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4.2

4.3

4.4

4.5

Introduction

Pressure ulcers have become more widely recognised as a costly and painful
problem, particularly in the last decade. This has led to a much greater
awareness of the problem nationally and by health care professionals, all of
whom might be involved in the prevention and treatment of pressure ulcers.

The aim of the High Impact Action - “Your Skin Matters’ is to ensure that there
are no “omission of care “(avoidable) pressure ulcers in NHS provided care”
(Department of Health, 2010; NHS Midland and East SHA, 2012; NHS
Improvement ,2018). NHS Reduction of Pressure Ulcers is a priority working
with patients, secondary care and agencies.

Purpose
To provide guidance for CPFT on prevention and management of pressure
ulcers.

Scope
These guidelines are for all clinical staff in CPFT.

Definitions

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

A number of contributing or confounding factors are also associated with
pressure ulcers; the significance of these factors is yet to be elucidated
(EPUAP, 2014, International guidelines ,2019)

A pressure ulcer that has developed due to the presence of a medical device
should be referred to as a “medical device related pressure ulcer, “MDRPU”.
It includes pressure ulcers that result from the use of devices designed and
applied for diagnostic or therapeutic purposes.

Pressure ulcers at end of life should be classified in the same way as all
pressure ulcers, and not be given a separate category.

Confusion can exist between a lesion caused by pressure/shear and one
resulting from moisture/faeces/sweat and exudate. The prevention and
treatment care plan will differ, as do the consequences and outcomes for the
patient. If a skin lesion has developed as result of moisture, it is important to
control urinary and/or faecal incontinence. If the cause is pressure, the
offloading and a review of support surfaces should be the priority. Pressure and
moisture associated skin lesions can happen concurrently, and care plan needs
to be adapted accordingly (adapted from EPUA, 2014; International guidelines,
2019)

All care given” (unavoidable pressure ulcer) means that the individual
developed a pressure ulcer, even though the individual patient’s condition and
pressure ulcer risk had been evaluated; goals and recognised standards of
practice that are consistent with individual needs had been implemented; the

Page 5 of 41


http://www.epuap.org/

4.6

4.7

impact of these interventions had been monitored, evaluated and recorded; and
the approaches had been revised as appropriate.

There are situations in which “all care given” will occur:

e Hemodynamic or spinal instability may preclude turning or repositioning.

e Patients may decline to be repositioned.

e Patients on end-of-life pathways may not be able to tolerate repositioning
as frequently as their skin may require.

e The patient has not previously been seen by a healthcare professional.

e The patient has mental capacity but declined assessment and/or treatment
even where initial assessment has signs of pressure damage or has not
complied with the agreed plan of care.

e The patient is known to a healthcare professional, but an acute/critical
event occurs which affects mobility or the ability to reposition; for example,
the patient being undiscovered for a period following a fall or loss of
consciousness.

“‘Omission of care” (avoidable pressure ulcer) means that the person
receiving care developed a pressure ulcer and the provider of care did not do
one of the following: evaluate the person’s clinical condition and pressure
ulcer risk factors; plan and implement interventions that are consistent with
the persons needs and goals, and recognised standards of practice; monitor
and evaluate the impact of the interventions; or revise the interventions as
appropriate.”

An Adult Safeguarding referral should be triggered if the development of

a pressure ulcer is due to “Omission of care”.

“‘Recognising, reporting & recording adult abuse is the responsibility of all
CPFT staff. Safeguarding is everybody’s concern. This is especially the case
regarding pressure ulcers and wound care. Staff should raise a safeguarding
concern or make a formal referral to the MASH if they have determined abuse
has happened. The Datix and referral should be made as soon as possible.
Staff should consider that pressure ulcers can happen to patients under CPFT
care as well as to patients being transferred into CPFT care. This could be due
to neglect, self-neglect, organisational abuse or physical abuse. All categories
of pressure ulcer & skin damage could be as a result of abuse. A Datix should
always be fully completed (Click Safeguarding box on datix) if a safeguarding
concern or referral is made. The Trust’s Named Nurse for Adult Safeguarding
should always be contacted if support or advice is needed.”

For CPFT safeguarding advice: 01733836097.

Appendix 1

Practice Guidance on Pressure Ulcers | Cambridgeshire and Peterborough
Safeguarding Partnership Board (safequardingcambspeterborough.org.uk)
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5 Categories/Stages pressure Ulcers (National Wound Care Strategy, 2023)

Blanching erythema

Healthy skin may develop transient redness when
subjected to pressure — for example, if the legs are
crossed. To test if damage has occurred, light finger
pressure should be applied to see if the skin
blanches (goes white). In darker skin tones,
redness may present as a darker area that is grey
or purplish. This is not a pressure ulcer.

Category/Stage I:

Intact skin - In lighter skin tones, this presents as
non-blanchable redness of a localised area usually
over a bony prominence. Darkly pigmented skin
may not have visible blanching, but its colour may
differ from the surrounding area. The area may be
painful, firm, soft, warmer, or cooler as compared to
adjacent tissue. Category 1 may be difficult to
detect in individuals with dark skin tones. May
indicate “at risk” individuals (a heralding sign of
risk).

Category/Stage 2

Partial thickness loss of dermis presenting as a
shallow open ulcer with a red/pink wound bed,
without slough. May also present as an intact or
open/ruptured serum-filled blister or as a shiny or
dry shallow ulcer without slough or bruising*.

This Category should not be used to describe skin
tears, tape burns, perineal dermatitis, maceration,
or excoriation
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Category llI: Full Thickness Skin Loss

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

Pressure ulcers where the skin is
broken but the wound bed is not
visible due to slough or necrosis
(formally referred to as
‘unstageable’) should initially be
recorded as Category 3 pressure
ulcers.

but immediately re-categorised and re-
recorded in the patient’s records if
debridement reveals category 4
pressure ulcer

This occipital
ulcer is covered
by softening
necrosis

This heel ulcer
is covered by
hard dry eschar

Although still firmly
attached there is a
ring of demarcation
where this eschar
has been rehydrated

The necrotic cap
on this heel has
softened and
started to separate
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Category IV: Full Thickness Tissue
Loss

Full thickness tissue loss with exposed
bone, tendon, or muscle. Slough or
eschar may be present on some parts
of the wound bed. Often includes
undermining and tunnelling. The depth
of a Category 4 pressure ulcer varies
by anatomical location. The bridge of
the nose, ear, occiput and malleolus do
not have subcutaneous tissue and
these ulcers can be shallow. Category
4 ulcers can extend into muscle and/or
supporting structures (e.g., fascia,
tendon, or joint capsule) making
osteomyelitis possible. Exposed
bone/tendon is visible or directly
palpable

In this wound the
bone is clearly
visible

This wound shows
exposed muscle

Suspected Deep Tissue Injury:
Depth Unknown

Purple or maroon localised area of
discoloured intact skin or blood-filled
blister due to damage of underlying soft
tissue from pressure and/or shear. The
area may be preceded by tissue that is
painful, firm, mushy, boggy, warmer or
cooler as compared to adjacent tissue.
Deep tissue injury may be difficult to
detect in individuals with dark skin
tones. Evolution may include a thin
blister over a dark wound bed. The
wound may further evolve and become
covered by thin eschar. Evolution may
be rapid exposing additional layers of
tissue even with optimal treatment.

Deep tissue injuries (DTIs) should not be
reported as pressure ulcers unless they
result in broken skin or they fail to resolve
and it is evident on palpation that there is deep
tissue damage present, at which point, they
should immediately be categorised and reported.
However, the skin change must be recorded
within the clinical record and appropriate
preventative care delivered as soon as the

damage is noted.
This heel ulcer appears

as a dry blood blister

This heel ulcer appears
as a linear area of deep
purple black
discolouration
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Device related Pressure ulcers

“Pressure ulcers that result from the
use of devices designed and applied
for diagnostic or therapeutic purposes.

Whilst some DRPU may also be
allocated a category of damage others
may not as they are on parts of the
anatomy that does not have the same
structures as the skin — for example the
mucosal membrane. Where possible a
device related ulcer should be
categorised and the presence of a
device noted by the addition of a (d)
after the category.

This infant has
Categoryl damage
to the cheeks and a
small unstageable
ulcer on the ear

This neonate has
damage to the
nares that cannot
be categorised

Damage has
occurred to the ear
where the spectacles
and elastic from the
oxygen mask press of
the pinna of the ear

The damage caused
by this urinary
catheter could be
categorised as a
DTI(d)

Moisture Associated skin damage.
(MASD)

This can occur due to the presence of
any type of moisture on the skin
including incontinence, leakage from
stoma, saliva, wound exudate and
sweat These lesions are not usually
associated with a bony prominence.

They can however be seen alongside
a pressure ulcer of any category. They
should be documented as “moisture
associated skin damage”.
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Mucosal pressure ulcers

cannot be categorised as the tissue
does not have the same layers as the
skin and therefore does not conform to
the definitions.

These PU are therefore
uncategorisable (NOT unstageable).
They are usually caused by devices
and therefore should be recorded as
PU (d), locally you may wish to denote
them as “Mucosal” (d)
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1.2

Duties
Managers
Managers are responsible for:

Ensuring the implementation of these guidelines.

Identifying the need for resources to be made available to prevent and treat
wounds.

Supporting research into causes, prevention and treatment of pressure
ulcers.

Facilitating formal training, regular updating of staff and audits.

Monitoring pressure ulcers and wounds within their areas of responsibility.
Monitoring and investigation of the cause of pressure ulcers that have
occurred within their areas of responsibility.

Facilitating clinically effective and evidence-based practice.

Facilitating the investigation of category 3 and 4 pressure ulcers identified
to have been both developed in the Trust’'s care and to be potentially due
to omission of care. Pressure ulcers meeting these criteria may be
reported and investigated as serious incidents. A Datix incident report must
be completed by the CPFT health or social care professional identifying the
pressure ulcer for the first time or identifying a subsequent deterioration of
an existing pressure ulcer for all Categories 1, 2, 3, 4, unstageable, DTI
pressure ulcers. Where the pressure ulcers were developed in CPFT Care
this will initiate an investigation to decide if they were due to omission of
care to the patient and the Trust. category 3 & 4 pressure ulcers deemed
to be “omission of care” (avoidable) must then be fully investigated as
serious incidents using root cause analysis (RCA) methodologies.

Nurses

As a team member the qualified practitioner is responsible for:

Having read and understood these guidelines.

Identifying patients at risk of developing pressure ulcers using Waterlow

risk assessment (Appendix 2) and holistic assessment.

Developing a care plan with the patient and informing carers and care

agencies using SSKIN care plan (Appendix 3,4): skin inspection,

surfaces, keep moving, incontinence, nutrition; checklist (Appendix 3,4)

and recommended Care Plan (Hand) for patients and carers (Appendix

5).

Documenting the results of each assessment, care plan, and

implementing and reviewing care accordingly with associated care

agencies.

Ensuring that equipment for relieving and reducing pressure is checked

after delivery, is working appropriately and is clinically effective for the

patient. At the same time, all the patient’s pressure points must be

examined for any signs of skin changes. The care plan must be fully

understood by all carers (whether formal agency carers or informal family

carers) and reviewed according to the patient’s risk (i.e., documenting

skin integrity daily).

Treating pressure ulcers in accordance with these guidelines.

See Incident reporting in section 8.

Monitoring Category 2 pressure ulcers to establish accurate diagnosis
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1.3

1.4

1.5

and support appropriate care plan.

e Ensuring that relevant members of the multidisciplinary team are
informed and involved in the care of patients at risk, or with, pressure
ulcers.

e Involving patients/carers in the prevention and management of pressure
ulcers.

e Informing relevant staff (verbally and in writing) on all aspects of the
patient’s pressure ulcer prevention and management prior to a patient’s
transfer or discharge.

e Supervising any student practitioner in the assessment and management
of patients with pressure ulcer risk.

The nurse must be accountable for her/his own practice in accordance with
the Nursing and Midwifery Council (NMC, 2018) and has responsibility for
maintaining professional development. It is mandatory that nurses, nursing
associates and healthcare assistants attend full day training on pressure
ulcer prevention and management every 3 years (see 16.0 for further
information)

Medical Staff
Medical colleagues need to be informed regularly of the status of their patient
and be involved in pressure ulcers treatment decisions.

Physiotherapists and Occupational Therapists

As team members, occupational therapists and physiotherapists have a role
in assessing the mobility and functional ability of patients and should
participate in their holistic assessment. These aspects in a patient may affect
the risk of development and management of pressure ulcers. Specialist
therapists may offer advice relating to some of the pressure care products and
organise demonstrations for specific patients. It is mandatory that all
healthcare professionals or a representative for the teams attend training on
pressure ulcer prevention and management every 3 years or organise an
alternative session with the Tissue viability team manager.

Health Care Assistants (HCA'’s)/ Associate Practitioners (AP’s) / Nursing

Associate, Integrated Care Worker (ICW’s)

As team members, HCA'’s, AP’s, ICW'’s are responsible for:

e Assisting the qualified practitioner in the prevention and management of
pressure ulcers as delegated to follow the prescribed care in accordance
with care plan.

e Documenting and reporting any relevant skin changes to the qualified
practitioner.

e Assisting in the prevention and management of pressure ulcers through the
provision of advice and education to patients and their carers, both formally
and informally.

HCA’s, AP’s, ICW’s assist the qualified practitioners with pressure ulcer
prevention where delegated. Delegated tasks should only be performed by
HCA'’s if there is evidence of their knowledge and that they have been deemed
competent to do the task by their work-based assessors. The HCA should
inform the qualified practitioner if there is any change in the patient’s skin
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1.6

1.7

1.8

1.9

integrity or wound status. The qualified practitioner has ongoing responsibility
for assessing the skin and/or pressure ulcer and implementing an appropriate
care plan.

Dietitians

The Dietitian role is to work as part of the multi-disciplinary team of health care
professionals to provide clinical advice and to make recommendations on
strategies to improve the patient’s nutritional status.

Tissue Viability Nurses

As a team member, the tissue viability nurse is responsible for:

e Providing specialist advice for complex cases.

e Supporting nurses with any concerns regarding pressure ulcer prevention
and management.

e Providing specialist advice on pressure care equipment.

e Providing teaching based on current evidence.

e Assisting in the monitoring of prevalence and incidence of pressure ulcer
development.

e Auditing standards, implementation of the guidelines and undertaking their
review.

e Assisting with the investigation process of category3 and 4 pressure ulcers
and liaising with Patient Safety personnel.

Podiatrists

As a team member, the role of the podiatrist includes:

e Informing the multidisciplinary team of the recommended treatment and
prevention plan for patients at risk of developing heel pressure ulcers.

e Undertaking assessment and treatment of patients with foot wounds
which are deemed to be of a special risk. These include diabetic,
neuropathic and ischaemic conditions.

e Urgent referral to the hospital diabetic foot team for early advice and
appointment, as necessary.

e |t is mandatory that all healthcare professionals or a representative for the
teams attend training on pressure ulcer prevention and management every
3 years.

Patients

The patients and family/carers:

e Need to be involved in all aspects of assessment and planning of care
and should give informed consent for any treatment intervention.

e Need to receive timely, tailored and appropriate information regarding
aspects of prevention and treatment of pressure ulcers, specific to their
case. The information should be culturally appropriate and in a form that
is accessible to people who have additional needs, such as people with
physical, cognitive or sensory disabilities and people who do not speak
or read English (Section 11.0 Patient and Family Involvement in
Prevention).

e Need to be given information and support to help the child or young
person (under 16) to make decisions about their treatment.

¢ The information should be delivered by a trained or experienced Health
care professional.

Page 14 of 41



e Duty of Candour needs to be applied for Categories 3 and 4 pressure
ulcers if the pressure ulcer is due to “Omissions of care) (NMC, 2016).

6.10 Supervisors and Assessors of learners

3

CPFT provides training to learners from a range of disciplines. Regulatory
bodies (such as the NMC or HCPC), and the Trust require that registered staff
who undertake the supervision and assessment of student learners have the
proficiency, skill and knowledge to facilitate the education for learners. They
will, within the scope of their responsibilities, ensure that learners have
completed agreed relevant placement training and are able to demonstrate the
understanding of the theory prior to the practicing of the skill.

Documentation
The Nursing and Midwifery Council (2015) code states:

10. “Keep clear and accurate records relevant to your practice.

This includes but is not limited to patient records. It includes all records that
are relevant to your scope of practice.

10.1 Complete all records at the time or as soon as possible after an event,
recording if the notes are written sometime after the event.

10.2 Identify any risks or problems that have arisen, and the steps taken to
deal with them, so that colleagues who use the records have all the
information they need.

10.3 Complete all records accurately and without any falsification, taking
immediate and appropriate action if you become aware that someone has not
kept to these requirements.

10.4 Attribute any entries you make in any paper or electronic records to
yourself, making sure they are clearly written, dated and timed, and do not
include unnecessary abbreviations, jargon or speculation.”

e |t is essential to ensure continuity of care and record changes. Record
keeping maintains a record of care for future reference. In summary,
record keeping is a process that provides evidence of what has been
done, when, and by whom.

e All records can be used for legal purposes. In some cases, it can take
years before evidence is heard in court. In legal terms, if it has not been
documented in writing it hasn’t been done.

e In the case of pressure area care, it is essential to record risk assessment
and clinical judgment (and reassessment) for all patients at risk and link
these to the care plan and all preventative measures taken (Assessment
Skin, Surfaces, Keep moving, Incontinence, Nutrition, Giving information:

¢ In the case of management of pressure ulcers, all sections of the wound
care assessment form/template must be completed, and the wound
reviewed regularly, as well as documented at each dressing change.

e It is also essential to involve the patient in the planning of care and
document this in terms that the patient or carer can understand (Appendix
3,4).

Incident Reporting
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3.1 It is a mandatory requirement to record all categories of pressure ulcers as
clinical incidents. All incident reports must be fully reported on Datix and
include:

e The specific setting where the pressure ulcer first appeared with
date/time.

e When first assessed and reviewed with category, site and care plan.

e Pressure ulcers may be pursued as a serious incident or safeguarding
incident (click on safeguarding box on datix if pressure ulcer category 3
or 4).

e Trust-acquired Categories 3 and 4 PU’s may be reportable serious
incidents and must be investigated according to Trust procedures and
investigations, with a resultant action plan to prevent re-occurrence and
facilitate learning.

e Unstageable should be reported as Category 3 pressure ulcers and DTI
should only be reported if the skin breaks down and categorised 2-4. If any
doubt, it should be reviewed by a clinician with appropriate skills on a
weekly basis to help identify a definitive PU category and change the
category as appropriate.

All incidents that are graded as moderate harm or above and assessed as
attributable to Trust will be subject to review at Rapid Review panel. The panel
will review the incident and determine if the category and attribution is
appropriate and will agree next steps. This may include further investigation
using a defined approach, which would be aligned to the methodologies under
the Patient Safety Incident Response Framework (PSIRF) to identify learning.
Patient Safety Incident Response Framework | CPET NHS Trust

3.2 Moisture associated skin damage is to be reported on Datix.

3.3 Datix: advice to fill in: see Appendix 11

4 Assessment of Pressure Ulcer Risk

4.1 Pressure Ulcer Sites
Pressure ulcers can develop in any area of the body. In adults, damage
usually occurs over bony prominences. Patients with devices are at risk of
developing pressure ulcers at the site of the devices.
In infants and children, it is more likely to occur on, for example, the occipital
area or ears (Appendix 6).
All patients are potentially at risk of developing a pressure ulcer.

4.2 Pressure Ulcer Risk Assessment

The following patients are at risk of developing a pressure ulcer:

e Seriouslyill.

e Neurologically compromised individuals (with spinal cord injuries,
cerebrovascular injuries or receiving epidural analgesia).

¢ Impaired mobility or immobile through surgical intervention or treatment
(including those wearing prostheses, body braces or plaster casts).
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e Impaired nutrition, obesity, poor posture.

e Patients using equipment such as seating or beds which do not provide
appropriate pressure relief.

e Elderly.

e Significant cognitive impairment.

e Immuno-compromised.

e Previous history of pressure ulcers.
e Those being admitted to secondary care or care homes.
e Patients using devices.

The importance of using risk assessment tools is an adjunct to, but not a
replacement for, clinical judgment (NICE, 2014,2019). A holistic assessment
is the key to the prevention and treatment of pressure ulcers. Patients
should receive an initial and ongoing risk assessment.

The risk assessment should be undertaken by a Registered Professional
and take place within six hours of admission to hospital or nursing home. In
the community this should be done on the first visit. Where it is not possible
to undertake the risk assessment, the reason for this must be documented
in the patients record and done as soon as possible after referral. Action
should be implemented immediately if the patient is found to be at risk.
Reassessment should be done regularly (e.g., weekly) or at any change of
condition. If considered not at risk on initial assessment, reassessment
should occur if there is a change in an individual’s condition.

Patients’ dependent on medical devices might be at risk of developing
pressure ulcers preventative measures need to put in place at an early stage
(oxygen mask, tubing etc.)

Specific instances where a reassessment should be carried out have been
identified as after a surgical or interventional procedure in hospital and on
discharge from hospital to a care home or own home.

Risk assessment, reassessment and the plan of care should be documented
and made accessible to all members of the multidisciplinary team.

Locally the Waterlow Risk Assessment (Appendix 2) is used to assess
patients at risk of developing pressure ulcers. Healthcare professionals
assessing pressure ulcer risk must have had appropriate training and regular
updates on the prevention of pressure ulcers. Mandatory training is required
every 3 years with e-learning Modules completed annually in between.
Competencies should be achieved by all Healthcare professionals.

4.3 Skin Assessment
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Skin inspection should occur daily by health care professionals, formal or
informal carers with agreement of the patient and the frequency of inspection
increased in response to changes in the individual’s condition.

It should take account of pain, skin tone diversity and discomfort reported by
the patient. Skin assessment should identify the patient baseline skin tone
in view of identifying early damage.

The above must be made very clear on the care plan shared with care
agencies and family. Skin inspection should be based on an assessment of
the most vulnerable areas of risk for each patient (Appendix 5).

These are typically.

e Heels.

e Sacrum.

e Ischial tuberosities.

e Parts of the body affected by anti-embolic stockings.

e Femoral trochanters.

e A part of the body where pressure, shear or friction is exerted in the
course of an individual’s daily living activities.

e Parts of the body affected by external forces exerted by equipment,
devices and/or clothing (nose, cheeks).

e Elbow.

e Temporal region of the skull.

e Shoulders.

e Spine.
e Back of head.
e Toes.

Health care professionals should be aware of the following signs, which may
indicate potential pressure ulcer development:

e Pain over the site of potential tissue breakdown.

e Persistent erythema; non-blanching erythema

e Discoloration.

e Blisters.

e Localised variation of skin temperature heat or
cold, firmness and moisture

e Localised oedema.

e Localised induration.

In patients with darkly pigmented skin, they may develop purplish/bluish
localised areas or localised heat that, if the tissue becomes damaged, can
be replaced by coolness.

Patients displaying any of the above signs should receive interventions to
prevent deterioration.

Page 18 of 41



10

10.1

10.2

Individuals who are wiling and able should be encouraged, following
education, to inspect their own skin. Individuals who are wheelchair users
should use a mirror to inspect the areas that they cannot see easily or get
others to inspect them. Involving family and carers in skin inspection could
also be an option.

See Nice guidelines MIB 182, 2019 regarding use of SEM scanner technology
and uncertainties to detect changes in subepidermal moisture to show
pressure induced tissue damage which can become pressure ulcer.

Prevention of Pressure Ulcer

Skin Care

Cleanse skin when clinically indicated using a pH balanced cleanser;
avoiding the use of soap (an emollient can be used as a soap substitute).
Avoid excess friction, scrubbing and prolonged exposure to moisture. The
use of skin emollients to hydrate dry skin and the protection of skin from
excessive moisture with the use of a barrier product will also reduce the risk
of pressure damage. Do not offer skin massage or rubbing to prevent a
pressure ulcer.

If patients are using incontinence pads, barrier/protective creams or
ointments should only be used after skin and pad absorbency assessment
and if needed, it is to be used with caution as there is a tendency for these to
interfere with the pad absorption, hence reducing its effectiveness.

Nutrition

The nutritional status of every individual at risk of pressure ulcers should be
screened and assessed using the Trust’s preferred nutritional screening tool:
Malnutrition Universal Screening Tool (MUST tool on the intranet)

A minimum assessment of nutritional status should include regular weighing
of patients, skin assessment, documentation of food and fluid intake (EPUAP,
2019). Nutritional support should be provided to everyone with nutritional risk
and pressure ulcer risk. Further assessment and advice may be sought from
a registered dietitian. Refer to dietitian for all patients with pressure ulcer
category 2 and above regardless of MUST score.

Do not offer prescription nutritional supplements specifically to prevent a
pressure ulcer where nutritional intake is adequate. Prescription Nutritional
Supplements should only be requested under the guidance of the dietetic
service as some high protein supplements may not be suitable for people
with Chronic Kidney Disease (CKD) 3 or higher.

For those who are following a formal End Of Life pathway (Gold Standards
Framework), and their life expectancy is short (days/weeks) — referral to
Dietetics may not be of benefit. Where appetite is very low as this stage,
there is unlikely to be any significant increase on food or drink consumption.
This also means that prescriptions supplements would be contra-indicated.
Where life expectancy is longer (months) full assessment should be
requested.
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11 Positioning

11.1 Repositioning
Individuals who are vulnerable, or at increased risk of pressure ulcer
development should be assisted to reposition and the frequency of
repositioning determined by the results of skin inspection and individual
needs, not by a ritualistic schedule.

e Encourage the patient assessed to be at risk of developing pressure
ulcers to change their position frequently and at least every 6 hours.

e Encourage patients at very high risk of developing pressure ulcers to
change their position frequently and at least every 4 hours.

e If the patient is unable to reposition themselves, offer to provide help,
using appropriate repositioning equipment if needed.

A repositioning schedule and its frequency, agreed with the individual and
all of the carers involved, should be established and documented for each
person identified to be vulnerable to pressure ulcers or for patients already
identified with pressure ulcers. Repositioning must also be documented at
each change of position. Appendix 7.

Avoid positioning the individual directly on medical devices such as tubes and
drainage systems.

It is recommended that patients are
nursed at a 30-degree tilt position
to reduce the contact pressure
between the patient and the
support surfaces so that the
sacrum and trochanter are
protected.

Repositioning should take into consideration other relevant factors,
including the patient’s medical condition, comfort and the overall plan of
care and support surface. Positioning of patients should ensure that:

e Prolonged pressure on bony prominences is minimised.

e Bony prominences are kept from direct contact with one another.

e Friction and shear damage are minimised.

Individuals or carers who are willing and able should be taught how to
redistribute weight. Poor moving and handling causes friction and shearing
forces which reduce the skin’s tolerance to pressure. Moving and handling
devices should be used correctly in order to minimise shear and friction
damage. After manoeuvring, slings, sleeves or other parts of the handling
equipment should not be left underneath individuals or other type of
equipment is used and discussed with occupational therapist and tissue
viability nurse. Please consult the Moving and Handling team for advice to
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9.2

12

13

ensure appropriate moving and handling techniques are selected for the
patient.

Passive movement should be considered for patients with pressure ulcers who
have compromised mobility. For the care of the overweight and obese patient
please refer to Moving and Handling team and Tissue Viability team.

Repositioning the Seated Individual

The time an individual spends seated in a chair without repositioning and/or
pressure relief should be limited, as when an individual is seated in a chair
the weight of the body causes greater exposure to pressure and shear over
the ischial tuberosities. As the loaded area in such cases is relatively small
the pressure/shear will be high. Without appropriate pressure relief a
pressure ulcer may occur very quickly.

A posture that is acceptable for the individual and minimises the pressure and
shear exerted on the skin and soft tissues should be aimed towards the
correct sized chair for that patient.

Patient and Family Involvement in Prevention

Education for individuals vulnerable to pressure ulcers, and their carers,

should include providing information verbally and in writing on the following:

e The risk factors associated with developing pressure
ulcers.

e The sites that are at the greatest risk of pressure damage.

e How to inspect skin and recognise skin changes.

e How to care for skin.

e How it can affect health and quality of life

e Methods for pressure relief/reduction.

e The use and maintenance of pressure-relieving devices.

e From where patients/carers can seek further advice and assistance.

e The need for immediate visits to a health care professional if signs of
damage are noted.

The patient and the patient’s carers should be informed about the risk of
developing pressure ulcers especially when they are transferred between
care settings.

Local and national guidance leaflets are available for patients and carers.
Please refer to CPFT Intranet. All patients should receive and have been
explained the Trust’s Pressure Area Care Leaflet on Initial Visit/ Assessment.
Where assessed as needed, the fully completed Pressure Ulcer Care Plan
for patients and Carers (Hand document) (Appendix 5) will be provided.

Equipment

Refer to the equipment selection flowchart (Appendix 8). Decisions about
choice of support surfaces should be made by a healthcare professional
who has undergone appropriate training.
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Decisions about which pressure-relieving device to use should be based on
an overall assessment of the individual, including risk assessment and clinical
judgment as well as clinical and cost effectiveness of the piece of equipment.
In summary it should include the following factors:

¢ Identified levels of risk.
e Skin assessment.

e Comfort.

e General health state

e Weight and body shape.
o Lifestyle and abilities.

e Critical care needs.

e Acceptability of the proposed pressure-relieving equipment to the patient
and/or carer.

e Space and other environmental factors

All individuals assessed as being vulnerable to pressure ulcers should, as a
minimum provision, be placed on a high-specification foam mattress.
Although there is no robust research evidence that high-tech pressure
relieving mattresses and overlays are more effective than high-specification
(low-tech) foam mattresses, professional consensus recommends that
consideration should be given to the use of alternating pressure or other
high-tech pressure-relieving systems:

e As a first-line preventative strategy for patients at elevated risk as
identified by holistic assessment.

e When the patient’s previous history of pressure ulcer prevention and/or
clinical condition indicates that he or she is best cared for on a high-tech
device.

e When a low-tech device has failed.

Support surfaces and positioning needs should be assessed and reviewed
regularly as the patient’s condition changes and as determined by the results
of skin inspection (static, deterioration, improving), patient comfort, ability and
general state. Repositioning should occur when individuals are on pressure-
relieving devices Equipment can be provided for repositioning.

Equipment should be checked after delivery regarding its functioning and
review for effectiveness at each visit.

A pressure ulcer reduction strategy should incorporate a coordinated
approach to the acquisition, allocation and management of pressure-relieving
equipment. Locally the Waterlow risk score, professional judgment, patient’s
agreement, and a visual skin assessment should be used in selecting the type
of equipment required for different risk levels.

If pressure relieving equipment and beds or equipment for the overweight or
obese patients are needed, please refer to the Tissue Viability team
equipment contact: 01480420136.

13.1 Safe Use of Pressure Relieving Mattresses
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When selecting pressure relieving devices consider the following factors:

e Ensure that the mattress does not elevate the patient to an unsafe height
in relation to bed rails if used.

e Ensure that a bedrails assessment is completed on System One, and the
mattress fits accordingly in the bed frame.

e For patients requiring an overlay mattress, higher bed rails should be
ordered.

e Ensure that the patients are within the recommended weight range for
the mattress.

e Ensure that the patient is aware of equipment fire risk and follows the
advice of not smoking when using the equipment (Patient information
leaflet on pressure ulcer: available on CPFT Safe to Care).

e Ensure that the mattress is always in working order. The
patient/formal/informal carers should be made aware of the equipment
function, participate in checking its appropriate function and able to call
for help if needed.

Children and alternating pressure:
e Check cell size of mattress (small children can sink into gaps created by
deflated cells causing discomfort and reducing efficacy).

e Position of the pressure sensors within the mattress in relation to the
child.

Many alternating pressure mattresses have a permanently inflated head end
which may place the occiput at risk in the young.

13.2 Equipment: Seating

Seating assessments for aids and equipment should be carried out by trained

assessors who have the acquired knowledge and expertise (for example,

physiotherapists or occupational therapists). In general, the seating should:

e Allow the body to sit symmetrically.

e Ensure the body weight is maintained in front of the spine, as this will
facilitate management of gravity.

e Provide maximum stability of the pelvis.

e Reduce possibility of postural changes.

e Reduce pressure, friction and shearing
forces.

e Ensure comfort and functional ability.

e Enable the user to transfer independently where appropriate.

e Reduce high muscle tone and extensor spasm.

Advice from trained assessors should be sought about correct seating
positions. Positioning of individuals who spend substantial periods of time in
a chair or wheelchair should consider distribution of weight, postural
alignment and support of feet.

The management of a patient in a sitting position is important. Even with

appropriate pressure relief, it may be necessary to restrict sitting time to less
than two hours until the condition of the patient with elevated risk changes.
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13.3

13.4

14

Use the flowchart for equipment choice and request equipment from the
Trust contracted supplier (Appendix 8).

A patient in a long-term wheelchair will need a posture/pressure correcting
cushion and referral to wheelchair service. Otherwise refer to the
occupational therapist or tissue viability specialist.

Equipment: Heels

Discuss with patients at risk of developing heel pressure ulcers, and where
appropriate with their family or carers, a strategy to offload heel pressure as
part of their individualised care plan. Appendix 11

If the heels of a patient are particularly vulnerable (e.g., patients with
diabetes, neuropathy, peripheral arterial disease, lower-extremity oedema):

¢ Place the lower leg in a device that elevates (offloads) the heel from the
surface of the bed (e.g., foot protectors) or use a pillow.

e Ensure that the device is not too tight and does not create additional
pressure damage.

e Remove the device regularly to assess skin integrity.

e Use a bed cradle if the weight of the linen/blankets/duvet put the foot at
further risk of pressure ulcers.

e Parafricta bootees undergarment could be useful to use for patients at risk
of shear/friction. See Manufacturer data.

Equipment: Aids Contraindicated
The following should not be used as pressure relieving aids:

o Water filled gloves.
e Synthetic sheepskins.
e Doughnut-type devices.

To ensure that all pressure care equipment works effectively avoid the use
of:

Plastic draw sheets.
Incontinence pads not conforming to body shape.
Tightly tucked sheets.

Sliding sheets left in situ (unless advised by occupational therapist and
tissue viability to reduce shear).

Management of Pressure Ulcer
A multi-interventional inter-disciplinary approach should include:

e Advice to the patient regarding pressure ulcer prevention and
management. Assessment and reassessment of risk.

¢ Repositioning of the patient including correct moving and handling
strategies.

e Treatment/management of concurrent conditions (including nutritional
risk status) which may delay healing.

e Appropriate pressure reducing support surfaces/consideration of bed
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type (e.g., profiling bed).

e Local wound management using modern wound dressings and other
technologies.

e Nutritional assessment (MUST) and referral to dietitian if appropriate.
Supplement drinks should only be given under the guidance of the
nutrition and dietetics team who will assess macro and micronutrient
intake and advise the most suitable supplement (if needed) for the
patient. Encouraging increased protein intake should be first line advice
if there are no contraindications e.g. renal impairment.

¢ Incident (DATIX) information to be completed for all categories of
pressure ulcers.

e Categories 3 and 4 ulcers are considered as serious incidents.

14.1 Assessment
Patients should receive an initial and ongoing pressure ulcer assessment.
This should be supported by photography (with verbal or written consent)
and/or tracings/diagram (Procedure for Wound Photography on Intranet)
with the photograph downloaded into their electronic record.

Assessment and re-assessment of the pressure ulcer should
include:

e Cause.

e Site/location.

e Dimension.

e Category

e Exudate
amount/type.

e Local signs of
infection.

e Pain including cause, level, location and management
intervention.

e Wound appearance

e Surrounding skin.

e Undermining/tracking, sinus or fistula.
e Odour.

14.2 Dressings
For guidelines, wound assessment, dressing advice and therapy choices
refer to the Wound Care Guidelines (CPFT Intranet or NHS
Cambridgeshire and Peterborough Clinical Commissioning Group
website).

Cambridgeshire and Peterborough Formulary
(cambridgeshireandpeterboroughformulary.nhs.uk)

Create an optimum wound healing environment using modern dressings.
Type of dressing, methods of debridement or adjunct therapy should be
based upon:

e Pressure ulcer assessment.
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14.3

14.4

14.5

General skin check

Treatment objectives.

Characteristics of dressing/technique.

Previous positive effect of dressing/technique.
Manufacturer’s indication for use and contraindications.
¢ Risk of adverse events and patient preference.

Consider preventative measures shown in sections 9-11 above. Consider
antimicrobial therapy in the presence of systemic and/or local signs of
infection. If the pressure ulcer is categories 3 or 4, refer to the Tissue Viability
service.

Referral
Consider referral to a plastic surgeon for ulcers of categories 3 and above,
especially for ischial pressure ulcers. Referral of patients for surgery should
be based on:
e Level of risk (anaesthetic and surgical intervention,

recurrence).

e Patient’s preferences.

e Ulcer and skin assessment
e General health status.

e Competing care needs.

e Assessment of psychosocial factors regarding the risk of
recurrence.

e Practitioner’s experience.
e Previous positive effect of surgical techniques.

¢ Failure of previous conservative management
interventions.

If there are no signs of healing within two weeks, further advice must be
sought, and changes made to the treatment plan. All diabetic patients with
a foot/heel wound should be referred to diabetic podiatry.

Categories 1 & 2 Pressure Ulcers

Patients with an identified category 1 pressure ulcer are at significant risk of
developing deeper pressure ulcers and should receive interventions to
prevent deterioration. All individuals assessed as having categories 1-2
pressure ulcers should, as a minimum provision, be placed on a high
specification foam mattress and cushion with pressure reducing properties
combined with close observation of skin changes and a documented
repositioning chart (Appendix 7).

For category 2 pressure ulcers, seek advice from Tissue Viability if the

ulcer is not progressing to healing within six weeks, or earlier if
deteriorating without an obvious cause (i.e., infection, end of life).

Categories 3 & 4 Pressure Ulcers, Unstageable now category 3 & DTI
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14.6

15

16

17

18

If there is any perceived or actual deterioration of an affected area,
categories 3-4 pressure ulcers or further pressure ulcer development, an
alternating pressure relieving mattress should be used or similar mattress if
not tolerated. A continuous low-pressure mattress could also be used.

In these cases, refer immediately to Tissue Viability. Telephone advice will
be available as soon as possible.

Necrosis Now categorised as 3 until “proven otherwise”.

Stable black necrosis (black eschar, dry, adherent, intact without erythema
or fluctuance) on the heels serves as the body’s natural biological cover and
should not be removed (further advice can be sought from the tissue
viability team or diabetic podiatry).

For further advice refer to:
¢ NICE Guidelines summary (Appendix 8).
e Equipment flowchart (Appendix 7).

Patient Involvement

Treatment and care should be patient centred and planned together with
patients, considering individual needs and preferences. Unless specifically
excluded by the patient, carers and relatives should have the opportunity to be
involved in decisions about the patient’s care and treatment. Evidence-based
information tailored to the needs of the individual patient should also be
provided.

For palliative patients who are dying, comfort is of primary importance and this
may supersede prevention of pressure ulcers (EPUAP, 2019).

Summary of recommendations based on NICE Clinical Guidelines CG 179
(NICE, 2014) and locally adapted: Appendix 8.

Education and Training Requirements

Mandatory Face to Face training is required every 3 years, with completion of
e-learning tool annually in between.

Proficiency should be achieved by all Healthcare Staff.

(See Section 6.0 Individual Responsibilities).

Process for Monitoring Pressure Ulcers

e Incidence of pressure ulcers reported using Datix and reported monthly.
e Pressure ulcers serious incident are reviewed by clinical expert and further
reviewed by CPFT Incident Reporting

¢ Incident reports regarding the occurrence of pressure ulcers 3 and 4 arising
within the Trust are investigated by the manager with advice from the Risk
team and the Tissue Viability team.

e Re-audit pressure ulcer standards using aSSKINg documentation.

Links to Other Documents
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These documents can all be found on the CPFT Intranet
Deteriorating Patient Policy
Moving and Handling Policy

Bed Rail Policy NRS IRIS 4 (nrs-uk.co.uk) using your login details.
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Appendix 1 Cambridgeshire and Peterborough Safeguarding Adults Boards
Practice Guidance on Pressure Ulcers

Please follow the link and use the scoring indicated.
Practice Guidance on Pressure Ulcers | Cambridgeshire and Peterborough
Safequarding Partnership Board (safequardingcambspeterborough.org.uk)

This is only an extract summary.

The safeguarding decision guide assessment considers six key questions:

The six questions shown below together indicate a safeguarding decision score. It
should be used to help inform decision making regarding escalation to safeguarding.

1. Has the patient or service user’s skin deteriorated to either category
3/4/unstageable  or multiple sites of category 2 ulceration from healthy
unbroken skin since the last opportunity to assess/visit?

2. Has there been a recent change in their clinical condition that could have
contributed to skin damage? E.g., infection, pyrexia, anaemia, end of life care
(Skin Changes at Life End), critical illness?

3. Was there a pressure ulcer risk assessment and reassessment with an
appropriate pressure ulcer care plan in place and was this documented in line
with the organisation’s policy and guidance?

4. Is there a concern that the pressure ulcer developed as a result of the
informal carer ignoring or preventing access to care or services?

5. Is the level of damage to skin inconsistent with the service user’s risk status
for pressure ulcer development? E.g., low risk —category 3 or 4 pressure ulcer?

6. Answer () if the individual has capacity to consent to every element of the
care plan — Was the individual able to implement the care plan having received
clear information regarding the risks of not doing so?

Answer (b) if the individual has been assessed as not having mental capacity
to consent to any or some of the care plan - Was appropriate care undertaken
in the individual’'s best interests, following the best interest checklist in the
Mental Capacity Act Code of Practice (supported by documentation, e.g.
capacity and best interest statements and record of care delivered)?

* |s there evidence that the person, or their representative, was involved with
the care and support planning, and did they consent to the care plan?

* Is there evidence that this involvement was reviewed if care needs changed,
and the current care plan would meet the needs of the person?

* Is there evidence that if the person was not consenting to the care plan that
other remedial actions were considered to mitigate risk of harm?

« If at the point of the care plan being put in place it was identified that the
person lacked capacity to consent to it, was the care plan lawfully put in
place in their best interest?

See link above for scoring and indicate a safeguarding decision.
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Appendix 2 Waterlow Pressure Ulcer Risk Assessment

Date / Time: | [ [

Continence:
Complete/Catheterised 0 0 0 0 0
Urine Incontinent 1 1 1 1 1
Faecal Incontinent 2 2 2 2 2
Urinary + Faecal incontinent 3 3 3 3 3
Mobility:
Fully o 0 (] 0 o
Restless/Fidgety 1 1 1 1 1
Apathetic 2 2 2 2 2
Restricted mobility 3 3 3 3 3
Bedbound, e.g. Traction 4 4 4 4 4
Chair bound, e.g. Wheelchair 5 5 5 5 5
Tissue Malnutrition :
Terminal Cachexia (Palliative) 8 8 8 8 8
Multiple Organ Failure 8 8 8 8 8
Single Organ Failure (Resp, Renal, Cardiac) 5 5 5 5 5
Peripheral Vascular Disease 5 5 5 5 5
Anaemia (Hb < 8) 2 2 2 2 2
Smoking 1 1 1 1 1
Neurological Deficit:
Diabetes, CVA, MS 4-6 4-6 4-6 4-6 4-6
Motor/sensory 4-6 4-6 4-6 4-6 4-6
Paraplegia (Max of 6) 4-6 4-6 4-6 4-6 4-6
Major surgery or Trauma #
Orthopaedic/Spinal 5 5 5 5 5
On Table > 2 hours 5 5 5 5 5
On Table > 6 hours 8 8 8 8 8
Medication:
Cytotoxics, Long term / High Dose Steroids 4 4 4 4 4
Anti-inflammatories (Max of 4)
Male 1 1 1 1 1
Female 2 2 2 2 2
Age 14 - 49 1 1 1 1 1
Age 50 - 64 2 2 2 2 2
Age 65 - 74 3 3 3 3 3
Age 75 - 80 4 4 4 4 4
Age 81+ 5 5 5 5 5
Build:
Average BMI=20-24.9 o (v} (1] 0 (1]
Above average BMI=25-29.9 1 1 1 1 1
Obese BMI>30 2 2 2 2 2
Below average <20 BMI=Wt(Kg)/Ht(M)% 3 3 3 3 3
Skin Type Visual Risk Areas:
Healthy o o o 0 (1]
Tissue Paper 1 1 1 1 1
Dry 1 1 1 1 1
Clammy Temperature raised 1 1 1 1 1
Oedematous 1 1 1 1 1
Discoloured category 1 2 2 2 2 2
Broken/Spot category 2-4 3 3 3 3 3

Waterlow - SubTotal:

Malnutrition Screening Tool (MST):

A. Has Patient lost weight recently?
Yes - Go to B

No-GotoC

Unsure - Go to C and Score 2

B. Weight Loss Score:

0.5-5kg = 1
>15kg = 4
5-10kg = 2

Unsure = 2
10-15kg = 3

C. Patient Eating
poorly or lack of
appetite:

No=0 Yes=1

Nutrition Score:
If >2 refer for Nutrition
Assessment/Intervention

MST - SubTotal:

Add Waterlow SubTotal to MST
SubTotal
GRAND TOTAL:

10+ at Risk / 15+ High Risk / 20+ V

High Risk - (Circle) Use your clinical judgment to decide patient’s risk

Signed:

Print Name:
Title:
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Appendix 3
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Appendix 4

see updated version with Assessment and Giving information on “Safe to Care”.

Recommended Pressure Ulcer Prevention and Treatment Plan for Patients and Carers

SKIN INSPECTION

Routine..................

Mattress.......cooovviiiiiiiinn,

Cushion.......cccovveviiiiiinn...

e For more advice about skin

contact your district nurse
team.

e For any other problems seek
medical advice from your
GP.

Repositioning chart........................

NHS no:
KEEP MOVING
MName:
Independently Mobile........................... DoB:
e . Address:
Repositioning requirements...................

s

Skimn
Inspection:
Early

inspection
means carly
detection.
Showvw
Paticents and
carers what
To look for.

urface:
Make sure
your patients
have the
right support.

ncontinence/
Moisture:

Your patients
need to be
clean and

dry.

iCeep your
patients
moving.

&@

MNutrition/
Hydration:
Help patients
have the
right diet

Signed:

Print:

Date given to care provider/family:

and plenty
of fluids.

99

INCONTINENCE/MOISTURE
Toileting regime............ccoooeviinits
Specific Help required....................

Catheter.......coooeiiiiiii .

NUTRITION

Individualised Strategy for meal
provision and fluid intake
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Appendix 5
Pressure Ulcer Sites

Name Sites of PU
1. Sacrum
2. Coccyx
3. Trochanter/hip
4. Ischial
5. Ischial/pre-ischial
6. Thigh
7. lliac crest
Prone Supre
positon position
7 Sting Laters!
i position pressure
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Appendix 6
Repositioning Chart

Standard:

Please complete for current turning frequency and re-evaluate as condition dictates.

Turning Frequency
Date: (dd/mm/yyyy)

Signature
Designation
Print

| Key | L=Left | R=Right [B=Back | P=Prone [ C=Chair | D=Declined |

Date:
dd/mm/lyyyy

Enter time
(hh:mm)

uoinisod
reniu
uonsod
[eniu|
uonsod
reniu
uonisod
feniu|
uomsod
[emul
uomsod
[eniuj
uomsod
fenul

01:
02:
03:
04:
05:
06:
07:
08:
09:
10:
11:
12:
13:
14.
15:
16:
17:
18:
19:
20:
21:
22:
23:
24:
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Appendix 7

Equipment Flow Chart

According to Waterlow Risk Assessment & clinical judgement

Waterlow Score
<10
Low Risk

No Risk

S— Regular Assessment

e Own mattress &

Waterlow Score
10-14
Medium Risk

Cozyfoam overlay108kg
e Eco Plus cushion 159kg

Diabetic Patient at risk or with Heel
Pressure Ulcer: Heel protector/ EHOB
positioner or advice from TVNs/ Podiatry

Waterlow Score
15-20
High Risk

l Is the patient’ skin intact?

e Foam Mattress Replacement 248kg
e Foam Cushion Lowzone 100-114kg

1

Has pressure ulcer up to &

including Category 2
Unstageable DTI

Waterlow Score
>21
Very High Risk

l

Is the patient’ skin intact?

e Foam Mattress Replacement 248kgs
e Mattress Overlay & Pump 136kg

e Active Prem 2 Mat 250kg

e Standard Cushion Pre-Inflated 136kg
e Cushion Alternating (Aura) 120kg

Has Pressure Ulcer

Category 3 or4
unstageable DTI

H

e Dynamic Mattress 250kg if in bed
18+ hrs
e Cushion Alternating (Aura) 120kg

NHS'

Cambridgeshire and

Peterborough
NHS Foundation Trust

Ensure equipment order & delivery
time is consistent with patients’
needs

Extension kit & foam infill if patient
over 1.8M

Ensure equipment is operational as
soon as possible after delivery
Ensure SSKIN is fully completed &
reviewed-

Skin inspection
Surface

Keep moving
Incontinence
Nutrition/Hydration

For Heavy/Wider patient

Mattress Overlay Double/Bariatric
363kgs

Bariatric Cushion with pump 320kg
Bariatric Hybrid Mattress 380kgs
Bariatric alternating mattress 415kg

Available on Bed & Pressure Care
Authorisation Line:

Q. 01480 420136
(® M- F09.15 - 1600




Appendix 8
Summary of recommendations based on NICE Clinical Guidelines

CG179 (NICE, 2014,2019) and locally adapted.

e Patients should receive an initial and ongoing risk assessment in the first
episode of care, if possible within 24 hours of referral and Inpatients within 6
hours of admission. Date and time must be recorded.

e |If patient is admitted with a pressure ulcer, the date and time when the ulcer
was first noticed must be recorded. This should be supported by photography
(see procedure Wound Photography on CPFT Intranet) and /or tracings.

e The assessment and care plan needs to be in place with the patient’s
agreement and the carers fully informed. If needed, a repositioning chart is
available on the Intranet.

e A full review of the assessment must be done following the delivery of
equipment to ensure that it is working appropriately and is clinically effective.
The potential sites for development of pressure ulcers must be examined.
These should be included in every reassessment of the patient’s risk.

e The pressure ulcer category should be recorded using the adapted European
Pressure Ulcer Advisory Panel Classification System

e Patients should receive an initial and on-going pressure ulcer assessment.

e All those who are vulnerable to pressure ulcers should as a minimum be placed
on a high specification foam mattress.

e All pressure ulcers category 1 to 4 should be documented as a local clinical
incident on Datix.

e Patients with category 1-2 pressure ulcer should, as a minimum provision, be
placed on a High specification foam mattress and cushion or chair with
pressure—reducing properties and be closely observed for skin changes.

e Patients with a category 3-4 pressure ulcer should be placed on a high
specification foam mattress with an alternating air insert or on an alternating
mattress replacement. In some cases, a sophisticated continuous low-
pressure system (for example, low air loss, air flotation) might be needed.

e The optimum wound healing environment should be created by using modern
dressing (for example, hydrocolloids, hydrogels, hydrofibres, foams, films,
alginates, soft silicones).

Refer to wound care guidelines and formulary.

e Verbal and written information must be given to the patient and carer. Leaflet
available on the Intranet.

e Although the care plan has to be adapted to the individual the following points
(with details) are included in the care plan and checklist: aSSKINg —
assessment Skin Surfaces -Keep moving —Incontinence —Nutrition -giving
information ( Appendix 3,4 )

Summary

Verbal and written advice to patient/carer.
Repositioning needs.

Moving and handling.

Pressure relieving needs.

Nutritional assessment.

Daily skin inspection.

Continence assessment.

Multidisciplinary awareness.

Incident form and date completed.

©CoNoUrWNE

Page 34 of 41



Appendix 9

Standards Statements according to Nice Quality Standards QS89

Statement 1. People admitted to hospital or a care home with nursing have a pressure
ulcer risk Assessment within 6 hours.

Statement 2. People with a risk factor for developing pressure ulcers who are referred
to community nursing services have a pressure ulcer risk assessment at first face to
face visit.

Statement 3. People have their risk of developing pressure ulcers reassessed after a
surgical or interventional procedure, or after a change in their care environment

following a transfer.

Statement 4. People have a skin assessment if they are identified as high risk of
developing pressure ulcers.

Statement 5. People at risk of developing pressure ulcers receive advice on the benefits
and frequency of repositioning.

Statement 6. People at risk of developing pressure ulcers, who are unable to reposition
themselves, are helped to change their position.

Statement 7. People at high risk of developing pressure ulcers, and their carers, receive
information on how to prevent them.

Statement 8. People at high risk of developing pressure ulcers are provided with
pressure redistribution devices.

Statement 9. Prevention of medical device related pressure ulcers.
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Appendix 10

AT RISK HEEL: Prevention and Management Tips

e Remove anti-embolic stockings/ hosiery/bandages/ socks at least
once dalily if clinically appropriate

e Undertake a comprehensive skin assessment of the heels regularly
and more frequently if patient’s condition deteriorates

e Carry out optimal skin care and keep skin hydrated

e Ensure that heels are free of the surface of the bed — use a pillow
(short term for alert patients), or use a heel off-loading device to
elevate and offload the heel completely (long-term use)

e Ensure the patient is in a good sitting position to avoid weight
overload on the heels/ feet

e Check position/comfort of feet on footplates for wheelchair users

e Encourage mobility/ regular repositioning

e Decrease Shear and Friction by using Sliding Sheets

e Advise patient and carers on how to prevent heel damage and
rationale

e Check the patient’s understanding and participation of all aspects of
their Pressure Ulcer Prevention Care Plan
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Appendix 11

My applications B8 Saved favourites [

Working here v Supportingyou v Governance v Documents and policies  Work tools v o

Quick applications launch

All applications CPFT Academy

AZ of CPFT
applications

‘Choice and Medication: CPFT Academy

0 R - oo

Documents that guide
Datix o Employee Online
practice

() Datix Incident form (DIF1) - CPFT

“To register 1o become & Datix Handler please Click Here

Datmx Veam Emait: Datix Wed Advice

‘Compietng s form 8545 Mt constnuce 30 sdmssion of KEbe%y. FACT ONLY AND MOT OPTHION HUST BE RECORDED.
=*mEw** Top Tips on reporung and handing modents Cack Hers
For FAQS cieBbe Cocs b

Incident Coding
* Type =
Click on the (7) for a copy of the coding cand

* Category =
* Sub category =
* Type of party principally afiected? =

* Does this incident relate to Covid-197

() Dotix Incident form (DIF1) - CPFT

“To register 15 become & Datix Handler please Click Here

‘Compietng s form 8545 aet constnuce 36 demssion of K32eey. FACT ONLY AND NOT OPINION MUST BE RECORDED.
“WEW** Top Tios on reportng and handieg modents Cock Hars
For FAQS ieas oo bre

Incident Coding
* Type P e -
Click on the (7) for 2 copy of the coding card Informanon Governance and Confidentiahty :
Infrastructure, Securty and IT
* o Medcal Owvce Equpment
* Sub category Medcaton

Never Events

Pasent/ Service User Daath

Pressure Uicer | Mosture Assaciated Skin Damage / Deep Tissue Injary
Service User Issues

* Type of party principally affected?

* Does this incident relate lo Covid-197 ves
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Incident Coding

* Type @

Click an the (7) for a copy of the cading card
* Category

* Sub category ©

* Type of party principally affected? )

# Does this incident relate to Covid-197

Pressura Ulcar / Morsturs Assaciated Skin Damage / Deep Tissus Iniun v

| Daep Tissue njury (o11) =
Diabetic Foot Ulcer

Moisturs Lesin B
Pressure Ulcer

‘When and Whers?
* Incident date ()
* Time phme) @

Trust

# Directorate
 Clinical group or team
* Specialty
goeaton (ree)

[vam22023 =]

Cambndaeshire and Paterborova «

e oo
* Type ©

Ok on the (7) for & copy of the codng card
* Category

* Sub category /

* Type of party principally affected? ¢/

# Does this incident relate to Covid- 197

Pressure Uicer / Mosture Associated Skin Damacs | Deep Tissue Iniun o

Deep Tiasue tntury (OT1) -

OT1 developed or worsened whie under CPFT care

DT prosent on admissionrefermal to CPFT

Medical Device related DTT developed o worsened whie under CPFT care
Medical Device related DT present on admession referral to CPFT
Sexual (Other) by Senvice wser 1o Service user

Yes
"o

When and Where?
* Incident date (srouvrr) )

* Yime pee: £

08022023 ]

Cambridoeshine and Peterborow o

* Location (exact)
(.. name of iscal N4 property, public place o patsents home)

Incident details
* Description
D8 not include confidental information i the free
peapie, mediCal recond numbers or Cate

2 areas (acaress,
bith).

Please indicate  thes incdert occurred due to Condion iness of patient

* Action taken O/

D4 nat include Confidential information in the free text areas (aadress,
names medical record numbers or Gate of burth).

Incident Severity and Result
* Risk Grading ()
Chck help button (%) for grading chart

* Resut ©

* Degree of Harm )
Chck on the (7) help button for defintions

Clinical Details.
* NS Number

GP Practice Registered With?

Details of person reporting the incident

Reporter

* Full name.
* Telephone no.
+ Email address
Job robe/ grade

our Manages
* Your Manager ©)

o] [t ntee] e
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