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The purpose of this procedure is to provide a comprehensive, coordinated and systematic approach, for pressure injury prevention and management across Canberra Hospital and Health Services that includes governance, structures and systems, and the use of best available evidence. This clinical procedure is consistent with the National Safety and Quality Health Service Standards and national and international recognised guidelines.

It provides clinicians and senior managers with direction and resources to implement evidence based systems to recognise the risk factors and prevent pressure injuries, and to manage them when they occur.
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This procedure applies to all ACT Health staff responsible for the safe and effective prevention and management of pressure injuries for all patients at the Canberra Hospital and Health Services (CHHS). 

This document applies to the following Canberra Hospital Health Services (CHHS) staff working within their scope of practice:
Medical Officers
Nurses and Midwives 
Allied Health professionals
Students under direct supervision

	[bookmark: _Toc389473278][bookmark: _Toc473634741]Section 1 – Governance and Systems in the Prevention and Management of Pressure Injuries



[bookmark: _Toc389473279]ACT Health has an organisational framework for the prevention and management of pressure injuries supported by evidenced based tools and guidelines. The overarching monitoring group is the Pressure Injuries Standards Committee. The committee has an Executive Sponsor, a Clinical Lead and Director of Nursing sponsor, representatives from each Division, a lead Quality Officer and consumer representative. This committee reports to the National Standards Steering Committee.

There are a number of mechanisms for reporting pressure injuries within ACT Health. Clinical incidents are reported via RiskMan which is accessible to all staff via the intranet. A wound extension module within RiskMan (WEM) captures elements of best practice implemented for the individual patient and improves reporting of the pressure injury, including whether the injury was present on admission or facility acquired. 

Governance of the Pressure Injury Standard is well supported by a number of regular audits, Pressure Injury Prevalence Surveys (PIP) and monitoring of clinical incidents particularly facility acquired pressure injuries.
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Patients are assessed by nurses/midwives on presentation to Canberra Hospital, and at their first visit in the Community Care Program (CCP). 

Staff should follow the CHHS Pressure Injury Prevention and Management Clinical Interventions Guideline – (Attachment 1)

Risk assessment
CHHS endorses the following tools for pressure injury risk assessment:
Waterlow Risk Assessment Tool (WRAT) - for adults (see Attachment 2)
Braden Q Risk Assessment Scale - for paediatrics (age <15years) (Attachment 3)
Neonatal skin assessment in NICU and SCN (Attachment 4)
Modified version Waterlow  tool (2005) in Maternity (Attachment 5)
Braden Risk Assessment Scale within the community (Allied Health) (Attachment 6)

Staff must complete a pressure injury risk assessment, using the designated tool, and a comprehensive skin integrity check, to identify those patients at risk of developing a pressure injury. Clinical judgement is essential when using a risk assessment tool for pressure injury.

A pressure injury risk assessment should be conducted:
on admission to hospital, or at the initial home or clinic visit for patients seen in the CCP, and documented in the patient’s clinical record. Patients and carers must be informed of the potential risks of developing a pressure injury and the prevention strategies used. If a pressure injury is present then an explanation of stage or category of injury is given and a management plan is developed in partnership with patient and carers
on admission to the Emergency Department, or as soon as possible for patients undergoing resuscitation or other priority interventions.

A risk assessment includes a full body skin integrity assessment, examining bony prominences, and particularly under medical devices, to look for alterations to intact skin. When assessing darkly pigmented skin, prioritise skin temperature, oedema and change in tissue consistency. Staff should undertake microclimate management including incontinence management e.g. pH balanced skin cleansers and moisturizers, and incontinence products measured to fit.

Pain should be regularly assessed and effective pain management should be instigated as required.

A skin integrity assessment is conducted using a structured approach to risk assessment, informed by knowledge of relevant risk factors and clinical judgement and should be performed: 
daily in Canberra Hospital and more frequently if there is a significant change in the patient’s condition
after a prolonged procedure where the patient has been immobile or had surgery 
at home/clinic appointment for CCP patients, Outpatient clinics, Ambulatory Care Clinics and Walk in Centres
prior to discharge or transfer to other wards or facilities.

Risk factors
Most risk assessment tools incorporate many of the risk factors. 

Factors for consideration include:
Perfusion and oxygenation
Poor nutritional status
Increased skin moisture
Increased Body temperature
Advanced age
Sensory perception
Haematological measures and 
General health status.

Risk factors can be divided into intrinsic and extrinsic
Extrinsic factors 
pressure 
impaired mobility 
impaired activity 
impaired sensory perception 
tissue tolerance 
friction 
shear 
skin moisture/microclimate 

Intrinsic factors
nutrition 
demographics 
oxygen delivery 
chronic illness 
skin temperature 

Resources for Pressure Injury Prevention
The following resources are available for staff to use in the prevention of pressure injuries:
alternating air mattresses for patients with a pressure injury 
chair cushions for patients with a pressure injury or at risk
heel troughs to off load heels off the bed surface for patients with a pressure injury or at risk
slide sheets, to be used at all times for moving patients within a bed and onto a chair
lifters, hover mats and Skin IQ (only available on Tissue Viability Unit (TVU)) recommendation) are additional resources available from Canberra Equipment Service (CES)
consider applying silicone foam dressing to bony prominences, e.g. sacrum and heels. Assess skin integrity under dressing daily.

All equipment mentioned can be ordered through CES at Canberra Hospital and ACT Equipment Scheme in the community. All patients who are wheelchair dependent require review of wheelchair and cushion by the Occupational Therapist (OT).

Special populations
Specific patient populations are at greater risk of developing pressure injuries and particular care is taken to implement preventative strategies to meet the special needs of these patient groups:
Bariatric
Critically ill
Older adults
Labouring women with an epidural
Patients in the operating room
Patients with a spinal cord injury
Patients in palliative care
Paediatric patients
Neonates
Out patients/walk in centres. 
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Wound Management Plan
Staff should follow the CHHS Pressure Injury Prevention and Management Clinical Interventions Guideline – (Attachment 1) in the management of pressure injuries. A wound management plan must be developed when a pressure injury is identified.

Staff must include the following in the management plan:
referrals to health professionals, such as Dietician and OT for those patients identified at risk or with a stage 2 pressure injury or above 
prescribing of nutritional supplements if required

Patients must be assessed and reviewed at each dressing change, and staff should document the stage of the pressure injury, its location and if facility/community acquired. 

A care plan to prevent/manage pressure injuries should be completed at each shift or home/clinic visit and placed in the patient’s clinical record. The pressure injury risk and a plan must be communicated at clinical handover.

Reporting a Pressure Injury
If a pressure injury is noted on admission, or develops during the course of admission, a RiskMan report must be completed and referred to the Tissue Viability Unit and/or Nurse Practitioner (NP)/Clinical Nurse Consultant (CNC) CCP via Riskman or a phone call. Note that all reported pressure injures are assessed by the Tissue Viability Unit at Canberra Hospital and NP/CNC in the CCP. 

A Service Review will occur for any stage 3 or 4 pressure injuries, including suspected deep tissue injury or unstageable, that is facility/CCP acquired. An in-depth analysis will be conducted by the relevant CNC/NP in the clinical area where the pressure injury was reported. The incident review will identify if the pressure injury was avoidable or unavoidable and is reported at the CHHS Pressure Injuries Standards Group. Divisions are required to communicate outcomes and recommendations to staff and take action as appropriate.

Medical Device Related Pressure Injury
Pressure injuries may develop as a result of prolonged and unrelieved pressure from a medical device. Often the devices are required for treatment and management of a patient’s medical needs. Staff should note the following when caring for a patient who has a medical device related pressure injury:
Tubes should be repositioned in the mouth every 4hrs/PRN. Mucosal injuries are found on mucous membranes such as tongue, nasal passages or oral mucosa and are caused by oral tubing/equipment
· Neonates are checked with routine care for pressure injuries from any medical devices and tapes, more frequently if the score indicates this necessity (attachment 4).The Neonatal skin Risk Assessment score and action taken is also documented 
Use an endotracheal attachment device for a patient who will be intubated for more than 24 hours. Cotton tape should be replaced every 24hrs/PRN
Miami J/hard collars used in spinal precautions should be removed every 4 hours/PRN to inspect the underlying skin and tissue and change padding when soiled
A clear documented order from the Medical Officer should determine when splints or back slabs can be removed. At this time a skin integrity assessment should be completed 
If splints cannot be removed for medical reasons, document this in the patient’s clinical record
Ensure splints and back slabs are well padded. Ask patients to report any areas that are uncomfortable or painful, particularly over bony prominences
Note that patients who have peripheral neuropathy and spinal injury do not have any pain sensation in these areas.

Discharge from Canberra Hospital to home 
Planning for the patient’s discharge should commence on admission at the time the risk assessment is conducted. Staff should consider the following:
Contacting the multidisciplinary team who are an integral part of the discharge plan, to enable ongoing care of the pressure injury or risk, such as arranging equipment in the home. When required, referral is made by each discipline to appropriate services such as community nurse, dietician, or occupational therapist
Note patients with a pressure injury may require follow up appointments with the medical team
Preventative dressings applied to bony prominences may be used if patients are travelling e.g. air or road ambulance
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On admission, staff must inform the patient and carer about pressure injury risks, prevention strategies and management and what will occur if present on admission, or if they occur during admission. Provide the patient, or their carer with a copy of the CHHS Pressure Injury Prevention information brochure.

If the patient has a pressure injury on admission advise that an incident report will be completed and an additional multidisciplinary approach to management will be required, such as the need for a referral to other health professionals.

If required, develop a wound management plan in partnership with the patient and carers and review the care plan daily or at each home visit in partnership with patient and carer. This must be documented in the patient’s clinical record. 

The patient’s skin integrity and pressure injury status should be communicated when: 
patients have internal transfers from ward to ward 
at shift to shift handover  
on discharge from the health service or transfer to another health facility. 

Interventions and plan of care for the patient will be determined by the risk assessment, skin integrity, clinical judgement and risk factors as identified.
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This procedure will be implemented and communicated at all wound care days through the Staff Development Program in the Staff Development Unit, and Practice Development Program in the Community Care Program. Staff can also access the e-Learning modules through Capabiliti. 

Staff education
Wound modules at Staff Development Unit incorporate evidence based pressure injury prevention and management. An e-Learning module on pressure injury prevention and management is available 
Wound education is provided by Wounds Australia events throughout the year
Individual clinical areas at Canberra Hospital and CCP have education on pressure injury prevention and management.
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Wound Management Procedure
Restraint of Person Policy
Healthcare Associated Infections Procedure
ACT Health Waste Management Policy
ACT Health Nursing and Midwifery Continuing Competence Policy and SOP
Photo’s Video and Audio Capture, Storage, Disposal and Use SOP
Aseptic Non Touch Technique Procedure
Humidification in neonates
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Pressure injury 
A localised injury to the skin and/or underlying tissue, usually over a bony prominence, resulting from sustained pressure (including pressure associated with shear). National Pressure Ulcer Advisory Panel, European Pressure Ulcer Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and Treatment of Pressure Ulcers: Emily Haesler (Ed.). Cambridge Media: Perth, Australia; 2014. 

Risk Assessment Tool 
Validated and formal scale or score used to help determine the level of pressure injury risk. 

Common risk assessment tools include: 
Waterlow Risk Assessment Tool 
Braden Risk Assessment Scale 
Braden Q Risk Assessment Scale (paediatric patients) 
Norton Risk Assessment Score. 

Risk assessment tools should be used in conjunction with clinical judgement. 
Any factor which exposes the skin to excessive pressure, or diminishes its tolerance to pressure, is considered a “risk factor”. 

Prevalence 
Total number of a given population with pressure injuries. 

Incidence 
The proportion of at-risk patients who develop a new pressure injury over a specific period. 

Microclimate
Is the local tissue temperature and moisture (relative humidity) level at the body/support surface interface. 
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Pressure injury, Friction, Pressure, Shear, Microclimate, Alternating air mattress/cushion, ACT Equipment scheme, Central Equipment Service, Equipment, Staging of pressure injuries, classification of pressure injury, Wound, Wound extension module, Incontinence associated dermatitis, Risk assessment tool, Skin integrity, Waterlow risk assessment tool, Braden Q, Neonatal skin assessment tool
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Not at Risk

Pressure Injury Prevention & Management Clinical Interventions Guideline

WRAT <10

Assessment: (All patients on admission within 8 hours or
atfirst home visit or clinic appt)
Assess patient daiy and reassessif condition changes.
Look for
- decreased mobity
- increased iliness
- change i status such as post procedural
Complete nutitional screen if atrisk

Assessment:
Assess daily and if condition is compromised or deteriorates
Consider other risk factors.
Look for:
Extrinsicfactors—e.g.shear, pressure, frction & microclimate.
Intrinsic factors - e.g. age, skin type, nutitional status
Actions:

- increase mobilisation andrepositioning

Skin Integrity:
Daily integrity checks over bony prominences.

Look for:
-erythema  -blanchingresponse
- skin breaks - localised heat
- moist lesions - oedema
- induration
Actions:
- keep skin clean & dry
- reduce hyperthermia
- manage wound discharge

- manageincontinence
- use moisturisers for dy skin
- dally check of skin integrity under medical devices such as:
- catheters
- splints & plaster back slabs
- compression stockings
- oxygen cannula_etc to ensure correct positioning
Ifany changes - intensify strategies

- uselifters/slide sheet, hover mats toavoid siiding or dragging.
- increase contact areawith support surface
- manage skin moisture.
Alert:
- do not rub skin
- avoid where possible raising head and foot of bed above/below
ciiically appropriate level.

Assessment:
Continue with skin assessment, Document stage of PI & location.
Assess pain using a validated tool.

Complete a RiskMan Wound Extension Module (WEM) for all stages
of pressure injury ‘noting if present on admission’

Involve patient and relativesin care planning.

Consider psychosocial and multidisciplinary referral for patients
with new and existing pressure injuries

Pressure Relieving Equipment:
Arrange an active mattress e.g. Nimbus or Auto logic for all
patients with a pressure injury. Staff can order an altemating air
mattresses & cushions through Central Equipment Store (CES) or
the ACT Equipment Scheme.

Pressure Relieving Equipment:

Ensure patient is on WRAT 25 + mattress (Invacare Premier Glide —
reactive) for pressure redistribution.

Use pressure relieving cushionswhen sitting out of bed. Consider
using heel trough to offload heels.

Alert: Not al patients are suitable for an altemating air matress e.g.
multiple #,spinal injuries.

Repositioning: Regular turing & repositioning at least 2 hourly
if patient cannot reposition themselves (frequency will depend on
patient's skin response)
Actions: Ifpatient condition allows

- maintain head and foot of bedatlowest degree of elevation unless

contraindicated by medical condtion
- use sfide sheet , ifting machines and hover mats
- offload heelsfrom mattress surface

Repositioning:
Document regular turning and repositioning.

Note: tuming & repositioning coukibe required 2- 4hrly to offload
pressure points and injury dependent on individual skin assessment
Coordinate assistance for tuing with Wards Persons.

Education:
Inform and encourage patient to report pain and discomfort
over bony prominences and reposition in bed. (provide patient
information)

Activity: Encourage and support movement

Actions:
- refer to physiotherapy and occupational therapy as appropriate
- regular walking and sitting out of bed

Documentation:
Document in clinical notes/care plan & handover findings:

Nutrition: Encourage and support hydration and nutition.
Actions: refer to Nutition Deptas appropriate. Patient may require high
protein oral supplements

Wound Management:
Wound assessment & management plan should be commenced,
includingusing the PUSH tool to ascertain wound healing
Actions:

- fstline wound management. Consider foam dressing such as
‘Mepilex Border’or ‘Alevyn sacral” and heel foams (remetmber to
check skin integrity under dressings daily)

- referto wound CNC/NP to assist and educate with wound
assessment&managementplan e.g. topical negative pressure
dressing

- ensure appropriate referral for surgical debridement

- refer to the multidisciplinary team such as nuttition,
‘physiotherapy, and occupational therapy health professionals

Waterlow Risk Assessment Tool (WRAT) + Skin Inspection + Inter

Documentation:
Document in clinical notes/care plan & handover management plan
andfindings

ions + Critical thinking/clinical judgment

ressure Injury Prevention & Management

Documentation:
Document i clinical notes/care plan & handover management plan
andfindings. Ensure admitting team and CNC are informed.

Developed August 2012: Last revised January 2015
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(circle one score only)
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Implement preventative strategies
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Note: WRAT score must be a definitive number
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Continence
Complete/catheterised
Occasionally incontinent
Catheter/incontinent of faeces
Doubly incontinent

Appetite
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NG tube/fluids only
NBM/anorexic

Major Surgery/trauma
Orthopaedic —below waist, spinal
Ontable > 2 hours

(within last 48 hours)
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Circle applicable scores and add circled scores for total score. Several scores per category may be selected.

Tissue Malnutrition
Eg.

Smoking

Anaemia

Peripheral vascular disease
Cardiacfailure

Terminal cachexia

Build/Weight for Height
Average

Above average

Obese

Below average

Medication
Cytotoxics

High dose steroids
Anti-inflammatory

[CRGRG NN
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‘Adapted from Judy Wateriow Risk Assessment Tool with kind permission.
www judywaterlow@fsnet co.uk
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A risk assessment to be completed on admission & each 24 hours.

Intensity and Duration of Pressure Score

Score

‘Wobility —
Abilityto change & control body
position

1.Completely immobile
Does notmake evenslight
changesin body or extremity
position withoutassistance

72.Very imited
Makes occasional slight changes in

body or extremity position but unable:
tocompletelyturn selfindependently

3. Siigntly Limited
Makesfrequentthougnslightchanges in
body or extremity position independently

7.No Limitation
Makes major and frequentchanges in position
withoutassistance

Actviy
The degree of physical acivity
(Assessed from developmental
‘perspective)

T Bedfast
Confinedto bed

2.Chair Fast
‘Abilityto walk severely limited or
‘non-existent. Cannot bear own
weight&/ormust be assisted into.
chair

3. Walks Occasionally

Walks occasionally during day butforvery
shortdistances with or without assistance.
‘Spends majorityof each shiftin bed or
chair

2.AT patients 100 young fo ambuiate OR
‘walks frequently

‘Walks outside the room at least twice daily and
inside room atleastonce every2 hours during
‘waking hours

Sensory Perception —
The abilityto respondin a
developmertally appropriate
wayto pressure related
discomfort

T-Completely Limited
Unresponsive o painful simuli
dueto diminishedlevel of
‘consciousness or sedation OR
limited abilityto feel pain over

2.Very imited
Responds onlyto painful stimuii
‘Cannotcommunicate discomfort
‘exceptby moaning orrestlessness
‘OR has sensoryimpairment which

3. Siigntly Limited
Respondsto verbal commands but
cannotalways communicate discorortor
needto be turmed OR has sensory
impairmentwhich limits he abiliyto feel

2.No Impairment
Respondsto verbal commands. Has no
‘sensory deficit, which imifs abiliytofeel or
‘communicate pain or discomfort

Degreetowhich skin is exposed
tomoisture.

(Frequency of linen change
usedas measure)

Skinis kept moistalmost
‘constanty by perspiration, urine,
drainage, etc. Dampness is
detected every time patientis
movedortumed

‘Skinis often, but not always moist
Linen mustbe changed atleast every
ghours

mostof body surface limit the abilityto feel pain or pain or discomfortin 1 or 2 extrernities
discomfortoverhalf of body

Tolerance of the SKin and Supporting Structure

Woisture— 7. Constantly Morst 2.Very Mot T-Occasionally Woist . Rarely Morst

Skinis occasionally moist,

requiring linen change every
12hours

‘Skinis usually dry, routine nappy changes,
linen only requires changing every 24 hours

Friction - Shear
Friction— occurs when skin
moves againstsupport surfaces

1. Significant Problem
‘Spasticiy,contracture, itching
oragitationleadsto almost

2. Problem
Requires moderateto maximum
assistance inmoving Complete fting

3. Potential Problem
Movesfesblyor requires minimum
assistance. During a move skin probably

7.No Apparent Problem
‘Ableto completely it patient during  position
change. Moves in bed and chairindependently

for’ days prior to scoring)

days OR albumin<25mgfl

‘and minerals for age OR albumin <30mg/!

‘Shear—occurs when skin and ‘constantthrashing andfriction withoutsiiding against sheetsis slides to some extent againstsheets, andhas sufficientmuscle strengthto iftup
‘adjacent bony surface slide impossible. Frequently slides downinbed | chair, restraints, or other devices. ‘completely during move. Maintains good
‘across one another orchair,requiring frequentrepositioning | Maintains relative good positionin chair | positionin bed or chair at all times
with maximum assistance. orbedmost of the ime but occasionally
slides down.
Nutrition T.Very Poor 7.Tnadequate 3. Adequate 7 Excelent
NBM &/or maintained on clear Is onliquid dietor ube feedings/TPN Is ontube feedings or TPN Is ona normal et providing adequate calories

{Assessedon usual food intake | fluids, orlV's formorethan 5 ‘which provide inadequate calories which provide adequate forage. Does not require supplementation

calories and minerals for age

SerumpHis < 7.40

Tissue Perfusion and 1. Extremely Compromised 2.Compromised 3. Adequate 7 Excelent
‘Oxygenation Hypotensive (MAP < 50mmHg; | Normotensive; Normotensive; Normotensive;

<40mmHgnewborm) OR the ‘Oxygen saturation may be < 95% OR ‘Oxygen saturation may be < 95% OR Oxygen saturaiion >95%; normal
(Mostabnormal variable patientdoes not physiologically | haemoglobin may be < 100mgl OR ‘haemoglobin may be < 100mgA OR haemoglobin; & capillaryrefil <2 seconds
determines the score) tolerate position changes capillary refill may be >2 seconds; capillary refill may be >2 seconds:

‘Serum pHis normal

9 or below

Total scores range from 7 (highest risk) to 28 (lowest risk).
One score per subscale.
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ACT Health

Neonatal Skin Risk Assessment Scale

Complete details or affix label

URN:

Surname:

Given name:

Sheet Number: DOB: Gender:

Guidelines and Preventative Measures

Type of Injury Cause of Injury
Bruises Frequent bloods or cannulation " Prevent where possible. Try not to hold limb too tightly while taking bloods or cannulating, causing a toumiquet effect
~ Hold site fill bleeding stops — do not use bandaids or cotton wool with micro-pore. If you need to walk away and run your sample,
then use cotton wool or gauze with saturation wraps
Epidermal Removal of adhesive tapes used to - Avoid products that bond to skin
Stripping secure tubes and lines to the neonates | - Double back tapes or fluff with cotton wool
_ Use saturation wraps for holding lines in place instead of tapes
- Use an alcohol free product to assist in the removal of tapes or use a wet wipe with aqueous cream, slowly working the tape free
Excori Loose, runny, explosive stools, urine, | - Frequent nappy changes

infections (fungal), medications, NAS
neonates

Follow excoriated buttocks flow chart

Extravasation
Injuries

Infusion infiltrates vein leading to
swelling at cannula site

Infusing hypertonic/ionic! acidic o
alkaline solutions

Peripheral arterial line

Minimise risk by having good visibility of the cannula site and surrounding tissue, when securing the cannula
Check line, site and pressures hourly

Try to infuse these drugs via a central line

Inspect arterial line and site frequently. Ensure brisk cap refillto all digts. Remove line if fingertips are dusky / white in colour. Apply
awarm wrap to opposite limb to assist with reperfusion

Chemical Use of alcohol based skin preparation | - Skin preparation for procedures is - < 28 weeks and < 1000g — 0.5% Chlorhexidine
Burns solutions e.g. Chlorhexidine, iodine and - =28 weeks — SOLU - IV 2% Chlorhexidine Gluconate
alcohol swabs - Ensure skin is cleansed straight away with normal saline or water to prevent burns. Change linen as soon as possible to prevent
neonate from sitling in wet linen
- DO NOT use alcohol swabs to clean neonates skin, before venepunctures or cannulation
Thermal Heat from monitoring Equipment ~ Reset the time and temperature of transcutaneous oxygen monitor according to the age and gestation of the neonate
Burns
Cold lights _ Use aguard to avoid direct contact. Minimise the length of time it is used for. Ensure it is on correct setting
Saturation probes _ Resite probes 2 - 4 hourly
- Place mefix undemeath the saturation probes of neonates = 28 week according to SOP
Pressure Lines, tubing and linen ~ Avoid the infant lying on tubes or rolls of linen
Area

Nasal Septum / inner nare trauma / ear
damage

Lying prone

Ensure prongs are nursed off the septum and not causing damage to the inner nares
Ensure ears are not rolled up under hat and the neonate is not lying on one side constantly i.e. rotated from side to side

Cover knees with duoderm to prevent rubbing injuries from being nursed prone

Neonatal Skin Risk Assessment Scale

36385(0713)
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Risk Score Category Suggested Action
<8 Low Risk Continue daily assessment and documentation of skin integrity on a daily basis
9-16 Moderate Risk Reposition neonate every 6 — 8 hours. Assess and document skin integrity 6 — 8 hourly
17-24 High Risk Reposition neonate and equipment devices at least every 4 — 6 hours. Reassess and document every 4- 6 hourly
25-32 Extreme Risk Inspect skin at least 2 - 4 hourly, ensuring equipment / objects are not pressing on the skin. Reassess and document every 2- 4 hourly
Please complete the assessment on admission and then assess and document below and in notes according to scoring guidelines
N Date/Time
Category Score Descriptor Day of Life
Current 4| Neonate < 28 weeks
Gestati | 3 Neonate > 28 weeks and < 33 weeks
estational 2 | Neonate > 33 weeks and < 38 week
Age 1__ | Neonate > 38 weeks
Sensory 4| Diminished level of consciousness / muscle relaxed / heavily sedated/ cooling for HIE
perception 3 | Oversensitive to noise, lights and touch/ easily agitated! difficult to calm
2 Easily agitated but calms with comfort measures / few self calming behaviours
1 Age appropriate responses to stimuli, alert, good self calming behaviours
Activity/ 4 Does not make the slightest change in position — full assistance required
Mobility 3 Makes occasional slight changes in body or extremity position
2 Makes frequent changes in body or extremity position e.g. tumns head
1 Makes major and frequent changes in position, moving all extremities, tums head
Moisture 4| Constantly moist due to humidity / urine / wound /stoma
3 Skin often moist - linen needs to be changed once in 8 hours
2 Skin occasionally moist -needs linen change once in 12 hours
1 Skin usually dry, routine nappy changes and linen once / day
Respiratory 4| Intubated and Ventilated or CPAP = 7 cm H,0
Support 3 | CPAP25cmH0
2 High Flow / Low Flow / Micro low flow / Cot O,
1 No respiratory support
Visual 4| Extensive loss of skin integrity / wound / pressure area
Examination 3 | Localised loss of skin integrity / broken area / oedema
2 Minor skin irritation / redness
1 Skin integrity intact
Blood 4| = 3attempts for IV access - cannulation / PICC / blood collection
. 3 | Venepuncture resulting in a large bruise around site of insertion / oedema
Collection 2 | Heel pricks 2 3 in 24 hour period
1 Blood collection weekly
Nutrition 4 | TPN+ Lipids / IV Fluids / NBM / does not tolerate feeds
3 TPN + Lipids / IV Fluids / trophic feeds
2 TPN + Lipids / IV Fluids / gastric feeds increasing and tolerated
1 Full gastric feeds
Total
Initials
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WATERLOW PRESSURE ULCER PREVENTION/TREATMENT POLICY

Circle applicable score. Add total score. Several scores may be selected in some categories

BUILDWEIGHT FOR HEIGHT [ SKINTYPEVISUAL | SEX MALNUTRITION SCREENING TOOL (MST)
BMI RISK AREAS AGE (Nutrition vol. 15, no.6 1883-Australia)
Average 20249 | 0 _|Healtn 0 [Male | 1 |AHasthe womanlost |Yes-GotoB
Above average (25299 | 1_|Tissue paper | 1 |Female | 2 | weight recently without [No-GotoC
Obese >30 2 |oy 1 [1445 1 |tying Unsure-goto C | 2
Below average | <20 3 |Cedematous | 1 [5064 |2 05-5kg 1
Clamm, 16574 |3 510K 2
MoBILITY T N i N Weight loss Score 1D453g 3
Full 0_[Broken Bl CE >15kg 4
Restless/idgety 1 Unsure 2
Apathetic 2 CONTINENCE C Woman eating poorly | No 0
Resiricted 3| Completelcatheterised 0 |or lack of appetite Yes 1
Inert/raction 4_[Urinary incontinence 1
Chairbound 5 [Faceal incontinence 7| Nutrition Score if >2 refer for Nutritional
Assessment Intervention
RISK MATRIX [Urinary and faecal incontinence | 3
Risk Category Score [[rPIEment Prevention SPECIAL RISKS
10 AtRisk Jwihin 2 hours TISSUE MALNUTRITION NEUROLOGICAL DEFICIT
15+ High Risk___[wihin 2 nours Terminal cachexia 8 |Diabetes, MS, CVA 46
20+ Very Figh Risk[within 30 minutes | Multiple organ failure 8 |Motor/Sensory 46
Single organ failure (Resp, Renal, Cardiac) | 5 |Paraplegia vaxof & 46
Peripheral Vascular Disease 5 |Orthopaedic/Spinal 5
Risk Score /Anaemia (Hb <80) 2 |on table > 2 hours 5
Smoking 1 |on table > 6 hours 8
Scorescan e st aer 43 pours Frecoverng
Medications — Cytotoxics, long temihigh dose steroids, anti inflammatory maxor¢)| 4
if for pressure injury, refer to Care Plan Section for intervention and management

Signature.

Print name_

Designation Date/Time completed
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Table 7.1 NPUAP/EPUAP pressure injury classification system*

+ Intact skin with non-blanchable redness of a localised
area usually over a bony prominence.

« Darkly pigmented skin may not have visile blanching;
its colour may diiffer from the surrounding area.

« The area may be painful, firm, soft, warmer or cooler
compared to adjacent tissue.

* May be difficult to detect in individuals with dark skin
tones.

« May indicate “at risk" persons (a heralding sign of risk).

Partial thickness [oss of dermis presenting as a shallow,
open wound with a red-pink wound bed, wihout
siough.

Moy also present as an intact or open/ruptured serum-
filed biister.

Presents as a shiny or dry, shallow uicer without slough
orbruising (NB bruising indicates suspected deep fissue
injury).

StagellPishould not be used o describe skin fears, tape
burns, perinecl dermaiitis, maceration or excoriation.

Full thickness tissue loss. Subcutaneous fat may be
visible but bone, fendon or muscle are not exposed.
Slough may be present but does not obscure fhe depih
of fissue 10ss. May include undermining and funneling.
The depth of astage lilPlvaries by anatomical location.
The bridge of the nose. ear, occiput and malleolus do
not have subcutaneous tissue and stage I Pls can be
shallow. In conirast, areas of significant adiposity can
develop exiremely deep slage il Pls. Bone or fendon is
not visible or directly palpable.

« Full thickness tissue loss with exposed bone, tendon
or muscle. Slough or eschar may be present on some
parts of the wound bed.

« The cepth of a slage IV pressure injury varies by
anatomical locafion. The bridge of the nose, ear.
occiput and malleolus do not have subcutaneous
fissue and these Pls can be shallow. Stage IV Pls can
extend info muscle and/or supporting structures (e.g.
fascia, fendon or joint capsule) making osteomyelifis
possible. Exposed bone or fendon is visible or diectly
palpable.

Full thickness tissue loss in which the base of the Pl is
covered by slough (yellow, fan, arey, areen or brown)
and/or eschar (tan, brown or black) in the Pl bed.
Until enough slough/eschar is removed to expose the
base of the P, the frue depth, and therefore the stage.
cannot be determined. Stable (dry. acherent, infact
without erythema or fluctuance) eschar on the heels
serves as fhe body's nafural biological cover and
should nof be removed.

Puple or maroon localised area or discoloured, intact
skin or blood-filed blister due to damage of underlying
soft fissue from pressure and/or shear. The area may be
preceded by fissue that is painful, firm, mushy, boggy.
warmer or cooler as compared to adjacent fissue.
Deep fissue injury may be dlifficult to detect inindividuols
with dark skin tone.

Evolution may include a thin blister over a dark wound
bed. The Pl may further involve and become covered
by thin eschar. Evolution may be rapid, exposing
additional layers of tissue even with optimal treatment.

AI13D graphics designed by Jarrad Gittos. Gear Inferactive. hitp://www.gearinferactive.com.ou
Photos stage, |V, unstageable and suspected deep fissue injury courtesy C. Young, Launceston General Hospital. Photos stage Il and il courtesy K. Carvill, Siiver Chain. Used with permission.
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