropriate person.

INCONTINENCE/MOISTURE

+ Complete incontinence assessment.

«  Keep skin clean and provide patients with a
barrier wash cream.

* Use appropriate barrier products on the skin if it
iz moist or patient is incontinent.

+ Provide an appropriate pad/nappy for level of
incontinence.

NUTRITION
« Complete MUST score; address nutrition needs
and assist with eating and drinking as necessary.
« Refer to dietician for advice on nutrition to aid
wound healing.

GIVING INFORMATION
« Complete SSKIN advice sheet with the patient (if
they have capacity), or carer so they are aware
of the advice they have been given regarding the
RED care plan.

* Provide an information leaflet on preventing
pressure ulcers.

AMBER care plan.
Qﬂ:vide an information leaflet on preventing / /

pressure ulcers.
These care plans should not replace clinical judgement and any variations needed should be
monitored within the changes to care plan section within the pressure ulcer prevention care
pathway.
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Dressing selection

Wound evaluation should be completed on initial assessment and on every subsequent
dressing change to monitor any progress or deterioration. An individualised care plan should
be completed for each pressure ulcer within the wound management care pathway.

The provision of pictorial wound classification and standard wound management guidelines
within the care pathways will help staff to recognise causative factors and choose dressings
to help create a moist healing environment. Staff can refer to the Wound Care Formulary and
guidelines for additional information. These are available on Net-i;

https://neti.uhdb.nhs.uk/download.cfm?doc=docm93jijm4n20799.xIsx&ver=52871
https://neti.uhdb.nhs.uk/download.cfm?doc=docm93jijm4n20798.pdf&ver=56421

Evaluation of care

The patient’s risk status should be reassessed by trained staff, at frequent intervals and as
condition changes. Reassessment may initially be undertaken daily during an acute phase
of illness or in the post-operative phase. Frequency of repositioning may be reduced as the
patient's condition stabilises and be reviewed at weekly intervals or as the patient's condition
changes. Where adverse changes in risk factors are noted, e.g.: uncontrolled diabetes or
presence of infection, staff should amend care plan to address and manage new problems.

If a patient's general condition improves, staff will reassess the need for repositioning or
equipment provision to promote rehabilitation potential, e.g., downgrading alternating
mattresses to foam so that the patient can move more easily and independently.

For patients compromised by immobility, pressure areas and skin condition will be evaluated
on each shift and recorded on the patients repositioning chart. Any changes identified will be
reported and care amended to address any new problems.

Pressure ulcers should be evaluated at least every 48 hours, or where new changes are
identified, and prior to patients transfer or discharge. Characteristics will be documented on
the wound evaluation form in the Wound Management Care Pathway or in Meditech V6, to
review any progress or deterioration. Characteristics documented will include the wound size,
depth- superficial or full thickness, category, tissue colour, exudate levels, presence of pain
and ongoing progress.

Medical Devices

Medical Devices can cause pressure damage if not applied or cared for correctly.

Specialist medical devices such as casts and splints have specialist care plans available on
Net-i.

Individual medical devices should be documented on the body map within the pressure ulcer
prevention care pathway and repositioned according to the individual care pathway. Splint
workshop plans should be followed. Reports of pain under a medical device should always
be listened to and actions taken to find out the cause of the pain, and whether pressure can
be relieved.

Appropriate referrals

All category 3 and 4 pressure ulcers are referred to the Tissue Viability Team by completing
a Datix IR1.


https://neti.uhdb.nhs.uk/download.cfm?doc=docm93jijm4n20799.xlsx&ver=52871
https://neti.uhdb.nhs.uk/download.cfm?doc=docm93jijm4n20798.pdf&ver=56421
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The Tissue Viability Nurse will confirm the category of the pressure ulcer and, if appropriate,
initiate a review of the notes for those ulcers which have developed within our care.

Where wounds fail to make expected progress or where deterioration is noted, nursing staff
should seek advice from the Tissue Viability champion for the clinical area.

Tissue Viability champion nurses are based in each clinical area and will assess and suggest
alternative management if the current equipment or dressing regime fails to meet the
patient’s needs.

If further specialist advice is required, then TV review can be sought.

Discharge planning

Prior to discharge, home equipment should be assessed and referral to community nursing
teams should be made in a timely manner. If pressure ulcers are present, then a supply of
dressings, should be sent home with the patients if requiring community nursing input. This
would normally be enough for two days dressing changes.

The Occupational Therapist should also be included in any planning for home equipment and
social care should be informed of need for regular input for individualised repositioning.

10
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7. Appendices

APPENDIX |

ADDITIONAL CONSIDERATIONS FOR THE PREVENTION AND
MANAGEMENT OF PRESSURE ULCERS IN MATERNITY AND
OBSTETRICS

Abbreviations

BMI - Body Mass Index
CTG - Cardiotocograph
IR - Incident Report
v - Intravenous

Key Responsibilities and Duties

It is the responsibility of the midwives to perform a full skin assessment, and pressure ulcer risk
assessment, using the ‘Plymouth maternity pressure ulcer risk assessment tool’ for patients
who are not fully mobile, or have any trigger factors listed in this appendix. This must be
completed within two hours of admission / transfer to Labour Ward / 314. In addition, the
Plymouth Score and skin checks are to be completed on all post-operative women regardless
of type of anaesthesia (until the woman is fully mobile without assistance). Upon assessing the
women as high risk, the ‘Plymouth Score’ must then be reassessed as and when their general
physical condition changes. The risk assessment tool should act as an aide memoir and should
not replace clinical judgement.

Ensure that those women at risk of developing pressure ulcers are educated about their risk
factors and advised of measures to minimise them.

Trigger factors —tissue viability risk assessment

Women with the following trigger factors MUST have a formal risk assessment completed using
the Plymouth score.

o Epidural / Spinal analgesia or anaesthesia
BMI <18 or > 35
Existing sensory or motor neurological deficit
Pre-existing diabetes
Eclampsia / fulminating pre-eclampsia.
IV anticoagulant therapy or warfarin therapy
Symphysis pubis dysfunction
Post-partum haemorrhage of more thanllitre
Disseminated Intravascular Coagulation
Chronic immobility

13
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Documentation

The Plymouth Risk Assessment form may be used to document the risk score.

Please ensure all assessments and individual plans of care are documented clearly in the
appropriate records which may include some or all of those listed below:

e medical records
e maternity handheld records
e maternity clinical system special instructions page

Good record keeping is an integral part of nursing and midwifery practice and is essential to the
provision of safe and effective care. (NMC 2009)

Risk assessment

An individual’s potential to develop pressure ulcers may be influenced by the following factors
which should therefore be considered when performing the risk assessment:

o Pre labour rupture of membranes — (biggest common factor in epidural — related
pressure ulcers)

Reduced mobility or immobility.
Sensory impairment

Acute iliness

Level of consciousness

Vascular disease

Low BMI

Raised BMI

Severe chronic or terminal illness
Previous history of pressure damage
Malnutrition and dehydration
Pressure

Shearing

Moisture to skin

Medication e.g., long term steroids

Action to be taken in “at risk” women.

Risk assessments may be completed in all areas dependent upon need of the woman. Those
who score 20 or above should have a Prevention and Management of Pressure Ulcers Care
Pathway initiated, (WPH1698, available from Ward 209 or stores)

Any preventative action taken must be clearly recorded in the labour notes (during intrapartum
care only) or in the Maternity Care Plan.

All risk assessments must be available to all members of the multidisciplinary team. A proactive
care plan will then be kept according to the needs of the individual.

Skin inspection

Skin inspection should be based on an assessment of the most vulnerable areas of risk for each
woman. These are typically — heels, sacrum, buttocks, ischial tuberosities, femoral trochanters,
elbows, shoulders, the back of the head and toes.

Pressure and shear may result from equipment, clothing, and bed linen.

14
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Skin changes should be documented / recorded immediately in the health record, and the care
plan altered according to individual needs.

If the woman remains at risk of developing a pressure ulcer on transfer from hospital, the risk
score, and plan of care must be clearly documented on discharge records. If she should still
require pressure-relieving equipment, seek advice from the tissue viability department.

Positioning

All women deemed "at risk" will be individually assessed and the frequency of repositioning will
be determined by skin inspection, individual needs, comfort, and the risk care plan category
assigned in the Prevention and Management of Pressure Ulcers Care Pathway (WPH1698).
Relevant interventions must be recorded in this document. The repositioning schedule should be
agreed, recorded, and established for each woman at risk.

Positioning should ensure that prolonged pressure on bony prominences is minimised. Consider
manual handling techniques to minimise friction and shear damage.

Individuals who are considered acutely at risk of developing pressure ulcers should restrict chair
sitting to less than 2 hours at any one time.

Further advice can be sought from the tissue viability nurse specialists (see contact details).

Use of Aids

All patients within the University Hospitals of Derby & Burton NHS Foundation Trust maternity
units are nursed on high quality foam pressure redistributing mattresses that can support up to a
Category 2 pressure ulcer and a Plymouth score of 16 (High Risk).

Women in "at risk" groups should have hygiene and skin care needs assessed and care planned
to meet their needs and documented.

Any aides should be used as per manufacturers’ instructions and should not be left in situ after
moving the woman is complete.

If a pressure ulcer develops:

In the rare event that a pressure ulcer develops in a maternity patient the following action must
be taken:

e Complete a Prevention & Management of Pressure ulcers Short Stay Care
Pathway (WPH1699) documenting all the relevant information and use the
information within the document to inform dressing choice and categorise the
pressure ulcer.

¢ Have the wound photographed via medical photography if appropriate and store
within the CTG folder of the woman’s medical notes.

o Complete a DATIX

e Reassess the woman's Plymouth Score and document accordingly this will also help
to inform if the woman requires a different support surface on which to be nursed.

e Ensure that progress and care given is communicated clearly to the relevant primary
care staff on discharge.

e Please ensure that sufficient dressing material is provided to the woman on
discharge.

15



NHS

University Hospitals of
Derby and Burton

NHS Foundation Trust

e The Consultant responsible for the woman's care should be informed whilst she is
still an in-patient and a postnatal follow up appointment may be offered.

e Ensure that the woman, and as appropriate, her family, receive a clear explanation
by a senior midwife or obstetrician, and that clear guidance on caring for the pressure
ulcer and the likely course of healing is given.

Tissue Viability Contacts

TV Champion Midwife for Tissue Viability based on Labour ward

UHDB Tissue Viability team can be contacted:
Derby Sites: ext: 87043 or 86054 / Bleeps: 3128 / 3165/ 3337
Burton Sites: ext: 6293/6294 Bleeps: 461

16



f +~
XK
[
ner
© 3o
r@oE
pdd
Snm
an
H [Tl
)
283
w o
o0
=
c
)

System for Dark Skin Tones

on

Pacific Classificat

“Juawieal) jlewndo yim
uana anss|l Jo siakej jeuonippe
Bujsodxa ‘pides aq Aew uopnjoa3
“Jeyasa ulyl Aq pasanod aq pue
AJOAD Jayuny Aew punom ayjy
Pag punom JEp B JAAO J3IS|q
ulyl e apnpur Aew uopNOA3
SBUOY UPIS YJEP YuMm S|enpiaipul
ul 10939p 01 ymMp aq Aew
Asnfuy anssi daag "anssp adelpe
0] pasedwod Se JIj00D JO JAULEM
‘A83oq ‘Aysnw  ‘wuy  ‘nyured
s1 18yl anss|3 Aq papadlaid aq Aew
eaJe ay] "Jeays io/pue ainssaid
woJyy anssg Yyos SulAapun
jo aSewep 01 anp J3A1S||q PIAIY
-po0|Q JO UIS 12BJU| PAINOJOISIP
JO BaJe pas||e20j uoosew 10 ding

Aanfuj anssiy

daaq pajdadsnsg

0Z0Z Yiddd @

‘panowas
aQ 10U PNOYS pue JIN0d
(lex30j01q) jesmeu  sApoq

Yy, Se SaIS S|Py Iyl uo
Jeyasa (ascueniany Jo ewayilua
mnoyum ne Juasaype
‘Aip)  2iqe1Ss  “pauiwidlap
aq jouued (adeis asojauayd
pue) ‘yidap ansi ay) ‘punom ayl
JO aseq ay] asodxa 01 panowas
s| Jeydxsa Jo/pue  y3nojs
ydnoua N 'paq punom
a3yl ul (yoejq 10 umoiq ‘uel)
Jeyasa Jo/pue (umoiq 10 uaasd
‘Aesd ‘uer ‘mojaA) ysnops Aq
PaJaA0d S| aSeq 132N Yl YIIyMm
Ul SSO| 3NSSII SSAUNIYY N4

a|qeasdejsun

a0 eiddd mmm 135N Joj uoIsSILIAd pue UoBWLIOUI IO
"SINPY JAPJ0 10 WIsAS UOREdYISSED Yiddd ‘SIU0L UNiS

‘ajqedjed A32asip Jo 3|qISIA
S| uopual/auoq pasodx3 "a|qissod
sniRAwoaiso Supew (ajnsded juiof
JO uopudy ‘epsey "Fa) sainPnNAS
Supsoddns 10/pue apsnw
o puaxa ued saunfu] ainssasd
¢ adeis "mojeys aq ued s1aNn
959yl pue anssii  snoauendgns
@ABYIOU Op SNjod|jew pue ndpd0
‘Jea ‘asou jJo aSpuq a3yl "uopedo|
{ea1woleue Aq sajsea Asnfuj ainssaxd
¥ 23e15 e Jo yidap ayy “Suypuum
pue Suujuuapun apnpul UIYRO
‘paq punom a3yl jo sued awos
uo juasaid aq Aew Jeydsa Jo ysnojs
BISNW JO uopua]} ‘auoq pasodxa
YIIM  SsO| anssiy  ssauyaiyl  Ing

"ajqed|ed Apdasip
10 3|qISIA J0U S| uopudl/auog "saunlul
anssaud g a8els dasp Apwanxa
dojanap ued Ausodipe  uedyuss
JO SeaJe ‘ISEJJUOD U| “MOjjeys aq ued
sJadjn g adels pue anssi} SNOAULINIGNS
aaey jou op snjodjjew pue IndpPd0o
‘Jea ‘asou jo 28puq ayl "uonedo|
|eojwojeue Aq sauea saunful ainssasd
€ @8e1s jo yydap ayy "Sujuuny pue
Sujuiwiapun apnpu; Aepy "sso| anssi
J0 yidap ain25qo Jou Saop Inqg Juasaxd
aq Aew y3nojs ‘pasodxa Jou aJe 3Psnw
10 uopua) ‘auoq Ing ‘Vqisin aq Aew 1ey
SNOJUBINIGNS "SSO| ANSSI SSAUNINY] ||IN4

"UOJIRLI0DXD
JO  uopesdeW  ‘SNpewIp
[eaupsad ‘suing adey ‘sieal upjs
9QquIsap 01 pasn aq Jou pNoys
sapnfuyainssaud z adels “(Aunfu
anss|) daap pajdadsns sajedpul
Suisinig) Suisinig Jo  ysnojs

noyum  Jadin  mojeys Asp
10 Aupys e se sjuasald "1ais|q
pajjy-wnias paimidni/uado

J0 Peu ue se juasasd
osje Aeyy "y8nojs Inoyum ‘paq
punom yuid/pas B yum Jan
uado mojeys e se Supuasasd
S|WJAP JO SSO| SSAUNNY] [efued

*(¥su jo usis
Suipjesay e) sienpiapul ysu Je,
a1eaipul Aepy "auol uys pajuawsid
Apijep  yum  sjenpiajpul Ul
12912p 01 YMYIP aq Aew sauniu)
ainssayd | adels 'anssp juadelpe
0} pasedwod Se JIJ00D JO JAWIEM
‘H40s ‘wJ)j ‘|njured ag Aew ease ay
‘eaJe SUIpuNoLINS 3yl WOl JaYIp
Aew Jnojod sy ‘Sulyoue|q AQISIA
aney jou Aew upys pajuawsdid
Appeg -saouauiwoid Auog sano
Ajlensn eaJe pasi|ed0j e JO ssaupal
J|QeyOuUR|g-UOU YUM ulyS 1Deju|

Pan

APPENDIX Il

Ue|sy JOj waisAS uonesyisse|d viddd ‘UaIp|iyD PUe SAIBUOIN JOj WIISAS UONEINISSE|D Widdd ‘SIUOL LIS 3N YUM SINpY
10} WaISAS UOREIISSE]D Yiddd ‘[BININININIA JWIISAS UONEIYISSE]D Viddd :SPLS SIY) Ul IqepieA. OS]y "uoIssiuad yim
pasn ‘apmie) uuay 1g Asannod sojoyd |y :S030Yd “Viddd Aq paump :saiydes8 ag wM Wied 3u10GsO eipaw a8puque)
("P3) 43|59BH Ajlw3 :HTOZ "FUIBPIND 3213284 |EINUI|D 15I3IN NS JO JUSUIIESIL PUB UORUIABIG ‘(Viddd) @auel||y Ainfu)
2ANS53id MY UBd ‘(d¥Nd3) 19ued AJosiapy Jadjn ainssald ueadoin3 ‘(dvNdN) |ued AJoSIApY Jadjn 2Jnssald |EUOnEN
Ul ul paysiqnd (pT0Z'6007) waisAs uoROAYISSO[D 133N 3inssald dYNdI/dVIIdN [DUORDUIIU] (WO paydepe IxaL

ey Anluy airssasg

J41DVd Nd SANOL NDIS M¥VA 404
/U INFLSAS NOILVIIAISSYTI AYNINI 3HNSSI¥Ud J141DVd NVd



f +~
053
ner
© 3o
s
pdd
w c
o< 3
I Ou
yS
282
()
o0
2
(=
=

APPENDIX I
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APPENDIX IV

Patient Information Leaflet

NHS|

Patient i University Hospitals of
Information Derby and Burton

NH5 Foundation Trust

Preventing pressure ulcers in hospital

Anyone who spends a long time in ona position - sitting in a chair or lving in bed, is at a
larger risk of getting a pressure ulcer (also known as a pressure sore or bed sore),

You are more al risk il

= Your walking or moving is resiricted = You have a condition such as diabetes,
due to illness, injury, surgery or pain. or breathing, circulation or neurclogical
problems.
« Your skin marks aasily. * You are not eating and drinking as wall
as usual

You are taking medicines such as
Warfarin or steroids.

+ You have had a previous pressure ulcer.

+  You are unabla 1o reposition yourself
in bed,

What can | do to prevent pressure ulcers?

Think SKINS and tell staff your concerns straight away

Skin check
S Check your skin for signs of redness, pain or damage.

Keap moving

Ensure vou change yvour posilion ragulary - whether this is maving in bed 1o an

K alternative side or getting up and going for a short walk if you are well enough
Ensure your heels are offloaded/suspended with either pillows or special boots

that staff can give you.

Incontinence

Maoisture can increase the sk of pressure damage. If you need help with your

I toilefing naeds whilst in hospital, pleass speak to the staff, Excessive sweating
can &lso increase your risk of pressure damage, please speak to the staff if this is

a problem.

MNutrition
You nead adequate diet and flulds to maintain haalthy skin.

Surface

This can be your maliress or chair. If you have prassure damage, you may benefit
from & specialised matiress andfor cushion for your chair, which helps to reducs
pressure. However, it is sfill important to keep moving

EXCERTIOMAL @ Patiari

Care Together wovenuhab.nhs.uk e

i s
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How will | know if | am getting a pressure ulcer?
There are some key things to look out for. If you find anything, tell a staff member as soon
as possible:

PAIN e.g. heels can sometimes feel painful when resting on the bed or floor.

REDNESS OR  this is due to interruption of bload fiow in the bload vessels, due to
PURPLE pressure causing tissues to be starved of oxygen and nutrients.

BLISTERING This can eventually lead to a deeper wound if pressure is not relieved.

CHANGE IN e.g. spongy or harder tissue.
TEXTURE

It is important to note that pressure ulcers can occur on bony parts of the body and
sometimes under equipment such as oxygen masks, tubing, compression stocks as well as
light footwear.

Checking for pressure ulcers in hospital
Nursing staff check a variety of different parts of your body. The pictures below show the
areas of greatest risk.

TTS.

Heels Sacrum Spine  Elbows Shoulder  Back of

biades head

Shoulder blades
Spinal protrusion
Elbows

Sacral
Ischial tuberosity
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What will happen if | have any areas of soreness on my skin?

If you have any areas of skin that are sore, red, hot or swollen please tell your nurse as
soon as possible. If you are assessed as being at risk of developing a pressure ulcer or
have started to get one, we will ask to inspect your skin for signs of damage every day.
This iz determined on your hospital admission and regularly throughout your stay. Your
nurse will allecate you into one of the following rsks groups. Ask them to tell you which
Qroup you are in.

If you can move yourself and do not have any existing skin damage:

GREEN | » Plaasza tell staff as soon as possible if you have any soraness, aspaclially if

meahile this is in a bany area,

patients |« Plaase tell staff if you nead pain relief to make it easier for you o move.

« Ward staff will assess the risk of your skin getting sore weekly or if anything
changes in your condition,

If your movements are restricted, you require assistance or prompting and/or
you have reduced feeling to your =kin:

+ You will be encouraged to change position fraqueantly.

» Ward staff will check your skin three times a day for any redness or
soreness, but pleasa el the ward staff if you feel sora.

patients » [ suitable, you :will be nl_.arﬁed on pressure reli_evi ng equipment such as a
with pressure r&l:lucu_'lg n:usl_‘unn or sp-e_vclal altemating air mattress. .

———— You :n'.l'lll be provided with pain relief o help you move mare freely, if
requined.

» Pleaze tell the ward staff if you have any issues with incontinence, as this
will increase your risk of developing a pressure ulcer.

# Your dietary neads will be assessed and referral 1o a digtitian made i
necessary. Please tell the nurse if you have any worries about not eating or
drinking enough,

AMBER

mabilify

If you are immaobile, have reduced circulation, reduced feeling to vour skin
andior existing pressure damagea:

# You will be placed on an altermating mattress.
* If your heels are af risk of pressure damage, you will be given boots to lif
RED your heels off the bed,

immabile |« Your skin will be checked every 8 hours, but please tell the ward staff if you

patients feel sore.

¢ fou will be helped o reposition frequently. Please tell the staff if yvou ane
uncomfortable and work with them o develop a sultable repositioning plan.

#  You will recaive an incontinance assessmant and managameant plan, if
possible pleasa tell the ward staff if you are having incontinence.
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Murses should also be looking at areas where medical devices are, as they can cause

pressure damage. Examples include:

Catheters and catheter straps
Oxygen masks

Splints

Monitoring equipment
Feeding tubes

Plaster casts

TED stockings

Give it your BEST SHOT when checking your skin

Buttocks

Elbows and ears
Sacrum (bottom)
Trochanters (hips)

Spine and shoulders
Heals

Occipital area (back of head)
Toes

SOoITWw Huumm

If in doubt, please ask your nurse or doctor for advice or information at any time.
Don't wait until you have a pressure ulcer before you seek help.

Acknowledgment 1o University Hospitals of Laicestsr WHS Trusl (27/08M10), Tisswe Viabiity Servioe;
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APPENDIX V

UNIVERSITY HOSPITALS DERBY & BURTON NHS FOUNDATION TRUST
SSKIN PATIENT ADVICE SHEET

Location Advice Given

Ward:
PATIEMT ADDRESSOGRAPH
Sita:

Our Trust is working hard in order 1o try to reduce the risks of pressure ulcers 1o our patients.
Our risk assessments indicates that you are at risk of pressure ulcer development o
detenoration bacause of the following

Wae ara providing you with this information to help ensure you understand the measures we
need 10 introduce, in order 1o help reduce your risks of ulcer development. We alzo wizh to
advize you of the possible consequence i.e. development of a pressure ulcer if we are unabla
to consistantty ensure that the following key elements of care are achieved.

In order to minimise your risks of pressure damage it i important that you and/ or you
carer adhere 1o the following recommendations:

Skin

Assassmant

Suriams
Keep

Moving

|nmnl.'|‘|unm

Nutrit’nﬂn

| have discussed the above risk factors with the Murse/ Therapists and understand that the above
care recommaendations / advice will help reduce risks of pressure ulcer development

Date: _ Patient Signature: ___
Date: _ Carer Signature:
Date: _ HNurse Signature: _
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