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

Greater Glasgow
and Clyde

SI0P

Pressure Ulcers

Pressure Ulcer Daily Risk Assessment (PUDRA) NHS
g A guide to help you NHS
Prevent Pressure Ulcers G g
o [ (also known as bed sore, pressure sore or pressure injury)

Use it e of smsion o v v
Aachsarssogaph

+ R doyond mor sty 3
Wart Prions congoonchanges

o T S e T Patient Centred SSKINS care plan NHS * have trouble moving and cannot change your position without help.
- S
- i, | e oo e i over por o il your by
Fa ¥ ‘Damage (MASD) " 3 not sufficient « have issues with your bladder or bowels (continence).
% ~ k2 + are seriously il or have had recent surgery and are reluctant to move, or have dificulty
Greater Glasgow it oppeoe oo |t | dome | ezt |t | e | seveomees o porapet o i and don' ik cnough vt
@eresn e Lrsxr . cannot move or feel the figure
and Clyde e e RS e el
1 PressureDamage | Does the person have Pressure damage: Grade 1, 2.3, 4, SOTI, Ungradable? N s P _21’”‘;"1“; :";“:,ﬁm',,,.‘m * have diabetes or problems with circulation to your legs and feet.
2 Mobliy ‘Does the person require assistance to mobilise or change position? [ seter et @ cuation iy e ot ‘This leaflet lets you know what you and your carer can do to help you avoid getting a pressure
o I—— i 0 uicer. If your crer s not involved in helping you care for your skin, you may need to ask them
e R
4 Nutrition. Does the person appear malnourished and/or unable to eat or drink Catheter a oo it
persen ppesr el " s g [ P—— If you are in hospital your nursing team will help with this. You can stll have your carers involved
i = your care with yor
Pressure Ulcer Prevention and Management Policy © ugement Jeireant] Itis important to dvice in this leaflet
| e e | [ crstetuter = — 2 healthcare professional can be a nurse, doctor (GP), occupationl therapis, diettian,
(I I | | I et o e physiotherapist, podiatrist or midwife.
] ] . ] = Whats  presure ucer?
o st rc [RIp—, Itis or lying in one w‘\hw\
e e e e e e B
Aoprovedoy: — = area changing colour. It may appear slightly redder, warmer or darker than usun\ Nyoudcnm
“Date for Review: Way 2022 Yy take measures to address the cause(s) it can develop into a blister or an open wo
March 2016 L ety
ol ” may even be lfe threatening.
— h:‘: What parts of the body are most at risk?
e T T————— [ — ——

Knee
(inner side)

Foot

(outer side) Head

Ankle Knee

(outer side) Ear

Shoulder

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

Excoriation & Moisture Related Skin m
Damage Tool

of diferent ways. This tool aims to

Early warning sign - Blanchi
Areas of discoloured tissue that blanch when fingertip pressure is applied and the colour recovers when
presurerlssa, csing darage i siatng I ccou bl can bo eersc Ok pgmeried

help you identify the cause to aid in decision making for treatment
Moisiure may be present on the skin due o incontinence (urinary 'and faecal, porspiration, wound exu-
date o ober by s o g oo ool fuid

uicers.
Grade 1 - Non Blanchable Erythema i
Combination ._.‘k,,., T ki il o hanle forcne el ver o™= Care Rounds Checklist Date: Ntach Addhessograph Labe NHS
Theso ao lesions where a combintion ofpresure and majstre cantoute o bony prominance —
tissue broakdown. Darker skin tones may not have visile blanching but the most el meed shou b evry(pse crce)  The  Zhe She dhe nadE
vareness f o cause and rcamonts s needed Colour may diffr rom the surrounding aren B o o
Prossure Ulcer Grading The affecled area may be painful firmer, softer, warmer N N Ward:
o or cooler than the surrounding isue. 2. Sgned Name J—
Moisture Lesions: i
ncontinence Related Dermetitis , faeces or other ‘Grade 2 - Partial thickness skin loss. 3 sined tame Designaten st dos'for
oy e o3 of ihe cpdemsdemis presening 3s @ shalow R
. open ulcer with a redipink woun out sough or e NN NN o 8 - Offthe w1« ndependen
e (oo o on open ues p o Vv N-No NA-Notsppicabe NT-NoThunks S Sleping 0= Offtheward 1 ndependent
sk o Located n peri-anal, guteal, cleft, groin May also present as an intact o openiruptured bister Tives
as pre  buttock a T[T DO
Not usualy over a bony prominence Grade 3 - Full thickness skin loss. "
Subcutanoous fat may bo visile but bone, tendon or A s and s
et o skin cleanser Siugh may b resent ut does ol chscure e depn u“ 1 o msrecrion
| e s s o ssue loss. May indlude undermining or tunnaling.
Kiing! ‘Grade 4 - Full Thickness Tissue Loss R () Do ©) 1 Presure Uer Pyt GR)  tre 0)
Moderate fesion on adjacent buttock or Extensive dosiruction with exposed or palpable bone, [ [+ xeer wovine
Erylhema (rednoss), wit loss than 50% | |Anal-lef near Tondon or st Sough e ba. prssens bt oes not] s moved or valadt
broken skin Gbscure. e depih of ssue. loss. Ofion incudes Bod_figntoie OO0 R Lo GO o0 Lo
undermining or tunneling.* Char st o valcor and OUST)
may be presont. iges. e e e patert necd
Diffuse megular edges ‘Suspected Deep Tissue Injury: il ety gy -
Epidermis wil be intact but the afected area can appear e
e a blood fed biister over a dark . ¥
Cloan skin with skin cleanser Over time ths skin il degrade and dovelop. Ok et
|Apply durable barrier fim Necrosi Inlo docper Tosue fose oo snck o suppemen v
No nesose or souh Ungradabl sl byfen been card ot o e
iy developsoughfcton Full thicknoss ki / tissuo loss where the depth of the T eRoNwENT check
Enphems (edness),wit more than pro uiceris completely obscured by siough and / or necrotic
0% broken kin. tssue. Unil enough. sough and necrolc tssue s
(Gosing andlor beeding moved to expose the base of the wound the true depth & wromaton
may be present ot be detarming et of th e o et
D sl partal tickness sk ILmay be a Grade 3 or 4 onco debrided 0
w— = Combinati Careprovider / role
Sock aduice from local guidelnes or Can enlarge or deepen if Thosear lesone where combineton of prsssure an melsur conute o the Beaus breskown,
Y s needed. See Excoriation & Moisturo Related Skin Damage Tool
Colour
ot o oo of s e
may have pink :
Somouncng i (nacoraon) A —
Perianalredness ot S 8 et ST i e e s 5oy g 50,

Ut o 2014 Rt s Jn 2015 o

Healthcare acquired pressure damage
Adult In-patient Pathway

Patient ID label Adult Wound A it
and Management Chart NHS
Creatr Clagow
HospalHealicente: e Was this PRESSURE ULCER present on issit

Anaema Miedcaton m
[t conguants Oedema

Crematherapy Poor Notron l l
Diabetes Rodotherapy
ncontinence Respratory Creuiatory
Discae
oty St
rotropes Wound nfection
Alergies & Sensis pesse st (Gther Glease sty
Body Diagram

DO NOT DATIX DO NOT DATIX

Complete: Complete:

1. Wound chart . Wound chart

2. PUDRA 2. PUDRA

3. SKINSS care plan 3. SKINSS care plan

4. 2 hourly pressure 4. 2 hourly pressure
relieving relieving

Refer to Tissue viability | |IF ON FOOT/ANKLE REFER

and TO PODIATRY
Refer to Orthotics and
if Grade 2 or above Refer to Orthotics
or if Grade 2 or above
X Grade 1 if ward based or
- pressure redistributing Grade 1 if ward based
<'| { Medal footwear not pressure redistributing
Aot View Fostrior Vi, il appropriate or ill fitting. | | footwear not appropriate
orill fitting.
Mark ocation with  and
Tope ot Wor
o N o by [ e g Duraton [1F concern about vascular status refer to vascular without delay. _|
Awound chart must be completed before any referral with sizes
measured not estimated. ‘
oo Dot
Name Sonsture: ALL foot wounds must be referred to podiatry on discharge via
Desgraton: oue e Trak for follow up in community. ‘

S M+ 325062 v1.1






