
S
SKIN INSPECTION

S
SURFACE

K
KEEP MOVING

I
INCREASED MOISTURE 

AND CONTINENCE 
MANAGEMENT

N
NUTRITION

S
SELF MANAGEMENT / 

SHARED CARE
Sign / Comments

Date of plan: Check:
• Pressure areas _____ 
 hourly.

• Skin under medical 
 devices _____  

hourly.  

• Specify medical
 devices used: 

Catheter 
Naso gastric 
Oxygen mask 
Nasal oxygen 
Vascular Access Device 
Off	loading	boot	

 Other:

Specify:
• Mattress:

• Cushion:

• Detail additional
 pressure

redistributing
equipment:

Off	loading	boot:	
  

Protective product:

• Reposition ______
 hourly in bed.
• Reposition ______
 hourly in chair.
• Overnight patient /
 carer has agreed to 

repositioning _____ hourly 
• Specify any manual 
 handling equipment used:

Tilting device 
• Knee bend in place 

Record reason for no knee 
bend:

• Does patient have Moisture  
 Associated Skin Damage 
 Yes 
• Skin care to be carried out  
 ______hourly.
• Specify products required for 
 increased moisture /  

continence management:

Barrier Cream 
Pad / Pants  

• Optimise nutrition 
 and hydration.  

• Refer to MUST

• Provide information in a  
 format appropriate to 
 patient / family/ carer 
 needs :
• Specify:

Leaflet	
Verbal 

Not provided record reason: Date discontinued: 

_________________

Date 
Reviewed:

Check:
• Pressure areas _____ 
 hourly.

• Skin under medical 
 devices _____  

hourly.  

• Specify medical
 devices used: 

Catheter 
Naso gastric 
Oxygen mask 
Nasal oxygen 
Vascular Access Device 
Off	loading	boot	

 Other:

Specify:
• Mattress:

• Cushion:

• Detail additional
 pressure

redistributing
equipment:

Off	loading	boot:	
  

Protective product:

• Reposition ______
 hourly in bed.
• Reposition ______
 hourly in chair.
• Overnight patient /
 carer has agreed to 

repositioning _____ hourly 
• Specify any manual 
 handling equipment used:

Tilting device 
• Knee bend in place 

Record reason for no knee 
bend:

• Does patient have Moisture  
 Associated Skin Damage 
 Yes 
• Skin care to be carried out  
 ______hourly.
• Specify products required for 
 increased moisture /  

continence management:

Barrier Cream 
Pad / Pants  

• Optimise nutrition 
 and hydration.  

• Refer to MUST

• Provide information in a  
 format appropriate to 
 patient / family/ carer 
 needs :
• Specify:

Leaflet	
Verbal 

Not provided record reason: Date discontinued: 

_________________

Patient Centred SSKINS care plan

Attach Addressograph
Aim:	to	provide	effective	pressure	ulcer	prevention	strategies	to	reduce/eliminate	potential	for	pressure	ulcer	development.	

NB. Avoid patients lying on back/sitting for prolonged episodes, a total change of position is required, standing only is 
not sufficient 

NHSGGC PUDRA September 2024
• 282957 v3.0 GGC0207

GG&C (Acute) Tips for Pressure Ulcer Prevention and Management

Familiarise  
yourself with 
the Policy 

 Pressure Ulcer Daily Risk Assessment (PUDRA)

NHSGGC PUDRA September 2024

Attach addressograph

Hospital:

Ward:

Points to consider:
• Use within 8 hrs of admission to care area

• Re-assess daily and more frequently if a 
person’s condition changes

Pressure 
damage

No RISK At RISK Grade 1 – non blanching skin

Grade 2,3,4, suspected deep tissue injury (SDTI), 
ungradable pressure ulcer, Moisture Associate Skin 
Damage (MASD) 

Device Related Pressure 
Damage i.e. nasogastric, 
catheters, oxygen tubing

YOU MUST 
CHECK SKIN 
at pressure 
points

Daily skin 
check

4 hourly positioning

Complete SSKINS  
care plan

(Overleaf)

2 hourly positioning  with skin checks, Complete 
SSKINS care plan (overleaf)

All devices need a SSKINS 
care plan (overleaf)

 1 PressureDamage Does the person have Pressure damage; Grade 1, 2, 3, 4, SDTI, Ungradable?

2  Mobility Does the person require assistance to mobilise or change position?

3 Continence Does the person have moisture issues, or, continence issues with urine and/or faeces?

4 Nutrition Does the person appear malnourished and/or unable to eat or drink?

5 Skin Is skin compromised by any other source, e.g. medical devices; neurological deficit; surgery; medication; 
co-morbidities?

6 Judgement In your clinical judgement, is this person at risk of developing pressure damage? 

Date Location of pressure damage Grade of ulcer Date Location of pressure damage Grade of ulcer

 /     / /     /

 /     / /     /

 /     / /     /
 

If NO to all questions, continue Care Rounds Prescribed as assessed for individual need and re-assess daily.
If you have answered YES to any of the questions above, please complete the SSKINS care plan overleaf.

Date Time Pressure 
Damage

Mobility Continence Nutrition Skin  
Compromised

Clinical 
Judgement

Check 
Skin

Signature

/     / : hrly

/     / :  hrly

/     / :  hrly

/     / :  hrly

/     / : hrly

/     / :    hrly

/     / :  hrly

/     / :    hrly

/     / : hrly

/     / : hrly

/     / : hrly

/     / :    hrly

 Scottish Adapted European Pressure Ulcer Advisory Panel (EPUAP)  
Grading Tool 

Grade 1  - Non Blanchable Erythema 
Intact skin with non-blanchable redness, usually over a 
bony prominence.  
Darker skin tones may not have visible blanching but the 
colour may differ from the surrounding area.  
The affected area may be painful, firmer, softer, warmer 
or cooler than the surrounding tissue. 

Grade 2 - Partial thickness skin loss  
Loss of the epidermis/dermis presenting as a shallow 
open ulcer with a red/pink wound bed without slough or 
bruising.* 
May also present as an intact or open/ruptured blister.  

Photo  

www.tissueviabilityscotland.org 

*Bruising can indicated deep tissue injury  
**The depth of a Grade 3 or 4 pressure ulcer varies by anatomical location. Areas such as the bridge of the nose, ears, occiput and malleolus do not 
have fatty tissue so the depth of these ulcers may be shallow. In contrast areas which have excess fatty tissue can develop deep Grade 3 pressure 
ulcers where bone, tendon, muscle is not directly visible or palpable.  
Ref: European Pressure Ulcer Advisory Panel and National Pressure Ulcer Advisory Panel. (2009) Prevention and treatment of pressure ulcers: quick 
referenceguide. National Pressure Ulcer Advisory Panel, Washington DC 
NHS Quality Improvement Scotland (2009) Best Practice Statement: Prevention and management of pressure ulcers. NHS Quality Improvement Scotland, 
Edinburgh 

Updated:  Jan 2014 Review date: Jan 2016 

Suspected Deep Tissue Injury: 
Epidermis will be intact but the affected area can appear 
purple or maroon or be a blood filled blister over a dark 
wound bed. Over time this skin will degrade and develop 
into deeper tissue loss.  

Grade 3 - Full thickness skin loss  
Subcutaneous fat may be visible but bone, tendon or 
muscle is not visible or palpable. 
Slough may be present but does not obscure the depth of 
tissue loss. May include undermining or tunnelling. ** 

Grade 4 - Full Thickness Tissue Loss  
Extensive destruction with exposed or palpable bone, 
tendon or muscle. Slough may be present but does not 
obscure the depth of tissue loss. Often includes 
undermining or tunnelling.** 

Combination Lesions: 
These are lesions where a combination of pressure and moisture contribute to the tissue breakdown. 
They still need to be graded as pressure damage as above but awareness of other causes and treatments   
 is needed. See Excoriation & Moisture Related Skin Damage Tool  

Ungradable:  
Full thickness skin / tissue loss where the depth of the 
ulcer is completely obscured by slough and / or necrotic 
tissue. Until enough slough and necrotic tissue is 
removed to expose the base of the wound the true depth 
cannot be determined.  
It may be a Grade 3 or 4 once debrided 

Early warning sign - Blanching erythema  
Areas of discoloured tissue that blanch when fingertip pressure is applied and the colour recovers when 
pressure released, indicating damage is starting to occur but can be reversed. On darkly pigmented skin 
blanching does not occur  and changes to colour, temperature and texture of skin are the main indicators. 

Attach Addressograph Label

Ward:

‘Must dos’ for me. Ask the patient if there is anything 
they want specifically done today:

Care Rounds Checklist    Date: ______________
I have evaluated and deemed that the frequency of care delivery over the next work shift, based on the patient’s 
most critical need should be every (please circle)       1hr        2hr        3hr        4hr

1. Signed ___________________________  Name _____________________________  Designation ________________

2. Signed ___________________________  Name _____________________________  Designation ________________

3. Signed ___________________________  Name _____________________________  Designation ________________

Times

1 THINK DELIRIUM
Is the patient more confused or drowsy than normal?  If YES, inform registered nurse.

2 PAIN: assess and address
Is the patient distressed or in pain?  If YES, inform registered nurse.

S 3 SKIN INSPECTION
Pressure areas checked:

Red (R)  / Discoloured (D)  / Pressure Ulcer (PU)  / Intact (INT)  / Moisture (M)

K 4 KEEP MOVING
Has the patient moved or walked?

Bed Right side (30° tilt) – R         Left side (30° tilt) – L          Back – B  

Chair Assist to walk or stand (W/ST)

I 5 ELIMINATION    Does the patient need the toilet?
Independent = I   Assistance given = A Incontinent of urine or faeces = IC

N 6 FOOD, FLUIDS AND NUTRITION
Is the patient nil by mouth?

Drink taken?

Food, snack, or supplement taken?

Has oral hygiene been carried out as per care plan?

7 ENVIRONMENT Check:
Is the patient’s call buzzer to hand? Is the area clutter free, clean and safe? Does the 
patient have everything they require in safe reach? Is the bed in lowest position?

8 INFORMATION 
Is there anything else I can help you with? Inform patient of the time of return.

9 ESCALATION Escalate any issues to the registered nurse and document overleaf.

Care provider / role

USE FOLLOWING CODES:
Y = Yes    N = No     NA = Not applicable NT = No Thanks S = Sleeping O = Off the ward I = Independent

Excoriation & Moisture Related Skin   
Damage Tool

Skin damage due to problems with moisture can present in a number of different ways. This tool aims to
help you identify the cause to aid in decision making for treatments.  
Moisture may be present on the skin due to incontinence (urinary and faecal), perspiration, wound exu-
date or other body fluids e.g. locia, amniotic fluid 
Lesions caused by moisture alone should not be classified as pressure ulcers. 

Combination Lesions: 
These are lesions where a combination of pressure and moisture contribute to the 
tissue breakdown. They still need to be graded as pressure damage as above but
awareness of other causes and treatments is needed.  
See Pressure Ulcer Grading Tool 

Incontinence Related Dermatitis 

Mild 
Erythema (redness) of 
skin only. No broken 
areas present.=

Moderate 
Erythema (redness), with less than 50% 
broken skin. 
Oozing and/or bleeding 
may be present. 

Severe 
Erythema (redness), with more than 
50% broken skin. 
Oozing and/or bleeding 
may be present. 

Treatment:  
Clean skin with skin cleanser 
Apply durable barrier cream 

Treatment:  
Clean skin with skin cleanser 
Apply durable barrier film 

Treatment:  
Seek advice from local guidelines or 
Tissue Viability Service where available   

www.tissueviabilityscotland.org 

Moisture Lesions:  
Skin damage due to exposure to urine, faeces or other 
body fluids 

Location 
Located in peri-anal, gluteal, cleft, groin 
 or buttock area. 
Not usually over a bony prominence  

Depth 
Superficial partial thickness skin 
loss 
Can enlarge or deepen if 
infection present 

Colour 
Not uniform colour  of redness 
may have pink or white 
surrounding skin (maceration) 
Peri-anal redness 

Necrosis 
No necrosis or slough  
May develop slough if infection 
present 

Shape 
Diffuse often multiple lesions 
May be ‘copy’, ‘mirror’ or ’kissing’ 
lesion on adjacent buttock or 
Anal-cleft linear 

Edges 
Diffuse irregular edges 

Updated:  Jan 2014 Review date: Jan 2016 

1

Adult Wound Assessment 
and Management Chart

Patient ID label

Hospital/Healthcentre: ____________

Ward/Department: ____________

Right Left Left Right

Anterior View Posterior View

Left

MedialLateral

Right

LateralMedial

Factors present that could delay healing:

Anaemia Medication

Anti-coagulants Oedema

Chemotherapy Poor Nutrition

Diabetes Radiotherapy

Incontinence Respiratory/Circulatory 
Disease

Immobility Steroids

Inotropes Wound Infection

Allergies & Sensitivities (please state): Other (please state): 

Body Diagram Feet Diagram

Mark location with ‘x’ and number each wound Mark location with ‘x’ and number each wound
Type of Wound

Wound Number on body 
chart

Type of Wound Duration

Assessor Details

Name:  ____________________________ Signature: ____________________________

Designation: ____________________________ Date: ____________ Time: ____________

v2.1 • GGC0068• 296236

At Risk (any Yes  
answers) complete all 
sections of care plan and 
check relevance daily 

Involve Patients, 
relatives/carers provide 
leaflet & record in  
care plan

Record on care plan 
actions to improve  
and prevent and  
moisture  damage

Grade all pressure 
ulcers and act  
on moisture

Record use of 
products in 
care plan and 
reasons if not 
used in nursing 
evaluation Complete wound 

assessment chart for 
all wounds

New pressure ulcer refer 
to Tissue Viability on 
Trakcare

Head

Ear

Foot
(outer side)

Knee
(outer side)

Knee
(inner side)

Ankle

ShoulderHip
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Approved by: Acute Clinical Governance Forum 

Date for Review: May 2022 

Replaces previous version March  2016 

A guide to help you

Prevent Pressure Ulcers
(also known as bed sore, pressure sore or pressure injury)

Anyone at any age can get a pressure ulcer but you are more at risk if you:

•  have trouble moving and cannot change your position without help.

•  cannot feel pain over part or all of your body.

•  have issues with your bladder or bowels (continence).

•  are seriously ill, or have had recent surgery and are reluctant to move, or have difficulty 
moving.  

•  have a poor appetite or diet and don’t drink enough water.

•  have damage to your spinal cord and cannot move or feel the areas shown in the figure 
below. 

•  have diabetes or problems with circulation to your legs and feet.

This leaflet lets you know what you and your carer can do to help you avoid getting a pressure 
ulcer.  If your carer is not involved in helping you care for your skin, you may need to ask them 
to help with this. 

If you are in hospital your nursing team will help with this. You can still have your carers involved 
in your care, if appropriate. Please discuss this with the nursing team when they discuss and plan 
your care with you.

It is important to follow the practical advice in this leaflet and discuss with your healthcare 
professional anything else that you can do to make sure your skin remains healthy. Please note, 
a healthcare professional can be a nurse, doctor (GP), occupational therapist, dietitian, 
physiotherapist, podiatrist or midwife.

What is a pressure ulcer?
A pressure ulcer (also known as a bed sore, pressure sore or pressure injury) is an area of skin 
damaged by pressure.  It is usually caused by sitting or lying in one position for too long without 
moving, or by rubbing or dragging your skin across a surface.  A pressure ulcer can also develop 
under equipment such as splints and casts. 

A pressure ulcer can develop in only a few hours and usually starts with the skin to the affected 
area changing colour.  It may appear slightly redder, warmer or darker than usual.  If you do not 
take measures to address the cause(s) it can develop into a blister or an open wound.

It is better to prevent pressure ulcers as they can take a long time to heal.  If left untreated, 
complications may occur which can be very harmful to you.  In extreme cases some of these 
may even be life threatening. 

What parts of the body are most at risk?
The shaded areas on the diagram below show the areas most at risk where a pressure ulcer could 
develop.  These areas are at risk when you are sitting up and when lying in bed.

Please turn over...

Daily PUDRA 
check skin and 
pressure points

Link care 
rounding  
with PUDRA
Use variance 
sheet on  
back page

STOP
Pressure Ulcers

• 325062 v1.1

Healthcare acquired pressure damage  
Adult In-patient Pathway

Was this PRESSURE ULCER present on admission?

YesNo

DO NOT DATIX
Complete:
1. Wound chart
2. PUDRA
3. SKINSS care plan
4. 2 hourly pressure 

relieving 
interventions

IF ON FOOT/ANKLE REFER 
TO PODIATRY
and
Refer to Orthotics 
if Grade 2 or above 
or
Grade 1 if ward based 
pressure redistributing 
footwear not appropriate 
or ill fitting.

DO NOT DATIX
Complete:
1. Wound chart
2. PUDRA
3. SKINSS care plan 
4. 2 hourly pressure 

relieving 
interventions

Refer to Tissue viability
and
Refer to Orthotics 
if Grade 2 or above 
or
Grade 1 if ward based 
pressure redistributing 
footwear not 
appropriate or ill fitting.

If concern about vascular status refer to vascular without delay.

A wound chart must be completed before any referral with sizes 
measured not estimated.

Tissue Tuesday August V3 JUL24HH

ALL foot wounds must be referred to podiatry on discharge via 
Trak for follow up in community.




