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Amendment Form

PAT/T3v.4

Please record brief details of the changes made alongside the next version number. If the
procedural document has been reviewed without change this information will still need to
be recorded although the version number will remain the same.

Prevention and Management Policy

Version | Date Issued Brief Summary of Changes Author
Version 4 November 1 Major changes have been made Kelly Moore
2021 throughout, please read in full.
Version 3 April 1 Major changes have been made Tracy Vernon —
2015 throughout, please read in full. Lead Nurse, Tissue
Y Format and style updated. Viability
1 Updated Appendix
9 Equality Impact Assessment form
included at Appendix 12
9 Policy renamed Pressure Ulcer

Page 2 of 30




PAT/T3v.4

Contents

Page No

1 INTRODUCTION Lttt ettt et e et ettt et et e et e et e e e et e aeeeaneeaaneaans 5
N U 1 2 S 1 T 6
3 DUTIES AND RESPONSIBILITIES ...ttt ettt 7
4 PROCEDURE e e e e 8
.1 PreVENTION ..ottt e s s e s e e s nree s 8

4.2 AssessMENt aNd REPOITING....ccc.uuii ittt e s re e e et e e e e abe e e s enree e e enreeeeenrenas 9

4.3 INVESTIZATING oo 9

A4 MANABEMENT. e e e e e ae s 11

4.5 Patient Lacking Capacity .....ccccceeeiiiiiie e eeiiee ettt e eetee e e e etee e e e eabae e e e eabae e e e enbae e e eeabaeeeenaneeas 11

D TRAINING/SUP P O RT ettt et ettt e e e e 11
6 MONITORING COMPLIANCE WITH THE PROCEDURAL DOCUMENT .....ocvieninininnnnn. 12
7 DEFINITIONS ¢ttt et e et 12
8 EQUALITY IMPACT ASSESSMENT ..t 12
9 ASSOCIATED TRUST PROCEDURAL DOCUMENTS ..ot 13
10 DATA PROTECTION Lottt ettt ettt e et en e e enens 13
1 REFERENCES ..o e e e e ettt et et et aae e e eaeas 13
APPENDIX 1 — DBTH PRESSUIRE ULCER TRAFFIC LIGHT RISK ASSESSMENT .................. 15
APPENDIX 2 — ACUTE REACT TO RED TOP TEN INTERVENTIONS - GENERAL ................. 16
APPENDIX 3 — ACUTE REACT TO RED TOP TEN INTERVENTIONS - THEATRE ................. 17
APPENDIX 4 — ACUTE REACT TO RED TOP TEN INTERVENTIONS - MATERNITY ............. 18
APPENDIX 5 — ACUTE REACT TO RED TOP TEN INTERVENTIONS - CHILDRENS .............. 19
APPENDIX 6 — ACUTE REACT TO RED TOP TEN INTERVENTIONS — NEONATAL UNIT...... 20
APPENDIX 7 — PRESSURE ULCER ASSESSMENT AND REPORTING DEFINITIONS ............. 21

APPENDIX 9 — HOSPITAL AQUIRED PRESSURE ULCER DOCUMENTATION INVESTGATION
TOOL (PUIT) ettt oot ettt e 25

Page 3 of 30



PAT/T3v.4

APPENDIX 10 —PRESSURE ULCER DOCUMENTATION INVESTGATION TOOL (PUIT) ........ 28
APPENDIX 11 — SKIN CARE PATHWAY FOR INCONTINENCE ASSOCIATED DERMATITIS

(IAD) AND MOISTURE ASSOCIATED SKIN DAMAGE (MASD) IN SECONDARY CARE......... 29
APPENDIX 12 - EQUALITY IMPACT ASSESSMENT PART 1 INITIAL SCREENING............... 30

Page 4 of 30



PAT/T3v.4

1 INTRODUCTION

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'. They can affect anyone from new-borns to those
at the end of life and can cause significant pain and distress for patients. However, they are
more likely to occur in people who are seriously ill, have a neurological condition, impaired
mobility, impaired nutrition, or poor posture or a deformity?.

Pressure ulcers are a key indicator of the quality and experience of patient care. Despite
progress since 2012 in the management of pressure ulcers they remain a significant
healthcare problem, with over 1,300 new ulcers reported each month?® with up to 200,000
people developing a new pressure ulcer in 2017/18%. Treating pressure ulcers costs the NHS
more than £1.4 million every day®. We know that many pressure ulcers are preventable, so
when they do occur they can have a profound impact on the overall wellbeing of patients
and can be both painful and debilitating®. Preventing them will improve care for all
vulnerable patients.

Moisture-associated skin damage (MASD), including Incontinence Associated Dermatitis
(IAD), represents a significant problem and can have a negative effect on patient wellbeing
and quality of life®. The wider term of MASD can be subdivided into key areas which are:
Incontinence-associated dermatitis (IAD), Peristomal dermatitis, Intertriginous dermatitis
(intertrigo), Periwound maceration. The development of MASD/IAD involves more than
bodily fluids alone. Rather, skin damage is attributable to multiple factors, including
chemical irritants within the moisture source (e.g. proteases and lipases in faeces, drug
metabolites), its pH, associated microorganisms on the skin surface (e.g. commensal skin
flora), and mechanical factors such as friction™.

Doncaster and Bassetlaw Teaching Hospital NHS Foundation Trust recognises the need to
minimise the risks and avoid unnecessary pressure ulcers, MASD and IAD within all patients’
care settings. We know that many pressure ulcers MASD and IAD are preventable, so when
they do occur they can have a profound impact on the overall wellbeing of patients and can
be both painful and debilitating®. Preventing them will improve care for all vulnerable
patients. As pressure ulcers have a complex and multifactor aetiology and can arise in a
number of ways, interventions for prevention and treatment need to be applicable across a
wide range of settings?. This policy clearly sets out roles and responsibilities with regard to
pressure ulcer, MASD and IAD prevention for all healthcare professionals.

The Acute React to Red Top Ten Interventions aim to improve pressure ulcer prevention and
management at ward and department level to facilitate the enhancement of quality care in
line with NICE 20142 and European Pressure Ulcer Advisory Panel 2019 (EUPAP®). It also
makes the process of preventing pressure ulcers visible to all whilst minimising variation in
care practices which is a key recommendation from NHS Improvement.

The Skin Care Pathway for Incontinence Associated Dermatitis (IAD) and Moisture
Associated Skin Damage (MASD) for Secondary Care aims to improve MASD and IAD
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prevention and management at ward and department level to facilitate the enhancement of
quality care in line with the 2015 wounds international IAD recommendations. It also makes
the process of preventing pressure ulcers visible to all whilst minimising variation in care
practices which is a key recommendation from NHS Improvement.

This policy is intended for all clinical staff working within Doncaster and Bassetlaw Teaching
Hospitals NHS Foundation Trust and should be used in conjunction with the most recent
edition of the Royal Marsden NHS Trust Manual of Clinical Nursing Procedures.

2 PURPOSE

The purpose of this policy is to:

2.1 Provide local and national recommendations for the prevention, assessment,
reporting and management of pressure ulcers, MASD and IAD to enable standardised
approach within the Doncaster and Bassetlaw Teaching Hospitals NHS Foundation
Trust.

2.2 Provide information on how healthcare professionals can identify patients at risk of
developing pressure ulcers, MASD and IAD.

2.3 Provide information on how to appropriately prevent pressure ulcer development
through the use of the Acute React to Red Top Ten Interventions. The components of
the Acute React To Red Top Ten Interventions are:

Skin Inspection

Risk Assessment

Turn and Reposition

Pressure Ulcer Prevention and Management Care Plan
Equipment Provision

Nutritional Assessment

Preventive Skin care

Pressure Ulcer Categories’

Wound Healing

Reporting and Safeguarding

=4 =42 -8 -8 -8 _9_9_9_°_-2°

2.4 Provide information on how to appropriately prevent MASD and IAD development
through the use of Skin Care Pathway for Incontinence Associated Dermatitis (IAD)
and Moisture Associated Skin Damage (MASD) for Secondary Care. The components of
the Skin Care Pathway are:

9 Cleanse
Y Protect
Y Restore

2.5 Provide information on how to assess a pressure ulcers, MASD and IAD.
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2.6 Provide information on how to report pressure ulcers, MASD and IAD.

2.7 Provide information on how to manage patients with a pressure ulcers, MASD and
IAD.

2.8 Provide information regarding the investigation process for Hospital Acquired Pressure
Ulcers (HAPU).

2.9 Minimise the physical, psychological and financial cost of pressure ulcers, MASD and
IAD to the patients and the Trust.

2.10 Ensure that the Trust complies with national guidance? ™.

3 DUTIES AND RESPONBIBIES

i Trust Boardvia the Chief Executive is ultimately responsible for ensuring that systems
are in place which effectively manages the risks associated with pressure ulcer
prevention and management. Their role is to support the implementation of a board
to ward culture to support a zero tolerance approach to pressure ulcers.

1 Chief/Deputy Chief Nursevill provide assurance to the board that effective systems
are in place and is responsible for the development of pressure ulcer prevention and
management strategies throughout the Trust to ensure best practice.

1 Skin Integrity Teanare responsible for supporting the Chief/Deputy Chief Nurse
with implementation of this policy, for supporting staff in its implementation, and
assisting with risk assessment where required. The role of the Skin Integrity Lead
Nurse is to plan, implement and evaluate a strategic approach for Skin Integrity and to
identify and improve the knowledge and practice throughout the Trust.

i Divisionsare responsible for ensuring the policy is adhered to and for ensuring action
is taken if staff fails to comply with the policy.

i Matrons are responsible for ensuring implementation within their area of best
practice by utilising the Perfect Ward. Matrons hold the responsibility for leading the
HAPU investigation process and implementing learning actions identified.

i Ward and Department Managersre responsible for ensuring implementation within
their area and staff members adhere at all times.

1 Skin Integrity Championsre required on all on inpatient areas, wards and
departments. There is a requirement for the Skin Integrity Champion to attend and
complete the React to Red Champion Module achieving an assessment pass mark of
80%+. The Champion will act as the ward based topic lead and will be available to give
educational advice and support in relation to pressure ulcer prevention.

i Clinical Teamesponsible for the patient: are responsible for ensuring their junior
staff read and understand this policy, and adhere to the principles at all times.
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4 PROCEDURE

Provide local and national recommendations for the prevention, assessment, reporting,
investigating and management of pressure ulcers, MASD and IAD to enable standardised
approach within the Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust.

4.1 Prevention

Assessing the patients’ risk of developing pressure ulcers is to be achieved using the DBTH
26 point skin inspection and the DBTH Pressure Ulcer Traffic Light Risk Assessment
(Appendix 1). This will provide an outcome of red (high risk), amber (at risk) or green (low
risk) which has correlating actions that are required to be undertaken as per the Acute React
to Red Top Ten Interventions approach.

The DBTH Pressure Ulcer Traffic Light Risk Assessment is based on the PURPOSE-T (Pressure
Ulcer Risk Primary or Secondary Evaluation Tool) which is an evidence-based pressure ulcer
risk assessment instrument that was developed using robust research methods. PURPOSE-T
identifies adults at risk of developing a pressure ulcer and supports nurse decision-making
to reduce that risk (primary prevention), but also identifies those with existing and previous
pressure ulcers requiring secondary prevention and treatment. It uses colour to indicate the
most important risk factors and forms a three-step assessment process:

'  Green: No PU — not currently at risk

9 Amber: No PU but at risk, requiring primary prevention

1 Red: PU category 1 or above or scarring from previous pressure ulcer, requiring
secondary prevention/treatment.

The 26 point skin inspection include: Back of head, sacrum, toes, nose, ribs, spine, natal
cleft, devices, left knee, right knee, left foot, right foot, left hip, right hip, left buttock, right
buttock, left elbow, right elbow, left ear, right ear, left scapular, right scapular, left shoulder,
right shoulder, left heel, right heel.

Pressure ulcer prevention is to be delivered using an Acute React to Red Top Ten
Interventions approach (Appendix 2, 3, 4, 5 and 6) in line with NICE 2014 recommendations.

Patient risk factors for developing MASD include: Excessive moisture due to perspiration,
Excessive moisture due to wound leakage, Bariatric patients, Medicines e.g. steroids,
antibiotics, immunosuppressants. Patient risk factors for developing IAD include: The skin
will be more vulnerable to pressure, shear and friction, Moisture due to urine and/or faeces,
with more than 2 episodes of incontinence per day".

MASD and IAD prevention is to be delivered using the intact skin section of the Skin Care
Pathway for Incontinence Associated Dermatitis (IAD) and Moisture Associated Skin Damage
(MASD) for Secondary Care (Appendix 11) when a patient has been identified as having one
of the above risk factors.
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4.2 Assessmentand Reporting

Pressure ulcers are to be assessed and report using the definitions as per Appendix 7 from
the guidance produced by the NHS Improvement Pressure ulcer categorisation group (2019)
Available from http://nhs.stopthepressure.co.uk/.

MASD and IAD is to be assessed and reported as per the Skin Care Pathway for Incontinence
Associated Dermatitis (IAD) and Moisture Associated Skin Damage (MASD) for Secondary
Care (Appendix 11).

All patients with a pressure ulcer, MASD and IAD within the Trust must be recorded and at
the point of identification and reported to the Skin Integrity Team via the electronic
reporting mechanisms. The Skin Integrity Team will review pressure ulcers categorised as a
category 2, 3, 4, Unstageable/Deep Tissue Injury or Mucosal Ulcer and confirm the
categorisation and status. For pressure ulcer category 1, MASD and IAD pathways are to be
implemented at ward and department level with any concerns of no improvement or
deterioration escalated to the Skin Integrity Team.

The data for Hospital Acquired pressure ulcer categorised as 2, 3, 4, Unstageable/Deep
Tissue Injury or Mucosal Ulcers is verified by the Lead Nurse/Clinical Nurse Specialist for Skin
Integrity on a monthly basis. The provisional data is presented to the patient safety team
who then share this within the monthly patient safety report. The data is finalised 2 to 4
weeks post the provisional data once all cases have been reviewed and verified by The Skin
Integrity Team.

4.3 Investigating

It is essential to monitor the incidence and severity of pressure ulcers within the Trust.
Incidence measures the number of pressure ulcers developing in a specific clinical area over
a period of time and to determine the most effective care and correct use of resources.

In line with the NHS Improvement document, pressure ulcers revised definition and
measurement, summary and recommendations, published in 2018, the Trust are required to
ensure the following:

9 We should use the term ‘pressure ulcer

9 A pressure ulcer should be defined as: “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 painfu

9 A pressure ulcer that has developed due to the presence of a device shouldbe referred
to as a device related pressure ulcer

A pressure ulcer that has developed at end of life due to ‘skin failure’ should not be
referred to as a ‘Kennedy ulcer’.

III
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9  The term ‘category’ should be used from October 2018 at a national level (in national
reporting/policy documents).

9 Organisations should follow the current system recommended in the “international
guidelines, NNPUAP/EPUAP/PPPIA (2014)” incorporating categories 1,2,3,4, deep tissue
injury (DTI), unstageable ulcers

9 A pressure ulcer that is identified during the first skin inspection undertaken on

admission to that Trust will be referred to as a Present on Admission Pressure Ulcer

(POA).

The '72-hour rule’ shouldbe abandoned.

A pressure ulcer that is identified after the first skin inspection within the current

episode of care will be referred to as a Hospital Acquired Pressure Ulcer (HAPU).

9 The Department of Health and Social Care’s definition of avoidable/ unavoidable
Hospital Acquired Pressure Ulcer should no longer be used.

9 Reporting of all pressure ulcers grade 2 and above (POA and HAPU) should be
incorporated into local monitoring systems.

9 The number of patients with a pressure ulcer shouldbe incorporated into local
monitoring systems.

Moisture-associated skin damage (MASD) should be counted and reported in addition
to pressure ulcers.

9 Where skin damage is caused by a combination of MASD and pressure, it will be
reported based on the category of pressure damage.

9  Unstageable and DTI ulcers should be reviewed by a clinician with appropriate skills on
a weekly basis to help identify a definitive PU category and change the category as
required.

I Only pressure ulcers that meet the criteria for a Serious Incident (Sl) should be reported
to the clinical commissioning group.

= =

Category 3 and 4 Hospital Acquired Pressure will be investigated with the aim to identifying
the contributing factors and how we can learn from this and prevent a future similar
incident and harm occurring. The category of the pressure ulcer will be confirmed by The
Skin Integrity Team and they will undertake a pressure ulcer documentation investigation
(Appendix 8) in line with the relevant Acute React to Red Top Ten Interventions for 7 days
prior to the pressure ulcer being identified.

A Pressure Ulcer Investigation Tool (PUIT) (Appendix 9) will be completed by the Ward
Manager or Matron if it has been identified by The Skin Integrity Team that an investigation
to establish the contributing factors and extract learning is required. This may be presented
to the Lead Nurse or Clinical Nurse Specialist for Skin Integrity where the case will be
discussed and area of learning identified, along with actions required.

Duty of candour requires registered providers and registered managers to act in an open
and transparent way with people receiving care or treatment from them. The regulation
also defines ‘notifiable safety incidents’ and specifies how registered persons must apply the
duty of candour if these incidents occur.
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4.4  Management

The Pressure Ulcer Product Selection Guidance Pathway (Appendix 10) as per the Doncaster
Wide Wound Care Formulary is to be followed for the management of pressure ulcer, unless
specified differently by the Skin Integrity Team or Consultant.

The Skin Care Pathway for Incontinence Associated Dermatitis (IAD) and Moisture

Associated Skin Damage (MASD) Secondary Care (Appendix 11) as per the Doncaster Wide
Wound Care Formulary is to be followed for the management of MASD and IAD, unless specified
differently by the Skin Integrity Team or Consultant.

4.5 Patient Lacking &pacity

Sometimes it will be necessary to provide care and treatment to patients who lack the
capacity to make decisions related to the content of this policy. In these instances staff
must treat the patient in accordance with the Mental Capacity Act 2005 (MCA 2005)'.

9 A person lacking capacity should not be treated in a manner which can be seen as
discriminatory.

9 Any act done for, or any decision made on behalf of a patient who lacks capacity must
be done, or made, in the persons Best Interest.

1 Further information can be found in the MCA policy, and the Code of Practice, both
available on the Extranet.

There is no single definition of Best InteresBest Interest is determined on an individual

basis. All factors relevant to the decision must be taken into account, family and friends
should be consulted, and the decision should be in the Best interest of the individual. Please
see S5 of the MCA code of practice fothieirinformation.

5 TRAINING/SUPPORT

All healthcare professionals will have access to study days/workshops/seminars/eLearning
AND Trust secure social media material and events relating to the pressure ulcer, MASD and
IAD prevention. The education programme will be updated on a regular basis based on the
local policy and evidence based practice whilst incorporating the national and international
agenda.

Please note: The Standard Training Needs Analysis (TNA) — The training requirements of

staff will be identified through a training needs analysis. Role specific education will be
delivered by the service lead.
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MONITORING COMPLIAE®V/ITH THE PROCEDURA

DOCUMENT
What is being Monitored| Who will carry out How often How Reviewed/
the Monitoring WhereReported to
Compliance with the Individual This will be defined | Reported via the
relevant Acute React To Ward/Department within the Perfect Internal Skin Integrity
Red Top Ten Mangers or Leads Ward Outline unless | Dashboard and
Interventions approach. specialised different | reviewed by individual
by the Skin Integrity | Ward/Department
Team following a Mangers or Leads and
HAPU to an Matron.
individual
Ward/Department.
The Skin Care Pathway Individual As deemed required | Reported to the Skin
for Incontinence Ward/Department by Individual Integrity Team and
Associated Dermatitis Mangers or Leads Ward/Department reviewed by individual
(IAD) and Moisture Mangers or Leads Ward/Department
Associated Skin Damage or the Skin Integrity | Mangers or Leads and
(MASD) Secondary Care. Team. Matron.
HAPU figures per patient | Lead Nurse/Clinical | Monthly as a Reported to the
and per pressure ulcer Nurse Specialist for | minimum monthly patient safety
Skin Integrity report and to the
Patient Safety
Committee, CGC and
CQRG.

7 DEFINITIONS

PUIT—Pressure ulcer investigation tool.
DOCGC Duty of candour.

MASD- Moisture-associated skin damage
IAD—Incontinence Associated Dermatitis
HAPU- Hospital acquired pressure ulcer
POA- Present on admission

= =4 4 -4 A8 -

8 EQUALITYMPACT ASSESSMENT

The Trust aims to design and implement services, policies and measures that meet the
diverse needs of our service, population and workforce, ensuring that none are
disadvantaged over others. Our objectives and responsibilities relating to equality and
diversity are outlined within our equality schemes. When considering the needs and
assessing the impact of a procedural document any discriminatory factors must be
identified.
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An Equality Impact Assessment (EIA) has been conducted on this procedural document in
line with the principles of the Equality Analysis Policy (CORP/EMP 27) and the Fair
Treatment for All Policy (CORP/EMP 4).

The purpose of the EIA is to minimise and if possible remove any disproportionate impact

on employees on the grounds of race, sex, disability, age, sexual orientation or religious
belief. No detriment was identified. (See Appendix 1)

9 ASSOCIATED TRUST EEDURAL DOCUMENTS

DBTH Doncaster Wide Wound Care Formulary PAT/T 77 v 1:

9 Pressure Ulcer Product Selection Guide.

9 Skin Care Regime for Incontinence Associated Dermatitis and Moisture Associated Skin
Damage in Secondary Care.

9 Device Related Pressure Ulcer Prevention Guide.

10 DATA PROTECTION

Any personal data processing associated with this policy will be carried out under ‘Current
data protection legislation’ as in the Data Protection Act 2018 and the UK General Data
Protection Regulation (GDPR) 2021.

For further information on data processing carried out by the trust, please refer to our
Privacy Notices and other information which you can find on the trust website:
https://www.dbth.nhs.uk/about-us/our-publications/information-governance/

11 REFERENCES

1. NHS Improvement (2018) National Stop the Pressure Programme

2. NICE (2014) Pressure Ulcers: prevention and management of pressure ulcers, clinical
guideline 179

3. NHS Digital (2018) National Stop the Pressure

4. Guest el at (2017) Cohort study evaluating pressure ulcer management in clinical
practice in the UK following initial presentation in the community: costs and outcomes.
British Medical Journal.

5. Moore et al (2019) Quality of life and pressure ulcers: A literature review. Wound UK

6. European Pressure Ulcer Advisory Panel (2019) Prevention and treatment of pressure
ulcers.

7. Dowsett C and Newton H (2005) Wound bed preparation; Time in practice. Wounds UK
(23), 48-70.
8. UK Government (2005) Mental Capacity Act: making decisions

Page 13 of 30


https://www.dbth.nhs.uk/about-us/our-publications/information-governance/

10.

11.

12.

PAT/T3v.4

Fletcher J, Beeckman D, Boyles A et al (2020) International Best Practice
Recommendations: Prevention and management of moisture-associated skin damage
(MASD). Wounds International.

Gray M, Black JM, Baharestani MM et al (2011) Moisture associated skin damage:
overview and pathophysiology . ] Wound Ostomy Continence Nurs 38(3): 233-41
Beekman D et al. (2015) Proceedings of the Global IAD Expert Panel. Incontinence
Associated Dermatitis: Moving Prevention Forward. Wounds International. Developed
by: Skin Integrity Team. January 2017. For review June 2024.

Department of Constitutional Affairs Mental Capacity Act (2005): Code of Practice,
2007https://assets.publishing.service.gov.uk/government/uploads/system/uploads/att
achment data/file/497253/Mental-capacity-act-code-of-practice.pdf

Page 14 of 30


https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/497253/Mental-capacity-act-code-of-practice.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/497253/Mental-capacity-act-code-of-practice.pdf

PAT/T3v.4

APPENDIX 3 DBTH PRESSUIRE ULCTERFFIC LIGHT RISK

ASSESSMENT

PRESSURE ULCER ASSESSMENT

Undertake skin check and document accordingly.

To be undertaken on admission.

Does the patient:

» Have a current pressure ulcer
category 1 or above

+ Dependant patients spending all
or the majority of time in bed or
chair with moisture lesions in the
sacral area

1 Does the patient have any of
1

no] the following risk factors?

In the absence of pressure relieving
equipment commence a 2 hourly turn
and reposition regime until equip-

ment becomes available

YES

v
RED

Pressure Ulcer Risk Status

« Undertake skin check
3 times per day

» Commence a 2 hourly turn and
repositioning regime

+ Nurse on Transair/Nimbus
mattress/Operating theatre
mattress/Operating trolley mattress

+ Use 2 slide sheets for patient
movement

« Minimise pressure on

bony prominences

Encourage patients to actively

mobilise, change their position

.

+ Nurse on Pressure relieving chair -
restricting sitting times to
2 hours maximum

» Elevate heels on Pressure relieving
Stool

+ Undertake preventative skin care
(including care of devices)

« Assess and document all areas of
vulnerability using the Skin
Integrity IPOC

« Complete the Skin Integrity
Dashboard

» Complete DATIX WEB (N/A for
Moisture Lesions and Category 1)

» Undertake 'MUST' screening and
follow 'MUST' management
guidelines and referral criteria
for pressure ulcers (see 'All Risk
Categories' on 'MUST')

- Consider Safeguarding referral

+ Have a reported history of a
previous pressure ulcer

- Have scarring over previous
pressure ulcer site

» Dependant patient spending
all or the majority of time in
bed/chair/operating table

« Need the help of another
person to reposition/mobilise

« Patient unable to feel/and or
respond to discomfort
from pressure

« Vulnerable skin e.g. blanchable
redness that persists

» Moisture due to perspiration,
urine, faeces or exudate more
than 2 episodes per day and the
patient is bed bound

« Conditions affecting peripheral
circulation e.g. peripheral
vascular/ arterial disease

« Diabetic patient with redness /
pallor / potential tissue damage
on the lower limb

- Conditions affecting central
circulation e.g. shock/ heart
failure/ hypotension/
oedematous skin

« Clinical impression - thin,
obvious wasting and obesity

- History of decreased food intake,
reduced appetite or dysphagia
over 3 - 6 months

« Underlying disease/psychosocial/
physical disabilities likely to cause
weight loss

« No nutritional intake or likelihood
of no intake for more than 5 days

AMBER

Pressure Ulcer Risk Status

—>
YES

» Undertake skin check
3 times per day

- Commence a 4 hourly turn and
repositioning regime

+ Use 2 slide sheets for patient
movement

+ Nurse on Transair/Nimbus
mattress/Operating theatre
mattress/Operating trolley mattress

+ In the absence of pressure reliev-
ing equipment commence a 2
hourly turn and reposition regime
until equipment becomes avail-
able

» Minimise pressure on bony
prominences

« Encourage patients to actively
mobilise, change their position

+ Nurse on Pressure relieving chair -
restricting sitting times to
2 hours maximum

» Refer diabetic patient with redness/
pallor/potential tissue damage on
the lower limb to the In-patient

NO W

Diabetic Specialist Nurse Team

+ Does the patient have normal/
intact skin and can the patient
move independently or with aids

- Elevate heels on Pressure relieving
Stool
» Undertake preventative skin care
(including devices)

NO

vss¢
GREEN

Pressure Ulcer Risk Status

» Undertake 'MUST' screening and
follow 'MUST' management
guidelines and referral criteria
for pressure ulcers (see 'All Risk
Categories' on 'MUST")

- Undertake and complete a skin
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APPENDIX 2 ACUTE REACT TO REXPTEN INTERVENTIONS

GENERAL

Acutfe General NHS)

Doncaster and Bassetlaw

i a tay
RZH Top 10 Interventions Tt i o

1. Skin Inspection SR W 7% i
Please Kk
« All patients must have a 26 point skin inspection undertaken within 2 hours of admission or upon OBackofhsad  OSacum [ Toar O Mom
P DIRibs 0O spine O Natalcleft O Device
transfer from another ward/department by a RGN/MNurse Associate. S G CF Bk OOl S LEHOL
- This is to be repeated 3 times a day as a minimum for all patents with an amber or red pressure ulcer e Elh O VO Ry DO
risk status and weekly as a minimum for green. Skin check status
G staff [ e by patient
i fLarer dechined in yariances)
2. Risk Assessment Clraintact  TIPA natintact - completa Skin Intearity IPOC
« All patients must have a Pressure Ulcer Traffic Light Risk Assessment performed by a RGN/Nurse "_""'" A
Associate following the initial skin inspection within 2 hours of admission, upon transfer from :'"'_'"""'

another ward/department, at status change and/or weekly as a minimum.

3. Pressure Ulcer Prevention and Management Care Plan

+ The Pressure Ulcer Prevention and Management Care Plan must be commenced when a patient has
been identified with either a red or amber pressure ulcer risk status.

Time:
™~ I
3 |

4. Turn and Repositioning

+ Red patients = Reposition 2 hourly as a minimum.

+ Amber patients WITH a dynamic pressure relieving mattress = reposition 4 hourly as a minimum.

+ Amber patients WITHOUT a dynamic pressure relieving mattress = reposition 2 hourly as a minimum.
» Sitting times should not exceed 2 hourly without repositioning

+ Repositioning of all medical devices should be undertaken once clinically safe to do so.

5. Equipment Provisions

« Patients with a red or amber pressure ulcer risk status require a dynamic pressure relieving mattress
ordering and supplying within 4 hours of the risk status being identified.

6. Nutrition

+ The “MUST” management guidelines should be adhered to.

- Refer to the Dietetic Service for category 3 and 4 pressure ulcers.

« Compromised patients should be given appropriate nutritional supplementation.
+ A food chart must be commenced for all patients with a MUST score of 1+.

7. Preventative Skin Care

« Refer to the Trust's Skin Care Pathway for Incontinence Associated Dermatitis (IAD) and Moisture
Associated Skin Damage (MASD).

+ Refer to the Prevention of Medical Device Pathway for further information regarding the prevention
of Medical Device Related Pressure Ulcer (MDRPU).

« Offloading heel pressure e.g. Heels off bed, Heels off stool, orthotic offloading footwear.

8. Pressure Ulcer Categories

« |ldentify and document all pressure ulcers identified, using the European Pressure Ulcer Advisory
Panel guidelines, on the Skin Integrity Wound Identification Care Sheet and Skin Integrity Wound
Assessment Care Plan.

« Report all pressure ulcers via the Skin Integrity Datix/Dashboard.
9. Wound Healing

« Assessing wounds using the T.I.M.E.S wound assessment tool allows the principles of wound bed
preparation to be understood.

+ This focuses on the removal of barriers to healing i.e. debridement, moisture balance and control of - Tissue
bacterial burden enabling wound healing to progress. - Infection
- Moisture
10. Datix/Dashboard Reporting and Safeguarding =  Edges
« The Skin Integrity Datix/Dashboard should be completed for all pressure ulcers. *  surrounding skin
« Ward/department staff must perform the initial scoping to determine if there are any potential
safeguarding concerns of neglect relating to pressure area care and alert the Safeguarding Adults e 4
Team.
ﬁ%l"ﬁﬁ.

« Staff can contact the Safeguarding Team on 01302 642437 for advice and support.

Refer to the Safeguarding Adults Policy PAT/PS 8 v5 for further information. Safegh‘lda rg! ';;.g
laren ults

Developed by Skin Integrity Team May 2010. Updated May 2021 v7. For review May 2023
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APPENDIX 3 ACUTE REACT TO REXPTEN INTERVENTIONS

THEATRE

Acure Theatre Lo

Doncaster and Bassetlaw
. Teaching Hospitals
RZH Top 10 Interventions NHS Foundation Truse

1. Skin Inspection Skin Inspection: Key: ¢ Yes x No

« All patients should have their initial skin inspection performed on the ward/ unit before arriving to DBackofhead OiSacrum [ Toes O Nose

CiRibs OiSpine O Natal deft [ Device
theatre department Knee: [OR OL Foot: OR OL  Hip: Or OL
Buttocks: R CJL  Elbow: IR L Ear. Or OL

= A 26 point skin inspection undertaken by a RGN/ ODP, including the device related skin checks, on Scapuler DR CIL shouider: CIR CL_ Heels: IR CIL

arrival to the anaesthetic room, post operatively in theatre and in the recovery room. Skin check status
« Any changes to the skin status should be handed over to the ward staff on transfer back to receiving Sr ,,5:,;" v
ward area. CIPAmtact  CIPAnotintact - complate Skin Intagrity POC
P .
2. Risk Assessment ignature:
Designation: Time:

+ The RGN/ODP must perform the Pressure Ulcer Traffic Light Risk Assessment for all patients in the
anaesthetic room prior to induction.

« Any changes to the patient’s risk assessment status should be handed over to recovery and to the
ward staff on transfer back to receiving ward area.

3. Pressure Ulcer Prevention and Management Care Plan

» The Pressure Ulcer Prevention and Management Care Plan must be commenced when a patient has
been identified with either a red or amber pressure ulcer risk status.

4. Turn and Repositioning

« Itis the responsibility of all staff to record the movements of all patients using the relevant codes
identified within the Pressure Ulcer Prevention and Management Care Plan (WPR41963), including
when a patient is unable to be turned or repositioned intra-operatively and during the recovery
period.

« Repositioning of all devices should be undertaken once clinically safe to do so.

5. Equipment Provisions

« Patients with a red or amber pressure ulcer risk status require a dynamic pressure relieving mattress
requested for the patient intra-operatively and prepared for post-operative transfer to recovery.

6. Nutrition

« Patients in theatre that are Nil By Mouth should have clear documentation of fluid administration,
which should be documented by the Anaesthetist on the Anaesthetic chart.

+ The RGN/ODP must communicate post-operative instruction upon handover to the receiving ward/
department for eating and drinking as determined by the by the Surgical Consultant.

7. Preventative Skin Care

« Refer to the Trust’s Skin Care Pathway for Incontinence Associated Dermatitis (IAD) and Moisture
Associated Skin Damage (MASD).

+ Refer to the Prevention of Medical Device Pathway for further information regarding the prevention
of Medical Device Related Pressure Ulcer (MDRPU).

8. Pressure Ulcer Categories

« Document all pressure ulcers identified, using the European Pressure Ulcer Advisory Panel
guidelines, on the Skin Integrity Wound Identification Care Sheet and Skin Integrity Wound
Assessment Care Plan.

« Report all pressure ulcers via the Skin Integrity Datix/Dashboard.

9. Wound Healing

« Assessing wounds using the T..LM.E.S wound assessment tool allows the principles of wound bed

preparation to be understood. s  Tisie
« This focuses on the removal of barriers to healing i.e. debridement, moisture balance and control of o Infection
bacterial burden enabling wound healing to progress. e Nbpiskure
10. Datix/Dashboard Reporting and Safeguarding * Edges
N - N e Surrounding Skin
» The Skin Integrity Datix/Dashboard should be completed for all pressure ulcers.
» Ward/department staff must perform the initial scoping to determine if there are any potential P
safeguarding concerns of neglect relating to pressure area care and alert the Safeguarding Adults Y
Team. a ‘I‘{‘
» Staff can contact the Safeguarding Team on 01302 642437 for advice and support. Safeg u a rd i ng

Refer to the Safeguarding Adults Policy PAT/PS 8 v5 for further information. Children & Adults

Developed by Skin Integrity Team May 2010. Updated May 2021 v7. For review May 2023

Page 17 of 30



PAT/T3v.4

APPENDIX 4 ACUTE REACT TO REXPTEN INTERVENTIONS

MATERNITY

Acure Maternity
RZH Top 10 Interventions

NHS|

Doncaster and Bassetlaw

Teaching Hospitals
NHS Foundation Trust

1. Skin Inspection

Skin Inspection: Key: Yes x No

« All women must have a 26 point skin inspection undertaken within 2 hours of admission or upon
transfer from another ward/department by a Midwife (RM).

« This is to be repeated 3 times a day as a minimum for all women with an amber or red pressure ulcer
risk status and weekly as a minimum for green.

OBackofhead OSacum [ Toes O Nose

ORibs O Spine [ Natal cleft [ Device
Knee: D[R OL Foot: OR OL  Hip: Or OL
Buttocks: (IR [IL  Elbow: IR OJL  Ear Or O
Scapula: OR OL  Shoulder: OR OL Heelss 0OR OL
Skin check status

status change and/or weekly as a minimum.

O« [ skinstatus. pa
2. Risk Assessment ] ater decined
OJealmtact  [CIPAnotintact - complete Skin Intagrity POC
« All women must have a Pressure Ulcer Traffic Light Risk Assessment performed by a RM following the Printname:
initial skin inspection within 2 hours of admission, upon transfer from another ward/department, at S
Designation: Time:

3. Pressure Ulcer Prevention and Management Care Plan

« The Pressure Ulcer Prevention and Management Care Plan must be commenced when a women has
been identified with either a red or amber pressure ulcer risk status.

4.Turn and Repositioning

+ Red women = Reposition 2 hourly as a minimum.

« Amber women WITH a dynamic pressure relieving mattress = reposition 4 hourly as a minimum.

« Amber women WITHOUT a dynamic pressure relieving mattress = reposition 2 hourly as a minimum.
« Sitting times should not exceed 2 hours without repositioning.

« Repositioning of all medical devices should be undertaken once clinically safe to do so.

5. Equipment Provisions

+ Women with a red or amber pressure ulcer risk status require a dynamic pressure relieving mattress
ordering and supplying within 4 hours of the risk status being identified.

6. Nutrition

« The “MUST” management guidelines should be adhered to.

« Refer to the Dietetic Service for category 3 and 4 pressure ulcers.

« Compromised patients should be given appropriate nutritional supplementation.
» Afood chart must be commenced for all patients with a MUST score of 1+.

7. Preventative Skin Care

« Refer to the Trust’s Skin Care Pathway for Incontinence Associated Dermatitis (IAD) and Moisture
Associated Skin Damage (MASD).

« Refer to the Prevention of Medical Device Pathway for further information regarding the prevention
of Medical Device Related Pressure Ulcer (MDRPU).

» Offloading heel pressure e.g. Heels off bed, Heels off stool, orthotic offloading footwear.

8. Pressure Ulcer Categories

Identify and document all pressure ulcers identified, using the European Pressure Ulcer Advisory
Panel guidelines, on the Skin Integrity Wound Identification Care Sheet and Skin Integrity Wound
Assessment Care Plan.

Report all pressure ulcers via the Skin Integrity Datix/Dashboard.

9. Wound Healing

« Assessing wounds using the T.1.M.E.S wound assessment tool allows the principles of wound bed
preparation to be understood.

« This focuses on the removal of barriers to healing i.e. debridement, moisture balance and control of
bacterial burden enabling wound healing to progress.

10. Datix/Dashboard Reporting and Safeguarding

« The Skin Integrity Datix/Dashboard should be completed for all pressure ulcers.

« Ward/department staff must perform the initial scoping to determine if there are any potential
safeguarding concerns of neglect relating to pressure area care and alert the Safeguarding Adults
Team.

- Staff can contact the Safeguarding Team on 01302 642437 for advice and support.
« Refer to the Safeguarding Adults Policy PAT/PS 8 v5 for further information.
« For all children follow the safeguarding children referral processes.

e  Tissue

e Infection

. Moisture

e  Edges

e Surrounding Skin

Sl

Safeguarding

Children & Adults

Developed by Skin Integrity Team May 2010. Updated May 2021 v7. For review May 2023
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APPENDIX 5 ACUTE REACT TO REXPTEN INTERVENTIONS

CHILDRENS

Acure childrens L

Doncaster and Bassetlaw

R2A4 Top 10 Interventions R sl

« Allinfants, children and young people must be screened using the Pressure Ulcer Risk Assessment ‘ ‘ ‘
Tool within the Integrated Pathway of Care (WPR 18827) within 2 hours of admission or upon transfer

from another ward/department by a RGN/ RSCN. Skinwepecton: Keyi VYex %Mo
ed
ORibs O Spine [ Natal deft [ Device
« Allinfants, children and young people who are identified with a red or amber pressure ulcer risk boos: DRHL fb  OREL e DL
status should have a 26 point skin check undertaken by a RGN/RSCN at least 3 times per day. :::‘::_i“ﬂihs shotdeg LIRCIL Heas  LIRICIL
« Allinfants, children and young people are identified with a green pressure ulcer risk status must [m[e [skinstat patk
] arer declined

have their risk status reassessed upon transfer from another ward/department, at status change

and/or weekly as a minimum by a RGN/RSCN. el s AL

Signature:

Designation: Time:

« The Pressure Ulcer Prevention and Management Care Plan must be commenced when a infants,
children and young person has been identified with either a red or amber pressure ulcer risk status.

« Red infant, child or young person = Reposition 2 hourly as a minimum.

« Amber infant, child or young person WITH a dynamic pressure relieving mattress = reposition 4
hourly as a minimum.

» Amber infant, child or young person WITHOUT a dynamic pressure relieving mattress = reposition 2
hourly as a minimum.

« Sitting times should not exceed 2 hours without repositioning.

« Repositioning of all medical devices should be undertaken once clinically safe to do so.

« Infant, child or young person with a red or amber pressure ulcer risk status require a dynamic
pressure relieving mattress ordering and supplying within 4 hours of the risk status being identified.

« All children admitted over 1 year of age must have a Paediatric Yorkhill Malnutrition Score (PYMS)
recorded. (WPR 43450). A dietician referral needs to be completed where indicated.

« Any child under 1 year of age must have a height and weight recorded. In addition a fluid balance
chart should be completed where clinically indicated.

« Refer to the Trust’s Skin Care Pathway for Incontinence Associated Dermatitis (IAD) and Moisture
Associated Skin Damage (MASD).

« Refer to the Prevention of Medical Device Pathway for further information regarding the prevention
of Medical Device Related Pressure Ulcer (MDRPU).

« Identify and document all pressure ulcers identified, using the European Pressure Ulcer Advisory
Panel guidelines, on the Skin Integrity Wound Identification Care Sheet and Skin Integrity Wound
Assessment Care Plan.

« Report all pressure ulcers via the Skin Integrity Datix/Dashboard.

+ Assessing wounds using the TLIMLES wound assessment tool allows the principles of wound bed

preparation to be understood. e  Tissue
« This focuses on the removal of barriers to healing i.e. debridement, moisture balance and control of e Infection
bacterial burden enabling wound healing to progress. e Moisture
e  Edges
- - . il . e Surrounding Skin
« The Skin Integrity Datix/Dashboard should be completed for all pressure ulcers.

» Ward/department staff must perform the initial scoping to determine if there are any potential ()
safeguarding concerns of neglect relating to pressure area care and alert the Safeguarding Team. ﬁ% A
« For all children follow the safeguarding children referral processes.

.
« Staff can contact the Safeguarding Team on 01302 642437 for advice and support. Safeg(l:dmare[g!lﬂg

Developed by Skin Integrity Team May 2010. Updated May 2021 v7. For review May 2023
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APPENDIX 6 ACUTE REACT TO REXPTEN INTERVENTIONS

NEONATAL UNIT

¢ Neonatal Unit NHS

. Doncaster and Bassetlaw
2ﬂ Top 10 Interventions T e
1. Skim Inspection

= The RGH/MRSCH must perform the Meonatal Skin Integrity Fisk Assessment for all bakdes
Tollowing the initlal skin Inspaction within 2 hours of admissionfupon ranster from ancther NMU.

= Reassessment may be required in the event of deterioration s skin integrity could be threatened dus o
reduced cocygenation. therwilse reassess at Green = IF deterkoration coours, Amber = dally, Red =12 hourly.

et by [] St mondirsed iy putien
| [ S LA

L Risk Assessment e L L
esbits
= &l babies must have thelr skin Inspacted within 2 howrs of admission or ranster from ancther Neoratal Unilt it
(WML and at care trmes rrinimum of 6 hourly) by @ RGNRSCM. e =

» Baloles ane atan Increasad device relabed pressure ulcer (DRPUY such as CPAR Refier to the Prevention of
Dervice Related Fressune Uicers (DRPU) guidance for further Infarmation.

3. Pressure Ulcer Prevention and Management Care Plan

= The Neonatal Skin integrity Risk Assessment Care Plan (WPRTBC) must e commenced for all babies who

heve basan Identifad as elther RED or AMBER nisk status.
« Al pressure relief Interventions and repositioning rmust be charted. If there are any eeptions &g bablkesare || 7 TR
too unstakie for pressure relief, this must be documentead In the pressure rellef section.

4. Turn and Repositioning

« Relleving the pressure Is the key to healing areas but can aso prevent damage flam ooouring.

» Equipment must b= repositionsd frequently to minimise the pressure and friction bo waineralile skin areas
and can reduce the severlty of nasal Injury If there Is damaged tissua

« Ifthe baby does not tolerate fragquent pressure rellef from resplratany support or for long perieds this must
I decumented.

» Ensure that prong pressure s rellesed 3 hourly.

» Baboles raquiring CRAP will require thelr mask and prongs alternating at laast every 6 hours If tolerated

» Document any exceptions as the baly may be too unstabile.

5. Equipment
» Ensure equipmert continues to funcklon and there are no issues with hurnidity for resplratary supgort ’

devices, High Mow and CPAP are to be set on invasive mode with the hurmidity chambser reading at 37 and
the wire temperature reading at 407 Envinonmental temperaturs can Impact on e humidity levels in the )
chamizer If the readings are out of the normal range for prolonged pedods, ensure the equipment 1s ot
faultyand sesk SUpport from senkor staft If required.

+ Change Spo2 monitaring probe 3 hourly, requenty.

6. Nutrition

» Electrolyte Imbalance can be a significant problem during the necnatal periool

» oo nutrition Improses neurcloglcal outcome and reduces Incidence and severity of chronic lung dissass
In preterm Infants.

= Miaternal breastmilk provddes optinmal nutrition for preterm infants and reduces the incldence of necrotsng
enterocallkls.

= Entera nutrition shoulkd beinlbated as early as possible — usually within first 48 hours of birth unless
signifcant medical/sunglcal contralndications.

7. Preventative Skin Care

= Check other at risk areas such as cannulas and strapping. Bables whose condition has deterlorated are k. i
more at risk of developing significant cedema making the skin more winerable. & Duoderm dressing may be
required for any vunerable, red or broken areas to prevent further pressure damage.

8. Pressure Ulcer Categorles e

+ Identify and document 3l pressure ulcers using the Eurcpsan Pressure Ulcer Advisory Panel guidelines, on
‘the Skin Inbegrity Wiound Identifcation Care Sheet and Skin Integrity Wound Assessment Care Fan.

9. Weound Healing

» Assassing wounds using the LIS wound assessment toal allows the principles of wound bed
preparation to be understood.

= Thils focuses on the removal of barrkers to healing e debiderment, modsture balance and control of
bactanal burden enabling wound healing to progress.

10. DatiDashboard Reporting and Safeguarding

« The SKIn Integrity DatbyCashioand should be completed for all pressure ulcers. ® ot
« Ward/department staff roust perform the Inftlal scoping to detarmine If there are any potenti=l 2
sateguarding concerns of naglact relating to pressure area care and alert the Safeguarcing Team. L .
« For all childran follow the safeguarding children referral procassas, Safeguar INg
« Staffcan contact the Safeguarding Team on 01202 642437 for adwoe and support. Chlidran & Adui
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APPENDIX + PRESSURE ULCER ASBIESIT AND REPORTINGFINITIONS

PAT/T3v.4

Blanching
erythema—This is
NOT a pressure
Ulcer

Healthy skin may develop transient redness when subjected to
pressure —for example, if the legs are crossed. To test if damage
has occurred, light finger pressure should be applied to see if
the skin blanches (goes white). In darker skin tones, redness
may present as a darker area that is grey or purplish.

Example of skin blanch Blanch in darker skin

Category 1
Pressure Ulcer
Non-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

erythema surrounding area. The area may be painful, firm, soft, warmer or
cooler compared to adjacent tissue. Category 1 may be difficult
to detect in individuals with dark skin tones. May indicate ‘at
risk” individuals (a heralding sign of risk).

Category 2 Partial thickness loss of dermis presenting as a shallow open

Pressure Ulcer
Partial thickness
skin loss

ulcer with a red pink wound bed. May also present as an shallow
palpatable intact or open/ruptured serum-filled blister. Presents
as a shiny or dry shallow ulcer, usually without slough or
bruising.* This category should not hesed to describe skin
tears, tape burns, perineal dermatitis, maceration or excoriat
*Bruising indicates suspected deep tissue injury.
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Category 3
Pressure Ulcer
Full thickness skin
loss

Full thickness tissue loss. Subcutaneous fat may be visible, but
bone, tendon or muscle are not exposed or directly palpable.
Slough may be present but does not obscure the depth of tissue
loss. May include undermining and tunnelling. The depth of a
Category 3 pressure ulcer varies by anatomical location. The
bridge of the nose, ear, occiput and malleolus do not have
subcutaneous tissue therefore the Category 3 ulcers can be
shallow. In contrast, areas of significant adiposity such as the
buttocks can develop extremely deep Category 3 pressure
ulcers.

Category 4
Pressure Ulcer
Full thickness
tissue loss

Full thickness tissue loss with exposed or directly palpable bone,
tendon or muscle. Slough or eschar may be present on some
parts of the wound bed. Often includes undermining and
tunnelling. The depth of a Category 4 pressure ulcer varies by
anatomical location. The bridge of the nose, ear, occiput and
malleolus can be shallow. Category 4 ulcers can extend into
muscle and/or supporting structures (egfascia, tendon or joint
capsule) making osteomyelitis possible.

Unstageable
Pressure Ulcer
depth unknown

Full thickness tissue loss in which the base of the ulcer is
covered by slough (yellow, tan, grey, green or brown) and/or
eschar (tan, brown or black) in the wound bed. Until enough
slough and/or eschar is removed to expose the base of the
wound, the true depth, and therefore category, cannot be
determined.
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Deep tissue injury
(DTI) Pressure
Ulcer. depth
unknown

Purple or maroon localised area of discoloured intact skin or
blood-filled blister due to damage of underlying soft tissue from
pressure and/or shear. Deep tissue injury may be difficult to
detect in individuals with dark skin tones. The wound may
further evolve and become covered by thin eschar. Evolution
may be rapid, exposing additional layers of tissue even with
optimal treatment. DTI’s can also be caused by trauma and not
pressure. If any of these factors continued to the skin damage it
is likely a traumatic injury and NOT a pressure ulcer: History of
trauma, not over a bony prominence or under a device, high
impact injury, has underlying conditions such as dermatological,
vascular, autoimmune, malignancy, medication.

Device Related
Pressure Ulcer
(DRPU)

Pressure ulcers that result from the use of devices designed and
applied for diagnostic or therapeutic purposes should be
referred to a Device Related Pressure Ulcer (DRPU). While some
DRPU may also be allocated a category of damage, others may
not as they are on parts of the anatomy that do not have the
same structures as the skin —for example, the mucosal
membrane.

PAT/T3v.4

Mucosal Pressure
Ulcer:
uncategorisable

Mucosal pressure ulcers cannot be categorised as the tissue
does not have the same layers as the skin and therefore does
not conform to the definitions. These are therefore
uncategorisable (NOT unstageable). They are usually caused by
devices and therefore should be recorded as Device Related
Mucosal Pressure Ulcer (DRMPU).
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APPENDIX 8 HOSPITAL AQUIRED BRERE ULCER DOCUMENDN INVESTGATIGNUDIT

Location Details | 1 $kin laspection | 2 Risk Assessment JCart Plan 4 Turn and Repositioning | 5. Equipment Provisions | 6. Nutrition 1. Preveation | & and J PU Cateqories and Assezsment 10 Reparting
3 $tin RAG RAG Care plas Turn frequency Appropriate Equipmeat Dietetic Preventative PU State: DB refernal
Ward Area|Date| Ispections |Completed | Accurate| Completed as per RAG | achiered as per RAG | Insitw within & howrs | referral if MUST 314 | Skin care documented IPOC completed and wpdated on idestificationddeterioration
F F r F F
panlil 11U ) BONIO! RONH! BONIO! RO RO RO panlil
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APPENDIX 9 HOSPITAL AQUIRED BRERE ULCER

DOCUMENTATIONMVESTGATION TOOLW(P)

Pressure Ulcer Investigation Tool
|

Hospital Number : ward/Department:
Datix ID Number: Incident Date:
Date and time of RCA:

Dty of Candour - Has the patient/famiby Date Letter 1 DoC
been informed of the pressure ulcer sent -
development, 2nd investigation?

Dty of Candour - Who informed the Date/Time
patient,/family:

Lead Inwestigator,s: Date/Time
Completion of Document: Date/Time
Pressure Wicer Advisor: Date, Tirme
Divisional: Date,/Time

summary of Events [Erief description of incidents)

Reazon for admission

Where the patient was admitted from

ward admitted to Date/Time
ward transferred to Date/Time
ward transferred to Date/Time

Relevant medical history

Patient Information

Was the pressure ulcer caused by a medical Number of days from
device (MDRPU)? admission to pressure
ulcer development
Site 1 Site 2 Site 3
site of pressure ulcer
category of pressure ulcer when first identified?
Category of pressure ulcer currently

R

Developed by: Kelly Moore Skin Integrity Lead Murse August 2021

Updated by: Kelly Moore Skin integrity Lead Murse April 2022 v2

Approved by: Marie Hardacre Head of Mursing Corporate Nursing April 2022
For review by: October 2024
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Pressure Ulcer Investigation Tool
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Pressure Ulcer Prevention

"I'E5| Mo |

Comments

skin Inspections

‘Was 8 skin inspection undertaken and documented within 2 hours of admission
or upon transfer?

Has @ 26 point skin check consistently been undertaken &t least 3 times per day?

Risk Asseszment

Was the Pressure Ulcer Traffic Light Risk Assessment undertaken and
docurnented within 2 hours of admission or wpon transfer?

Was the Pressure Ulcer Traffic Light Risk Asssssment accurate?

Pressure Ulcer Prevention Care Plan

Was the Pressure Ulcer Prevention and Management Care Plan commenced
when the patient was identified as having a Red or ambser risk status?

‘Was the Pressure Ulcer Prevention and Management Care Plan updated daily?

Turn and Repositioning

‘Was the patient repositionsd in line with the Red or amber Pressure Ulcer risk
stetus? Including sitting times being restrictzd to 2 hours at 3 time?

‘Was the mowving and handling risk assessment completed on admission and
updated on ward transfer or weskly 3s 3 minimum?

Equipment Provisions

Was the patient nursed on 3 Dynamic Pressure Relieving Mattress?

‘Was it in place within 4 hours of Pressure Ulcer risk status being identified?

If ‘nglweas the repositioning scheduled increased 2t at 2 hourly?

MNutrition

Was 2 Dietetic referral sent if the MUET score was assessed a5 3 or shove?

Preventative Skin Care

If the patient was incontinent of urine, faeces or both was the skin Care Pathway
for 1A MASD pathway followed?

Did the patient receive pressure relisf for their heels e.g. Heels off bed

If the Pressure Ulcer was related to a medical device (MDRPU) was the MDARPU
pathway followed?

Pressure Ulcer Categorisation

‘Was the Pressure Ulcer assessed and documented accordingly using the EPUAR
guidelines in the skin Integrity Wound Assessment and Care Plan?

Was the Pressure Ulcer reassessed at the frequency recommended in the Skin
Integrity Wound Assessment Care Plan?

Wound Healing

‘were all elements of the Pressure Ulcer assessment documented accordingly
[T.L.MLE.5) in the skin Integrity wound Aszessment Care Plan?

Was the Pressure Ulcer Product selection Pathways followed?

10

Datjx/Dashboard and safeguarding

Was the Pressure Ulcer reported on the skin Integrity Datix/Deshboard page on
the day it was identified or deterioration was identified?

If there wers any Safeguarding concerns of neglect relating to pressure area care
was the Safeguarding adults Team alerted?

Prassure Ulcer Documentation Investigation against the Pressure Ulcer Policy — Completed by Skin Integrity

= %
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Pressure Ulcer Investigation Tool
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Ccontributory Factors, Learning and action Plan

Recommendation

Contributory Factors and Learning

action

Responsibility
of

Timescale

Update review date and
Progress

Training and education

Communication and
escalation

Documentation

assessment of risk

Clinical judgement

Deconditioning

Discharge Planning

Involrement of MDT

perfect Ward Requirements

other
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APPENDIX 10PRESSURE ULCER DOENNMATIONNVESTGATION

TOOL (PUIT)

NHS |

Rencaster and Bassetlaw

Teaching Hospitals
M5 Foundation Trest

INHS'

Retherham Doncaster
and South Humbear

'cm’ W Fowndation Trust

Doncaster

Clirical Cammissianing Group

Pressure Ulcer Product Selection

Potential tissue damage
i that iz slow to blanche.
Caregory 1 . - .
Non blanching aver a bony Fu'sa_cmlfhutl:u-c!; areals) with incontinence:
prominence or underneath a device. Proshield Plus Skin Protectant.
At every wash or 3 times daily.
For all other areas:
ClearFilm Semi-Permeable Film Dressing.
Suspected Deep Tissue Injury ;:mmum wear time 7 days.
e Barrier Pmteqznnn - Hﬂ!IE'I-DEImEIE Medical Barrier Film
Jken b ranclucaalfy within 14 daya). Dily application as g minimum.
Moisture Lewvels
= NS P
Category 2 For sacral area with For all other areas: Allevyn Life Adhesive
Partizl thickness loss of dermis. & shallow Incontinence: Comfeel Plus Silicone Foam
open ulcer. Proshield Plus skin ADEITT WeTr e Maoximum wear tme
Protectant 7 days 7 doys. (dependent on
At every wash or 3 mu}ruh.' leveis).
times daily.
Primary dressing: Cutimed Sorbact Primary dressing:
Full thickness skin loss. Subcutaneous fat secondary dressing: Comfeal Plus cutimed Sorbact
may be visible. Maximum wear fime 7 days. Secondary dressing: Allevyn
{dependent on exudate fevels) Life Adhesive Silicone Foam
MTXIMUm Wwear Tme
: ¥, 7 days.
7 f— (dependent on exudote levels).
Category 4 Primary dressing: Cutimed Sorbact Primary dressing:
Full thickness tissue loss with exposed bone, secondary dressing: Comfeel Plus Cutimed Sorbact
tendon or musche. Maximurm wear Sma 7 doys. Sacondary dressing: Allevyn
(dependant on exudate levals). Life adhesive silicone Foam
Adhesive Foam
E MTXIMUm Wwear Tme
- 7 days.
(dependent on exudote levels).
Unstageable { Depth unknown comfeel Plus comfeel Plus Allevyn Life silicone
Full thickness tissue loss, where the dapth RAgximum wear NAaximum wear _ Audhesive Foam
of ulcer is obsoured by slough or necrosis, time 7 days. time 7 days. Maximum wear time 7 days.
or @ fluid filled Blister. (dependent on exudate | (dependent on exudate | [dependent on exudate levels)
{&im to reclzssify within 14 days). levels). levels)
A, Faor Blisters
ClearFilm
] Semi-Permeable Film
: Drassi
aximmam wear time
7 days.
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APPENDIX 12 SKIN CARE PATHWAYRFDICONTINENCE
ASSOCIATED DERMATITIAD) AND MOISTURISOCIATED SKI|

DAMAGE (MASD) IN SBERDARY CARE
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Skin Care Pathway for Incontinence Associated Dermatitis (IAD)
and Moisture Associated Skin Damage (MASD) Secondary Care

Incontinence Associated Dermatitis (IAD)

Is damage to the skin caused from contact of urine and/
or faeces. A combination of urine and faeces causes
severe skin irritation that can quickly result in the skin
breaking down.

Moisture Associated Skin Damage (MASD)
Is damage to the skin caused by prolonged contact of
moisture to the skin surface.

Risk factors Risk factors
« The skin will be more vulnerable to pressure, shear and « Excessive moisture due to perspiration
friction « Excessive moisture due to wound leakage
« Moisture due to urine and/or faeces, with more than 2 « Bariatric patients
episodes of incontinence per day. « Medicines e.g. steroids, antibiotics,
immunosuppressants.

IS ENY

]

T

Management Plan

« Assess and treat reversible causes of incontinence Management Plan

« Implement the Pressure Ulcer Prevention and « Assess and treat pyrexia
Management Care Plan = Assess and treat wound exudate
= Implement Skin Care Regime as below » Implement Skin Care Regime as below
« Assess, dress and document area(s) of IAD = Assess, dress and document area(s) of MASD.
« Report via Skin Integrity Datix/Dashboard. « Report via Skin Integrity Datix/Dashboard.

o Step 1 Undertake a full patient assessment to establish a diagnosis of Incontinence Associated
Dermatitis (IAD) or Moisture Associated Skin Damage (MASD).

9 Step 2 Cleanse PROSHIELD FOAM and SPRAY Incontinence Cleanser

+ Cleanse areas of skin at risk after every episode of incontinence
+ Remove faeces/urine where applicable - Do not rinse off, pat dry with dry wipe.

Type 7 Stool (Bristol Stool
Chart)

Intact skin | | Broken skin

©) Step 3 Protect

and Restore

PROSHIELD PLUS
Skin protectant
Apply a thick layer to
affected areas after each
episode, of incontinence.

PROSHIELD PLUS
Skin protectant

Apply a thin layer once
per day as a minimum, to
protect and restore the
skin and reduce risk of
skin breakdown.

PROSHIELD PLUS
Skin protectant
Apply a thick layer to
affected areas after each
episode, of incontinence.

If there is no improvement after 3-5 days, or if advice is required refer to the Skin Integrity Team (SIT).

Reference:
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Beekman D et al. (2015) Proceedings of the Global IAD Expert Panel. Incontinence Associated Dermatitis: Moving
Prevention Forward. Wounds International. Developed by: Skin Integrity Team. January 2017. For review June 2024,
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APPENDIAZ - EQUALITY IMPACT ASSMENT PART 1 INICTIACREENING

Service/Function/Policy/Project/Strategy Division Assessor (s)| New or Existing | Date of Assessmen|
Service or Policy?
Pressure Ulcer and Moisture Associated Skin Damage | Corporate Nursing — Skin Integrity | Kelly Moore Existing Policy 25 November 2021
(including Incontinence Associated Dermatitis) Policy

1) Who is responsible for this policy®orporate Nursing — Skin Integrity

2) Describe the purpose of the service / function / policy / project/ strateg¥a@r the use of healthcare professionals to benefit patients in the prevention,
assessing, reporting, investigating and managing pressure ulcers, MASD and IAD.

3) Are there any associated objective®2duction of hospital acquired pressure ulcers

4) What factors contribute or detract from achieving intended outcomesNil

5) Does the policy have ampact in terms of age, race, disability, gender, gender reassignment, sexual orientation, marriage/civil partnership,
maternity/pregnancy and religion/beliefNo

1 If yes,please describe current or planned activities to address the impaty/A
6) Is thereany scope for newneasures which would promote equality®/A
7) Are any of the following groups adversely affected by the policy?

Protected Characteristics Affected? Impact

a) Age No

b) Disability No

c) Gender No

d) Gender Reassignment No

e) Marriage/Civil Partnership No

f) Maternity/Pregnancy No

g) Race No

h) Religion/Belief No

i) Sexual Orientation No

8) Provide the Equality Rating of the service / function /policy / project / strategyick ) outcome box

Outcome 1P \ Outcome 2 Outcome 3 Outcome 4

*If you have rated the policy as having an outcome of 2, 3 or 4, it is necessary to carry out a detailed assessmentetachBmtgiled Equality Analysis formsee CORP/EMP 27.
Date for next review: November 2024
Checked by: Marie Hardacre Date: May 2022

Page 30 of 30



