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Introduction

Pressure ulcers remain a significant healthcare problem affecting 700,000 people per year
(Wood J, Brown B, Bartley A, et al, 2019); they are associated with reduced quality of life,
affecting an individual’s physical, social, and emotional wellbeing.

Estimates on pressure ulcer incidence and prevalence from hospital-based studies vary
widely, according to the definition and category of ulcer, the patient population and care setting.
Treating a pressure ulcer costs the NHS more than £3.8 million every day (NHS Improvement
2016), in the most severe cases the cost can range from £11,000 to £40,000 per person.

Pressure ulcer prevention can improve patient outcomes and reduce the cost to the NHS.
When considered alongside the human suffering there is a clear need to find innovative and
simple ways for all members of the multi-disciplinary team to address this fundamental aspect
of nursing care in everyday clinical practice.

Shropshire Community Health NHS Trust (SCHT) aims to provide the best possible care for
their patients and will make every effort to prevent patients developing pressure ulcers and
associated conditions whilst in their care. In addition, the Trust has a responsibility to ensure
that there are systemic measures in place to prevent the development of pressure ulcers and
associated conditions and to assess and manage them if they should occur.

Purpose

This policy provides health professionals across SCHT with knowledge to inform and support
their actions and decision making, ensuring they can provide the most effective pressure ulcer
preventative and/or treatment strategy.

This policy is intended as a brief overview and should be read in conjunction with more detailed

guidance from National Pressure Ulcer Advisory Panel (NPUAP) 2019, European Pressure
Ulcer Advisory Panel (EUPAP), 2019.

Definitions

Pressure Ulcer (PU) 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.

EUPAP European Pressure Ulcer Advisory Panel

PSIRF Patient Safety Incident Response
Framework

Medical Device related pressure ulcer Pressure ulcer that has developed due to the
(MDRPU) presence of a medical device (NHSI June
2018).

Moisture Associated Skin Damage (MASD) | Skin damage caused by excessive
moisture.

Pressure ulcer present on admission (POA) | When undertaking a skin inspection on
admission to the service (caseload, inpatient
or clinic setting), if the patient is observed to
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have a pressure ulcer, it will be referred to as
a ‘pressure ulcer on admission’ (POA). This
must be documented in the patient’s notes
and reported accordingly.

Deep Tissue Injury (DTI’s) 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.

4 Duties

The Board of Directors are responsible for ensuring that the necessary clinical policies,
procedures, and guidelines are in place to safeguard patients and reduce risk. In addition,
they will require assurance that clinical policies, procedures, and guidelines are being
implemented and monitored for effectiveness and compliance.

The Director of Nursing and Clinical Delivery and the Medical Director are responsible for
overseeing the implementation of this document.

4.1 Clinical Service Managers and Professional Leads:

Clinical Service Managers and Professional Leads will, for their areas of responsibility, ensure
that this document is implemented by ensuring that:

e This document is made available to all staff within their department, and that their staff
comply.
e There is adequate provision of suitable staffing levels, working conditions and

environments. Each day all team members will undertake a pressure ulcer prevention
safety huddle (where appropriate).

e Each team will have a healthcare professional/clinical lead to act as a link
nurse/champion for Pressure Ulcer Prevention and Tissue Viability to disseminate
updates in care and be a link for their area to/from the Tissue Viability Service (TVS).

e That their staff are properly informed and trained by ensuring that staff are released for
training in undertaking skin assessment and risk assessment and complete the on-line
training pressure ulcer prevention module.

o All new staff joining the Trust will receive pressure ulcer prevention training as part of
their induction programme.

411 Team Leaders (Adults):

Team leaders will:

o Ensure all caseload holders undertake daily handover discussion and pressure ulcer
safety huddle within their teams.

o Be responsible for confirming the correct pressure ulcer category within their teams
and that it is reported via Datix.

o Develop and implement action plans and risk reduction measures resulting from the
investigation of incidents and provide assurance of completion.

e Monitor action plans until completed and that the Risk Management Team and the
Tissue Viability Service are kept informed of progress.
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Tissue Viability Team:

Tissue Viability Nurses are responsible so far as is reasonably practical for:

e Ensuring that this document reflects National and Commissioner’'s Guidance and is
disseminated throughout the Trust.

e Specialist assessment of complex and Category 3 and 4 pressure ulcers.

e Overseeing Datix to ensure all pressure ulcers reported are confirmed with correct
category of damage and harm level.

e Attend Patient Safety Incident Panel (PSIP) to review all in-service category 3 and 4
pressure ulcer incidents.

e Pressure ulcer prevention and management education and awareness for key events
(Stop the Pressure Day).

All nursing staff have a responsibility to:

o Participate in the daily team handover and pressure ulcer safety huddle when on duty.

e Ensure that they develop and maintain their knowledge and skills in Pressure Ulcer
Prevention and management.

o All staff are responsible for reporting all pressure ulcers Category 2 and above within
24hrs of discovery.

e All patients that have developed a Category 3 and/or Category 4 pressure ulcer,
unstageable pressure ulcer and/or multiple Category 2 pressure ulcers should have a
safeguarding score recorded and a safeguarding referral reported if indicated and
recorded on Datix.

¢ Duty of Candour: all patients or their family who have developed a pressure ulcer whilst
under the care of the Trust must receive a Duty of Candour written apology from the
Trust.

e Staff issuing pressure relieving equipment must review the equipment regularly as
directed in Pressure Relieving Equipment Guidance (Appendix 1).

All staff have a responsibility to:

e Attend pressure ulcer prevention and awareness training.
o Be aware of the Pressure Ulcer Prevention and Management policy and the process
to follow when a pressure ulcer is discovered.

Pressure Ulcer Risk Assessment

Pressure Ulcer Risk Primary or Secondary Evaluation Tool (PURPOSE T) is an evidence-
based pressure ulcer risk assessment tool which supports clinical decision making and makes
a distinction between three groups of patients:

- those not at risk of developing a pressure ulcer

- those patients who have no pressure ulcer but who are at risk (requiring primary
prevention)

- and those with an existing pressure ulcer/scar, or who have had a pressure ulcer in the
past (requiring secondary prevention and treatment)

PURPOSE T (Appendix 2) has a three- step assessment process:

Step 1: Screening - to quickly screen out those clearly not at risk. It comprises assessment
of mobility and skin status (including medical devices) as well as encouraging healthcare
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professionals to use their clinical judgement to highlight any other risk factors which
significantly impact the individual patient.

Step 2: Full Assessment — incorporates the following evidence-informed items:

Analysis of independent movement

Detailed skin assessment

Previous pressure ulcer history

Medical devices

Perfusion and nutrition

Sensory perception and response

Moisture due to perspiration, urine, faeces, or exudate
The presence of diabetes.

Step 3: Assessment decision based on step 2 and aided by colour-coding:

Green: No pressure ulcer — not currently at risk
: No pressure ulcer — but at risk, requiring primary prevention

Red: Pressure ulcer Category 1 or above or scarring from previous pressure ulcer — requiring
secondary prevention/treatment.

Following Step 3, associated guidance is available to follow based on green, amber and red
pathways (Appendix 3), this should be used in collaboration with the Pressure Ulcer Clinical
Pathway (Appendix 4).

The PURPOSE T risk assessment tool should be completed on RiO and should always be
used in conjunction with the trained health care professional’s clinical judgement and all
rationale for decisions documented at each risk assessment.

Assessment should also be on-going, and frequency of re-assessment should be dependent
on change in the patient’s condition within the environment:

e Patients on the community caseload - PURPOSE T should be completed monthly, or
sooner if a reported change has occurred in the person’s condition or changes noted
on skin inspection.

e On transfer to another care setting.

Skin Inspection

Skin inspection provides essential information for pressure ulcer prevention. Regular
inspection of vulnerable parts of the body will enable early detection of pressure damage.
(Appendix 5).

Inspection must be documented, and clinical images taken, skin assessment should also
consider parts of the body where pressure, friction or shear is exerted during an individual's
daily living activities e.g., on the hands of wheelchair users.

The assessment of darkly pigmented skin is different, clinical signs to consider during skin
inspection are - localised heat and purplish/blue skin hue, the area may also feel cool, harder
and have increased pain and localised oedema. (Appendix 7).

Patients or relatives/carers should be encouraged to participate where necessary, following
appropriate information/training. Skin inspection can be undertaken during routine care,
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considering patient consent, and should be documented in the patient’s electronic care record
and any problems acted upon.

Skin inspection should be based on an assessment of the most vulnerable at-risk areas for
each patient. Usually these areas are the heels, ischial tuberosity’s (sitting bones), hip and
sacrum (Appendix 5).

Importance must be taken with potential or actual skin damage to the heels. All patients who
have heels at risk or damaged must off-load heels and have pressure relieving heel protectors.

*A mirror can be used when inspecting the heels to aid all round visualisation of any
potential or existing damage.

In-patients (at community hospitals) will have their skin assessed a minimum of twice daily if
they have been identified on the Secondary Prevention and Treatment pathway.

It may not always be feasible or possible to complete a full skin assessment. In this instance
the reason why a skin assessment is not performed will be documented and completed at the
next available opportunity.

Pressure Relieving Equipment

Pressure relieving equipment will be selected based on the patient’s circumstances, including
assessed level of risk, pressure ulcer, level of mobility, patient comfort, patient choice, place,
and circumstances of care provision (NICE, 2014, EUPAP 2019).

It is important that the following factors are considered:
e Level of immobility and inactivity
¢ Need to influence microclimate control and shear reduction
e Size and weight of the individual
¢ Number, severity, and location of existing pressure injuries
¢ Risk for developing new pressure injuries.

Pressure relieving equipment guidance should be followed when ordering equipment
(Appendix 1).

All equipment must be used in accordance with the manufacturer’s instructions.

The provision of pressure relieving equipment does not replace the need for repositioning the
patient as directed by their individual risk assessment.

If additional equipment i.e. pillows or gel pads are used to prevent pressure between knees
and ankles, their use must not compromise the pressure redistribution/relief of the support
surface the patient is being nursed on.

Repositioning

Frequency of repositioning will be individually determined based upon the patient’s level of
activity, mobility, and ability to independently reposition, consideration should also be given to
the patient’s:

e Skin and tissue tolerance
e General medical condition
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o Overall treatment objectives
e Comfort and pain

Repositioning schedule will be agreed with the patient and carers where appropriate, this will
be recorded within the patient’'s 24-hour pressure ulcer prevention management plan
(Appendix 8).

Patients will not be repositioned onto areas of existing pressure damage; there should also be
optimal offloading of all bony prominences so that maximum redistribution of pressure is
achieved.

If unable to turn the patient’s position due to medical reasons, then a 30-degree lateral tilt can
be achieved to minimise pressure on bony prominences (Appendix 9).

Manual handling techniques and equipment should be used to reposition patients to reduce
friction and shear — these should be removed after use unless they are specifically designed
to remain in place and their use is supported by a moving and handling risk assessment, as
well as a pressure ulcer risk assessment.

Patients who use wheelchairs should be assisted to regularly redistribute their weight. An
agreed period of time should be negotiated with the patient and carer and should be recorded
in the care plan, this should be no longer than two hours. Use of pressure relieving cushions
should be based on risk assessment. Specialist advice and expertise should be gained from
the Wheelchair Services Team.

Seating

Patients at risk or high risk of pressure ulcer development will be offered an appropriate
pressure relieving cushion in accordance to their individual needs and risk assessment.

A specialist assessment can be provided by the therapy team if a patient has special postural
needs, and a standard chair is not sufficient to support their posture — a referral should be
made to Occupational Therapy (OT) or Physiotherapy.

As a minimum all wheelchair users should be assessed and offered a pressure relieving
cushion through Wheelchair Services and should be advised to use it. There should also be
an equipment review incorporating pressure mapping for wheelchair users with newly
developed pressure damage to ensure equipment is sufficient for risk level and needs.

For patients with an ischial or sacral pressure ulcer, evaluate the benefit of periods of bedrest
in promoting healing versus the risk of new or worsening pressure injuries and the impact on
lifestyle, physical and emotional health.

Nutrition

Inadequate dietary intake and poor nutritional status have been identified as key risk factors
for both the development of pressure ulcers and prolonged wound healing (Appendix 10 &
11).

Patients at risk of malnutrition:
o Elderly

e Chronic illnesses
¢ Neurological disorders
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o Physical disabilities

e Learning difficulties

¢ Inflammatory bowel disease
e Mental health illness

To prevent occurrence of pressure ulcers we must:

¢ Provide nutritional support to patients identified of having an inadequate dietary intake
and poor nutritional status.

e Complete a nutritional assessment using the MUST Tool on RiO and referral to the
dietician for nutritional.

Consider referral to Speech and Language Therapy if there are any concerns/deficits in
swallowing ability which may be affecting nutritional intake.

Pressure Ulcer Classification

All pressure ulcers will be assessed using the EUPAP (2014) classification system (Appendix
12).

Category of ulcer will not be reversed as the wound heals. The pressure ulcer will be referred
to as a healing Category 2,3 or 4.

Moisture Associated Skin Damage (MASD) is not attributable to pressure and should not be
categorised as such (Appendix 13). Where pressure does become a factor, and a combination
ulcer develops this will need categorising and reporting as a pressure ulcer.

Process for assessing Pressure Ulcers

Pressure Ulcer Assessment should include:

¢ Recording of location/site
e Category of pressure ulcer
e Size and depth of the wound and measurements recorded

¢ Wound bed appearance using TIMES (Tissue, Infection, Moisture, Edges,
Surrounding Skin)

e Pain score
e Photograph wound

All pressure ulcers should be assessed utilising the Individual Wound Assessment Chart (NA
115) and documented on the Wound Body Chart (NA 113).

A digital wound photograph should also be obtained on first assessment and then
subsequently repeated weekly alongside a wound assessment (Refer to Clinical Photography
Guidelines).

Dressing selection from the Wound Care Formulary should follow the holistic assessment and
documented on the SMART Treatment Plan.
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Pressure Ulcer Management

Care should be delivered according to the identified guidance based on PURPOSE T outcome
(Appendix 2); this should be used in conjunction with the Pressure Ulcer Clinical Pathway
(Appendix 4).

Moisture Associated Skin Damage (MASD)
MASD is an umbrella term, underneath which sits four different causes of skin damage directly

associated with prolonged exposure to moisture. Correct identification is integral to the
implementation of appropriate management (See MASD Pathway, Appendix 13).

Moisture Associated Skin Damage
|
| | | |

Skin exposed to
moisture from : .
opposing skin Skin surrounding
Skin exposed to surfaces (i.e. skin esm";gé‘:g";gggr)e Skin surroudding a
moisture from urine, folds) causing 2P0 wound (periwound)

friction, humidity,

from stoma output
(i.e. faeces, urine,
and sometimes
mucus).

faeces or a

exposed to moisture
combination of both. P

and reducted air rom wound exudate.
circulation which

‘traps’ bodily fluids

often perspiration).

Compliance/Capacity

Compliance/capacity refers to patient’s ability to follow a treatment plan that has been agreed
between the patient and the health care professional. The health care professional should not
only assess compliance/capacity but also identify potential reasons for non-compliance (Refer
to Self-Neglect Framework and ADDER).

Safeguarding

Where concerns are raised regarding skin damage as a result of pressure there is a need to
consider if this is a safeguarding concern and it should be discussed as such within the
organisation. In a minority of cases, it may warrant raising a safeguarding concern with the
local authority.

An Adult Safeguarding Decision Guide assessment for service users with pressure ulcers
should be completed by a qualified member of staff who is a practising Registered Nurse (RN),
with experience in wound management and not directly involved in the provision of care to the
service user.

The Adult Safeguarding Decision Guide should be completed immediately or within 48 hours
of identifying the pressure ulcer of concern. In exceptional circumstances this timescale may
be extended but the reasons for extension should be recorded (Refer to Safeguarding Adults
Protocol, Department of Health, and Social Care. 2024).

For further support and guidance refer to Safeguarding Team.
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Reporting and Investigation of Pressure Ulcers

All pressure ulcers Category 2 or above must be reported to the Trust through the Clinical
Incident Reporting System (DATIX) and a Safeguarding Score should be done and actioned.

Deep Tissue Injuries (DTI's), Category 3, 4 and unstageable pressure ulcers will be verified by
the Tissue Viability Team and any relevant advice provided.

DTI and unstageable pressure ulcer incidents will be kept under review until the pressure
damage has evolved, the incident will then be updated to reflect the true category of damage
i.e., DTI evolved into Category 3 pressure ulcer.

Duty of Candour

All clinical staff have a responsibility to be open and transparent with patients in relation to their
care and treatment. Any patient that is harmed by a provision of a health service should be
informed of the fact, appropriate remedy offered, regardless of whether a complaint has been
made.

Some incidents need to be dealt with under the Duty of Candour. Requirements of the Duty
of Candour are set out in the NHS Standard Contract (renewed each year), and in the Health
and Social Care Regulations (2014).

As soon as a patient safety incident is identified, the top priority is prompt and appropriate
clinical care and prevention of further harm. The Incident Reporting Policy should be
implemented. This would include:

e Acknowledgment and an apology, where applicable, from an appropriate member of
staff as part of the Being Open process.

¢ Verbal notification must be followed up by written notification, this must include all of
the information given in the verbal naotification, any results of further enquiries to be
undertaken. The NHS Standard Contract states that this must be done within 10
working days.

Consultation

Tissue Viability Team
Patient Safety Committee

Dissemination and Implementation

Dissemination

This policy will be disseminated to all relevant clinical teams by:

- Managers informed via Datix system who then confirm they have disseminated to staff
as appropriate

- Team leaders at IDT meeting/Pressure Ulcer Panel
- Via Tissue Viability Link Nurses
- Published to Staff Zone on the Trust Website

- Training and education to raise awareness which will be included at Pressure Ulcer
Prevention sessions delivered by CPT Team, Bitesize Microsoft Teams sessions to
raise awareness of new policy
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- Tissue Viability Team to discuss and promote at caseload reviews held with team
leaders and caseload holders

8 Monitoring Compliance

8.1 Monitoring

Tissue Viability Service Lead and Team Leaders will monitor compliance by:

- Clinical audits

- Responding to any incidences reported on the Trust incident reporting system and
ensuring appropriate lessons learnt are identified and action plans implemented and
completed

- Caseload Holders to ensure pressure ulcer huddles take place

- All new staff must have completed the pressure ulcer prevention training as part of their
induction programme

- The Tissue Viability Service will provide a range of training and educational
opportunities for all health care professionals
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11.1 Appendix 1

Await Equipment pathway from Medequip
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11.2 Appendix 2

Purpose T risk assessment

Pressure Ulcer Risk Assessment = PURPOSE T (V2)
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11.3 Appendix 3
aSSKINg Green, Amber and Red Guidance

ooooooo Shropshire Community Health

PURPOSE T (not currently af risk) GREEN GUIDANCE ~ NS Trust

For pressure ulcer prevention 7 key principles are required, commonly referred to as ‘aSSKINg. The
framework is a tool which brings together best practice with the aim of minimising variation in care,
recommended by the National Wound Care Strategy Programme (2023).

Principle Action

Complete a PURPOSE T risk assessment on first contact within the community setting/or within

6 hours of admission to ward.
Assess risk

a (Risk Assessment)

Update the PURPOSE T risk assessment monthly or if any changes to clinical condition.

Undertake a skin inspection, including skin under devices where it is safe to do so, alongside the risk
assessment.

Ask the individual to identify any areas that are painful, itchy, uncomfortable or numb.

s | Skinassessment | congider risk factors associated with impaired skin integrity.
and skin care
Apply emollient daily to keep the skin well hydrated and promote skin integrity.
Document the presence of vulnerable skin, including where there is a change in colour, temperature
or texture or patient reported changes in sensation.
Refer to pressure relieving equipment guide for further advice on support surfaces.
Surface
= (Equipment)

Consider the impact of medical devices and contact with the skin, use preventive technigues
where required, refer to the Medical Device Pressure Ulcer Prevention Guidance.

Encourage the patient to reposition throughout the day.

k Keep moving
(Repositioning) | Use relevant formal tools to assess mobility (falls/moving and handling).

Incontinence or
increased

i | moisture (Moisture | Keep the skin clean, dry and maintain hydration - refer to MASD Pathway if required.
associated skin

damage MASD)

Undertake a MUST assessment on first contact in community setting/or within 24 hours of
admission to ward.

Nutrition (Nutrition
n and Hydration) | Advise on food fortification and provide Think Food leaftlet.

Select and implement the most appropriate communication approach to increase awareness
and facilitate concordance and engagement with pressure ulcer prevention strategies.
g Give information

Recognise when clinical concerns need to be escalated.

Based on the National Wound Care Strategy Programme Pressure Ulcer Recommendations
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Purpose T (Primary Prevention) AMBER GUIDANCE NHS Trust

For pressure ulcer prevention 7 key principles are required, commonly referred to as'aSSKINg. The
framework is a tool which brings together best practice with the aim of minimising variation in care,
recommended by the National Wound Care Strategy Programme (2023).

Principle Action
A sk Complete a PURPOSE T risk assessment on first contact within the community setting/or within 6 hours of
SSESS ris icci
admission to ward.
a (Risk Assessment) - - — —
Update the PURPOSE T risk assessment monthly or if any changes to clinical condition.
Undertake a skin inspection, including skin under devices where it is safe to do so, alongside risk
assessment
Utilise Barrier Products for prevention/protection as per MASD pathway to promote skin integrity.
Skin assessment
s and skin care Document the presence of vulnerable skin, including where there is a change in colour, temperature or texture or
patient reported changes in sensation.
Refer to Pressure Ulcer Clinical Pathway.
Refer to pressure relieving equipment guide for further advice on support surfaces
Consider the role of support surfaces and equipment on the patient's level of independence whilst managing the
risk of pressure ulcer development.
If pressure relieving equipment is being used, ensure in good working order at each visit and set to correct
s Surface weight for patient (with air flow mattresses).
(Equipment) - - — -
Ensure heels are off-loaded when in bed and in the chair if at risk.
Consider the impact of medical devices and contact with the skin and use preventive techniques where
required, refer to Medical Device Related Pressure Ulcer Prevention Guide.
Identify and undertake relevant seating and moving and handling risk assessments.
Consider the patient's usual daily routine when planning repositioning schedules - for non-concordance,
ensure this is documented on the repositioning schedule and ADDER is completed.
K Keep moving Refer to appropriate members of the interprofessional team to support mobility and repositioning.
(Repositioning) | Use relevant formal tools to assess mobility (falls/moving and handling).
Safely use a range of appropriate equipment to encourage self-mobilisation and good posture.
Inconfinence or Identify the cause of moisture-related skin damage i.e. Incontinence, sweat, saliva, stoma, wound leakage.
. i“‘:re“!e"_-' Where possible, address the cause of the moisture and referto continence services where necessary.
i | moisture (Moisture
associated skin Implement appropriate prevention and management strategies - refer to MASD Pathway.
damage MASD) Keep the skin clean, dry and maintain hydration.
Nutrition (Nutrition Undertake a MUST assessment on first contact in community setting/or within 24 hours of admission to ward.
n .
and Hydration) Advise on food fortification and provide Think Food leaflet/utilise relevant tools and documentation if appropriate e.g.
food and fluid charts.
Collaborate to deliver appropriate care with relevant members of the interdisciplinary team (Dietitian, Speech and
Language Therapist).
Provide the patient with a Pressure Ulcer patient information leaflet -discuss this with patient, relatives and carers (as
appropriate).
g Give information | Select and implement the most appropriate communication approach to increase awareness and facilitate
concordance and engagement with pressure ulcer prevention strategies.
Recognise when clinical concerns need to be escalated.

Based on the National Wound Care Strategy Programme Pressure Ulcer Recommendations
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Shropshire Community Health

NHS Trust
PURPOSE T (Secondary Prevention and Treatment)

Red Guidance

For pressure ulcer prevention 7 key principles are required, commonly referred to as'a$SKINg. The
framework is a tool which brings together best practice with the aim of minimising variation in care,
recommended by the National Wound Care Strategy Programme (2023).

Complete a PURPOSE T risk assessment on first contact within the community setting/or within 6 hours of admission
Assess risk to ward
(Risk Assessment)

Refer all Category 3 and 4 pressure ulcers to Tissue Viability (Datix all Category 2 and above pressure ulcers and also
MASD).

Update the PURPOSE T risk assessment monthly or if any changes to clinical condition

Undertake a skin inspection, including skin under devices where it is safe to do so, alongside the risk
assessment.

Utilise Barrier Products for protection as per MASD pathway to promote skin integrity.

Refer to Pressure Ulcer Clinical Pathway for management.
Skin assessment - -
and skin care If the patient has a pressure ulcer or wound to the heel refer to Podiatry for further support.

Undertake and document a wound assessment and SMART treatment plan for any pressure ulcers and MASD.

Follow SCHT Wound Management Formulary for dressing advice.

Refer to pressure relieving equipment guide for further advice on support surfaces.

Consider the role of support surfaces and equipment on the patient's level of independence whilst managing the
risk of pressure ulcer development.

If pressure relieving equipment is being used, ensure in good working order at each visit and set to correct weight
for patient (with air flow mattresses).

Surface Ensure heels are off-loaded when in bed and in the chair if at risk.

(Equipment) Consider the impact of off-loading devices such as boots.

Consider the impact of medical devices and contact with the skin and use preventive techniques where
required, refer to Medical Device Related Pressure Ulcer Prevention Guide.

Ensure appropriate manual handling aids (hoists/slide sheets) are used.

For wheelchair users ensure recent wheelchair service review has taken place, if not refer for reassessment.

IConsider the patient’s usual daily routine when planning repositioning schedules (general rule would be 2-4 hourly
repositioning in bed and 1 hour maximum at a time when sat in the chair) — for non-concordance, ensure this is
documented on the repositioning schedule and ADDER completed.

Use relevant formal tools to assess mobility (falls/moving and handling).

Keep moving Refer to appropriate members of the interprofessional team to support mobility.

(Repositioning)
Ensure appropriate manual handling aids (hoists/slide sheets) are used when repositioning.
Identify and understand, and where possible, address the cause of any change in mobility.
Safely use a range of appropriate equipment to promote self-mobilisation and good posture- for example: hoists
and slings, standing hoists, frames etc.

Inconfinence or Identify the cause of moisture-related skin damage i.e. incontinence, sweat, saliva, stoma, wound leakage.

. increased Where possible, address the cause of the moisture and refer to continence services where necessary.
moisture (Moisture
associated skin Implement appropriate prevention and management strategies — refer to MASD Pathway.
damage MASD)

Keep the skin clean, dry and maintain hydration.
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Undertake a MUST assessment on first contact in community setting/or within 24 hours of admission to ward.

Advise on food fortification and provide Think Food leaflet/utilise relevant tools and documentation if
Nutrition (Nutrition lappropriate - e.g. food and fluid charts.

and Hydration) |, ap0rate to deliver appropriate care with relevant members of the interdisciplinary team (Dietitian, Speech and
Language Therapy).
For patients with a category 3 or 4 pressure ulcer refer to the dietitian service for a review of enhanced protein
and/or moderation of dietary restrictions.
Provide the patient with a Pressure Ulcer patient information leaflet - discuss this with patient, relatives, and carers (as
appropriate).
Select and implement the most appropriate communication approach to increase awareness and facilitate
. concordance and engagement with pressure ulcer prevention strategies.
Give information B8 P P g

Be aware of safeguarding policies and take appropriate action when necessary.

Recognise when clinical concerns need to be escalated.

When capturing/using digital images, ensure appropriate consent has been obtained.
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11.4 Appendix 4

The Pressure Ulcer Clinical Pathway

National Wound Care
Strategy Programme

Pressure Ulcer Clinical Pathway

: Review of risk, care Care following
Ongoing care Y >
it el M

g,

Identification of g
someone at risk* ’ No
pressure ulcer and not
of pressure ulcers '] currently at risk
oytside of hesl 1 + Record outcome
or social care 1
1 + Agree and record review process
:
‘ : No pressure ulcer and at risk
Manage immediate :
risks k
sispas Pressure Ulcer Category 1,
assistance from a 1 or scarring
health or care i Category 10
professional 1 S‘lam“q’
1 Category 2, *
' 1 Category 3, or
: Category 4
Screen/Assessment/ ™ J
Reassessment
Pressure ulcer risk
assessment using
PURPOSE T tool

* Risk factors include:
« immobilty o reducing mobilty
+ Early signs of skin damage
+ Presence of a medical device which is against the skin
+ Long lie
+ Rapid deterioration in physical or mental health

+ Existing pressure ulcer

Preventative care

* Implement and review the aSSKINg Bundle
« Skin assessment and skin care

* Surface

+ Keep moving

+ Incontinence and moisture

+ Nutrition and hydration

+ Giving information or getting help

+ When appropriate, assessment

Formal review of risk status and interventions
and initation of Self-Management

+ Re-assess risk if condition changes
+ Onward referral to specialist services,

as needed

Escalate interventions

if deterioration in skin
or wound status noted

Healed

Ongoing

Wound care Formal review Prevention and

+ Wound assessment of healing Improving review of risk

+ Wound bed cleansing and debridement < oo

+ Peri-wound skin cleaning monitoring of healing

+ Appropriate dressing » atleast 4 weekly » i Review/Escalate

+ Measure + tf unhealed at 12 Sp P

+ Record weeks, detaied et preventative care

+ Onward referral to specialist services, reassessment Refer for surgery
as needed + Onward refemal to

+ Review effectiveness of treatment plan specialst services, 25 Death

needed

Data collection and feedback using point-of-care, NHS-compliant mobile digital technology

© National Wound Care Strategy Prc (2023). P ion is granted to rep for non- purposes when credited to the
National Wound Care Strategy Pr Any other reprod requires permi from the publish
11.5 Appendix 5
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Appendix 6
Prevention of Medical Device-Related Pressure Ulcers (MDRPU) Guidance

INHS|

Shropshire Community Health
NHS Trust

Prevention of Medical Device-Related Pressure Ulcers (MDRPU) guidance

Pressure ulcers that result from the use of devices designed and applied for diagnostic and therapeutic

CPAP/BIPAP/NIV

02 Mask and Nasal

7

&

* Chest/NeckTubing

e.g.PICC

Cannula and
Arterial Line

Hearing Aid ’

Nasal Tubing e.g. NG

U,

Tracheostomy

Underwear and
Incontinence Pad

QO

Catheter Tubing

1

Brace/Splint

A

Abdominal Catheters e.g.

PEG

D=

el e

Neck/Cervical Collar

Endotracheal Tube

Jewellery
e.g. watch

Plaster Cast

¥

LA R

|

Stockings

<

Footwear

Developed October 2024 by Tissue Viability Service

References: NHS Improvement (2018) Pressure ulcers: revised definition and measurement summary and
recommendations. Jaul (2010) Ostomy Wound Management. Black et al. (2010) International J of Wound Care.

European Pressure Ulcer Advisory Panel (2019) Prevention and Treatment of Pressure Ulcers: Clinical Practice Guideline.

External Fixation

purposes are known as MDRPU.

Assessment:

SELECT a device that can induce the least degree of
pressure and/or shear, ensuring that it is correctly sized
and fits appropriately.

CORRECT positioning and care of the equipment.

Management:

REPOSITION and/or offload the pressure from the
device every two hours as a minimum to provide
pressure relief if clinically safe to do so.

Ensure the skin beneath and around the device is kept
clean and dry.

INSPECT the skin beneath and around the medical device
three times a day.

Consider the use of barrier protectants, thin
hydrocolloids or film dressings as a preventative
measure to minimise the risk of a MDRPU developing.

Refer to Tissue Viability for further support and
guidance if required.

Evaluation and referral:

ESCALATE any skin changes to the nurse accountable for
the patient's care.

Ensure regular review of the use of barrier protectants to
ensure they are clinically appropriate.

Patient Information

If the patient and/or care giver is able to undertake
self-prevention and management of a medical device
provide them with recommendations following an holistic
assessment for repositioning, inspection and escalation.

REPORT all MDRPU via Datix
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11.7

Appendix 7
Pressure Ulcer Classification in Darker Skin Tones

Pressure Ulcers in People with Dark Skin Tones

PAN PACIFIC PRESSURE INJ CLASSIFICATION SYSTEM FOR DARK SKIN TONES

Category/Stage L

Intact shin with non-BASNChatse rednets of a LCalnad ared utualy over Bony

tone. May ndioate “at rsk’ incivicuals (3 heraiding sign of risk).

Category/Stage Ii:

Parial thickness 033 Of GarmEs DEsenting a3 3 SAalow OpON WACer with &
FRAPIk Wil Bed, wTout Sough. May 380 DrEsant a8 an Lt o openY
Puptued serum tiled Dister Presents as & shiry or vy A0 WCer without
Sough o Lnasng Braming INOCates Susgecied decp Bsaue Mijury) Slage
2 preswrs npaies shauld not Be weed 10 descre son Jears. tape bume,
DONneal BerTAtItIL. MACer ABON Of ECONION.

Category/Stage lli:

Ful Duchness tasue 1086 SUbCUtareous St may De visBi. Dut Done, tendon
oF muscie a0 Nl exposed. Sisugh May be present Dut Coes NOt DU
Septh of tasus s My Folude undenminung and tuwnaling The depth of
Stage 3 preasure injures varies by anatomical location. The bridge of nose,
AL, CCCIDUt BN Mallecius GO NOt Nave SUDOANecLS Datue and Stage 3
Woers can be IFow. I CoNtrast. wreas of MgNTcant adgonty Can Jovelop
extomely doop S1ag0 3 Dresturs njutes. BoneMendon i ot vistie or
e Dy DDAt

Category/Stage IV:

Full Bickness tasce 1085 with exposed bone, 1ndon o musche. Sough

©F achar may De present on SaMe Dans of e wound bed. Oftes include
ndanmining and urewlling. The Gepth of & $1a05 4 prossure Iy vares by
anatomical Ication. The bridge of nose, ear, OCODW and Maleckss 30 Mot
Pave SUbOLANSOUS TS0 and hise Uoors Can De Shallow. 5108 & pressure
Injorten G0 Exlnd o muscls nd/or SppOMIng SERChaes (6.5, lscia,
endon of Joit Capmiel MEkng OsecTWEItS PORLibIe. Exposed bone
fendon & vilibie O Brecly PaIDabe.

Unstageable:

Ful Puckness basue 1088 I which the ulter Dase 8 Covered Dy Slough
(yelow, tan. gray. reen of Brown) and/'ar $6char an, trown or tACA)
POUgh SIOUgN ANGDr ESCNGr 15 MeMOved 10 SxpOSe

eschar On the hesls serves a5 e body's natural iislogical) cover’ and
should not be removed.

Suspected Deep Tissue Injury:

Purple o Maroan DCaSed area of BaCCkred Mact s or toodNied

DA star Gue 50 GAMage of UNderlying SOM TEGue MOM DrestUre ANGVOor WNeM
The ared My Do preceded Dy Sasue DAt i paeiul, frm, musihy, BOGOY.
WA Of SO 33 COmpaned 10 adacent Basue Deep Saaus iy may be
OFICUR 10 Jetect I NOAWALAIS WP ok s tores. Evolution may nchude
& W0 Blister Over & divk wound Dod. The wound may fluiier evolve and be
cowered by Bun etchar. Bvoltion may be rapd, exposng adatonal layens of
SEIUE GVEN WIN GOOMA reatment.

A pressure ulcer (PU) can be defined as:
“Localised damage to the skin and / or underlying tissue, as a result of pressure, or pressure
in combination with shear. Pressure injuries / ulcers usually occur over a bony prominence but
may also be related to a medical device or other object”™ '

Pressure Jicers are categorised Dy thewr severlly and may be limed 10 the superficial tissues of the epicenmis and cemms o
extand 10 deeper lissue exposing and/or involving muscle, tendon and bone.

Early detection of pressure related skin damage s essential, as it allows for appropriste intervention which can prevent
Progression 10 more severe ulceration . Tharefore, the ability 1o acourately identify and confiern Category | pressure uicers in
all sion types i of significant importance 1or clnical stafl, carers and healthcare providers.

Heah care professionals and carers are typically taught 10 look for redness (erythema) as a first sign of pressure damage and
whiist this is relatively simpie 10 identify In Caucasian skin it can prove 10 De dificult 10 diagnose accurately when assessing
Individuals with darker skin tones. It 5 lkaly that Category | PUs are undér-reported in individuais with dark skin tone due to
taliure 10 identify early differences in skin cOIOLr 88 & result of pressure related tiasue injury

Skan ph tation can mask the visusl indication of erythema and Category | pressure ulcens are more ikely 10 00 undetectad
8nd deteriorate 10 Il thickness pressure uicers (Category il and V) in darkly pigmented sikin * *

To reduce the risk of erythema (redness) and Category | pressure uicers developing into full thickness wounds in patients with
dark siin tones, 1 is essential for Clnical stalt and carers 10 recognine the other Signs and symploms than can be observed on
the skin as early indicatons of pressure related tssue injury * *

CONSIDERATION FOR
CLINICAL PRACTICE

Skin should be carefully inspected for
2y dIBCOIOUTILIon OVer Prosscre areas.
Areas of discolouration in refation to
surrounding skin shoukd be assessed
more closely for lemperatire Changes,
oedema, changes in lssue conalstency
and pain '

Note: This is a guide only, signs and
symptoms of pressure ulcers may
presant differently on different siin tones.
Education s a critical factor in énsuring
that all members of the clinical 1eam
can strive 10 prevent and treat pressure
ulcers according 10 the best evidence
Bvsiable

(Talley

www lolleygroup.com
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11.8 Appendix 8
aSSKINg 24-hour Treatment Plan

Shropshire Community Health
NHS Trust

Firs Name: aSSKINg 24hr Pressure

Last Name:
Date of Birth: Ulcer Prevention

NHS No:

Management Plan | pian no:

Problem:

Goal/Aim:

Plan:

Assess the risk:

Surface:

Skin Inspection:

Keep Moving:

Incontinence:

SSKIN 115 - aSSKINg 24hr Pressure Ulcer Prevention Management Plan V1.2 Apr 2021.docx 1
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Nutrition & Hydration:

Giving Information:

Concordance issues: Yes[O No O  (If yes please complete self-neglect
framework)

Healthcare Professional Details

Print Name: Designation:

Signature: Date:

Evaluation Outcome of Intervention:

Healthcare Professional Details

Print Name: Designation:
Signature: Date:
SSKIN 115 - aSSKINg 24hr Pressure Ulcer Prevention Management Plan V1.2 Apr 2021.docx 2
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11.9 Appendix 9
30 Degree Tilt Guidance

| “hinkpressurecare

Simple... safe... effective... the 30° tilt

Semi-recumbent Position

1

Ensure that the heels are clear The full semirecumbent 30°

Supports the lumber spine. An additonal pliow is positionad
Plump or fold the lower pdiow  under the butiock 1o "tit” the body,  of the mattress. “tit’ position.
sacrum cleerance.
Recumbent Position
1 ' 2 \

O bl . | ‘Jl-) AR
o= T
' = '

Use cne or two pilows ®©  Added pillows 'tit’ the patent  Support the full lag on ancther Additonal pdlows may provide
pllow. Ensure that the heel over-  comdort for the legs.

support the head and neck. onto one buttock and lifts the
sacrum clear of the mattress. hangs the adge of the pillow.
5 ¥ 7“;?,! 6 R 7 hatir 2
13\ 45
'v i\ —'\‘ . (
! ~
/ \j ',' \ ,) 4
{ | ) e
f .
The ful recumbent 30° “tit'  This d the ity Vanant postion. Alternatve
position. to use an addttional pillow to  position for pat who
prevent “drop foot’. acleeve or mamntsn normal

Points to remember

1. Encourage patients to re-position themselves if possible.
2. Remember to ask the patient if they are comfortable and check their position and skin® at regular intervals.

3. The 30° ‘tilt’ is used to enhance patient comfort and reduce pressure over high risk areas. It should be used with,

and not in place of, an appropriate pressure reducing support surface/mattress and in line with Trust pressure ulcer
prevention protocols.

4. Use your hand to check clearance.

* Consult Tisswe Viabdlity for gesdance an skin conditon if concermed

www.thinkpressurecare.co.uk
Tob +44 1 686 775222 Al mforranion quoted i bolloved 1o b
Fax: 444 1656 778 220 comect 3t $ma of prnt.
E-mait uk@rwvacare.com Imacar rescrves the nght to ater product =
ordarsuk@invacare com
WWWInvaCare. oo uk 1482224 - UK - 02/2012
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Appendix 10
Think Food Guidance

&

think-food-recipes-m
arch-2017.pdf

Appendix 11
BDA Pressure Ulcer Leaflet

&

BDA Pressure Ulcer
Leaflet pdf

Appendix 12
Pressure Ulcer Classification EUPAP

Term

Definition

Category 1 — Non-blanchable erythema

Blanchable vs Non-Blanchable
’{ ) £
Non-Blanchable

Blanchable

Intact skin with non-blanchable
redness of a localised 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 1 may be
difficult to detect in individuals with
dark skin tones. This is the first sign
the individual is at high risk and
preventative measure must be taken.

Discoloration of the skin, warmth,
oedema, induration, or hardness may
also be used as indicators, particularly
those individuals with

darker skin.
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Category 2 — Partial thickness

Partial thickness loss of dermis
presenting as a shallow open ulcer
with a red, pink wound bed, without
slough. May present as an

intact or open/ruptured serum filled or
serosanguinous filled blister.

Presents as a shiny or dry shallow
ulcer without slough or bruising
(bruising indicates deep tissue injury).
This category should not be used to
describe skin tears, tape burns,
incontinence associated dermatitis,
maceration, or excoriation.

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 3
ulcer varied by anatomical location.
The bridge of the nose, ear, occiput,
and malleolus do not have (adipose)
subcutaneous tissue and so may be
shallow in contrast to areas with
significant adiposity which can develop
deep category 3 ulcers

Category 4 - Full thickness tissue loss with exposed
bone, tendon, or muscle

Exposed bone/muscle is visible or
directly palpable. Slough or eschar
may be present. Often includes
undermining with tunnelling.

The depth of a category 4 ulcer varies
with anatomical position as with
category 3. Those which extend
through supporting structures

(e.g. fascia, tendon, joint capsule)
osteomyelitis is likely to occur.

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 serve as ‘the
body’s natural (biological) cover and
should not be removed

Suspected Deep Tissue Injury

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
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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.

11.13 Appendix 13
PU vs MASD

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

MASD is defined as inflammation and
erosion of the skin caused by prolonged
exposure to various sources of moisture,
including urine or stool, perspiration,

shear

wound exudate, mucus or saliva

Wound x

e Cause
o Location

o Shape
Depth
Necrosis

@ Edges
0 Colour

Pressure o shear present

Over a bony prominence

Circular wounds or wounds with a regular shape are
most likely, but the possibility of friction injury has to be
excuded.

Partial-thickness skin loss is present when only the top
layer of the skin is damaged (cat 2). In full thickness skin
loss, all skin layers are damaged (cat 3 or 4)

A black necrotic scab on a bony prominence is a
pressure ulcer.

If edges are distinct, most likely.

Red: if non-blanchable, most likely cat 1
For people with darkly pigmented skin persistent
redness may manifest as blue or purple
Red in the wound bed: granulation tissue and likely cat
2,30r 4

slough or softened necrosis,
likely cat 3 or 4
Black in the wound bed: Black necrotic tissue indicates
at3ord

Moisture must be present If both pressure/shear and moisture present it

could be a combined lesion

May occur over a bony prominence but pressure and A combi of p and friction
shear should be excluded as causes, and moisture may cause moisture lesions in skin folds.
should be present.

Indistinct superficial spots are more likely.
In a kissing ulcer at least one of the wounds is most
likely caused by moisture.

Irregular or diverse wound shapes are often
present in a combined lesion.

Superficial depth (partial thickness skin loss). In cases
where the moisture lesions get infected, the depth
and extent of the lesion can be enlarged/deepened
extensively

If friction is exerted on a moisture lesion, this
will result in superficial skin loss in which skin
fr are torn and jagged

There is no necrosis in MASD Necrosis softens up and changes colour but is
never superficial. Distinction should be made
between necrotic scab and a dried-up blood

blister

Often have indistinct, diverse or irreqular edges Jagged edges are seen in moisture lesions that

have been exposed to friction.

Red: If not uniformly distributed, likely to be a
moisture lesion

Pink or white surrounding skin: Maceration due to
moisture

Red skin: If the skin (or lesion) is red and dry
or red with a white sheen, it could be a fungal
infection.

Green in wound bed: Infection likely.
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MASD Pathway

)V( Shropshire, Telford & Wrekin
Prevention & Management of " [ntegrated Care System
Moisture-Associated Skin Damage (MASD) Pathway

WHAT IS THE PRIMARY TREATMENT AIM FOR SKIN BARRIER PROTECTION?
L2

PREVENT PROTECT

Severe skin damage fi Skin hydration and
Moisture-Associated Skin Damage from Mild to moderate skin damage from S e o dohtion a0

ieving needs and continence

I d exud: T incontinence, saliva wound maintain restored
sopounce i exudate or perspiration skin integrity
Intact Skin +/- Erythema Moisture-Associated Skin Damage Moisture Assoclated

Skin Damage

1

ACUTE: Cleanse with an emollient cleanser

!

ACUTE & COMMUNITY:
Cleanse with

Once repaired, continue to follow pathway

If severe skin damage or skinintegrity s deteriorating, please discuss with TVN

or soap substitute g Increase hygiene needs MEDI DERMA-PRO ““"“;:a:;‘;“ rine
COMMUNITY: Continue with routine cleansing 3 Foam & Spray 9
S Incontinence Cleanser
v £
S v g . ; ]
Wound Exudate/Perspiration: ] El
Prevent skin damage Protect from wound 4 Protect with Prevent with 3
from incontinence exudate and perspiration [ Protect with MEDI DERMA-S Total Barrier Film MEDI DERMA-PRO MEDI DERMA-S g
with MEDI DERMA-S with MEDIDERMA'S | Skin Protectant Ointment Total Barrier Cream E
Total Barrier Cream Total Barrier Film 2 H
Fl £
5
el 2 i
Q e H -] Y §
wi= K g g
“IF ‘ 2= CIF 2
i i 3 l',,@. e i v a4 g
¥ g
*In darkly pigmented skin, MASD may be more difficult to identify. Please pay attention to any skin changes where moisture may be a contributory factor * g

Created by the SCHT Tissue Viability Team Version 1
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