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1. Introduction
This procedure will provide staff with a consistent approach to pressure ulcer
management within Barnsley Care settings by raising awareness and working together across all settings, the overall objective is to reduce the number of incidents and adverse effects of pressure ulcers and eliminate all avoidable pressure ulcers.

The procedure will outline a pathway of care for Barnsley health care professionals that promotes early risk identification and preventative care, enabling fast access to evidence-informed therapeutic interventions, with escalation of treatment or service provision for people requiring more complex care.

2. Purpose and scope
The purpose of this procedure is to establish a standard aimed at preventing patients under the care of Barnsley care settings from developing pressure ulcers. This procedure equips healthcare professionals with the necessary knowledge, tools, and skills to identify patients at risk of pressure ulcer development and effectively manage this risk.
Key components of this procedure include:
Risk Recognition and Management: Providing staff with the skills to recognise patients who are vulnerable to developing pressure ulcers and outlining strategies for managing this risk proactively.
Best Practice Guidance: Offering comprehensive best practice guidance in the treatment and management of pressure damage, ensuring that staff are informed of the latest and most effective interventions.
Consistent Reporting: Establishing a standard approach for reporting incidents of pressure ulcers, promoting transparency and consistency across the organisation.
This procedure is applicable to all healthcare professionals within Barnsley covering a wide range of services including community nursing, specialist services, community therapy, inpatient settings, and older person mental health services. It encompasses all healthcare providers involved in the care of patients of any age who may be at risk of or have developed pressure ulcers.
The framework for best practices outlined in this procedure is informed by key recommendations from the NICE Clinical Guideline on pressure ulcers prevention and management, as well as the NICE Quality Standard for pressure ulcers. Furthermore, it has been updated to incorporate the latest guidelines from EPUAP, NPIAP, and PPPIA. This ensures that the procedure reflects current research and advances in pressure ulcer prevention and management, fostering an environment of high-quality patient care.


3. Definitions
A pressure ulcer, also known as a bedsore, pressure sore, or decubitus ulcer, is defined as a localised injury to the skin and/or underlying tissue that occurs because of prolonged pressure, typically over a bony prominence. This condition can develop when pressure impairs blood flow to the skin and tissue, resulting in damage and potentially leading to tissue necrosis.
Pressure ulcers are classified into stages based on their severity:
Category 1: Non-blanchable erythema of intact skin, indicating a potential area of damage.
Category 2: Partial-thickness skin loss involving the epidermis, dermis, or both. The ulcer appears as a shallow open sore.
Category 3: Full-thickness skin loss, which may involve damage to subcutaneous tissue but does not extend through underlying fascia. The ulcer may present as a deep crater.
Category 4: Full-thickness skin loss with extensive destruction, tissue necrosis, or damage to muscle, bone, or supporting structures.
Pressure ulcers can occur in various settings, particularly among individuals with limited mobility, chronic illnesses, or those who are elderly. Prevention and timely management are key to minimising their occurrence and promoting healing.
4. Principles 
The principle for this procedure is to propose five phases of care: 
A. Identification of someone at risk of pressure ulcers and immediate care. 
B. Risk assessment and diagnosis including:
· Initial screening for risk factors.  
· Risk assessment. 
· Primary and secondary diagnosis.
C. Ongoing care including:
·  Primary and secondary preventative care. 
·  Wound care. 
D. Review of healing. 
E. Care following healing of a pressure ulcer.
5. Procedure / Process

A. Identification of someone at risk of pressure ulcers and immediate care.
· Consider whether a patient or client has pressure ulcer risk factors at every contact with a health and social care professional. 
· Respond to a request from an individual, their family or informal carer who has identified risk factors for pressure ulceration.


 ‘Red flag’ risk factors are: 
· Skin over a bony prominence that is hot, discoloured and swollen or the patient complains of new onset or change / increase in pain or numbness, and this does not resolve when the patient is repositioned. 
· An existing pressure ulcer or scar from a pressure ulcer or other wound in an at-risk area. 
· The individual has had a long lie (fall and being on the floor) of more than 1 hour. 
· Rapid deterioration in the clinical condition of the patient. 
· There is a medical device in prolonged contact with the skin.

Immediate care: 
· Reposition the patient off the affected area and record the position in which the patient was found. 
· If the skin is broken and clean, dress the wound using a sterile dressing as per local policy. 
· Ensure any existing equipment is functioning and in use. 
· Take a digital image of any broken skin. 
· Seek assistance / escalate care / refer to specialist as necessary. 
· Give patient, family and carers information about what they can do to help manage the skin damage, including what they should avoid doing. 
· Document any interventions, conversations or care plans and ensure these are handed over to other caregivers to ensure continuity. 
· Check if medical devices in use are still required. If it is still, necessary fit and position correctly.

Screening, risk assessment and diagnosis Initial screening 
If the person identifying someone at risk of a pressure ulcer, (or responding to a request for a risk assessment) does not have the appropriate knowledge / skills to carry out screening, they should provide immediate preventative care that reduces any identified risk and refer to a suitably trained professional. 

· Everyone receiving care from a health or care professional should be screened for pressure ulcer risk using the PURPOSE-T tool, or other validated risk assessment tool that, as a minimum, contains the same risk factors. 
· Screening should follow a structured and replicable approach and consider, as a minimum, mobility and activity limitations, skin status and other risk factors that are highly predictive in specific populations. 
· Screening and skin assessment should be based on a combination of skin temperature, skin texture, patient reports of pain and discomfort as well as visual skin assessment. This is particularly important when considering skin of dark colour and tone. 

B. Risk Assessment 

Those identified as being potentially at-risk following screening (e.g., step 1 of the PURPOSE-T tool) should receive a full pressure ulcer risk assessment using the PURPOSE-T tool, or other risk assessment tool that, as a minimum, contains the same risk factors. 


Risk assessment for those admitted to hospital or a care home with nursing should be done within 6 hours of admission or in a community health care service the first face-to-face visit. This includes virtual contact via telephone or video and may be based on questioning the patient about their skin. Clearly document the risk assessment and whether it was conducted face-to-face or virtually.

Document the outcome of the risk assessment in the clinical or care record along with a pre-stipulated date for review of risk and planned care. 

Reassess if there is a change in that person’s condition, circumstances or environment.

For those whose condition is stable, review at regular intervals to monitor for more subtle changes in level of risk. 

If the person identifying someone in need of a full pressure risk assessment does not have the appropriate knowledge / skills to carry out that risk assessment, they should provide immediate preventative care that reduces any identified risk and refer to a suitably trained professional.  

Diagnosis 
Document pressure ulceration accurately, avoiding confusion with similar but different aetiologies (e.g., incontinence associated dermatitis (IAD). Differential diagnosis of pressure ulceration should consider: 
· Is there evidence of pressure or shear? 
· Is the wound or skin damage over a bony prominence or under a device? 
· Are the edges distinct? 
· Categorisation of pressure damage Categorise pressure ulcers using Pressure Ulcer Categories 1 – 4 or mucosal.

Outcome of risk assessment 
Combine the outcome of risk assessment and diagnosis together to identify which of the following pathways should be followed. 
· No pressure ulcer, not currently at risk, or 
· No pressure ulcer but at risk, or 
· PU Category 1 or above or scarring from previous pressure ulcers.

C. Ongoing Care to prevent pressure ulcers

Use the aSSKINg Framework to plan and deliver individualised care that addresses the individual’s presenting risk factors for anyone identified at risk of pressure ulceration.

Deliver care according to the identified pathway. 

No pressure ulcer and not currently at risk 
· Document outcome of risk in the clinical record. 
· Review risk at regular intervals which should be based on: 
· a change in that individual’s condition, or a change in the place of care delivery, 
· a change in the individual’s circumstances, or 
· at the pre-planned interval, which should be as a minimum once a week in acute settings and once a month in community or care settings. 


No pressure ulcer but at risk 
As above plus: 
· Implement an individualised plan of preventative care that addresses their presenting risk factors and follows the aSSKINg bundle. 
· Ensure there is regular monitoring of skin condition and escalate preventative care if any deterioration in skin condition is noted. 
· Document outcome of risk in the clinical record. 
· Provide information to the patient and / or their carer about the level of risk and what they can do to help reduce the risk. Category 1 pressure ulcer or above or scarring from previous pressure ulcer
 As above plus: 
· If deterioration in skin or wound is noted, escalate interventions including review of equipment (beds, mattresses, cushions and off-loading devices) and repositioning schedules. 
· Complete a full wound assessment and document in the care record. 
· Agree a patient-centred objective of care. 
· Implement evidence-informed wound care based on the objective of care. 

Document the plan of care in the patient’s care record.

Category 1 pressure ulcer or above or scarring from previous pressure ulcer
 As above plus: 
· If deterioration in skin or wound is noted, escalate interventions including review of equipment (beds, mattresses, cushions and off-loading devices) and repositioning schedules. 
· Complete a full wound assessment and document in the care record. 
· Agree a patient-centred objective of care. 
· Implement evidence-informed wound care based on the objective of care. 

Document the plan of care in the patient’s care record.


Care to promote healing of a new or existing pressure ulcers

Immediately escalate to the relevant medical team / GP those with the following ‘red flag’ symptoms/ conditions: 
· Acute infection (e.g., increasing erythema, swelling, pain, pus, heat). 
· Symptoms of sepsis

Undertake and document a comprehensive wound assessment in line with the wound minimum data set that includes: 
· Full history, including any previous history of pressure ulceration. 
· Review of medication. 
· Pain and analgesia needs. 
· Psychosocial needs. 
· Possible infection. 
· Nutrition. 
· Record image(s) of ulcer(s) using digital imaging.






Plan and deliver individualised care that addresses the presenting risk factors using the aSSKINg Framework for anyone with an existing pressure ulcer plus: 
· If appropriate, treat infection in line with local guidelines. 
· Offer analgesia to alleviate pain. 
· As far as possible, use ANTT to cleanse the wound bed, skin around the ulcer and consider debridement if required. 
· Apply an appropriate dressing with sufficient absorbency.

 At each dressing change: 
· Review care and identify, discuss, and incorporate opportunities for supported self-management into treatment plan in line with the individual’s and their carers’ capacity, capability and wishes. 
· Review effectiveness of treatment plan and if there is deterioration, escalate in line with local pathway. 

All those with category 3 and 4 pressure ulcers should be considered for possible surgical revision: 
· Have all reasonable conservative / non-surgical methods been tried to close the pressure ulcer? 
· Would the individual consider surgical revision? 
· Is the individual able and motivated to adhere to post-operative regimens to prevent pressure ulcer recurrence or breakdown of surgical repair. 
· Does the individual have available skin / muscle for surgical revision (to be assessed by a member of the surgical team).
· Is the individual fit for surgery or able to become fit for surgery (e.g., through treatment for infection, by improved nutrition)?

D. Review of healing 

 At weekly intervals (or more frequently if concerned) monitor for healing by: 
· Completing wound assessment in line with the wound minimum data set. 
· Taking digital wound image(s) and comparing with previous images. 
· Review the effectiveness of treatment plan and escalate any concerns to the relevant clinical specialist at weekly intervals. 
· Wounds that are deteriorating should be escalated to the relevant clinical specialist unless this is anticipated (e.g., in final days of life) and preventative intervention, including surface provision and repositioning regimens, escalated. 
· Undertake a comprehensive holistic re-assessment at 12 weeks, for patients with wounds that remain unhealed.

E. Care following healing 

Determine an agreed process of evaluation of care and review of risk level for all individuals at continued risk. 

Discuss with all individuals and/or their carers their specific risk factors and what they or their carer’s role in preventative care could be. 

Provide all individuals at risk of pressure ulcers with information about their risk factors and treatment plan. This may be in written form (in a relevant format e.g., braille, different languages), using digital media or verbally, but the form of delivery and content must be clearly documented. 

Identify, discuss, and incorporate opportunities for supported self-care into treatment plans in line with everyone's capacity, capability and wishes.


Equipment
Decisions about the prescription of pressure relieving devices is based on the holistic assessment and not based solely on the Purpose T or validated Pressure Ulcer Risk Assessment.
Prescription of equipment is documented and includes:
· Identified levels of risk by holistic assessment
· Skin assessment
· Pressure Ulcer assessment
· Location and cause of pressure ulcer
· Comfort	
· General health status
· Lifestyle and abilities
· Care needs
· Acceptability of the proposed pressure relieving equipment to the patient and or carer 
Consider posture, seating position and cushion when assessing the patient with a pressure ulcer and refer to appropriate health care professional for support and advice.
Reassessment of the pressure relieving equipment will be required if the pressure ulcer deteriorates or is not healing, to ensure the equipment is appropriate to meet the patient’s needs (there may be a need to step up to a higher specification support surface), is being used correctly and is in good working order.
Once a pressure ulcer/ damage has healed the patient is re-assessed for pressure damage risk and for future equipment requirements. It may be appropriate to step down to a more basic support system. 
If a patient develops a pressure ulcer or an existing pressure ulcer deteriorates staff will need to check the equipment is in good working order.
[bookmark: _Hlk184222014]Clinicians prescribing pressure relieving equipment for all patients should ensure that the equipment has been delivered in the agreed timeframe, that it is in working order and that the patient is safe/tolerating it.
Community equipment should be reviewed in line with the pressure damage risk level or sooner if there is a change to the patient’s condition.
BHNFT equipment should be reviewed in line with the Pressure Ulcer Prevention selection guide/SOP.
Static air systems such as Repose should be checked weekly and or at change of patient use for level of inflation. Delegation of this task (if appropriate) is the responsibility of the prescriber and should be documented in the patient’s care plan.
If the prescribed equipment is not available, the equipment management team will contact the prescribing clinician via telephone (or e-mail system if no telephone available) to advise. Tissue Viability will advise clinicians on a suitable alternative.
SWYPFT ‘non routine’ equipment will be ordered using the equipment request 2 form (ER2).  The equipment request form which should be emailed to equipment manager. The timeframe for equipment delivery is based on patient need/level of risk and whether the product is a stock item.
Prescription of bespoke/non-stock equipment may incur up to a 12-week delivery timescale to allow any new equipment to go through consideration at medical devices panel. Interim measures for reducing pressure damage risk will be put in place.

6. Duties
Individuals involved in the assessment, planning, implementation, and evaluation of pressure ulcer care should be adequately trained and competent in the evaluation, management, and prevention of pressure ulcers. They should have participated in specialised pressure ulcer training programs, gained supervised experience in either ward-based environments, clinics or through home visits, and be recognised as competent by the responsible caseload holder.

7. Dissemination and implementation arrangements  
This document is available to all staff on the Trust Intranet site. The recommendations have been incorporating into the virtual training programme for pressure ulcer care.

8. Training needs 
Health care professionals involved in the care of patients with pressure ulcers should have completed training in pressure ulcer management and possess knowledge and skills in the following areas:
· Pathophysiology of pressure ulcer formation
· Assessment and differential diagnosis of pressure ulcers
· Normal and abnormal wound healing processes
· Theories, management, and application of pressure relief and support surfaces.
· Selection of appropriate dressings for pressure ulcers
· Skin care and management strategies
· Patient education and health promotion
· Prevention of pressure ulcer recurrence including equipment
· Criteria for referral for specialized assessment, including vascular services.
Advanced Training 
· If pressure ulcer sustained to the lower limb - use of Doppler ultrasound to measure Ankle-Brachial Pressure Index (ABPI)

9. Process for monitoring compliance and effectiveness 
The arrangements for monitoring compliance and effectiveness will be embedded in our appraisal process/Clinical supervision.  Appraisals and clinical supervision will serve as the key component for evaluating adherence to established standards and the efficacy of our procedures. Each area Clinical Lead will be responsible for conducting annual reviews and regular clinical supervision, ensuring that expectations are met.   

10. Review and revision arrangements (to include document control and archiving)
The procedure for Pressure Ulcers will be systematically reviewed and revised at least every three years, or sooner if new national guidelines are published, ensuring that all updates are documented with a clear process for revision; this includes thorough document control and archiving practices to maintain compliance and accessibility to the most current standards within the wound care policy framework.
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