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Amendment Form

Please record brief details of the changes made alongside the next version number. If the
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read in full.
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e Updated Appendix

e Equality Impact
Assessment form
included at Appendix 15

e Policy renamed Pressure
Ulcer Prevention and
Management Policy

Version Date Issued Brief Summary of Changes Author
Version 5 November 2024 e Major changes have been | Kelly Phillips (was
made throughout, please | Moore) — Skin
read in full. Integrity Nurse
e Including Consultant
e Risk assessment
e (Categorisation
e Pathways
Version 4 November 2021 e Major changes have been | Kelly Moore — Skin
made throughout, please | Integrity Lead
read in full. Nurse
Version 3 April e Major changes have been | Tracy Vernon —
2015 made throughout, please | Lead Nurse, Tissue

Viability
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1 INTRODUCTION

Pressure Ulcers

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 and are in
the ‘top ten harms’ in the NHS in England™. Despite progress since 2012 in the management
of pressure ulcers they remain a significant healthcare problem, with over 1,300 new ulcers
reported each month3? 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. However
investigations into the causes of pressure ulcers frequently show that unwarranted variation
from evidence-based practice contributes to the development of pressure ulcers™.

Despite national'™ and international® clinical guidelines, there was currently no up-to-date
standardised pathway for implementing these guidelines in England. Consequently,
individual health and care organisations develop their own pathways and protocols, which
may vary substantially, leading to increased and unnecessary workload and variation in
clinical practice. Therefore the National Wound Care Strategy Programme (NWCSP)
developed Pressure Ulcer recommendations for England™.

Moisture-associated skin damage

Moisture-associated skin damage (MASD) 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), Peri-stomal
dermatitis, Intertriginous dermatitis (intertrigo), Peri-wound maceration. The development
of MASD 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™.

Aim of the Policy

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.

Doncaster and Bassetlaw Teaching Hospital NHS Foundation Trust recognises the need to
minimise the risks and avoid unnecessary pressure ulcers and MASD within all patients’ care
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settings. We know that many pressure ulcers and MASD 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
and MASD prevention for all healthcare professionals.

The Pressure Ulcer aSSKINg care plans (appendix 1, 2, 3 and 4) 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, European Pressure Ulcer Advisory
Panel 2019 (EUPAP®) and the National Wound Care Strategy Programme (NWCSP) Pressure
Ulcer 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.

The Skin Care Pathway for Moisture Associated Skin Damage (MASD) for Secondary Care
aims to improve MASD prevention and management at ward and department level to
facilitate the enhancement of quality care in line with the 2020 wounds international
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.

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 and MASD 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 and MASD.

2.3 Provide information on how to appropriately prevent pressure ulcer development
through the use of the aSSKINg interventions. The components of the aSSKINg are:

e a=Assess Risk

e S =Skin Assessment and Skin Care
e S =Surface (Equipment Provision)
e K =Keep Moving (Repositioning)
e | =Incontinence

e N = Nutrition and Hydration

e g =Give Information
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2.4 Provide information on how to appropriately prevent MASD development through the
use of Skin Care Pathway for Moisture Associated Skin Damage (MASD) for Secondary
Care. The components of the Skin Care Pathway are:

e (Cleanse
e Protect
e Restore

2.5 Provide information on how to assess a pressure ulcers and MASD.
2.6 Provide information on how to report pressure ulcers and MASD.
2.7 Provide information on how to manage patients with a pressure ulcers and MASD.

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 and MASD to
the patients and the Trust.

2.10 Ensure that the Trust complies with national guidance? .

3 DUTIES AND RESPONSIBILITIES

° Chief/Deputy Chief Nurse 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.

° Associated Chief Nurse for Patient Safety will 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.

° Skin Integrity Team are responsible for supporting the Chief/Deputy Chief
Nurse/Associate 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.

° Divisional Nurses/Deputy Divisional Nurses are responsible for ensuring the policy is
adhered to and for ensuring action is taken if staff fails to comply with the policy.

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

. Ward and Department Managers are responsible for ensuring implementation within
their area and staff members adhere at all times and are responsible for ensuring
implementation within their area of best practice by utilising Tendable.
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° Skin Integrity Champions are required on all inpatient areas, wards and departments.
There is a requirement for the Skin Integrity Champion to attend and complete the 4
Skin Integrity Education Modules 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.

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

4 PROCEDURE

Provide local and national recommendations for the prevention, assessment, reporting,
investigating and management of pressure ulcers and MASD to enable standardised
approach within the Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust. The
Procedure is summarised in the Pressure Ulcer Clinical Pathway (Appendix 14).

4.1 Prevention

Assess the Risk

Assessing the patients’ risk of developing pressure ulcers is to be achieved using PURPOSE-T
Pressure Ulcer screening and risk assessment (the maternity and paediatric paper version
can be seen in Appendix 6 and 7). This is to be completed within 6 hours of arrival to the
Trust, change in environment or change of patient condition as a minimum.

PURPOSE-T 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 which has correlating actions that are

required to be undertaken as per the DBTH aSSKINg care plan which are in line with NWCSP

recommendation!s :

e Green: No PU — not currently at risk

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

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

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, immunosuppressant’s. Patient risk factors for developing IAD include:

Skin Inspections

The DBTH 26 point skin inspection is to be undertaken along with the PURPOSE T
assessment (6 hours of arrival to the Trusts, change of environment and change of patient
condition) and 3 times a day (every 8 hours/once per shift) as a minimum. The 26 points
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

Page 7 of 57



PAT/T3 v.5

elbow, left ear, right ear, left scapular, right scapular, left shoulder, right shoulder, left heel,
right heel.

Surface
There are several aspects of surface, equipment and devices that clinicians are required to
consider for the prevention and management of pressure ulcer:

Consider the role of support surfaces and equipment on the patient’s level of
independence while managing the risk of pressure ulcer development. There is a
Trust wide Pathway in place for the use of mattresses in line with the PUPOSRE T
outcome so it is clear what the most appropriate mattress is for the patients’ needs
and risk factors (Appendix 8). If the clinician feels a further assessment around the
mattress provision is required they can contact and refer to the Skin Integrity Team.
Identify and undertake relevant seating and moving and handling risk assessments,
ensure the patients have access to a patient bed side chair where suitable.

Ensure the patients have access to a foot stool to enable heel offloading ‘heels off
stool’ when sat in a chair and pillows when in bed to enable heel offloading ‘heels off
bed’ when laid in a bed (Appendix 9)

Ensure 2 slide sheets are available at the bed side and used for all patient
repositioning around the bed space as a minimum for patients assessed as requiring
assistance or are unable to move themselves (Appendix 10).

If the patient has a pressure ulcer or wound to the heel refer to Orthotics for an
offloading boot/device

Consider the impact of medical devices and their contact with the skin and use
preventive techniques where required as per the Medical Device Pressure Ulcer
Prevention Guidance.

Refer to the Integrated Discharge Team if equipment, surfaces, devices are used for
the prevention or management of pressure ulcer throughout the discharge planning
to ensure the require equipment has been arranged at the discharging location.

Keep Moving
There are several aspects for repositioning and keeping the patient moving that clinicians
are required to consider for the prevention and management of pressure ulcer:

Ensure the patient repositions every 2 hours as a minimum if they have a red risk
status or 4 hours as a minimum if they have an amber risk status. Where no
concordance or instability occurred ensure this is documented on the repositioning
schedule.

Identify and understand, and where possible, address the cause of any change in
mobility level.

Undertake a falls risk assessment and moving and handling risk assessments to
balance the risk from other harm.

Ensure 2 slide sheets are available at the bed side and used for all patient
repositioning around the bed space as a minimum for patients assessed as requiring
assistance or are unable to move themselves (Appendix 10).

Consider the range of available moving and handling equipment, including the
mechanism of action, benefits and associated risks.

Safely use a range of appropriate equipment to promote self-mobilisation and good
posture. For example: hoists and slings, standing hoists, frames etc.
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Incontinence
There are several aspects that clinicians are required to consider for the prevention and
management of MASD, including incontinence:

Identify the cause of moisture-related skin damage i.e. Incontinence, sweat, saliva,
stoma effluent, wound leakage.

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". Moisture
Associate Skin Damage (MASD) prevention is to be delivered using the intact skin
section of the Skin Care

Pathway Skin Care Regime for Moisture Associated Skin Damage (MASD) prevention
for Secondary Care (Appendix 7) when a patient has been identified as being at risk.
Where possible, address the cause of the moisture and refer to continence services
where necessary.

Keep the skin clean, dry and maintain hydration.

Nutrition and Hydration

There are several aspects that clinicians are required to consider for Nutrition and Hydration
in the role of pressure ulcer prevention and management:

Undertake a MUST assessment with 24 hours of arrival to the Trust. Utilising relevant
tools such as BMI and MUAC.

Commence a food and/or fluid balance chart where required as per MUST guidance
or if the patient has a category 3 or 4 pressure ulcer

Provide fortification and nutritional supplementation through Fortisips.

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.

Giving Information

There are several aspects that clinicians are required to consider for giving information to
patients at risk of and living with a pressure ulcer:

Provide the patient with a pressure ulcer patient information leaflet.

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

Consider the patient’s level of capacity and perform the necessary checks.

Use the clinical record as the source of documentation to ensure information is
available to all members of the inter-professional team.

Use appropriate language to ensure the clinical record can be appropriately used for
coding/analytic purposes.

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

All patients assessed as being a red or amber pressure ulcer risk should have the patient
information preventing pressure ulcer information provided to them. This can be provided
to the patient in a hard copy (WPR 50010), via a health care professional observing the
patient reading and understanding a laminated version or the patient accessing the
document via a QR code (Appendix 14). The method provided is to be document clearly and
accordingly in the nursing records.
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Heel pressure prevention

For patients assessed as being bed bound or require hoist transfer as part of their manual
handing assessment a HeelPro per foot should be provided to be worn at all times when in
bed to prevent pressure ulceration to the heels.

Urinary catheter pressure prevention

For patients with a urinary catheter in place a StatLock catheter securing device is to used,
adhering to the patient’s thigh for the duration that the urinary catheter is in use. If the
StatLock requires changing or reapplying for any reasons then it should be adhered to the
opposite thigh.

4.2 Assessment and Reporting

Pressure ulcers are to be assessed and reported using the categorisation definitions
(Appendix 11) from the guidance produced by the NWCSP Pressure Ulcer Categorisation
Tool (2024). MASD is to be assessed and reported as Pathway for Skin Care Regime for
Moisture Associated Skin Damage (MASD) (Appendix 7).

When categorising a pressure ulcer, it is important to know about anatomy. For example,
understanding what the layers of the skin are, the location of bony prominences, and
whether there is muscle or fat over the bony structure. These factors all contribute to our
understanding regarding the depth of the tissues, and layers which might be implicated in
damage. In particular, a good understanding of the skin is important. A good understanding
of anatomy will help to understand what structures should be present beneath the skin e.g.
subcutaneous fat, fascia, muscle, bone, cartilage, tendon, and this information should also
inform the allocation of the correct category. An example would be: there is no muscle over
the calcaneus, there is just subcutaneous fat between the skin and the bone, and therefore
it is more likely that a deep pressure ulcer at this site will be a category 4.

When assessing patients with dark skin tones, additional consideration should be given to
detecting the early signs of skin damage, which are often overlooked as erythema may not
be clearly visible. Where visible signs of damage are diminished, more focus should be
placed on temperature and tissue consistency, as well as patient reported pain or itching in
relation to surrounding tissue (e.g., induration/hardness).

Medical device-related pressure ulcers should be categorised as per any other pressure
ulcer where possible. If the pressure ulcer is on a mucosal membrane, it should not be
categorised but recorded as a mucosal pressure ulcer. Details of both the device and cause
of the wound, if known, should be recorded (e.g. ties too tight, incorrect securement
system, tubing underneath the patient). Device-related pressure ulcers can often be
observed over challenging anatomical sites e.g. bridge of the nose (Continuous positive
airway pressure mask (CPAP)), top of ear (oxygen tubing), etc. Therefore, careful
consideration of tissue depth is needed prior to categorisation.

Mucosal membrane pressure ulcers occur in of the moist membranes that line the
respiratory, gastrointestinal, and genitourinary tracts. They do not have the same
anatomical structures as the skin; therefore, it is not possible to categorise them.
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Category 1 pressure ulcer appears as a defined area of persistent redness (erythema) in
lightly pigmented skin tones, whereas in darker skin tones, the ulcer may appear with
persistent red, blue or purple hues, without skin loss. The patient may report pain or
discomfort over the area.

Category 2 pressure ulcer appears with an abrasion, blister, partial-thickness skin loss
involving epidermis and or dermis.

Category 3 pressure ulcer with full-thickness skin loss involving damage or necrosis of
subcutaneous tissue. Undermining and tunnelling may occur, fascia, muscle, tendon,
ligament, cartilage and or bone are not exposed.

Category 4 is full-thickness skin and tissue loss with exposed or directly palpable fascia,
muscle, tendon, ligament, cartilage and/or bone in the ulcer. There is an increased risk of
osteomyelitis.

All patients with a pressure ulcer or MASD 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, or Mucosal Ulcers and confirm the categorisation and status. For pressure ulcer
category 1 and MASD relevant pathways (appendix 7, 12 and 13) 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, 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 on the 10 working day of the following
month 2 once all cases have been reviewed and verified by The Skin Integrity Team.

A systematic approach to holistic wound assessment is essential for the delivery of high
quality care. A holistic wound assessment considers the ‘whole’ patient and should
comprise of a generic wound assessment minimum data set’. A holistic wound assessment
has the potential to:

* Identify factors that require intervention and indicate objectives for management

* Guide appropriate patient and wound management

* Improve healing rates

* Reduce the physical, emotional and socioeconomic impact of wounds on patients

* Benefit practitioners and the NHS by reducing the overall burden of wounds,

potentially decreasing workload and the costs associated with wound care

* Raise practitioner and patient morale by improving patient outcomes.
A holistic wound assessment should be performed by a healthcare professional with
sufficient knowledge and skills and they should be given sufficient time to perform a
holistic wound assessment 3.
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Best practice Statement - Holistic wound Assessment

BEE R

Wounds UK (2018)' recommend that a holistic wound assessment includes a generic
minimum data set for assessment and documentation. Using a structured approach
through a generic holistic wound assessment criteria will underpin the assessment,
documentation and practice to facilitate a more consistent approach to wound
management and can re-focus services and promote improvements in wound care.
Additional assessment parameters may be necessary according to wound type, for
example when assessing a wound on the lower limb. This has been compiled using all the
criteria from the NHS England Leading Change Adding Value Framework* and the
assessment criteria from the SIGN Guideline for Venous Leg Ulcers®.

The wound assessment tool recommended to use as part of a holistic wound assessment
is T.I.LM.E.S. This tool was developed and published in 2003° by an international group of
wound healing experts, to provide a framework for a structured approach to wound bed
preparation. The T.I.M.E.S acronym facilitates the assessments of:

e Tissue

e Infection, inflammation or biofilm

e Moisture

e Edges of the wound

e Surrounding skin.

Generic wound Criteria of T.I.M.E.S and the Wound bed preparation.
assessment minimum data assessment of associated TIME in practice
set barriers to wound healing

O]

High standard, consistent documentation can guide objective setting, care planning and
evaluation/reassessment’. Documentation of a holistic wound assessment and a
management plan should take place at each dressing change including each parameter in
the generic wound assessment minimum data set. The reviews should determine whether
the patient and the wound are improving, deteriorating or unchanged; checking the
progress against the objectives of management'. Any adjustments to the management plan
should be fully documented. Drawings and/or photography can illustrate the wound, aiding
the assessment. If photography is used, local photography guidance and polices should be
adhered to at all times. Only take photographs when consent has been given and according
to local guidelines (which may include who is permitted to take photographs and require
that camera users are registered)’. The National Wound Care Strategy Programme (NWCSP)

Page 12 of 57


https://wounds-uk.com/best-practice-statements/improving-holistic-assessment-chronic-wounds/
https://www.dbth.nhs.uk/wp-content/uploads/2024/07/Generic-wound-assessment-minimum-data-set-2.pdf
https://www.dbth.nhs.uk/wp-content/uploads/2024/07/Criteria-of-T.I.M.E.S-and-the-assessment-of-associated-barriers-to-wound-healing%E2%81%B6.pdf
https://wounds-uk.com/journal-articles/wound-bed-preparation-time-in-practice-1/

PAT/T3 v.5

provides recommendations on photography, however ensure that local Trust/organisation
photography guidance is adhered to:

Top Tips for Photography

NWCSP Photography recommendation
@8‘ voed &

"

A referral to Skin Integrity will be automated when a new wound assessment is added to
Nerve Centre. All areas not using Nerve Centre are required to add the wound information
to a DATIX Skin Integrity Form for a referral to be generated.

For all referrals via Nerve Centre clinical photography is required to accompany the wound
assessment where the patient provides consent to do so.

All referrals will be triages by a Registered Nurse within the Skin Integrity Team (Monday to
Friday excluding Bank Holidays). From this it will be deemed as either:
e No SIT input needed — no support provided
e No SIT input needed — Links to the relevant pathways to follow will be provided
e SIT input virtually is required — a personalised plan will be added to the wound
assessment and SIT Update section virtually on Nerve Centre by SIT.
e SIT input face to face is required — a face to face review from SIT will be scheduled.
In some case where this cannot be achieved with 24-72 hours a temporary plan
from SIT will be provided for the ward to follow in the interim on the wound
assessment and SIT Update section on Nerve Centre.

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:

e We should use the term ‘pressure ulcer
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e Apressure 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 painful”.

e A pressure ulcer that has developed due to the presence of a device should be referred
to as a device related pressure ulcer

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

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

e 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).

e The’72-hour rule’ should be abandoned.

e 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).

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

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

e The number of patients with a pressure ulcer should be incorporated into local
monitoring systems.

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

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

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

The Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust (DBTH) Patient
Safety Incident Response Policy and Patient Safety Incident Response Plan set out how we
intend to respond to patient safety incidents through the requirements of the Patient
Safety Incident Response Framework (PSIRF). The PSIRF advocates a co-ordinated and
data-driven response to patient safety incidents. It embeds patient safety incident
response within a wider system of improvement and prompts a significant cultural shift
towards systematic patient safety management.

Response to an event will follow a systems-based approach, recognising that patient safety
is an emergent property of the healthcare system: that is, safety is provided by interactions
between components and not from a single component. Responses do not take a ‘person-
focused’ approach where the actions or inactions of people, or ‘human error’, are stated as
the cause of an incident. This document relates specifically to applying the above Policy
and Plan to a Hospital Acquired Pressure Ulcer (HAPU) through the requirements of the
Patient Safety Incident Response Framework (PSIRF).
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Hospital Acquired Pressure Ulcers (Appendix 15)

The HAPU patient safety incident profile relates to a patient that has been admitted to
DBTH and develops a pressure ulcer categorised as a category 2 or above whist in the care
of DBTH (excluding virtual ward):

e (Category 2

e Category 3 (including category 3 at least)

e (Category 4

e Mucosal Ulcer

The Skin Integrity Team, (SIT) at DBTH accept referrals for potential HAPU’s categorised as a
category 2 or above. SIT review the patient, pressure ulcer and episode of care to confirm
the HAPU status and pressure ulcer category. If SIT confirm a HAPU’s categorised as a
category 2 or above the HAPU PSIRP is to be commenced. This will be undertaken at the
time of the HAPU confirmation using a walkthrough analysis (WTA) and Hot Debrief.

A HAPU Action Outcome Assessment will be completed to confirm if the case requires an
improvement repose or Learning response. Following this it may be identified that an After
Action Review (AAR) or patient safety incident investigation (PSIl) is required to either
evaluate an activity or event that have been particularly successful/unsuccessful to capture
learning to avoid failure and promote success for the future or to identify potential for new
learning and explore decisions or actions that are required for the situation.

Response Types (Appendix 16)

Pressure Ulcer Walkthrough Analysis (WTA)

The Pressure Ulcer Walkthrough analysis (WTA) is a structured approach to collecting and
analysing information about a task or process or future development. It is used to help
understand how work is performed and aims to close the gap between as imaged and work
ad done to be better support performance. The process of care deliver undertaken and
documented for 7 day prior to the HAPU developing (or in incidences where the patient has
not been in hospital for 7 days, since arrival), in line with the Trusts Pressure Ulcer and
Moisture Associated Skin Damage (including Incontinence Associated Dermatitis) Policy.

The WTA divides the process into tasks that are clearer to understand to help identify the
areas of contributing factors, safety issues, and areas for improvement/learning.
e Assess Risk - Pressure ulcer risk assessment

e Skin Assessment and skin care — Skin Inspection and preventive products

e Surface Selection and use — Equipment

e Keeping patients moving — Repositioning, including HOB and HOS

e Incontinence assessment and care — IAD/MASD management

e Nutritional and hydration assessment and support - MUST and Dietitian

e Giving Information — where there is non-concordance

e Categorisation and Wound assessment

e Referral and escalation
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HAPU Action Outcome Assessment
The HAPU Action Outcome Assessment will conclude if the patient safety event requires an
improvement response, learning response or a Patient Response Incident Investigation.

Harm Level

The harm level of the pressure ulcer is assessed in line with the harm level descriptions from
Learn from Patient Safety Events (LFPSE), which is a requirement for Patient Safety
Incidents.

Hot Debrief

A Hot Debrief is an interactive, structured team dialogues that takes place either
immediately or very shortly after a clinical case designed to help the whole team learn
from the experience, reflect on what went well, identify team strengths or difficulties
and to consider ways to improve future performance.

Safeguarding Performa Assessment

This preform assessment provides a framework for health and care organisations to use to
confirm and concern that the hospital acquired pressure ulcer may have arisen as a result of
poor practice, neglect or abuse, or an act of omission. If there is a score of 15 or above a
referral to Trust safeguarding team for investigation will be triggered.

Action Outcome score

The action outcome combines the WTA, harm level, hot debrief, and the safeguarding
Performa outcomes together to identify if an after action review is required, or if escalation
to a Patient safety incident investigation is required. There are 4 sections that can all result
in a score of 1. The minim outcome is a score of 2 which indicated no further action is
required. If there is a score of 3 an After Action Review is required and if there is a score of 4
a Patient safety incident investigation is required.

Q1 = Was the pressure ulcer development unintended or unexpected = Always scores 1

Q2 = Did the pressure ulcer occur during the provision of an activity we regulate = Always
scores 1

Q3 = In the reasonable expert opinion of the Skin Integrity Nurse, in combination with the
WTA is the overall percentage 49% or less AND/OR In the reasonable expert opinion of the
Skin Integrity Nurse, in combination with the WTA is there a single area/subject that has a
percentage 49% or less Relating to a new single action that does not already form part of
the ward/department HAPU reduction action plan AND/OR Have had more than 2 HAPU's
(category 3 or above) in a single month AND/OR Have had more than 6 HAPU's (category 3
or above) in a financial year AND/OR Have they triggered 15 or more on the safeguarding
Performa assessment = if yes is answered to 1 or more of these section the score is 1.

Pressure Ulcer After Action Review (AAR)
The Pressure Ulcer After Action Review (AAR) is a method of evaluation that is used when
outcomes of an activity or event, have been particularly successful or unsuccessful. It aims
to capture learning from these tasks to avoid failure and promote success for the future.

It is based around four questions: What was the expected outcome/expected to happen?
What was the actual outcome/what actually happened? What was the difference between
the expected outcome and the event? What is the learning?
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Patient Safety Incident Investigation (PSII)

A Patient safety incident investigation (PSll) is undertaken when an event or near-miss
indicates significant patient safety risks and potential for new learning offering an in-depth
review of a single patient safety incident or cluster of incidents to understand what
happened and how. This will include the outcome form the Pressure Ulcer Walkthrough
Analysis (WTA), Pressure Ulcer Action Outcome Assessment and the four questions from a
Pressure Ulcer After Action Review (AAR).

Skin Integrity Monitoring

The Skin Integrity Team will capture all HAPU data using Monday.com. The data will be
by ward/department and include information around the category, harm level, harm
data, location on of HAPU, WTA outcome, Hot debride outcome, Safeguarding
outcome, AAR requirements, PSIl requirements, Learning themes. This will form the
basis for Skin Integrity Team to update/complete a ward HAPU improvement plan
(Appendix D). Which will be emailed to the ward manager and matron on a monthly
basis. The ward/department are able to update and add to the improvement plan and
send back to Skin Integrity for their records.

Skin Integrity Improvement Meeting 3 monthly Skin Integrity Improvement
Meeting for the HAPU’s that require a AAR or PSII following the Learning response will
take place. The meeting will be led by the Skin Integrity Team.

The Ward Manger and Matron of the ward will be required to be attendance along
with any other nominated members of staff from the ward/department. If the Ward
Manger and Matron another nominated member of staff is required to attend in their
place. The Deputy Divisional Nurse or Division Nurse from all divisions are required to
attend the 3 monthly Skin Integrity Improvement Meeting to enable leadership
support and divisional accountability for HAPU improvements across their division.

An open discussion will take place reviewing the wards/departments HAPU
improvement plans to discuss the contributing factors and system gaps, whilst
undertaking triangulation of the information and insights to enable next steps to be
discussed and summarised. This provides Trust wide sharing and learning across
multiple areas around HAPU improvements, with both what is going well and what is
being worked on. The ward/department HAPU improvement plan will be discussed
and agreed at the meeting with the Ward Manager and Matron taking overall
accountability for implementing the plan.

Skin Integrity Horizon Scanning

Horizon scanning will be undertaken every 6 months by the Skin Integrity Team using
the, WTA, Hot debriefs, AAR and PSIl completed over the past 6 months, to develop
a scope and purpose for Trust wide quality improvement requirements. Horizon
scanning supports health and social care teams to take a forward look at potential or
current safety themes and issues.
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A workshop will then be planned to include healthcare professionals who care for
patients at risk of pressure ulcer development to discuss the scope and purpose and
look at what is happening by mapping the process and exploring work as done,
whilst taking a forward look to discuss on how risks can be exacerbated or mitigated
by future changes/issues. Learning will be summarised and areas of improvement
agreed and next steps agreed. This will be undertaken bi-annually and facilitated by
the Skin Integrity Team and form part of the quality improvement/ strategy for the
reduction in the number of Hospital Acquired Pressure Ulcers.

4.4 Management

The Pathway for Pressure Ulcer Management (Appendix 13) is to be followed for the
management of pressure ulcer, unless specified differently by the Skin Integrity Team or
Consultant.

The Pathway for Skin Care Regime for Moisture Associated Skin Damage (MASD) Secondary
Care (Appendix 7) is to be followed for the management of MASD unless specified
differently by the Skin Integrity Team or Consultant.

4.5 Patient Lacking Capacity

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)™.

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

e 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.

e 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 Interest. Best 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 MICA code of practice for further information.

5 TRAINING/SUPPORT

All healthcare professionals have access to Trust wide study days and a Trust secure social
media with material and events relating to the pressure ulcers and MASD 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. This is
to be completed by all patient facing staff every 3 years as a minimum.
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MONITORING COMPLIANCE WITH THE PROCEDURAL

DOCUMENT

What is being Monitored

Who will carry out
the Monitoring

How often

How Reviewed/
Where Reported to

Compliance with
pressure ulcer pathways
and the relevant aSSKINg
interventions approach.

Individual
Ward/Department
Manager or Leads

As per Tendable
requirements

The Skin Integrity
Quarterly Improvement
meetings and reviewed
by individual
Ward/Department
Manager or Leads and
Matron.

The Pathway for Skin
Care Regime for Moisture
Associated Skin Damage
(MASD) Secondary Care.

Individual
Ward/Department
Manager or Leads

As deemed required
by Individual
Ward/Department
Mangers or Leads
or the Skin Integrity
Team.

The Skin Integrity
Quarterly Improvement
meetings and reviewed
by individual
Ward/Department
Manager or Leads and
Matron.

HAPU figures per patient,
per pressure ulcer, by
SPC chart, by episodes vs
1000 bed days

Lead Nurse/Clinical
Nurse Specialist for
Skin Integrity

Monthly as a
minimum

Reported to the
monthly patient safety
report and to the
Patient Safety
Committee, CGC and
CQRG.

Ward attendance to the
pressure ulcer prevention
training .

Individual
Ward/Department
Manager or Leads

Quarterly as a
minimum

The Skin Integrity
Quarterly Improvement
meetings and reviewed
by individual
Ward/Department
Manager or Leads and
Matron.

7 DEFINITIONS

e DOC - Duty of candour.

e MASD - Moisture-associated skin damage

e HAPU - Hospital acquired pressure ulcer

e POA —Present on admission

e NWACSP — National Wound Care Strategy Programme

8 EQUALITY IMPACT 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
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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.

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 (Appendix 16).

9 ASSOCIATED TRUST PROCEDURAL DOCUMENTS

DBTH Doncaster Wide Wound Care Formulary and associated policies and pathways PAT/T
77 v 2 - https://www.dbth.nhs.uk/wp-content/uploads/2024/10/Doncaster-Wound-Care-Alliance-
Wound-Care-Formulary-and-Associated-Pathways-and-Policies-v2.pdf

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/
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APPENDIX 1 — DBTH ASSKING RED CARE PLAN

aSSKINg-Red-Care-Plan.pdf (dbth.nhs.uk)

Red Care Plan at DBTH

NHS|

Doncaster and Bassetlaw
Teaching Hospitals

NHE Foundation Trust

more information.

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). Click on the hyperlinks for

Aszess risk
(Risk Assessment)

Undertake a PURPOSE T screening tool and where required a risk assessment within & hours of arrival to the Trust.

Refier all pressure ulcer to the Skin Integrity Team via MerveCentre or Datix Web.

Be aware of the Trust safeguarding policies and take appropriate action when mecessary.

Update the PURPOSET screening and where required a risk assessment at each condition and environment
change within & hours or at least weekly.

Skin assessment
and skin care

Undertake a 26 point skin inspection, including skim under devices where it is safe to do so, alongside the risk
assessment and then 3 times within a 24 hour period whilst the risk remains red.

Consider colour, texture and temperature of the skin.

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

Apply emollient daily to keep the skin well hydrated and promote skin integrity.

Document the presence of vulnerable skim, imncluding where there is a change in colour, temperature or texture or
patient reported changes in sensation.

Undertake and document a wound assessment and treatment plan for any pressure ulcers or moisture associated

skin damage. Follow the Doncaster Pressure Ulcer Management Care Plan,

Use a Quattro Plus Dynamic air Mattress

Consider the role of support surfaces and equipment on the patient’s level of independence while managing the
rick of pressure ulcer development. If you feel a further assessment around the mattress provision is required refer
to the Skin Integrity Team.

Identify and undertake relevant seating and moving and handling risk assessments. Ensure the patient has access
to a patient bed side chair where suitable.

Surface
(Equiprment) Ensure the patient has access to a foot stool to enable heel offloading ‘heels off stool' when sat im a chair.

If the patient has a pressure ulcer or wound to the heel refer to Orthotics for an offloading boot/device.
Consider the impact of medical devices and there contact with the skin and use preventive techniques where
required as per the Medical Device Pressure Ulcer Prevention Guidance.
Refier to the Integrated Discharge Team throughout the discharge planning toensure the require equipment has
been arranged at the discharging location.
Ensure the patient repositions every 2 hours at least. Where non concordance or instability ocourred ensure this is
documented on the repositioning schedule.
Identify and understand and, where possible, address the cause of any change in mobility level.
Undertake a falls risk assessment and moving and handling risk assessments to balance the risk from other harm.

{Repositioning) Whiere assistance is required use 2 slide sheets as a minimum for positon changes in bed.
Consider the range of available moving and handling equipment, induding the mechanism of action, benefits
and associated risks.
Safely use a range of appropriate equipment to promote self-mobilisation and good posture. For example: hoists
and slings, standing hoists, frames etc.

T TTTTEAD Identify the cause of moisture-related skin damage iLe. Incontinence, sweat, saliva, stoma, wound leakage.

increased Whiere possible, address the cause of the moisture and refer to continence services where necessary.
migisture (Moisture - - - -
associated skin | !Mplement appropriate prevention and management strategies using the Doncaster Skin Care Pathway for MASD,
damage MASD) Keep the skin dean, dry and maintain hydration.
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Undertale a MUST asmessrraent with 24 houwss of anival to the Trust. URilsing relesant bools such as BME and ST

Commence a food andior fluid balanoe chaset whore required a5 per MUST guidance or if the patient has a
cabeipniry 3 o 8 peussune uboos

Proveide Sortification and nutriticnal supplementation theough Fotisips.

For patieants with a category 3 of 4 pressune ulcer nefer o the dietitian servios Tor a sevies of enhancsd probsin
anddor modstathon of dhetary nes i o

Giwe infomsation

Prowide the patient with 2 Presoure Ulcer patient information beaflet

Sedet and imphimant thi most JpRnopeiate oomMmUunecathon Jppeosch o ncreass Faaneness and faciitate
concoidanoe and engagnent with peerones uloer geevent i strategles

Coareibdad thia patkent’s baved of Canecity and pertom the necessary chcka

Ui the cind cal second to dooummsent ak kon o endaee |nfoemation & avallabde fo the inder-professional team.

Use appeopriate hnguage to ensung the clinkcal recoed can b appropn stely used for codinglanalydic purposes.

Wi capturingusing digital images, ensue aponopriabe oonsent has been ofviained.

Dervolopaed by Tiee Shin brtegrity Team &pril 2024, o review July 2007,

Bases on the Mational Would Core Sradeqy Prograsmme Presouwes Ulcer Recomemend ations.
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APPENDIX 2 — DBTH ASSKING AMBER CARE PLAN

aSSKINg-Amber-Care-Plan.pdf (dbth.nhs.uk)

0000000 ooncse s

Teaching H ital
Amber Care Plan at DBTH e D arein

For pressure ulcer prevention ¥ key principles are required, commaonly referred to as ‘a55KINg: The
framework is a tool which brings together best practice with the aim of minimising variation in care,
recammended by the National Wound Care Strategy Programme (2023). Click on the hyperlinks for
mare information.

Principle Action
- ik Wnedesrtake 3 PURPOSE T soresning 100l and wihess regpuieed 3 risk aesessmant within hezsirs. of arrival to tha Trust
Sa55

a |Risk Assessment] Upndaie the screening tool ! sk xueessrment at each condition and erviroeenent change withdn & hours.or a1 least
ety

Wnedertake a PURPOSE T soredsning ool and wihese regraieed 3 risk assessmaent within g hoars af arrival fo the Trust
Consider colour, texture and temmperatune of the skin
Bk thie inii vidual o sdetify anmy anead that ane paindul, ichy, uncomiomanke of nismi.

Sidn assesomant | Araly emedlicnt daly 1o ke the kin vwel ydeated and peomote skin inbegeity.

a and skim care Do urank the peesenco of vulnesalle skin, including whene thaee 15 a3 change in cododus; tTemparabune oF testune or
patient reported changes in sensation.

Undertake and dooument a wound assessmaent and treatment plan for any modstune associated skin damage
ONLAST r Walreerabde: Shi s [Disonloration Doeep Tioue Injury). Folkow the Doncaster Skon Cang Pty for MATE
o Prespuing U e Management Pathway,

sz a Mesoury Advanoed Hybiid Mot ress vwitha Puird OF 2 Ouatiro Flus Dynamic s Matingss

Consider the role of support surfaoes and equipment on the patient’s level of independence while managi ng the
riskof pressune ulcer development. I you feed a further assessment around the matiress provtsion is requined nefer
o the Shin kmiegri by Team.

ainvd undenake relevant seating and moving and handlicg risk asessments. Ercwes the patient has aocess
3 Surtace o3 patient bed side chair whese suitable.

Encase the patient has accews to a foot stool toenable heel officading heels off stoal - HOS.

Consider the impact of medical desices and these contact with the skin and use preventive teckiniques whene
required as perthe: Modical Dovics Pressure LICeT Presention Guidance.

Rafer bo thee Imegrated Dischasge Team thioughouwt the dischange planning bo ensuse thie reguies equl present has
Do arrangeed at the dischanging locartion

Ensw thi patient repoasitions every 4 hours at kast Wiheee ndin concordainoe of instalbility ooourmed ensune this &
docsmenied on the sepositioning schedule.

idenify and understand and, whene possible, addeess the cause of any change in mobility level.

Uredertaki a falls risk assessment and moving and handling sk asessmant
(Repoditianing] ‘Wherne assistance i requined use I slide shoels a2 rmindneeam for positon dhanges in bed.

Consider the: range of available moving and handling eguipment, including the mechantem of action, benefits
and assocated risks.

Safely use a range of 2pprogni ate eguipmient to pramote self-mobilisation and qood postune. For eample: hoists
and slings, standiing hodsts, frames abo.

INCONGRGnoE oF mmuu“ﬂm" fla b skhmm.gnmmrﬂ:mm e, salivd L1040, ﬂwmmkﬂ@
Increased ‘Where possitibe, adde=s the cause of Thie Mok 3d Fefe 10 CONDFeioE senvices whane THC BRIy,

atsocisied thin TR ApDIORelae petAanTion and ManageTEENT SITabegias uting the Don e Skin Care Fathway for BASDL

damags MASDN | woor the skin dean, dry and mainain rydeation.

|Mustriticn Undertake a MUST assexement with 24 hours of amival to the Trust. Uil king relievant tools such as BMI and MLAL.
m
and Hydraklon] | Commence  food andlor Auld balance chart whare roquined a5 par MUST guidance.

Provide the patient with a Pressane Uicer patient infermation leaflet

Salict and bnglenent tha mast appropriate comimanication approach to Incease awanenass and Faicil b
q Give information concadance and engagement with pressune ulcer presention sirabegies.

Consider the: patient’s level of capacity and perform the necetsary chaecks.
Uk tha clinical record 1o dooumentation to ensune indomeahon |5 available to the iner-profectonal beam.

Dharwikizse] ey Theie Shin Intiegrity Taarm &gl 2004, For rirekire July 2027,
Buriuri. on thae Watnsnal Wiould Care Strategy Prograsmme Prsisoes Uker Recommendations
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APPENDIX 3 — DBTH ASSKIN GREEN CARE PLAN

aSSKINg-Green-Care-Plan.pdf (dbth.nhs.uk)

Green Care Plan at DBTH

NHS|

Dioncaster and Bassetlaw
Teaching Hospitals

MIHS Foundation Tru

maore information.

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,
recammended by the Mational Wound Care Strategy Programime (2023). Click on the hyperlinks for

Undertake a PURPOSE T scresning tool and where required a risk assessment withian & haurs of arrival
to the Trust.

Assass rick

: : Update the PURPOSE T screening and whene required a risk 2ssessment at each condition and
environment change within & howrs or at least weekly.
Undertake a 26 point skin inspection, induding skin under devices where it is safe to do so, alongside
the risk assessment.
Consider colouwr, texture and temperature of the skin

*I'ﬂhﬂ. Ask the individual to identify any areas that are painful, itchy, uncomfortable or numib.
Apply emoliiznt daily to keep the shan well hydrated and promote skin integrity.
Document the presence of vulnerabde sian, including where these is a change in colowr, temperature
or texture or patient reported changes in sensation.
Use a standard Emesrgency Trolley OR bed frame with a Static Fosm Matbress OR bed frame with a

Surk Mercury Advanced Hybrid Mattress without a Pump.
Ceuly : Consider the impact of medical devices and there contact with the skin and use preventrve technigques

where required as per the Medical Device Pressure Ulcer Prevention Guidance,
Encourage the patient to reposition throughout the day.

(Ripoitionsng| Undertake a falls risk ass=ssment and moving and handling risk ass=ssments to balsnce the risk from
other hanmo

INCONEnENoe of

increased
mnoistune |Molstune the skon dean, and maintasn ratson.
e dry byl

damage MASD)
Undertake a MUST assessment with 24 hours of arival to the Trust. Utilising refevant tools such 2s B
and MUWC

‘Mutrition |Muirition

and Hydration] | Commence a food and/or fluid balance chart where required as per MUST guidance.
Encourage oral intake of diet and fluids where clinically safe to do so.
Consider the patient’s level of capacity and perform the necessary checks.

Kl sl Use the dinical record to documentation to ensune information is available to the inter-professional
tmam

D by The: S Integrity Team April J004. For review July 2037,

Base on thi: National Would Coane Sbeteqy Programmae Precouee Uloer Recomenand ations.
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APPENDIX 4 — DBTH NNU ASSKING CARE PLAN

Neonatal Unit NHS|

Doncaster and Bassetlaw
Teaching Hospitals
aSSKINg Care Plan at DBTH S Foundaon s
a. Assess Risk
= All recratal babies are at risk of pressure ulceration.
= The RGMSRSCN must perform the initial skin inspection within 1 howr of admissiond/upon transfer from another NNLL {
= Reassesment may be required in the event of deterioration as skin integrity could be threatened due to r

reduced cxygenation. Otherwise reassess weekly as a minimurm.

5. Skin assessment and skin care

= All babies must have their skin inspected within 1 hour of admission/upon transfer from another NMU and at care
times (minimurn of 3 hourlyy by a RGM/RSCM.

= Babiesare atan inreased medical device related pressure ulcar (MORPLUY, such as CPAP. Refer to the Prevention of
Medical Related Pressure Ulcers (MDRPLY guidance for further information.

= Identify and docurnent all pressure ulcers on the Skin Integrity Wound |dentification Care Sheet and Skin Integrity
Wound Assessment Care Plan

= Assessing wounds using the TAM.E.5 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.

» The Skin Integrity Datio'Dashboard should be completed for all pressure ulcers,

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

= Forall children follow the safequarding children referral processes.

= 5taff can contact the Safeguarding Team on 01302 642437 for advice and support.

5. Surface

- Ensure equiprnent continues to function and there are no issues with humidity for respiratory support devices. High
flow and CPAP are to be set on invasive mode with the humidity chamber reading at 37% and the wire temperature
reading at 40°c. Environmental termperature can impact on the hurmidity levels in the chamber if the readings are out
ufthg;dormal range for prolonged periods, ensure the equipment is not faulty and seek support from senior staff if '\..
required.

= Change SpO2 monitoring probe 3 hourly, frequently.

= Ensure equiprment continues to function and there are noissues with humidity for respiratory support devices.

= High flows and CPAP are to be set on invasive modewith the humidity chamber reading at 37c and the wire
temperature reading at 40°c. Emvdronmental temperature canimpact on the humidity lewves inthe chamber if the
readings are out of the normal range for prolonged pericds, ensure the equiprment is notfaulty and seek support from
senior staff if required.

= Change SpO2 monitoring probe 3 hourly, frequently.

K. Keep moving (repositioning)

= Relieving the pressure is the key to healing areas but can also prevent damage from ocourring.

= Medical devices must be repositioned frequently to minimise the pressure and friction to vulnerable skin areas
and can reduce the severity of nasal injury if there is damaged tissue.

= [f the baby does not tolerate frequent pressure relief from respiratony support or for long periods this must
be docurmented. =

= Ensure that prong pressure is relieved 3 hourly. -, e

= Babies requiring CPAP will require their mask and prongs alternating at least every & howrs if tolerated. - v

= All pressure relief interventions and repositioning must be charted. If there are any exceptions e.g. babies are too L] -
unstable for pressure relief, this must be documented. 1

I. Incontinence

= Identify the cause of moisture-related skin darmage i.2. Incontinence, sweat, saliva, stoma, wound leakage.

= Implement appropriate prevention strategies as per the Pathway for Skin Care Regime for Moisture Assocdated Skin
Damage (MASD) where there are signs of MASD.

= Keep the skin deanand dry using a pH balanced soap substitute.

N. Nutrition and Hydration

= Electrolyte imbalance can bea significant problem during the neonatal period.

= Good nutrition improves neurological outcome and reduces incdence and severity of chronic lung disease
in preterm infants.

= Maternal breast milk provides optimal nutrition for preterm infants and reduces the incidence of necrotising
enterocolitis

= Enteral nutrition should be initiated as early as possible - usually within first 48 hours of birth unless
significant rmedical/surgical contraindictions.

g. Giving Infermation s
= Select and implement the most appropriate communication approach to parents and carers to increase awareness # 2
and facilitate concordance and engagement with pressure ulcer prevention strategies. & 'F' \
Use the clinial record to documentation to ensure information is available to the inter-professional team. S f" el d =
= |dentify and document all pressure ulcers using the European Pressure Ulcer Advisory Panel guidelines, on a EgHEmm!ﬂE

the Skin Integrity Wound ldentification Care Sheet and Skin Integrity Wound Assessment Care Plan.

quemnnamsinr@ﬂym@m merwiewAprillﬂ!? WRRASEEZ Aupust 2024
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APPENDIX 5 — PURPOSE T - MATERNITY

(Patient ID Label) INHS |

Name: Doncaster and Bassetlaw

DOB: Teaching Hospitals
- . HHE Founidation Trust

NHS Number: Maternity PURPOSET (V2)

Hospital Number: Pressure Ulcer Risk Assessment

Step 1 - screening

Mobility status - e s sseicesis Skin status - v an apsfcatie [:uil'l-l:il Judgment -
Maads tha halp of anothar O Cumant FU category 1 orsbove? || Cm:mmu.'mm;
o walk Roportod hitory of provisss PL? [ which sigri Scanitly Impact
Spands all or the majority of n tha pationt's PU riskag.
tima Inbed or chair Vulnarabla skin i ﬁpﬂﬁﬁnﬁmmh
Rsmairs In the same position Madical davics causing ama, Sanid=
forlong pariods -2 hours} L | omuy | pressumaishearat hin s o L1| fomy |Moprebem L] gomy ot
T o bluabay | | ¥ mask CTG babs, TEDS bl bax bluobax —
mm‘;ﬂ!“ o [ | ssticked | Mommal skin []| sticked isticked p.ﬁ"':q
If &NY yollow boxos are I ¥ ARY yallow or pink bowas | ¥ ARY yollow boxes 2ro I
Iﬂ:h‘l..ﬂt-ul-‘hp! S atickod, goto Step 2 S ﬂ:hd.::blh-!
Step 2 —full assessment Complete ALL sections
Analysis of independent movement Sensory perception and Maoisture due to perspiration, urine,
Extontof all ; TESPONSE -tk as ansivabie faeces or exudate - ook e apsicatie
Tick tha Wﬂﬂﬂaﬁ “J‘F_Ig!:ﬂ_m o Nop [ | [sproblom occasional [
Droasmt po Major on
et g mat move: changes changas Fatlont I unabla o fool 2nd for Fraquant (24 timasa day) |
respand appen to

w [ ] Nk Nk discoenfort from pressum a.g. L1 | constant s saom ]
: O¥A, neurcpathy, epidural -
ﬂm Mimas - n n Diabetes - o o seeicasia
changes ¥ Mot dinbatic ]

M ohas N

froquantly il L] L Dzt (Mot gastational) |
Perfusion - s af sssicatd NuUtTition - ek s asetass Medical device - = Vulrarabla skin [precursor bo PU) a.g. discolomtion

aphoudly praviously known & DT, blanchabls rednass that parsists,
Mo problam [ | | Mo probiem [ Mo probkm 0 dryneas, papar thin, mokst incuding MASD.
Conditions affacting cantral Cat 1 Mom-blanchabla redness of intact skin
circulation a.g. shock, heart | Unplanned waight oz L] Madical devica causing Cat 7 Partial thicknass skin loss or dear blister
failura, ypoterelan Pootnutrtionalintaks | [ ] mﬁmﬂ% 1| | can 2 pull theckness sion loss dat vesiblar slough presanty
cwdllm:ﬂmﬂngmhml ] ng Cat 4 Full thicknesx tissus loex jmusde'bona visbls)
circulation a.g. pariphara Lowes s than 125 [ ‘Also Frassura Uless whem tha Catagory andsor degth is
wasoular / artaril dissess I ——
High EM [30 or maors) (|

Current Detailed Skin Assessment - sck ¥ pain, soreness or discomib present af any skin sie a5 appicatés. | | Previous PU history - s as sosteatie
| For sach skin 5= ik appicatée colume — efther vnerable skin, nomal skin or recond PU category

™ Mo kmowm PL history ]
k] = 2 &
" n ® £ PUhistory - complate halow ]
§ i 4 I 8 !
m Mumbar of provious pressura ulmns)

i 2 H i 2 H ] 2 H
sacum [ [ ] [] || =t 18] [] || rElbow 18] [] | | otanat prewious Fu (it moss than 1 peeious PU ghva
Leutinck [ | [ | []||emeat ] 8] [ || ot anappicubin iy oo sactil device st :ﬁ;lhtm:nrmﬁ?;me,
rewmek [ | ] | L] ||mmeat 1801 [ || crobehs o) N L 0 o
Ll [} L] ({ranke [ 18 Ll mj = L Ohar rebesantinformation f mauindE
Rischial [ ] 8[| ] || rackia  [] 8[| [1 || Tos i . |
LHp Hl m [ ||eemew [ [ ] 181 L]
Step 3 - assessment decision
H ANY pink boxes are ticked / completed, the H ANY orange boxes are ¥ only yellow and BIe DOXES are ticked, the nurss must
patient has an existing pressure ulcer or scarring ticked {but no pink boses], consider the risk pro. file [risk factors present] o decide
from previous pressure ulcer. the patient is at risk. whether the patient is at risk or not cusrently at risk.
PU Category 1 or above i Mo pressure ulcer  not curmently at risk
or scarring from previous pressure ulcers

Tick If appiicable Tick ¥ appiicabie

a55KINg Red Care Plan at DETH a55KIMg Amber Care Plan at DETH a55KINg Green Care Plan at DETH
Iﬁu_pﬁmm Flﬂ.:iguiuu Tt Tira |

PURFOSE T Varsion 2.0 - Copynght & Oncal Trals Resserch Unit, Unissnity of Lesch and Lesds Tasching Hoprish BHS Trat, 3377 (Do not ue withou permaaon]
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APPENDIX 6 — PURPOSE T - PAEDIATRICS

Pressure Ulcer Risk Assessment — Doncastor and BLta

Paediatric assessment adapted from PURPOSE T (V2) Taaching Hospitals
|Mm | COB ”wrmsnm "m |
Step 1 — screening
Mobility status - s avapsicats Skin status - s af azpicatie ﬂﬁ;al Judgment - Mo pressure
ad apghcabla Icer not
m:'::::“”m"” Current PU catsgory 1 or aboee? pop——— :I.LrErrEI'Ith'

which signSicanty impact
fihe pabienis PLU risk =.0.
poor perfusion, epidurals,
oedema, sterolds, poor

Reported history of previows PUY
Visinembie skin
Medical device causing

Spends all or the majoriy of atrisk
time In bed or chalr

Femalns In the same posElon

=

fior long periods pressuneishear af skin sike =g nutriEion
pende ONLY 0, mask, NG fube I OHLY I OMLY Mot antl
m.::tn:;‘ i e Ll [Fe—— Tl s =D ﬂr:r."' !
Is ticked Is ticked Is Bcked
It ANY yeilow boxes are ‘_ |7 EANY yelow orpink boxes | HANY yeliow boges are |
licked, go to Btep 2 S are Hekad, go to Step 2 \VF wicked, go to Etep T \\/-'"

Step 2 — full assessment

Complete AL

Analysis of independent movement Sensory perception and Moisture due to perspiration, urine,
ik the soomcable oy TR 3 Independent movement TESPONSE - ek as agniabie faeces or exudate - ks sspkabie
e apolcable ok f R -
where frequency and o) o probiem Map ! Gecasianal
eutentcategories mesqy | DoS3n't  Gightpasfon Majar position
e changes changes Faitint b5 unaiie o feel andfor Frequent (2-4 imes a day}
respond appropristely fo
L= [ 1 M HA discomiont from pressune &g, L] Caonstant/ragoles
move paratysss, neurpathy, epidural
Frequency i _
o :M. S n n Diabetes - i as apgicatia
changes Mot disbetic
Moves
frequensy A L] Deabetic
Perfusion - s s Mutrition - sehatapsicstis | | Medical device - mhas \urerable skin (orecursor to FU) &0, Siscoizration
Sppaits previcuzty known as DT blanchakis redness ihat persists,
Mo prabism — Capillary refil <2 Mo problem dryn=ss, paper inin, mois! Inchading MASD,
SECE Mo probiem
Unpianred welght loss Cat 1 Mon-bianchabie redness of infact skin
Canditicrs affecting central Mesical devic ,
circidaiion &.g. shock, heart m:u'm“;:",:,';"t [ | |Cat2 Famm thicimess skn s or ciear bister
failure, hypoiznsian Foor muritional Infake £.0.0, mask, K tube Cat 3 Ful nickness shin ioes {fat wisitie) siough presenty
Canditions atfecting peripheral <2 centiles below weight : i R o
circuiafion .. meningibis, Also Pressune Llcers wihers the Category andiior depdh |s
medicatian, Inadrooes 22 centiles cwer weight )
Current Detailed Skin Assessment — siorirpsin, soreness or disoomfo present at any skin ste as apoicasis.
For ack hin 5 fick a0pNCaBlE Coimn — althar vuinsrabis skin, Ronmal Siin or o PU categoy
= £ = E] 2 £ £
- E E = E E " E E o
] 5 & ] B 5
# g 34 HIF & 33 HIE £ 23 i3 H - §
Sacrum [ ] R Hip [ ] R Elbow [ ] Wedloal devics skin sits
L Bufiock [ 1 L Heel [ 1 Occlphal [ 1 ]
R Butiock ] R Heel ] Lear ] &
L Ischial [ ] L Ankle [ ] R ear [ ]
R kschial [ ] R Akl [ ] [ ] L]
L Hip ] L Elbow ] ] [ |

Step 3 — assessment decision

¥ ANY pink boxes are ticked fcompleted, the
patient has an exisling pressure ulcer or sCATING
oM Previous praEEUTe Ulces.

-

If only yallow and bilus boxes are ticked, the nurse must
conelder the rsk proflle (isk factors present) fo decide
whether the patlent I5 at risk or not currently at risk.

Mo pressure ulcer but at risk

Mo pressure ulcer not currently at risk
a55KINg Amber Care Plan at DETH

#55KINg Green Care Plan af DBTH

[

FPURPOEE T Version 2.0 — Copyright & Cinical Trials Research UinH, University of Leeds and Leeds Teaching Hospltals MHE Trust, 2007 (Do nof wse wishaout permission)

PU Category 1 or ab
or scarring from pre

S pressure ulzers

Tick i appicabe

a58KINg Red Care Plan at DBTH

Herss prnisd na=s

== © ]
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APPENDIX 7 — PATHWAY FOR SKIN CARE REGIME - MASD

[NHS |

Doncaster and Bassetlaw

Teaching Hospitals
HHS Foundation Trust

[NHS |

Rotherham Doncaster
and South Humber
HH5 Foundation Trust

South Yorkshire
Ivtagrated Care Baard
Darcastsr Placs

Pathway for Skin Care Regime for
Moisture Associated Skin Damage (MASD)

Moisture Associated Skin Damage (MASD) is damage to the skin caused by prolonged
contact of moisture such as urine, stool (Incontinence associated dermatitis - IAD) perspiration,
saliva, intestinal liquids from stomas and exudate from wounds.

Risk factors Management Plan

+ The skin will be more vulnerable to pressure, shear  «» fAssess and treat reversible causes of incontinence
and friction + Implement the Pressure Ulcer Prevention and

= Moisture due to urine and/or stocl, with more than Management Care Plan
2 episodes of incontinence per day * Assess and treat pyrexia

+ Assess and treat wound exudate

+ Implement 5kin Care Regime as below

+ DBTH - Complete a wound assessment on
Mervecentre or if your area does no have nerve
centre complets a Datix form

RDaSH - Report using IR1and document the areas
within SystrmOne/EMIS Web.

#EH‘&# (Eﬁl‘:

o S5tep 1 Undertake a full patient assessment to establish a diagnosis of Incontinence Associated
Dermatitis (LAD) or Moisture Associated Skin Damage (MASD).

» Excessive moisture due to perspiration

« Excessive moisture due to wound leakage

= Bariatric patients

+ Medicines e.g. steroids, antibiotics,
immunosuppressants. -

@O step2

Cleanse

PROSHIELD FOAM and SPRAY Incontinence Cleanser
+ Cleanse areas of skin at risk after every episode of incontinence
» Remowve fasces/urine where applicable - Do notrinse off, pat dry with dry wipe.

watch?w=Xdk5 GOUIUk

- -y e _d
Type 7 Stool (Bristol Stool Intact skin | | Broken skin
Chart) wp wyr
- w w
9 Step 3 PROSHIELD PLUS PROSHIELD PLUS PROSHIELD PLUS
Protect and Restore Skin protectant Skin protectant Skin protectant
hittpsyiwww, Apply a thick layer to Apply a thin layer once Apply athick layer to
affected areas after each per day as a minimum, to affected areas after each
watchMw=viffmocadWhY episode of incontinence, protact and restore the episode of incontinence,
skin and reduce risk of
skin breakdown.
Secondary Care:
If there is no improvement after 7 days, or if advice is required refer to the Skin Integrity Team (SIT).
Primary Care:

Refer to TVALS if deterioration noted or no improvement after 7 - 10 days.

If the named product on this pathway is mot available a temporary second line product is available to use. This can be found within the main text

Reference Aetcher |, BaacaranD, Boyles A et al (20X

of the Doncaster Wide Wound Care Formulary Docurnent.

onal BestPrac

Wauni Inkematianal. Avallabie onine It wwwwa indsint2 mat onal con
Woo K, Beeckman D, Chalaavarthy D [2017) Managemeant of mo klune -assaclabed skdn danage: A so0ping review. Adv SdnWound Cae 3001 1) 454-501

ray M, Black MM, Baharstanl MM atal (201 1) Moklunaass ecdated skn da

Developad by: 3cin Inbagrity Tean. fanuary 2017, Update line

and rma rea ermet orf mriod st re-assa clabesd Sdn damage (MASD].

& me:rldpia'ﬂ:gfmbbg! .JWeaund Ostamy Comtinence Murn38 3 3341

W4 For Teview June 2007,
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APPENDIX 8 — DBTH PRESSURE ULCER PREVENTION MATTRESS SELECTION GUIDE

DBTH-Pressure-Ulcer-Prevention-Mattress-Selection-Guide-2024-1.pdf

PURPOSE T Pressure Ulcer Risk Assessment Skin /nteg,-,'ty Team
——-——“‘—\-‘-’_”_’J

Mattress Selection Guide at DBTH

The Mercury Advance Hybrid Mattress provides a solution to The Quattro Plus Dynamic mattress is a high specification air
‘step up’ to that of an air mattress when clinically required mattress to aid with the management of up to a category 4
and ‘stepped down’ to a foam mattress as the patient’s pressure ulcer. Here are some user video for the Quattro Plus
condition improves, whilst using the same mattress. Dynamic:

Here is a user video: ht :/[/www.youtube.com/watch?v=hlal9Ufox:
https://www.youtube.com/watch?v=hial9Ufoxds h :/fwww.youtube.com/watch WEFI

h g w.youtube.com/watch?v=BHr1Zj20H
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APPENDIX 9 — HEEL OFFLOADING

Heel-Pressure-ulcer-Management-poster.pdf (dbth.nhs.uk)

Prevention and Management g e BEEE
of Heel Pressure Ulcers T e e

Patients with a red or amber pressure ulcer risk status require heel
prevention/management.

This can be achieved by offloading the heels in line with the
repositioning schedule time frame: ‘heels off bed’ (HOB) or ‘heels
off stool’ (HOS).

Whilst in bed, pillows should be
used to elevate the heels so they
are free of the bed surface.

Place a pillow vertically under each
lower leg between the knees and
the ankle so that the heels are
offloaded, so to distribute the
weight of the leg along the calf
without causing pressure to the
popliteal space or Achilles tendon
(National Pressure Injury Advisory
Panel 2014).

When a patient is positioned in a
chair, offloading can be achieved
by elevating the heels over a
footstool .

Patients with a pressure ulcer to their heel should be referred to
Orthotics for an offloading device to be provided.

Skin 2tegrity Teom %
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APPENDIX 10 — USE OF SLIDE SHEETS

How-slide-sheets-help-prevent-pressure-ulcers-to-the-heels-poster.pdf (dbth.nhs.uk)

How slidesheets help prevent pressure ulcers (youtube.com)

How Slide Sheets Prevent (INHS |

Doncaster and Bassetlaw

Pressure Ulcers to the Heels A S .

The risk of 3 pressure uicer developing on a heel &s higher than other bony
prominences due to the anatomical location (no muscle or fasda and little
subcutancous tissue). The risk increases further if the patient is immobile, has the
pr e of previous pr ulcers and/or scar tis: there is suboptimal tissue
perfusion, the patient has diabetes mefiitus or has 3 raised BMI due to the weight of
the foot and lower leg when lying down.

When siide sheets are used underneath the heels when undertaking repositioning and movement technigues in bed the shear force
to the heels are reduced by approximately 56% (Xohta ef al 2021) when compared to no dide sheets being used.
Therefore using 2 slide sheets as a minimum, to cover the whole mattress surface can significantly reduce the Interface friction and
internal shear forces In the whole skin surface that is in contact with the mattress.

Please ensure a minimum of 2 siide sheets per patient are used to cover the whole bed surface when a patient is assessed as
reguiring tance or is unable to achieve a position change, to cover the whole body surface
Consider using at least 4 when assisting with patients using bariatric equipment.
Please view this video showcasing the importance of slide sheets: https//youtu . be/1cTRpauNsXO

Examgie of the foces
on the hoels when
slide sheets are not

used

Examgpiec of the focus
on the heels when
slide sheets arg not

used
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APPENDIX 11 — CATGORISATION DEFINITION ASSESSMENT

Pressure Ulcer Categorisation Tool

When categorising a pressure ulcer, it is important to know about anatomy. For example,
understanding what the layers of the skin are, the location of bony prominences, and
whether there is muscle or fat over the bony structure. These factors all contribute to our
understanding regarding the depth of the tissues, and layers which might be implicated in
damage. In particular, a good understanding of the skin is important. A good understanding
of anatomy will help to understand what structures should be present beneath the skin e.g.
subcutaneous fat, fascia, muscle, bone, cartilage, tendon, and this information should also
inform the allocation of the correct category. An example would be: there is no muscle over
the calcaneus, there is just subcutaneous fat between the skin and the bone, and therefore
it is more likely that a deep pressure ulcer at this site will be a category 4.

When assessing patients with dark skin tones, additional consideration should be given to
detecting the early signs of skin damage, which are often overlooked as erythema may not
be clearly visible. Where visible signs of damage are diminished, more focus should be
placed on temperature and tissue consistency, as well as patient reported pain or itching in
relation to surrounding tissue (e.g., induration/hardness).

©Jacqui Fletcher
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Ears and nose hove no muscle or
bone. The underlining structure is
cartilage
(ir blue).

Lips, nostrils, nipples and genitalia
are formed of mucosal
membranes cannot be allocated
a numearical category

(irn green).

Occiput, skin closely overlayed onto the bone. There are small
muscles located at some areas over the skull (in red).

The lateral malleolus is covered in a

thin layer of ligament, with a thin layer of N
muscle over the top of the ligament
L (in yellow).
There is no subcutaneous tissue
S at this location. PN

In contrast the posterior element of

the calcaneus bone is covered only

by subcutaneous tissue and skin /
(in orange).

Page 34 of 57



Posterior view of muscles & hones:

PAT/T3 v.5

Hlons, thebone s very cloe
tothe st sufoca no musci

presentbeneath te sk,
WS S, Vryclose o e
her fovoref wit .
””‘"‘““““” Sk surtoce, o muscl
) COVeIOgeon SOme recs

Hee oreq, the cchilles tendon s
st beneath o thinkyerof
Socutaneous ot uperorto
Iheheel
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Medical device-related pressure ulcers

Device-related pressure ulcers should be categorised as per any other pressure ulcer where
possible. If the pressure ulcer is on a mucosal membrane, it should not be categorised but
recorded as a mucosal pressure ulcer. Details of both the device and cause of the wound, if
known, should be recorded (e.g. ties too tight, incorrect securement system, tubing
underneath the patient). Device-related pressure ulcers can often be observed over
challenging anatomical sites e.g. bridge of the nose (Continuous positive airway pressure
mask (CPAP)), top of ear (oxygen tubing), etc. Therefore, careful consideration of tissue
depth is needed prior to categorisation.

Pressure ulcer categories

The following categories are taken directly from the International Pressure Ulcer Guidelines
((EPUAP, NPIAP, PPPIA 2019 pp 203 — 205) and reflect the National Wound Care Strategy
Programme Pressure Ulcer Recommendations and Clinical Pathway 2024. Minor
amendments have been made to the language to reflect new understanding of assessing
patients with dark skin tones.

Mucosal membrane pressure ulcers

Mucosal membrane pressure ulcers occur in of the moist membranes that line the
respiratory, gastrointestinal, and genitourinary tracts. They do not have the same
anatomical structures as the skin; therefore, it is not possible to categorise them.

% NPIAP
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Category 1 Pressure Ulcer / Non blanchable erythema

The ulcer appears as a defined area of persistent redness (erythema) in lightly pigmented
skin tones, whereas in darker skin tones, the ulcer may appear with persistent red, blue or
purple hues, without skin loss. The patient may report pain or discomfort over the area.

This is a category 1 pressure ulcer in brown
skin. Note that the erythema (redness) is
still visible as the skin is much lighter on the
margin of the foot:

This image shows non-blanching erythema
in white skin:

Category 2 Pressure Ulcer

Pressure ulcer with abrasion, blister, partial-thickness skin loss involving epidermis and or

dermis.

A shallow open ulcer with red/pink
wound bed without slough

A intact blister or a collapsed blister with a
superficial ulcer beneath
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Pressure ulcer with full-thickness skin loss involving damage or necrosis of subcutaneous
tissue. Undermining and tunnelling may occur, fascia, muscle, tendon, ligament, cartilage

and or bone are not exposed.

A category 3 pressure ulcer, subcutaneous
fat is visible but no underlying structures.

A dry necrotic wound over the heel, the skin
surrounding the wound should be carefully
palpated and consideration given to the
location to help determine the category. It is

as a minimum a Category 3 pressure ulcer.

Category 4 Pressure Ulcer

Full-thickness skin and tissue loss with exposed or directly palpable fascia, muscle, tendon,
ligament, cartilage and/or bone in the ulcer. There is an increased risk of osteomyelitis.

The bone is clearly visible. There is an increased
risk of osteomyelitis and this should be addressed
within the plan of care.

Underlying structures Muscle is exposed muscle.

N
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APPENDIX 12 - PATHWAY FOR PRESSURE ULCER MANAGEMENT

N\

JL
w S PRIMARY CARE

o
Pathway for Pressure Ulcer Management

A pressure ulcer is defined as localised damage to the skin and/for
underlying tissue, as a result on pressure or pressure in combination
with shear. They usually occur over a bony prominence but may also be
related to a medical device or other object (MICE 2023). Pressure ulcers
are in the “top ten harms' in the NHS in England (Fletcher 2022).

NHS |

[INHS

South Yorkshi Rotherham Doncaster Doncaster and Bassetlaw
,,,,:,_._", Carsbaant and South Humber Teaching Hospitals
Dencaner Hage KHS Foundation Trust WHS Foundation Truss

RED FLAG:

If the pressure ulcer is on the foot and the patient has diabetes, neuropathy or ischemia please refer to the
Foot Ulcer Pathway rather than the below.

Category

Potential tissue damage skin that is slow to blanche.

Category 1

The ulcer appears as a defined
area of persistent redness
[erythema) in lightly pigmented
=kin tones, whereas in darker
skin tones, the ulcer may appear
with persistent red, blue or
purple huas_ without skin loss.

e

+ For all other areas:

days. OR

+ For sacral/buttock area(s) with incontinence:
Proshield Plus Skin Protectant. At every wash or 3 times daily.

ClearFilm Semi-Permeable Film Dressing. Maximum wear time 7

Barrier Protection Film Daily opplication as o minimum.

Moisture Levels

Category 2

Pressure wicer with abrasion,
blister, partial thickness skin
loss involving epidermis and or

* For sacral area with incontinence:
Proshield Plus 5kin Protectant
At every wash or 3 times daily.

* For all other areas: Urgo Start Plus

Biatain

Silicone 3DFIT Foam
Maoximum wear time
7 days. [dependent on

Pressure ubcer with full thickness
skin loss involving damage or

dermis. Border or Comfieel Plus exudate levels).
Maximum wear time 7 days.
Category 3 * Less than 0.5cm depth: Urgo Start Plus [ * Less than 2cm depth:

Border or Comfeel Plus

* 0.5cm or more depth:

Biatain Silicon 3DAT Foam
= More that 2ocm depth:

palpable fascia, muscle, tendon,
ligament, cartilage and or

bone in the ulcer. There is an
increased risk of osteomyelitis.

Category
@
-y

mecrosis of subcutaneous tissue. Cutimed Sorbact Ribbon and Comfeel Lutimed Sorbact Ribbon and
Undermining and tunnelling Plus Biatain Silicon 3DFIT Foam
may ocour, fasda, musde, Maximum wear time 7 days. Maoximum wear time 7 days.
tendon, izament, cartilzge and {dependent on exudate levels) {dependent on exudate levels).
aor bone are not exposed.

Category 4 Cutimed sorbact Ribbon Cutimed Sorbact Ribbon and

Full thickness skin and tissue and Comfeel Plus Biatain Silicon 3DFIT Foam

loss with exposed or directly Maximum wear time 7 days. Adhesive Foam Maximum wear

(dependent on exudate levels ).

time 7 days.(dependent on
exudate levels).

Mucosal Pressure Ulcer

trachy tubes._

Mucosal Pressure Ulcers occur when the mucous
membrane is damaged as a result of pressure (usually
a device): oral, nasal, anal, genital, eyelids and round

* Secondary care: Intrasite Gel Apply 3 =
daily [every & hours)

* Primary care/Community care with
carers, support or able to self care:
Intrasite Gel Apply 3 x daily (every 8
hours)

* Primary care/Community care with no
carers, support or are unable to self care:
in bold - Refer to TVALS who can provide
a personalised plan.

A bespoke plan is required from a

Tier 4 service:

* Skin Integrity Team

* Tissue Viability and
Lymphoedema S5ervice

* Tracheotomy Specialist Murses

If the named product on this pathway is not available 2 temporary second line product is available to use. This can be found within the
main text of the Doncaster Wide Wound Care Formulary Document.

Refierence: National Wound Cane Strategy Frogram |2023] Pressure Ulcer Recommendations.

Developed oy the Skin Integrity Team Septemiber 2020, Updated futy 2024 from the Pressure uicsr proguct selechion guice. V3. For nevisw July 2027,
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APPENDIX 13 — PRESSURE ULCER CLINICAL PATHWAY

Pressure Ulcer NHS

Doncaster and Bassetlaw

Clinical Pathway Teaching Hospitals

A pressure ulcer is defined as localised damage to the skin and/or
underlying tissue, as a result on pressure or pressure in combination
with shear. They usually occur over a bony prominence but may also
be related to a medical device or other object (NICE 2023).

Pressure ulcers are in the ‘top ten harms’in the NHS in England
(Fletcher 2022).

Complete PURPOSE T pressure ulcer risk assessment at 1st contact with

E a healthcare professional.
¥ \ 4
GREEN AMBER RED
No prassure ulcer Mo pressure ulcar but at risk, A pressure ulcer present OR scarring
; and currently not at risk. with or without vulnerable from a previous pressure ulcer.
skin (Discolouration previously
kmown as DTI, blanchable
redness that persists, dryness, Categorise the pressura ulcar/s.
paper thin, molst Including Click here for guidance on cat
. MASD). Category 1
w Category 2
E Category 3
o Unknown depth / Category 3 at least
8 Category 4
Follow the aS5KINg Follow the aS5KINg Amber Follow the aSSKINg Red Care Plan to
Green Care Plan. Care Plan to commence commence preventive care the Pressure
g Click on the relevant preventive care. Click on the Ulcer Management Care Plan. Click on
o link below for the relevant link below for the the relevant link for the appropriate care
-ﬁ. appropriate care plan: appropriate care plan: plan:
& hittps://gbr1.safelinks. https:/fwww.dbth.nhs.uk/ hitps://www.dbth.nhs.uk/wp-content/
protection.outlook. wp-content/uploads/2024/04/ up S024/04/ 355K INg-Red-Care-

255KINg-Amber-Care-Plan.pdf pdf

https:fwww.dbth,
nhs.uk/wp-content/

2 uploads/2024/04/
g a55KINg-Green-Care- Formal review of healing
= Hlanodt » Undertake and document a wound
< assessment at each dressing change/
gf Intervention.
:gg + Undertake a regular review and

-] monitoring of healing, at least 4
58 weekly.

T Formal review of risk status and Interventions « Ifunhealed at 12 weeks undertake a

detalled reassessment.

+ Omnward referrals to speclalist services,

as required.
I w

Eg Heallng or no concerns Static or Deterlorating
i< v v

!E « Ongolng preventative care « Spedallst review

EE « Ongoing review of risk « Conslder surglcal revision

g + Re-review preventative care

Developed from the Mational Wound Care Strateqgy Programme (NWCSP) Pressure Ulcer Recommeendations and Cliniczl Patheay.
Fletcher, J. National wound Care Strategy update: Pressure ulcer prevention and the PSIRF exemiplar. 2022, vol. 18, 4.
National Institute for Health and Care Excellence (NICE) 2023 pressure-ulcers,

Developed by The Skin Integrity Team DETH April 2024, For review by July 2027
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APPENDIX 14 — PATIENT INFORMATION PREVENTING PRESSURE

ULCERS

NHS!

Pl'eventing Doncaster I2nd Bassetla*ir-.f
T ing Hospi
Pressure Ulcers s Bundan s

This information leaflet is provided by Doncaster and Bassetlaw
Teaching Hospitals to explain what a pressure ulcer is (sometimes
known as a bedsore or pressure sore) and describe the common
causes and steps that can be taken to reduce them.

A pressure ulcer can seriously impact the quality of your life and it's
important to understand whether you may be at risk, so you can help
prevent a pressure ulcer from developing.

What is a pressure ulcer?

A pressure ulcer is an area of skin that is damaged. The most common
places for pressure ulcers to occur is where bones are close to the surface
of the skin or underneath a medical device such as an oxygen mask.

What causes a pressure ulcer?

Pressure ulcers can develop when the blood supply to an area of skin is
reduced, causing the skin to become sore and broken. They can develop
in as little as twenty minutes.

They can occur when:

- An area of skin is placed under pressure for any length of time

- A person has to stay in bed, in a chair/wheelchair for long periods of
time

» A person is unable to move around or change position easily

» You are moving up and down in a bed or chair without support,
causing friction to the skin

- An area of skin is exposed to moisture such as urine, faeces and sweat.
Who is at risk of developing a pressure ulcer?

Anyone can develop a pressure ulcer, but some people may be at greater
risk than others.

They are more likely to occur if you:

% WPR30010 July 2024
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- have challenges moving

- have had a pressure ulcer before

- have swollen, sweaty or broken skin

- have challenges feeling sensation or pain

- are seriously ill or undergoing surgery

- have a device on your skin such as a plaster cast or an oxygen mask.

What are the early signs of a pressure ulcer?
You may notice one of the following:

- Discoloured patches of the skin that do not change colour when
pressing down. The patches are usually red on white skin, or purple or
blue on black or brown skin.

- A patch of skin that feels warm, spongy or hard
- A patch of skin that is swollen, itchy or causing pain
- A blister.

The NHS website shows some examples of what pressure ulcers may look
like. Search ‘NHS Pressure Ulcers' or follow this link: https:/www.nhs.uk/
conditions/pressure-sores/

What should | expect when I am in hospital?

Ward staff will encourage you to follow steps try and stop a pressure ulcer
developing. For example, they will:

- Examine you to determine how likely you are to develop a pressure
ulcer

- Check your skin for symptoms of a pressure ulcer

- Decide if you will need a specially designed mattress

- Make sure you don't stay in the same position for too long and
encourage you to stay active

- Ensure moisture such as urine, faeces and sweat is not left on your skin
- Promote eating a healthy balanced diet and having enough to drink.

A nurse or midwife will also ask you some questions to help them
determine the likelihood of a pressure ulcer developing and create a plan
to help prevent this from happening.

Skin Integrity Team @
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How will you check for symptoms of a pressure ulcer?

A nurse or midwife will look at your skin three times a day for early signs
of a pressure ulcer. This is important as the start of a pressure ulcer can
often be seen before it is felt. Staff will offer you a daily moisturising of
the skin. If you have a moisturiser you prefer, please arrange for this to be
brought into hospital with you. If a pressure ulcer is found, a Skin Integrity
Nurse who specialises in wounds may come and see you.

Will I need a special mattress?

If the nurse or midwife thinks you are at risk of getting a pressure ulcer
you will be provided a specially designed mattress. This mattress will
pump air through the bed automatically to reduce any pressure over your
bones close to the skin.

What can I do?
Keep moving (where possible)
The key action you can take to prevent a pressure ulcer is to keep moving.

Making sure you don't stay in the same position for too long, where
possible, will help reduce the pressure over your bones close to the

skin. A member of staff will assist you with moving if needed every few
hours. If you require support moving into a bed, staff will use slide sheets
underneath you to stop your skin rubbing on the mattress.

Keep your skin moisture-free

Ensure moisture such as urine, faeces and sweat is not left on your skin.
If you have episodes of moisture being on your skin, staff will make plans
to help you to go to the toilet and keep your skin clean and dry. They will
also apply products and creams to the skin several times a day to keep
your skin clean and protected.

Eat healthily and stay hydrated

Eating healthily and drinking well is important for everyone, but
especially if you are at risk of a pressure ulcer. Sometimes staff may
recommend extra protein in your diet such as meat, fish, eggs and beans.

If you have an existing pressure ulcer, you may be recommended some
supplements such as a specialised drink to help with healing the ulcer.

Skin Integrity Team

Page 43 of 57



PAT/T3 v.5

If you're concerned about your nutrition, please talk to a member of
the nursing team. You may be referred to a dietitian for assessment and
advice.

Some simple additional action staff may recommend include:
- Putting pillows under your legs or put a padded boot around your foot
to raise your heels

. Putting your legs up on a stool with your heels and feet floating over
the edge to reduce swelling

« Putting pillows around you to help you remain in a position in bed.

These recommendations were developed using an evidence-informed
approach, including consideration of research studies, healthcare
resources, clinical settings, and individuals’ preferences.

Patient Advice and Liaison Service (PALS)

The team are available to help with any concerns/complaints you may have
about your experience at the Trust. Their office is in the Main Foyer (Gate 4) of
Doncaster Royal Infirmary. Contact can be made either in person, by telephone
or email.

The contact details are:
Telephone: 01302 642764 or 0800 028 8059
Email: dbth.pals.dbh@nhs.net

Skin Integrity Team %
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APPENDIX 15 — HOSPITAL AQUIRED PRESSURE ULCER PSIRF PROCESS

Safety Incident Response Process

Refer sent to SIT for a potential HAPU category 2 or abowve. SIT will review patientf/case and confirm the HAPU status, within 72 hours of receiving the referral.
Mo HAPU HAPW Category 2 or above confirmed
Mo further SIT complete WTA, Action Outcome Assessment and Safeguarding Performa Assesczment at the point of the pressure ulcer confirmation
action, event
closed. SIT to undertake a Hot Debrief:

- If the attributing ward/department is the current location this will take place at the point of the pressure ulcer confirmation.
- If the attributing ward/department is a previous location this will take place with 72 hours at the attributing ward/departments safety huddle.

Action Qutcome Assessment = 2 Action Outcome Assessment = 3
Improvement response reguired Learning response required
SIT ensure a Datix form is in SIT ensure a Datix form is in place, and
place, and attach the WTA. attach the WTA_
MNE: If the SIT to notify the Ward Manager SIT to notify the Ward Manager, Matron and
Safeguarding and Matron (and 51T Lead and Deputy Divisional Nurse (and SIT Lead and
Performa CMS) via Datix communications CME) via Datix commmunications of the HAPU,
Assessment of the HAPU and Action Action Qutcome Assessment score and the
score is 15 or Outcome Assessment result. requirement of g AAR to be completed and
more SIT will attached to Datix within 1 months.
notify the ;
DBTH Complete Duty of Candour reguirements if applicable and attached to Datix.
Safeguarding
Team via the Patient safety event closed. Ward to present the at the next Skin
Datix from Integrity Improvement Meeting {occur every
with the 3 months)
Performa ;
attached.

Ward/Department HAPU action plan
updated with new learning and actions,
attached to Datix and patient safety event
closed.

Developed by: Kelly Phillips Skin Integrity Lead Murse October 2023. Approved by: Marie Hardacre Associate Chief Murse for Patient Safety and Quality Movember
2024. Implemented April 2024. For review by: April 2026
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APPENDIX 16 — HOSPITAL AQUIRED PRESSURE ULCER - WTA,
HOT DEBRIEF, HARM LEVEL, OUTCOME, SAFEGUADING, AAR, PSllI,

WARD ACTION PLAN

Pressure Ulcer Walkthrough Analy:

| Hospital number [Patient Initials Date of Incident |Category of pressure ulcer [Location of pressure ulcer
|Vald acquired \Da(e of referral Date of review |5IT Nurse completing ¥TA \Dale ¥TA completed
Datiz ID Datiz REF Photography? Date D Omms sent Harm level

Walkthrough Assessment

Camplete all tasks with a Y far yes, I for na or MA for not applicable. & score will be auromatically generated

Assess risk Skin Surface Keep moving Incontinene and Nutrition Giving information PU Categories and Reporting and
Location Details inspection P " | increased moisture " Assessment escalation
Pressure ulcer risk | 2§ point skin Repositioning | g0 o Mrgf:;‘::":'::“ :":"" . n'i ;::i;:::ﬂ:::’:’; Refenal on
ward Area|  Date assessment inspection | Appropriate equipment|  schedule for IADIMASD in ":! AT D T Completed and updated timely identification!
completedtimely | completed3z |  inuse timely | appropriate and . PP 5 f n and appropriately deterioration timely
t astequited | commenced. MUST score 4+| provided to the patient 3
and accurately daily completed and appropriately

PU 3- - Dietitian referral | [documented evidence)

WTA
Total
Score
(G

WA single action seord [ I s [ 4010, | T AT I [ I 4010 I [ I 4010

Audd in any relevant additional . Colour code th i W and red for il
Location Details Assess risk _En Surface Mty || B Nutrition Biving information QU BE g
inspection increased moisture Assessment esealation
Pressure uleer risk | 26 point skin , _ Repositioning Care Pathway o
Ward Area|  Date J— inspection Appropriate equipment schedule for IADIMASD MUST and Dietitian Non concordance Completed Referral
Guidance on recording patient safety events and levels of harm
next tothe
below
. o physical ham
No harm is when all of th — - — - n — -
No harm ollow " You are not aware of any specific psychological harm that meets the description of ‘low psychological ham' or worse. Pain should be recorded under physical ham rather than
ollowing appiy: psychological harm.
minimal harm occurred - patient(s) required extra observation or minor treatment
Low physical harm is | did net or is unlikelyto need further healthcare beyond a single GP, community healthcar ional, emergency department or dlinicvisit
when all of the did nat or is unlikely to need further treatment beyond dressing changes or short courses of oral medication
. following apply:  [did not or is unlikely to affect that patient's independence
Low physical harm - i L 4 - -
dic not or s unlikely to affect the success of treatment for existing health conditions
Low ical harm is |distress that did not or is unlikely to need extra treatment beyond a single GP, community healthcare ional, emergency department or clinic visit
when at least one of the |distress that did not o is unlikely to affect the patient's normal activities for more than a few days
following apply: distress that did not or is unlikelyto result in a new mental health diagnosis or a significant deterioration in an existing mental health condition
N has needed or is likely to need healthcare beyond a single GP, community healthcar ional, emergency department or clinic visit, and beyond dressing changes or short
Moderate harm is when at| . L . . - L N
_|courses of medication, but less than 2 weeks additional inpatient care and/or less than & manths of further treatment, and did not need immediate life-saving intervention
least one of the following — — - —
. has limited o is likely to limit the patient's independence, but for less than 6 menths
Moderate physical harm i Ihas affected or s likely to affect the success of treatment, but without meeting the criteria for reduced life expectancy or accelerated disabil ity desaribed under severe ham
Moderate psychological [distress that did o is likely to need a course of treatment that extends for less than six months
harm iswhen atleast | distress that did or is likely to affect the patient's normal activities for more than a few days but is unlikely to affect the patient's ability to live | for more than six
. [OTSTESS TTaT OO T IRy T TESUTT 1T e e MeaT I UTGE 0TS, U @ STECa T OECETTOr@aTT T T EXTS T TTEMT TEaTaT COTTTOT, DT WITETE TECOET 75 EXECCET W SIe
one of the fol lowing apply:
[permanent harm/permanent alteration of the physiology
B needed immediate life-saving clinical intervention
Severe ham is whenat |- O e o
i likelyto have reduced the patient's life expectan
leastone of the following i = - — _p 2
— Ineeded or s likelyto need additional inpatient care of mare than 2 weeks and/or more than 6 months of further treatment
ST ' has, or s likelyto have, exacerbated or hastened permanent o long term (greater than 6 months) disability, of their existing health conditions
. Inas limited or is likely to limitthe patient’s independence for 6 months or more
. |distress that did or is likely to need a course of treatment that continues for more than six months
Severe psychological harm[— —— " F— "
s when a lestane ofthe distress that did or is likely to affect the patient's normal activities or ability to live for more than six months
J— distress that did or s likely to result in @ new mental health diagnosis, o a significant deterioration in an existing mental health condition, and recovery is not expected within six
R
(PO B W You should select this option if, at the time of reporting, the patient has died and the incident that you are recording may have contributed to the death, including stillbirth ar
B R ) pregnancy loss. You will have the option later to estimate to what extent it is considered a patient safety incident contributed to the death.
Harm Level outcome: (no harm, low, moderate, severe, fatal)
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Hot Debrief

Date completed
Tme located Attendees
Location completed

5 Summairse the event

T Things that went well

0 Opportunities to improve

' Points to action and

resposnibilites

HAPU Action Outcome Assessment

Answer the following 3 questions. If answered with a yes they gain a score of 1.

Question Answer Score

1. Was the pressure ulcer development unintended or unexpected

2. Did the pressure ulcer occur during the provision of an activity we regulate

34 In the reasonable expert opinion of the Skin Integrity Nurse, in combination with the WTA is the
overall percentage 49% or less AND/OR

3B In the reasonable expert opinion of the Skin Integrity Nurse, in combination with the WTA is there a
single area/subject that has a percentage 49% or less Relating to a new single action that does not
already form part of the ward/department HAPU reduction action plan AND/OR

3C Have had more than 2 HAPU's {category 3 or above) in a single month AND/OR

30 Have had more than 6 HAPU's category 3 or above) in a financial year AND/OR

3E Have they triggered 15 or more on the safeguarding performa assessme

4. |s the event resulted in serious harm or death
A score of 2 or less indicates the no further action is required. Total score 2]
A score of 3 indicates the need for a AAR to be completed at presented at the next Skin Integrity Improvement Meeting to update
A score of 4indicates the need for the PSIl process to be commenced.
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TEachin

Patlamt Mame

Patlant D number

#zsassing Skin Intagrity Mu

rse Mama

Assessing Skim Integrity Murse lob Title

Date Completed

i 5t 1

#as the persan’s skin deteriorated to enher ategory 3 or 4 or muliple sibes af category 2 ulceratian fram healthy
wnkbraken skin simoe thee bat oppartunity to assess or visit?

Lavwel of conoern Sone Evidamia Ourtcoem e
Yas 5
Ma O

wistlon 2

a5 thiere bessn a recenit chanpe that s siihin days or kowrs, in their dinkcal conoition thiat could baswe contribubed to
shin damage? (For example, infection, pyrexia, anaemda, end of life care or ontical illress)

Lavwel of concarn

Scare

Evldenice

Cutcoamie

Change in comditlon
contributing to skin
damage

a

Mo change in condition
thait cowld
contribute to kin

damage

estlon 3

Wi'as there a pressune ulcer risk assessment or reassessment with an appropriate pressore uloer care plam in place, and
wias this documenbed in line with the arganizsation’s policy and guidanos

Laved of comcamn

Score

Ewidenoe

OurtLoams

Y5, currest risk
assessmant and care plan
carried out by a healthcare
professional and
documented appropriate
1o patient’s meeds

Sate dode of arsessment, risk fool wsed oed score ar nisk
|
hewel

Y, risk assassmiant
carried out and care plan
in place dooumentad bist
not reviewed as person’s
naeds have changed

Eeate the elements of care plaw that are in place

Mo or incomplete risk
assessment and)or care
plam carrled out

15

Stote the elements that would fave been expected o 6 in
place bul wene ok

stlican 4

s thiere a concern that the pressure vlkeer developed as a result of the infarmal carer selully ignoring or presenting

Acoess Lo cane or services?

Lewel of concemn Scone Evidemce Durbcoem e
Mo, or not applicable o
s 15
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Dancasier and Bassatlaw

Teaching Hospitals

Adult Safeguarding Decision guide for management of pressure
ulcers

Dueesticn 5

= the level of damage to skin inconsbent with {fag.pe serdoe user's risk status for pressere ulcer developmenit? (Far
example, low risk, cabegary (or grace| 3 or 4 pressure uloer).
Lewel of concern Score Evidanie Owtcome

Skin damage less severs a
than patient's risk
asseEsment SURReSIS s
proporiional

Skin damage more 1o
severe than patkent's risk
asseEsment SURReSIS s
proporticnal

Queestion B

Question & has 2 parts cepending on the patient or serece user:

= if the patient or service user has capacity to consent to every element of the care plan, answer question 5a

= ifthe patient or service user hias been assessed s not having mantal capacity to consent to any of the care plan
arsome capacty to consent o some but rot the endire care plan, answer GBb

Quwestion Ga
Was the patient or service wser able to follow the care plan having recelved clear infarmaticn regarding the rizks af
nok dioing so7
Lavwel of comcamn Sone Evidemce Outcoma
Patient has mot followed 0

care plan and local ron
comcordance polcles
have been followed

Patient followed some 3
aspects of care plan but

nod all

Patiamt has mot followed 5

care plan or not given
Information to enable
thiem to make an
informed cholos

Quwestion 6b

WWas appropriate cane uncertaken in the patient’s best interests, following the best (phpgasis-chieckdist in the Mental
Capacity Act Cade of Frachice?
This shaul be supported by documentation, for example, capacity and best inberest staternernts and record of care
delhwered.

Lewal of concarn Score Evidenoe Dwtcoma

Documentation of care a
being undertaken in
patient’s best interests
Mo documentation of 10
care being undertaken in
patient's bast interests
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rre=
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Doncaster and Bassetiaw
Teaching Hospital:

Adult Safeguarding Decision guide for management of pressure
ulcers

Scoda oulcomie:

Scone conclusion

1. Zave this completec form the HAFUY Datix forms Tor all cases

2. o the total score & 15 or ower, adc Denis Fhillip and Amanca Tepgagfrom safeguarding ta the datix form

3. Send gaamgia DATIE to dbth safeguard ingadu s referral@inbs. net making them awarne that the patient has

a HAPU safeguarding score of 15 ar mare and to please see the attached decision tool

4. Plae a copyfsnip of the neree centre body map locating the pressure elcer onto the DATIX attached
documenks
Place a copyyfanip of the neree centre clinical photography loating the pressure uloer anto the DATEE
attached documents
5. Arrange clinical photography through cur medical dinical phatography serdce due to safeguarding concems.

w
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NHS

Doncaster and Bassetlaw
Teaching Hospitals

ML Feendabon Trut

Hospital Acquired Pressure Ulcer After Action
Review (HAPU AAR)

Ta be completed following the completion of the WTA and HAPU Action Qutcame Assessment, resulting in & score of 3,
Ty he pompleted within 1 manth by the ward managers/matran and upload to relesant Datis form and pressnted at the
rext Skin Integrity Improvement Meeting to enable the ward/department HAPU reduction action plan ta be resiewed and
updates] .

Hospital Mumber : Date of Incident:
Patient Initials: Diatin 103
Category of pressure ulcer: Dt REF:
Location of pressure ulcer: Diate WTA completed:
Ward acquired: SIT Nurse completed WTA:
Photography: WTA Total Score:
{attached document) {attached document)
Date communications sent: Actions with 9% or less:
Date of the Skin Integrity Date AAR commenced:
Improvement Meel!ln;:
Harm Level: Date AAR completed:
Duty of Candour if the harm level is moderate
Has the patienty/Family bean informesd of the pressure uleer Date Letter 1 Dok sent :
development, and |n'|.'e=.|:i5ul:iun 7
Wha informead the patient/Family and when: Date Letter 2 Dokl sent

After Action Review

Paints to consider:

Safeguarding consider=d Mental capscity assessment Facility score EOL status

WITA total soara WTA single task scores Pravious prassure ulcer Prayiaws BASD 1AL
Expected:

{WWhat was the expected

autcomef

L] Ve Ty T

What was the actual

eyvent/autoome|

Bnalysis:

fekie diference betwean the
expected and the autcome)
L=arning:

{Cantributory Factars, Why

g there a differencs)
Areas far improvements
i'Wider themes)

Safety Actioms:
{immediate actions taken)

‘Ward Manager Sign off: (marme Katron Sign aff : (mame
and date | and date |
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Doncaster and Bassetlaw
Teaching Hospitals

Patient Name: Datee 1D Mumber:
Date and time of Incident Date of case review: Case review completed by:
Level of Harm Division! Speciality Investigation team involved:
invalhsed:
(s= graded on Datix) n List all those that have supportad’ had
Fleaze highlight £ circle B L.
wesfigations.
balow: o gs
Mo harm Low
Moderate Severs
Death

Duty of Candour:
All incidents graded moderate harm and abowve will require duty of candour. Both Verbal & Written.

Duty of candour must be applied within 10 days and include written correspondence to the patient
andfor family.

YES MO
Flease complete Wiy Bt
below

Who has contacted the patientfamily?

Date of initial conversation

Date of Letter 1 sent

Has DOC been recorded! uploaded to the Yes Mo DATE
Datice record?  (Date)
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AJLIC
Aime=]
Doncaster and Bassetlaw

Teaching Hospitals

What was expectad to happen?

What sctuslly cccurred?
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Doncaster and Bassetlaw
Teaching Hospitals

What was the difference?

Why was there a difference?

What can be leamed?

Does this incident meet any of the criteria for a Serious Incident?

Yes

{Flease put an X' next to the
appropriate criteria below). Criteria
used as reported on STEIS.

No

A Never Event
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Doncaster and Batsetlaw

Teaching Hospitals

Unexpected or avoidable death

Unexpected or avoidable injury that has resulted in serious harm

Unexpected or avoidable injury that reguires further treatrent in order
to prevent death or sericus harm

Actual or alleged sbuse where healthcare did not take appropriate
action / intervention o safeguard against such abuse cocourring or
where abuse occurred during the provision of MHS-funded care

An incident (or series of incidents) that prevents, or threatens to
prevent, an organisation’s ability to continue to deliver an acceptable
quality of healthcare services

Major loss of confidence in the service, including prolonged adverse
medis coverage or public concern sbout the quality of heslthcare or an
organisation

Has a leamer (student, frainee, apprentice. or
work experience) been directly involved?

Marme & role of learner’s:

Support provided?

Mentor/supervisor informed ?

Education team informed by email?-

state date & name
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Initial Goal

ARDYDEPARTMENT (2024.2025

HAPL Improvement Plan
Reduce the number of Hospital Acquired Pressure Ulcers (HAPU) occurring on the

ward/department
5. What do you want to accomplish Wheo needs to be included
Specific
M How will you know if you've successfully met
How can you measure progress
Measurable your goal
A Does the ward have the skills required to If not. can vou abtain them
Achievable achieve the goal ' ¥
R Wh | setting thi | Is it aligned with Il objecti
Relevant y am | setting this goal now 5 it aligned with overall chjectives
) T What's the deadline Is it realistic
Time-bound
Last Review and Update Date
Review Outcome
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APPENDIX 1- EQUALITY IMPACT ASSESSMENT PART 1 INITIAL SCREENING

Service/Function/Policy/Project/Strategy Division Assessor (s) New or Existing Date of Assessment
Service or Policy?
Pressure Ulcer and Moisture Associated Skin Damage | Corporate Nursing — Skin Integrity | Kelly Phillips Existing Policy 17 October 2024
(including Incontinence Associated Dermatitis) Policy

1) Who is responsible for this policy? Corporate Nursing — Skin Integrity

2) Describe the purpose of the service / function / policy / project/ strategy? For 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 objectives? Reduction of hospital acquired pressure ulcers

4) What factors contribute or detract from achieving intended outcomes? — Nil

5) Does the policy have an impact in terms of age, race, disability, gender, gender reassignment, sexual orientation, marriage/civil partnership,
maternity/pregnancy and religion/belief? No

e Ifyes, please describe current or planned activities to address the impact — N/A
6) Is there any scope for new measures which would promote equality? N/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 / strategy —tick (v) outcome box
| Outcome 1Y ‘ 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 assessment and complete a Detailed Equality Analysis form — see CORP/EMP 27.
Date for next review: November 2027
Checked by:  Marie Hardacre Date: 1/11/24
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