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National Pressure Ulcer Advisory Panel

pressure ulcer stages/categories

Stage: |

Intact skin with
non-olanchahble

rednese of &
lacalized area

usually over a

bony

Diarkly pagmented
skin may not have

visible blanching;
ite color may differ
from the

surraunding area.

* Mal pictured.

MPUAP copynighi, photos used with permission

Stage: Il

Fartial thickness
lose of dermis

presenting as a
shiallow oper

ulcer with a red
pink wound bed,
without slaugh.
May also present
a3 an intact or
openTupbured
sarum-filled
bfister.

Stage: Il

Full thickness
fissue lose.
Subcutaneows fat
miay be wvisible but
bone, tendon or
muscles are mod
exposed. Slough
may b presant
but does nod

obscure the depth
of fissue koss.

May inchude

unidarmaning and
furingling.

Stage: IV

Full thickness
fissue loss with
exposaed
fendan or
muscle. Slough
of eschar may
b= prasent on
some parts of
the wound bed.
Often includes
undermining
funinialing.

Eus ected Deep
ue Injury'

Purpls or maroon
localized area of
discolored intact skin
or blood-illed blster
due to damage of
underlying sofi

from pressure andfor
shear. The area may
be precedad

fissue that is painful,

firm, wshy, Boggy,

warmer or cooler as
compared to adjacent

fissue.
Unstageable*

Full thickness tissua
boss in which the
base of the ukcer s
covered by

{yellow, fan, gray,
grasn or brown)
andlor eschar (tan,
brzwn or black) in the
wound bed.




Unstageable pressure ulcers

Hip, Unstageable Occiput, Unstageable




Deep tissue injury
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Context & Aim

The aim of care bundles as set out in this high impact intervention (HIl) is to ensure
appropriate and high quality “harm free” patient care. Regular auditing of the care bundle
elements will support cycles of review and continuous improvement in care settings.

Registered nurses must audit compliance against key policies and procedures for pressure

ulcer prevention and management, in line with the relevant legislation at the time of
publication® 2.
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Objectives

The North West Critical Care Networks’ Pressure Ulcer Group has identified their intention

to:
* Reduce the risk and incidence of pressure ulcer acquisition in the critical care

environment.

» Eradicate all category 3 & 4 and unstageable pressure ulcers acquired in
critical care, that on route cause analysis are demonstrated to be avoidable.
(Appendix 1).
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P3-4
« Critically Ill Patients

« Due to the very nature of their iliness, critically ill patients are
often at higher risk of developing pressure ulcers. The reasons for
the increased risk are patients may well be sedated and unaware
of their environment; be compromised physically due to their
clinical condition, have catheters, lines and drains that can create
pressure and be just too weak to be able to reposition themselves
to relieve pressure.

« Forthose patients with poor local and systemic oxygenation and
perfusion consider the need to change support
surfaces ....... Patients with spinal instability, haemodynamic
instability and/or nursed in the prone position.....
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_DER INVOLVEMENT

« This document has been developed by the North
West Critical Care Networks' Pressure Ulcer

Management Group.
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« Registered nurses must audit compliance against
key policies and procedures for pressure ulcer

prevention ....
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RIGOUR OF DEVELOPMENT

« Pressure ulcers are largely preventable and the
National Institute of Clinical Excellence (NICE) has
produced comprehensive guidance for the
prevention and management of these ulcers.
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RIGOUR OF DEVELOPMENT

« Pressure ulcers should be classified using the
NPUAP/EPUAP system and recorded in the
patient’ s notes .

« 10. Skin damage determined to be as a result of
incontinence and/or moisture alone should NOT
be recorded as a pressure ulcer .

10. NPUAP/EPUAP (2009) Prevention and treatment of pressure ulcers. Clinical Practice
Guideline.

11. Tissue Viability Society (2012) Achieving Consensus in Pressure Ulcer Reporting.
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CLARITY OF PRESENTATION

Elements of the Care Process

1. Surface

3. Integument /Incontinence

a) Type of mattress — All patients should be visibly assessed on admission to critical
care and placed on the appropriate pressure relieving surface

a) Where patients are persistently incontinent of urine, a urinary catheter should be
considered in line with Trust guidelines

b) Where patients are sat out in a chair, pressure relieving cushions or equivalent should
be used

c) Checks should observe for patients lying on drains, catheters, lines etc. Repositioning
of lines, drains etc. should be done with due consideration to care of pressure areas

b) Where patients are having persistent diarrhoea, proactive processes and systems
should be applied in line with Trust guidelines, e.g. faecallbowel management systems
c) Barrier creams to protect the skin should be used in line with Trust guidelines and
protocols

d) Patient assessment checks should be made to ensure the bed sheets and surfaces are
wrinkle free

4. Nutrition

a) A nursing nutritional assessment must be completed within 24 hours of admission to
critical care

Keep Moving
a) All patients should be reposi‘lionel 2 hourly l
NB. Position changes or clinical contraindications to repositioning should be clearly
documented

b) Nutrition supplements should be commenced within the first 24-48 hours following
admission. Where contraindications exists, follow trust protocol

c) Adequate hydration should be maintained

b) Patients should not be sat out in chairs for longer thah 2 hours

c) Patients with existing sacral pressure ulcers should not be sat out putting direct
pressure on the ulcer

5. Documentation

d) ET tubes and fixation devices should be checked 2 hourly to prevent mouth ulcers
developing around the lips and mouth

a) There should be appropriate available documentatign to demgnstrate that all care
elements/assessments have been performed at lea§t 2 hourly §inless otherwise

e) The site where n, ic.tubes meet with the nostril should be checked and
ition assessdd 2 hourly o prevent nasal ulcers

specified (examples - Appendix 3)

f) If a patient is on non-invasive ventilation appropriate preventative measures should be
taken to reduce pressure on the bridge of the nose/forehead

g) Where oxygen masks are in situ preventative measures should be taken to protect the
tops of the ears from pressure. This should be included in thd 2 hourly aksessment

h) Where saturation probes are used the site should be alternated a

i) Where patients are being nursed in the prone position pressure shoul@De
redistributed/alleviated as per local policy

j)  Where TED s in place the skin should be assessed and the stocking
resized at lea§t 8 hourly

k) Where Flowtrons are in place the skin should be checked 8 hour a minimum - 2

hourly checks should be made at the site of the connecting tubes

A N=|
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CLARI Y OF PRESENTATION

« 13.Where patients are /incontinent of urine/feaces hygiene needs are
to be addressed in a timely manner to preserve skin integrity.

« 3.Integument /Incontinence

« b) Where patients are having persistent diarrhoea, proactive processes
and systems should be appliedin line with Trust guidelines, e.g.
faecal/bowel management systems

« 15.Where there is evidence of either a category 3 or 4 pressure ulcer or
unstageable pressure ulcer, Medical Illustrations should be asked to
photograph the ulcer. Advice should be sought from the 7issue
Viability Nurse. Medlical staff must be informed
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CLARITY OF PRESENTATION

Elements of the Care Process

1. Surface

a) Type of mattress - All patients should be visibly assessed on admission to critical 3. Integument /Incontinence
care and placed on the appropriate pressure relieving surface a) Where patients are persistently incontinent of urine, a urinary catheter should be

b) Where patients are sat out in a chair, pressure relieving cushions or equivalent should considered in line with Trust guidelines
be used b) Where patients are having persistent diarrhoea, proactive processes and systems

c) Checks should observe for patients lying on drains, catheters, lines etc. Repositioning should be applied in line with Trust guidelines, e.g. faescal/lbowel management systems
of lines, drains etc. should be done with due consideration to care of pressure areas c) Barrier creams to protect the skin should be used in line with Trust guidelines and

d) Patient assessment checks should be made to ensure the bed sheets and surfaces are protocols

wrin kle free

4. Nutrition
Keep Moving a) A nursing nutritional assessment must be completed within 24 hours of admission to
a) All patients should be repositioned 2 hourly '-‘-rilil-?all care _ i :
NB. Position changes or clinical contraindications to repositioning should be clearly b) Nutrition supplements should be commenced within the first 24-48 hours following
documented admission. Where contraindications exists, follow trust protocol

c) Adequate hydration should be maintained

b) Patients should not be sat out in chairs for longer than 2 hours

c) Patients with existing sacral pressure ulcers should not be sat out putting direct
pressure on the ulcer

d) ET tubes and fixation devices should be checked 2 hourly to prevent mouth ulcers
developing around the lips and mouth

e) The site where naso-gastric tubes meet with the nostril should be checked and
position assessed 2 hourly to prevent nasal ulcers

f) If a patient is on non-invasive ventilation appropriate preventative measures should be
taken to reduce pressure on the bridge of the nose/forehead

g) Where oxygen masks are in situ preventative measures should be taken to protect the
tops of the ears from pressure. This should be included in the 2 hourly assessment

h) Where saturation probes are used the site should be alternated at least 2 hourly P 6 7

i) Where patients are being nursed in the prone position pressure should be
redistributed/alleviated as per local policy

j)  Where TED stockings are in place the skin should be assessed and the stocking
resized at least 8 hourly

k) Where Flowtrons are in place the skin should be checked 8 hourly as a minimum - 2
hourly checks should be made at the site of the connecting tubes

5. Documentation
a) There should be appropriate available documentation to demonstrate that all care
elements/assessments have been performed at least 2 hourly unless otherwise
specified (examples - Appendix 3)
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P7, P8, Appendix SKIN BUNDLE AUDIT TOOL

Elements and Criteria

Ta 161 [Td]2a|2h [Fe |2 [P |30 [20|20 (21 |2 [Pk]3a (203 |46 [4b |4¢ |5a | Full Complancs

Patient 1

 Care Bundle Electronic Tool

Patiant 3

Patigrt 4

« Appendix 3:skin bundle audit tool [z

Patient 7

Patient 8

o Critical care skin bundle .... Fatorts

Fatient 10

Patient 11

Patient 12

Care Bundle to reduce incidences of Pressure Ulcers in Critical Care: Review tool Patiznt 13

Patient 14

Elements Patient 15

Surface Keep Maving & D Are all el Fatisrt 16

Observation Integumentary compliant? Fatient 17

Patient 18

Patignt 19

Patiert 20

Patisnt 21

Patient 22

Patient 23

Patient 24

Patisnt 25

Patient 26

Fatient 27

LR NE RN RN RN LN

Patient 28

Patient 29

Patient 30

Total number of imes an

individual element was ' = Element criteria compliant OR: NI&

% When all elements of S -
m;.:tqlwl:’ M = Element criteria nen compliant

NB. Enter 'Y", NIA or ‘N’ depending if the elements of care have been applied
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| Critical Care Skin Care Bundle Admission

Type of mattress used:

Weight of patient
(Estimated/Actual) in KGs

Waterlow score

IN-

/70N

Addressograph:

Does the patient have any existing pressure sores? Yes{ ) No[ )

I yes, list below and document on the body chart

Also document all invasive moenitoring lines, cannulae, catheters,
surgical wounds and non-surgical wounds on the body chart on

admision

Existing ulcers on to Critical Care

Site ne. | Wound Category/Condition

Body Diagram

Anterior Posterior

i

size [Description) “ul my Y
= =} ,
| | |
5 th i . ase .
5P | Pressure Areas on Discharge from Critical Care ‘ Addressograph

Does the patient have any existing pressure sores on
transfer from Critical Care? Yes| ) MNo{ )
Ifyes, list below and document on the body chart

Ako document all invasive monitoring lines, cannulae,

- /Applicability

Pressure Ulcers Developed Whilst
Critical C

& cledrervi g apsh

catheters,
Existing Pressure Ulcers on Discharge from
Critical Care
Ulcer Condition and Treatment
category (Description)

Posterior

Date & time of transfer

Biicly [iagram ol Diagram
) j
1,
.\_\ )
\ (" h ’
| )
\ /]
: \\ \ { \ L
i .y
Wi |u""| N
' f
|
A N _
e ~
\ ( é .
| & |
Ll Liiswr Ui Lewr
i 2 3 4
Dite Pross s Ulkomr
Dl o]
Categary of Ulosr | EPLLAF)
Phatagragh Tdoen ¥ /N
Relwrend o T Viability
YN
Indidlnt Fasn Completed
¥iN
Mark bacation with K" and rember sedh wound
TREATMENT PLAN
Uhowr B Mowr Uicwr
i 2 3 4
Prevars Ralimdng Devion

Sign & print name of transferring

nurse

a Came Naworke Viaraon 1. |
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HOSPITAL Ho:

| | KEY; Care! Action Delivered

DATE:

=Yes

Fraquancy of care delivary should be 2 hourdy unless fem & a vaid cinical reason which should then be docurmented in the patents care plan

Water flow Scome on admission to unit:

X - Ho {record whynot]

V =Variance fall variances to be documented

in nursing notes)

TIME - recond using 24 howr chock —

N

| BED: Tvpe of matiress;

CHAIR : Type of cushion:

AN patient pressure relieving equipment working comec

Al pressure areas chechked

Evidence of pressure rdlated damage

-

Frequency of care delivery should be 2 hourly unless

there is a valid clinical reason which should then be
sansy documented in the patients care plan.

¥ damage evident please document site, grade and actien

ET tubelfixation (comers of mouth)

Haso gastric tube (nostrils)

Owygen saturation probe (aktemates site]

Hon invasive venfilation {noseforeshead]

Stage: |

Stage: Il

Onygen mask (iops of ears)

Other: Sae dewice and lozation 502 o check below

¥ Category 2 -4 ulcer is present complete Critical Incddent form

¥ Category 2 -4 ulcer is present refer to Tissue Viability Nurss

¥ Category 3 or 4 ulcer is present refer to Medical Mustration

Right Side

L oft Side

Intact skin with Partial thickness

non-blanchable loss of dermis

Prons

radness of a presenting a5 a

Stand /| Relieve or redistribute pressure

localized area shallow open

In contine nt

CONTINENCE /| NTEGUMENT

usually over a ulzer with a red

Catheterised

bony pink wound bed,
Darkly pigmented withaout slough.

In contine nt

skin may not have  May also present

Stoma

wisibde blanching; a5 an intact or

Bowels Faecal Collecior

Faecal Diversion System

e color may differ  openfruptured

from the sarum-illad

Biowel Man ag ement System

surrounding area. biister.

Pl

Oral fluids

MUST Scone:

Oral s emants

* Mal piclured.

IV fluids

MPUAP copyright, phofas used with permission

NURSES MNITIALS

21. 155|=RE

Al H &

IHRYTRZE

Stage: Il

Full thicknees
tizsue boss.
Subcutanecus fat
may be visibds but
bone, tendon or
muscles are not
exposad. Skough
may be present
bt does nod
obscure the depth
of tissua loss.
May include
undermining and
tunneling.

Full thickness
tissua boss with
axposed
tendon or
muscle. Slough
or eschar may
be prasent on
some parts of
the wound bed.
Often includas
undarmining
tunneling.

Suspected Deglp
Tissue Injury

Purple or maroon
lecalized area of
discolored intact skin
ar bloodHilled bEster
due to damage of
underfying soft

from pressure andior
shear. The area may
be preceded

figsue that is painful,
firm, ushy, boggy,
warmer or coolar as
compared to adjacent
figsue.

Unstageable®

Full thickness fissue
lzag in which the
base of the wceris
covered by

{yellow, tan, gray,
graen o brown)
and/or eschar (tan,
brown of black) in the
wound bed.
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Editorial independence
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Rate the overall quality of this guideline 5

KEaEEKAARIESI/

I would recommend this guideline for use?

YES! BUT...
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fecal/bowel management systems - Zh
Flexi-Seal™ Fecal Management System
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