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To provide a comprehensive, coordinated, and systematic approach for pressure injury prevention, assessment, and management across Canberra Health Services (CHS) that includes governance, systems and processes based on international best practice guidelines. 

Pressure Injuries can occur at any age. This document provides clinicians and senior managers with direction and resources to recognise risk factors and plan for comprehensive care of adults, children, and neonates. 

This clinical procedure is consistent with the National Safety and Quality Health Service Standards and should be used in conjunction with the Comprehensive Care Standard. 
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This procedure applies to the CHS Network, which includes the inpatient facilities at Canberra Hospital, Clare Holland House, North Canberra Hospital, and University of Canberra and community based services. CHS staff are responsible for the safe and effective prevention and management of pressure injuries for adults, children, and neonates across CHS. 

This document applies to the following CHS staff working within their scope of practice:
· Medical Officers
· Nurses and Midwives 
· Allied Health professionals
· Students under direct supervision
Back to Table of Contents
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Governance and reporting
CHS has organisation wide systems for pressure injury prevention, assessment and wound management that are consistent with best practice guidelines.  CHS systems are based on the Prevention and Treatment of Pressure ulcers/injuries: Clinical Practice Guideline. The International Guideline. 20192. 

Governance of pressure injury prevention and management is led by the Comprehensive Care Executive Committee and Pressure Injury Working Group.

Comprehensive Care Standard - Pressure Injury Working Group and North Canberra Hospital Falls and Pressure Injury Working Group
The intention of the Comprehensive Care standard is to minimise patient harm. CHS has targeted best practice strategies to prevent and care for patients at risk of or presenting with a pressure injury. 

The role of the Pressure Injury Working Group is to provide expert advice to the Comprehensive Care Executive Committee on evidenced based organisation wide processes and systems to prevent and manage pressure injuries. The membership of the working party includes interdisciplinary key experts. 

CHS reporting systems - Reporting a pressure injury
There are several mechanisms for reporting pressure injuries within CHS. Clinical incidents are reported via the clinical incident system RiskMan which is accessible to all staff via the intranet. A wound extension module (WEM) appears within a RiskMan incident report when an incident is identified as a pressure injury. The module improves reporting of the pressure injury by including specific information according to best practice guidelines, including whether the injury was present on admission. 

RiskMan reports include key identifiers for each injury:
Stage of pressure injury
Anatomical location of pressure injury
Facility or non-facility acquired
Pressure injury prevention and management interventions.

RiskMan reports are received by the Tissue Viability Unit at The Canberra Hospital, the CNCs at the University of Canberra Hospital and the Wound Management Service in the Community Care Program. The patients are reviewed, and further documentation is added and/or adjusted within the Riskman report and patient clinical record, including the development of an individualised comprehensive care plan. 

Governance under the Comprehensive Care Standard
A data set is generated by the Canberra Hospital Quality Safety Innovation and Improvement branch and Clinical Governance and Quality Unit at North Canberra Hospital synthesising data from multiple sources (below) and outcomes are forwarded back for correction by clinical experts to check accuracy of data and identify trends in pressure injury data across CHS, targeting interventions in areas with high pressure injury rates. 

Hospital Acquired Complications (HAC) data 
Four key descriptors of pressure injuries are required to be collected from the coded data within the clinical record on patient discharge. 
1. Facility acquired
1. Stage of the injury - Stage 3, Stage 4, Suspected Deep Tissue Injury SDTI or Unstageable 
1. Unspecified (when a pressure injury has been documented, but not staged). (Stage 1 and Stage 2 are not reportable). 
1. Anatomical location 

Health Round Table – Hospital Acquired Complications (HAC) Summary data 
1. Facility acquired
1. Stage 3, Stage 4, (Stage 1 and Stage 2, SDTI and Unstageable are currently not reported)
1. Unspecified (when a pressure injury has been documented, but not staged)
This information is generated at time of discharge and collated by ICD-11- Australian Modified (AM) clinical coders. 
Risk Screening and Risk Assessment
A pressure injury risk screening assessment aims to identify patients who are at risk of pressure injuries and informs the development and implementation of an individualised comprehensive care plan to mitigate risk factors. 
When conducting pressure injury risk screening, follow a structured approach that considers risk factors for pressure injury development.
Risk screening is a snapshot of the patient’s current risk status on arrival to a health service.

Individuals who are a high risk are those characterised by multiple risk factors that effect:
Exposure to damaging mechanical boundary conditions (MBC) i.e. type, magnitude, time, and duration of the mechanical load
The susceptibility and tolerance of the individual (ST) i.e. mechanical properties geometry, physiology and repair and transport and thermal properties of the skin and tissue

Populations potentially characterised by multiple risk factors include: 
Acutely ill and or in critical care
Sustained a fractured hip
Spinal cord injury (SCI)
Chronic neurological conditions
Diabetes mellitus  
Sixty-five years of age or older and 45 years or older for Aboriginal & Torres Strait Islander
Neonates and children
Individuals in community, aged care, and rehabilitation settings
Experiencing trauma
Patients in the operating rooms -prolonged surgery
Receiving palliative care
Individuals with obesity
Individuals in transit

Risk factors for developing pressure injuries
Activity and mobility limitations
Skin status
Perfusion, circulation, and oxygenation factors
Nutrition indicators
Moisture at skin surface
Body temperature
Older age
Sensory perception limitations
Blood markers (For e.g. low haemoglobin, increase C- reactive protein, low albumin)
General and mental health status 

Patients with additional risk factors are: 
Patients in the operating rooms 
Critically ill patients
Neonates and children

Risk assessment is central component of clinical practice and a necessary first step aimed at identifying individuals who are susceptible to pressure injuries.

Assessment of pressure injury risk should inform the second step – the development and implementation of an individualised management plan to mitigate modifiable risk factors and prevent pressure injury development.

Both modifiable and non-modifiable risk factors should be included in an overall assessment of pressure injury risk, however pressure injury prevention focuses on modifiable risk.

Risk assessment tools are used in both screening and assessment and inform the development and implementation of a risk plan. 

[bookmark: _Hlk46069287]The following validated risk assessment tools are endorsed across CHS:
Waterlow Risk Assessment Tool (WRAT) - for adults (Attachment 1)
Braden Q Risk Assessment Scale - for children (age less than 15years) (Attachment 2)
Neonatal Skin Risk Assessment and Management Scale - Neonatal Intensive Care Unit (NICU) and Special Care Nursery (SCN) (Attachment 3)
Modified version Waterlow tool (2005) in Maternity (Attachment 4) 
Braden Risk Assessment Scale within the community (Allied Health) (Attachment 5)

Other assessment tools
Pressure Injury Prevention and Management Clinical Interventions Guideline (Attachment 6)
Pressure injury Classification tool/photos (Attachment 7)
Incontinence Associated Dermatitis Categorisation Tool (Attachment 8)
Wound Management and assessment (refer to Wound Prevention and Management Procedure) 
Pain tool (refer to pain policy)

Risk screening and assessment by patient group

1. Adults:
CHS has a Risk Assessment Tool for adults - Waterlow Risk Assessment Tool (Attachment 1). This is part of the screening and assessment process for pressure injuries. 

Pressure injury risk screening and Waterlow score is conducted:
· [bookmark: _Hlk34923268][bookmark: _Hlk49770356]At the Canberra Hospital, North Canberra Hospital and University of Canberra Hospital inpatient areas – within 8 hours of admission. Ongoing risk screening is attended daily and more frequently if there is a significant change in condition, in conjunction with a full skin assessment.
· Skin assessment and risk screening for pressure injuries is to be documented in the patient’s Digital Health Record.
· [bookmark: _Hlk55908565]In the community (i.e. outpatient clinics, ambulatory care clinics, home visits and Walk in Centres) - at the initial home or clinic visit. 
· Ongoing risk screening is attended at each home visit/clinic appointment for patients identified at risk or when there is a significant change in condition.
· On presentation to the Emergency Department, or as soon as possible for patients undergoing resuscitation or other priority interventions.
· After a prolonged procedure where the patient has been immobile or had surgery. 
· Prior to discharge from the care service or transfer to other wards or facilities.

2. Children < 15 years of age
· The Braden Q Risk Assessment Scale is used for screening and assessment of children under 15 years of age (Attachment 2). The screening and assessment are conducted: 
· At Canberra Hospital inpatient areas - as soon as possible (i.e. at first contact with the health professional and documented in the patient clinical record within 8 hours of the decision to admit). Ongoing risk screening is attended daily and more frequently if there is a significant change in condition.
· In the community (i.e. outpatient clinics, ambulatory care clinics, home visits and Walk in Centres) - at the initial home or clinic visit. 
· Ongoing risk screening is attended at each home visit/clinic appointment for patients identified at risk or when there is a significant change in condition.
· On presentation to the Emergency Department, or as soon as possible for patients undergoing resuscitation or other priority interventions.
· After a prolonged procedure where the patient has been immobile or had surgery. 
· Prior to discharge from the care service or transfer to other wards or facilities.

3. Neonates (see section 2 for more information)
· Neonatal skin assessment is attended in Neonatal Intensive Care Unit (NICU) and Special Care Nursery (SCN) on admission (Attachment 3) and documented within the patient’s clinical record within 8 hours. 
· Dependant on the neonate’s risk score staff are required to reassess each neonate’s skin and update their risk of injury 2-24 hourly. 
· Neonates scored as extreme risk require 2-4 hourly skin assessment. 

4. Maternity Services 
· Modified version Waterlow tool (2005) is used in Maternity Services (Attachment 4)
· [bookmark: _Hlk49770469]Is conducted at the Canberra Hospital inpatient areas and North Canberra Hospital  maternity inpatient services - as soon as possible (i.e. at first contact with the health professional and documented in the patient’s clinical record within 8 hours of decision to admit). Ongoing risk screening is attended daily and more frequently if there is a significant change in condition.
· In the community (i.e. outpatient clinics, ambulatory care clinics, home visits) - at the initial home or clinic visit. 
· Ongoing risk screening is attended at each home visit/clinic appointment for patients identified at risk or when there is a significant change in condition.

5. Allied Health
· Braden Risk Assessment Scale is used by Allied Health (Attachment 5) 
· Is conducted at Canberra Hospital, North Canberra Hospital and University of Canberra inpatient areas - as soon as possible (i.e. at first contact with the health professional).
· In the community (i.e. outpatient clinics, ambulatory care clinics, home visits) - at the initial home or clinic visit. 
· Ongoing risk screening is attended at each home visit/clinic appointment for patients identified at risk or when there is a significant change in condition.

Patients at risk of developing a pressure injury
Staff will use the risk assessment tool to implement evidence-based interventions and plan for comprehensive care, which include ongoing skin and tissue assessment.:
a) Waterlow Risk Assessment Tool (WRAT) - for adults (Attachment 1) is used at the Canberra Health Services, North Canberra Hospital and the University Hospital
b) Braden Q Risk Assessment Scale - for children (age less than 15years) )Attachment 2) is used at the Canberra Health Services and the University Hospital
c) Neonatal Skin Risk Assessment and Management Scale - Neonatal Intensive Care Unit (NICU) and Special Care Nursery (SCN) is used at the Canberra Health Services
d) Modified version Waterlow tool (2005) in Maternity is used at the Canberra Health Services
e) Braden Risk Assessment Scale within the community (Allied Health) is used at the Canberra Health Services and the University Hospital
f) HHS Pressure Injury Prevention and Management Clinical Interventions Guideline is used at the Canberra Health Services and the University Hospital

Note: All staff at North Canberra Hospital (inclusive of nursing personnel and Allied Health) use the Waterlow Risk Assessment Tool when complying with this procedure. The Braden scale is not currently in use.

Staff will conduct ongoing risk assessments for pressure injury and ensure all documentation is complete, including prevention/management plans, treatments and interventions provided
The risk assessments are found in flowsheets in the Clinical Record System Care plans for skin integrity in Clinical Record System are required to be completed.
Staff will document education provided to the patient and significant others and complete the education section in the Clinical Record System
Staff should be guided by Pressure Injury Prevention and Management Clinical Interventions Guideline (Attachment 6) in the prevention and management of pressure injuries
[bookmark: _Hlk34941710]If the patient has a pressure injury, staff will monitor wound healing and document the assessment and management of the wound on the CHS Wound Assessment and Management Form:
Complete the wound assessment and management on the Clinical Record System Avatar. 
If dressing in place, to complete a dressing assessment in the patients clinical record every shift.
Ensure the wound order is used and updated when required in the patients clinical record
Staff will document stage of pressure injury using the Pressure Injury Classification Tool/images/definitions (Attachment 7)
Staff will alert the Medical teams of the patient’s risk status and of the presence of pressure injuries, clearly communicating stage of pressure injury, anatomical location of pressure injury and facility or non-facility acquired 
Back to Table of Contents 
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Due to the immaturity of Neonates and children’s skin, they are at high risk of pressure injuries. Pressure injury prevalence rates have been reported to be as high as 27 per cent in paediatric intensive care units (PICUs) and 23 per cent in neonatal intensive care units (NICUs). The main risk factors at neonatal age are the use of therapeutic and diagnostic devices (50–90 per cent of the pressure injuries in neonates), presence of endotracheal tube, use of non-invasive mechanical ventilation, hypotension and hypoxemia, prolonged stay in the NICU, low birth weight (less than 2500 g) and prematurity (less than 37 weeks of GA). The highest period of risk is day 1 to 3 of admission.

Over 90 per cent of pressure injuries in the NICU are related to medical devices (non-invasive mechanical ventilation. Strategies to prevent pressure injuries are essential in reducing the incidence and severity of injuries. Preventive interventions in the neonatal population are based on four aspects: risk assessment, skin care, nutrition, and pressure management.

If a neonate is noted to have a hospital acquired nasal pressure injury, staff will implement a Nasal Injury Care Plan. 

The Nasal Injury Care Plan provides staff guidelines for continuing care: 
1.	Hourly checks to ensure prongs are away from the septum
2.	3 to 4 Hourly Nasal Cares 
3.	To be reviewed by Level 2 each shift
4.	Two staff to attend to cares
5.	Remove Hydrocolloid (Duoderm) Nose using Adhesive remover (Niltac)
6.	Apply small amount of Skin barrier (Cavillon barrier film)
7.	Ensure Duoderm Nose is custom made for infant.

Staff will document and report the injury to senior staff. 
Post assessment by a senior staff member, staff will contact the Tissue Viability Unit and complete a Riskman report.
When next visiting their infant, parents should be informed of the injury.

Back to Table of Contents 
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Skin and tissue assessment should be conducted and documented as part of every risk assessment. It is a key component of pressure injury prevention and an opportunity for early identification and treatment of skin and tissue damage. 

This assessment is conducted using a structured approach to risk assessment, informed by knowledge of relevant risk factors and clinical judgement. 

A routine skin and tissue assessment involve:
A visual inspection in conjunction with touch and palpation for differences in temperature and tissue consistency
A head to toe assessment of skin with focus over bony prominences
Observing for signs of maceration, especially between skin folds]
Inspecting skin, tissue, and mucous membrane under and around medical devices
Inspecting the skin for blanchable and non-blanchable erythema noting that darkly pigmented skin may not have visible blanching
Inspecting the skin under prophylactic dressings
Assessing for localised pain
[bookmark: _Hlk34826369]Assessing of pressure points to determine the effectiveness of a repositioning regime
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What causes pressure injury development?
The type, magnitude, time, and duration of mechanical load (mechanical boundary conditions) on soft tissue and the susceptibility and tolerance (susceptibility and tolerance of the individual) of the patient are risk factors in the development of a pressure injury. 
Pressure with shear applied to soft tissues over time can result in ischemia, inflammation, and possible cell death
Direct and sustained deformation injury of soft tissue cells, which irreversibility damages the cell membrane and support structure of the cell
Microclimate (moisture and heat) increases the metabolic demand on cells and weakens the intercellular connections reducing the tolerance of superficial skin structures to pressure and shear.

Preventive interventions 
Skin hygiene 
Maintaining skin integrity and good skin hygiene is essential in the prevention and management of pressure injuries. 
Implement a skin care regime that includes:
Keeping the skin clean, dry, and hydrated
Moisturising the skin
Cleansing the skin promptly with a pH friendly cleanser after episodes of incontinence
Avoiding use of alkaline soaps and cleansers
Protecting the skin from moisture with a barrier product 
Avoiding vigorously rubbing skin that is at risk of pressure injuries
High absorbency incontinent products to protect the skin from moisture associated skin damage such as incontinence associated dermatitis (IAD) 
Document category of IAD (Attachment 8). In the Clinical Record System when “Wound” is added to the Avatar, in the properties section of the wound, IAD can be selected and the GLOBIAD scale shows in the information column to the right (click arrow to unhide column if required).
Applying a silicone multilayered foam dressing to protect skin for patients at risk of pressure injuries 
Inspecting skin under the foam dressing at each shift at the Canberra Hospital, North Canberra Hospital and University of Canberra Hospital and at every home visit or clinic appointment in the community setting. 

Nutrition and hydration
Nutrition and hydration play a vital role in the prevention and treatment of pressure injuries. A nutrition screening and assessment should be conducted for patients at risk of a pressure injury and for those with a pressure injury 
The nutrition screening and assessment can be found in Flowsheets
An individualised nutrition care plan should be developed and implemented for patients at risk of a pressure injury who are malnourished or at risk of malnutrition
After an assessment by a Dietitian, a high calorie, high protein nutritional supplement may be prescribed
Provide and encourage water/fluids intake for patients with or at risk of a pressure injury when compatible with goals of care and clinical condition. 

Repositioning and early mobilisation
Repositioning and early mobilisation is an important component in the prevention of pressure injuries. The aim is to optimise offloading of all bony prominences and maximise redistribution of pressure.  
Patients must have a repositioning schedule even if they are on a support surface
Patients with or at risk of pressure injuries should have an individualised repositioning schedule developed unless contraindicated
Determine repositioning frequency with consideration to the patient and level of activity, ability to reposition independently and skin and tissue tolerance
Consider patient’s general medical condition, comfort, and pain  
Ensure that repositioning is effective in offloading bony prominences
Recognise that some patients may be damaging skin with excessive movement and dragging, particularly patients with agitation, exposing the skin and tissue to shear forces
Reposition the patient using manual handling techniques and equipment that reduce friction and shear, e.g. slide sheets for each patient
Promote sitting out of bed in an appropriate chair or wheelchair with a support cushion or pressure redistribution cushion for limited periods of time
Conduct regular risk and skin assessments to determine the most appropriate duration of seating sessions 
Consider pressure mapping to identity pressure points using dynamic weight shifting to evaluate the repositioning regime and the skin and tissues response to pressure
Consider a Return to Seating Protocol for patients who have a sacral or ischial tuberosity pressure injury or undergone debridement or reconstruction surgery.
If a patient has a pressure injury limit, restrict time positioned directly on the wound. Position patient so they are not increasing pressure to the wound area.  

Managing a pressure injury and monitoring of healing 
[bookmark: _Hlk34941703]Staff should be guided by Pressure Injury Prevention and Management Clinical Interventions Guideline – (Attachment 6) in the prevention and management of pressure injuries
Wound assessment and management plans are to be completed at each dressing change when a pressure injury is identified. Refer to the Wound Management Procedure
Refer to other health professionals and services, including:
· Tissue Viability Unit – Canberra Hospital, North Canberra Hospital and University of Canberra Hospital 
· Wound Management Service – Community Care Program
· Occupational therapy
· Podiatry
· Medical teams 
· Nutrition
· Social Worker
· Physiotherapy
· Seating/wheelchair specialists
· Community nursing
· GP 
Monitor wound healing by measuring wound dimensions and photography – Document verbal consent gained for Clinical Record System photography using a Rover. Assessment includes the colour of wound bed and exudate, undermining, tissue loss and exposed underlying structures (bone, muscle, tendon)
Assess utilising the T.I.M.E. wound assessment principle
· Tissue
· Inflammation/Infection
· Moisture
· Edges
Apply evidence based wound products and technologies
Document in the patient’s clinical file, care plan and in a RiskMan report:
· stage of the pressure injury
· anatomical location 
· facility or non-facility acquired
· pressure injury prevention and management interventions. 

Device related pressure injury
Pressure injuries may develop as a result of prolonged and unrelieved pressure from a medical device. Often the devices are essential for treatment and management of a patient’s medical needs. Device related pressure injuries other than mucosal injuries require a staging classification/anatomical location and facility acquired or non-facility acquired as documented.

Mucous pressure injuries are found on mucous membranes. The mucous membrane is the moist lining of body cavities and line the tongue, oral mucosa, gastrointestinal tract, nasal passages, urinary tract, tracheal lining, and vaginal tract. Pressure applied to this tissue can cause sustained deformation leading to ischaemia. Mucosal tissue is particularly vulnerable to medical devices such as oxygen tubing, naso-gastric tube, endotracheal tube, and urinary catheters.  Some devices are essential for the patient’s recovery and unable to be removed. Interventions to prevent pressure should be implemented. 

Staff should note the following when caring for a patient who has a medical device:
Tubes should be repositioned in the mouth/nose every 4hours/PRN 
Use a prophylactic dressing beneath a medical device
Increase frequency of skin and tissue assessment 
Monitor the tension of medical device securement
Seek the patient’s assessment of comfort 
Neonates are assessed as part of routine care for pressure injuries from any medical devices and tapes. The Neonatal Skin Risk Assessment score is recorded, and action taken is documented 
Use an endotracheal attachment device for a patient who will be intubated for more than 24 hours. Cotton tape should be replaced every 24hours/PRN
When using prone positioning, ensure correct positioning of medical devices and use prophylactic dressings to offload bony prominences. Minimum 2 hourly – position head, nose bridge, chin, arms, ears, and shoulders. Minimum 6 hourly Jordon Frame for body 
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 clearly documented order from the Medical Officer should determine when splints or back slabs can be removed. At this time a skin and tissue 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 may have altered sensation.

At North Canberra Hospital, prone patients are managed in the following fashion within Operating Theatres:
· Multiple pillows across body to offload bony prominences
· Segmental gel pads and towels are applied as a further layer in addition to pillows
· A specific foam pillow is provided which has a outlet/channel for the ETT
Eyes are protected in consultation with anaesthetists, which include soft eye pads, the eyes being taped.
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Patient/carer/family education
On presentation to CHS and throughout the patient’s admission, staff will provide education about pressure injury risks, prevention interventions and management if a pressure injury is identified
The education will be provided at point of care (bed side, clinic visit, home setting) through face to face discussion    
The patient, carer and their family will be provided with the CHS Pressure Injury Prevention information brochure
Staff will develop an individualised comprehensive pressure injury plan in partnership with the patient, carer, and family and document in the patients clinical record

Discharge from 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
Attending a risk assessment in the patient’s home prior to discharge
Referring to appropriate services such as community nurse, dietitian, or occupational therapist
Note patients with a pressure injury may require follow up appointments with the medical team
Applying preventative dressings to bony prominences if patients are travelling e.g. air or road ambulance.

Clinical handover
The patient’s pressure injury risk assessment and skin and tissue assessment should be communicated at changeover of shift and when patients are: 
Transferred to a different ward or unit at Canberra hospital, North Canberra Hospital and University of Canberra Hospital
Transferred to a ward from Critical Care areas or the Operating Theatre  
Discharged to the community based services 
Discharged from the health service or transferred to another health facility. 
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CHS have equipment, resources, evidence based wound products and advanced technologies available for preventing and managing pressure injuries. Wound products and skin care creams are ordered through stores. 

At Canberra Hospital and University of Canberra Hospital the standard hospital mattress is a High Specification Reactive Foam Mattress (see Glossary for definition).

Equipment can be ordered for inpatients through Canberra Equipment Store at Canberra Hospital and hired for community patients from ACT Equipment Loan Scheme ELS (Monday – Friday during business hours). The University of Canberra Hospital staff call the local contractor – BGIS help desk extension 47000 and orders a mattress and it is delivered to the ward.
Equipment available:
Support surfaces – active/reactive (alternating and overlays) mattresses, support/alternating cushions
Heel troughs 
Manual handling equipment - slide sheets, slings/lifters
Specialty support surfaces - hover mats and Skin IQ

Products available as stock items
Silicone multilayered foams - sacral/heel and different sizes
Skin care moisturisers, pH cleansers and barrier creams.

At North Canberra Hospital the standard mattress is an Invacare Soft form Premier Active. This is a hybrid active/reactive support system that can be toggled between each setting by adding or removing an air pump based on clinical need:
At North Canberra Hospital standard mattresses and /or pumps are requested via referral to ward support officers in Clinical Record System.
At North Canberra Hospital specialised mattresses are requested via Clinical Records System orders sent to Ward Support Officers, the Occupational Therapy Team & the Supply team. 
CNC’s for the ward are required to complete and sign a mattress order form that is sent to the Supply Department if the required mattress can’t be sourced internally hospital store. This is to ensure there is some oversight from a cost centre manager when mattresses are ordered, managed and financed as special orders. 
Specialised mattresses can be ordered over weekends, public holidays and evenings by contacting the hospital “After Hours Manager.”  
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Staff education on pressure injury prevention and management is provided through a variety of forums
Face to face one day modules in Staff Development Unit - booked through Capabiliti
Orientation programme for new staff
Education to Medical Officers
eLearning – Pressure Injury Prevention and Management 
Face to face education in the Community Care program
Wound journals and books located in the Canberra Hospital and North Canberra Hospital library
Local professional conferences and symposiums 
Online webinars and educational presentations
Back to Table of Contents 
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[bookmark: _Hlk52548974]Outcome
Patients have risk assessment completed for risk of pressure injury within 8 hours of the decision to admit for inpatients and on first contact in the community and recorded in the patients clinical record
Patients at risk of developing a pressure injury have appropriate interventions put in place.
Patients who develop a pressure injury are managed according to this procedure. 

Measure
Review of incident reports related to pressure injuries.
Review of Healthcare Associated Complications data.
Review of Bedside Audit data related to pressure injury management. 
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Policies
Nursing and Midwifery Continuing Competence 
Informed Consent 
Waste Management 
Restraint of a Person 
ICU Proning Checklist located in ICU

Procedures
[bookmark: _Hlk48318938]Wound Prevention and Management 
Infection Prevention and Control -Healthcare Associated Infections 
Nursing and Midwifery Continuing Competence 
Photos Video and Audio Capture, Storage, Disposal and Use 
Aseptic Technique 
Guideline Care of the extremely preterm and low birth weight bay-The golden hour 
Catheter Insertion and Management for Adults 
Ventilation-Invasive & Non-Invasive (neonates and infants) 
Tube feeding for infants, Children and Adolescents (Nasogastric, Orogastric and Nasojejunal) 
Clinical Handover 
Active Management of Larger (Bariatric) Adult Patients 

Consumer handouts
Preventing Pressure Injuries Information for Patients and Carers 
Nutrition and Wound Healing 
Hip Fracture Care, Clinical Care Standard –Adults only Procedure 

Guidelines 
International guidelines for prevention and treatment of pressure injuries 2019

Legislation
Health Records (Privacy and Access) Act 1997
Human Rights Act 2004
Work Health and Safety Act 2011
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[bookmark: _Hlk34906535]Definition of terms come from the 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; 2019. 
 
Clinical judgement
An overarching concept integrating all reasoning tasks and actions performed by health professionals to describe and assess a health condition of interest. It describes the sum of cognitive action carried out by health professional to interpret and synthesize information to derive a diagnosis and management plan for an individual.

Erythema 
Redness of the skin due to dilation of blood vessels. 
Blanchable erythema: An area of reddened skin that temporarily turns white or pale when light pressure is applied to the skin and reddens when pressure is relieved. Over a pressure site, this is due to a normal hyperaemic response.
[bookmark: _Hlk34902572]Non-blanchable erythema: Skin redness that persists following the application of pressure, usually over a bony prominence. This is a sign of a category/stage 1 pressure injury. Darkly pigmented skin may not have visible blanching. 

[bookmark: _Hlk34906296]High Specification Reactive Foam Mattress
Is one with superior qualities of immersion, envelopment, and microclimate control. Characteristics of reactive foam mattresses that relate to the qualities of immersion, envelopment and microclimate control include foam type, density, hardness, support factor, thickness, and water vapor permeability. 

Device related pressure injuries
Result from medical device, equipment, furniture, and everyday objects that had applied pressure to the skin, either as an unintended consequence of their therapeutic use or inadvertently due to unintended skin contact. The term device related describes the aetiology of the pressure injury rather than its severity of or extent of tissue loss.  They should be staged using a recognised classification system. They should conform to the pattern or shape of the device. Example of a device, plaster cast, back slabs, and splints.
Also known as medical device related pressure injury (MDRPI).

Mucosal membrane pressure injuries
They are recognised as moist membranes that line the respirator, gastrointestinal and genitourinary tracts. Often caused by primarily by medical devices (generally by tubing and stabilising equipment) exerting sustained compressive and shear forces on the mucosa.
In the mucosa of the respiratory tract (i.e. lips, mouth, nasal passages) often caused by ventilation or feeding tubes and /or their stabilisation equipment. The gastrointestinal tract (i.e. penile, ureteral) often caused feeding tubes, ostomy appliances and catheters.

Microclimate of skin
Temperature, humidity, and air flow next to skin surface.  

Pressure injury 
Localised damage to the skin and/ or underlying tissue, as a result of pressure or pressure in combination with shear. Pressure injuries usually occur over a bony prominence but may also be related to a medical device or other object. 

Support Surface
A specialised device for pressure redistribution designed for management of tissue load, microclimate, and/or therapeutic functions. Support surfaces include mattresses, integrated bed systems, mattress replacements or overlays, seat cushions, or seat cushion overlays. 
· Active Support Surface: A powered support surface, with the capability to change its load distribution properties, with or without applied load. 
· Reactive Support Surface: A powered or non-powered support surface with the capability to change its load distribution properties only in response to applied load.  

Risk Factors for Pressure Injuries inclusive of mechanical boundary conditions and the susceptibility and tolerance of the individual to injury

	Risk factors categories
	Mechanical Boundary conditions (MBC)
	Susceptibility and tolerance of the individual (ST)

	Activity and mobility limitations
	X
	

	Skin status
	
	X

	Perfusion, circulation, and oxygenation factors
	
	X

	Nutrition indicators
	
	X

	Moisture
	X
	X

	Body temperature
	
	X

	Older age
	X
	X

	Sensory perception limitations
	X
	

	Blood markers
	
	X

	General and mental health status
	X
	X

	Additional risk factors for specific populations
	MBC
	ST

	Individuals in the operating room
	X
	X

	Critically ill individuals
	X
	X

	Neonates and children
	X
	X
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[bookmark: _Toc56774213]Attachment 1: Waterlow Risk Assessment Tool (WRAT) - for adults
[image: Waterlow Risk Assessment Tool (WRAT) - for adults is a scoring tool to determine the risk for pressure injury prevention based on sex and age, mobility, skin type and visual areas, continence, tissue malnutrition, neurological deficit, appetite, build/weight for height, major surgery/trauma and medication. ]


[bookmark: _Toc56774214]Attachment 2: Braden Q Risk Assessment Scale - for children (age less than 15years)
[image: Image of Braden Q Risk Assessment Scale - for children (age less than 15years). This is a risk assessment tool to that provides a score to determine risk of pressure injury and the assessment reviews mobility, physical activity, sensory perception, skin moisture, skin friction, nutrition and tissue perfusion and oxygenation.]

[bookmark: _Toc56774215]Attachment 3: Neonatal Skin Risk Assessment and Management Scale - Neonatal Intensive Care Unit (NICU) and Special Care Nursery (SCN) 
Page 1 of 2
[image: Image of the Neonatal Skin Risk Assessment and Management Scale for Neonatal Intensive Care Unit (NICU) and Special Care Nursery (SCN). The Skin Risk Assessment Scale details the type of injury, cause of injury and guidelines and preventative measures.]
Sample

Attachment 3: Continued Neonatal Skin Risk Assessment and Management Scale - Neonatal Intensive Care Unit (NICU) and Special Care Nursery (SCN) Page 2 of 2
[image: Image of the Neonatal Skin Risk Assessment and Management Scale for Neonatal Intensive Care Unit (NICU) and Special Care Nursery (SCN). The Skin Risk Assessment Scale determines a risk score and suggested actions for staff to when admitted.]
Sample

[bookmark: _Toc56774216]Attachment 4: Modified version Waterlow tool (2005) in Maternity
[image: Image of Modified version Waterlow tool (2005) in Maternity. A scoring tool to determine risk of pressure injury reviewing BMI, skin type, sex and age, malnutrition status, continence, tissue malnutrition, neurological deficit and mobility.]
[bookmark: _Toc56774217]Attachment 5: Braden Risk Assessment Scale within the community (Allied Health)
[image: Image of Braden Risk Assessment Scale within the community (Allied Health) for predicting pressure score risk in home care.]Sample

[bookmark: _Toc56774218]Attachment 6: Pressure Injury Prevention and Management Clinical Interventions Guideline
[image: Image of Pressure Injury Prevention and Management Clinical Interventions Guideline which is a table detailing what is not at risk and at risk and appropriate interventions.]

[bookmark: _Toc56774219]Attachment 7: Pressure injury Classification tool/photos
[bookmark: _Toc20136756][image: Image of Pressure injury Classifications and pictures. Classifications being stage 1 non-blanchable erythema, stage 2 partial thickness skin loss, stage 3 full thickness skin loss, stage 4 full thickness tissue loss, unstageable as depth unknown and suspected deep tissue injury as depth unknown.]
[bookmark: _Toc56774220][bookmark: _Toc20136757]Attachment 8: GLOBIAD Ghent Global Incontinence Associated Dermatitis Categorisation Tool 
[image: Image of GLOBIAD Ghent Global Incontinence Associated Dermatitis Categorisation Tool that staff are required to refer to when documenting the category of IAD in the Clinical Record System. There are four categories with critical and additional criteria for staff to consider.
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‘Adapted from Judy Wateriow Risk Assessment Tool with kind permission.
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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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MOISTURE Skin i kept moist aimost kin i often, but not aways moist. Skin i usualy dry. Linen only

Degree to which skin is
exposed to moisture

constantly by perspiration, urine,
etc. Dampness s detected every
time patient is moved or urned.

Linen must be changed as often as
3 times in24 hours

omomatel once s doy

requires changing at routine
interval

ACTIVITY

Degree of physical activity

Bodfast
Confined to bed

walk seversly limited or
xistent. Cannot bear own
weight andor must be assisted nto

without assistance. Spends

Walks outside bedroom twice a
ay and inside room at least once
every two hours during walking

chair or wheelchal majorty of day in bed or chai. hours
Very Limited No
MOBILITY ht changes in Makes nd frequent changes.
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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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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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