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NHS

Oxford Health

Housekeeping

* Add your name in the chat function so your
attendance can be taken and updated on your
L&D portal.

* Have your Camera on to be FULLY PRESENT in the
session.

* Add questions to the chat. Time at end to discuss.
* Please contribute when asked.
* Please log yourself out at the end of the session.

Caring, safe and excellent



NHS

Oxford Health

What we WiII cover: NHS Foundation Trust

» Why you're here.

* The skin & it's barrier function.

« What is a pressure ulcer & who is at risk of them?
» Categorisation of pressure ulcers.

« PURPOSE-T PU Risk Assessment Tool.

« aSSKINg Framework for assessment &
management.

 When to escalate.
« What now.

Caring, safe and excellent



NHS

Oxford Health

NHS Foundation Trust

Why are we bothered about pressure ulcers?

Patient experience

Caring, safe and excellent


https://youtu.be/Syc-hByVGF0

NHS
National Wound Care 2005w
Strategy Programme

» Commissioned by NHS England

* Pressure Ulcers are in the ‘top ten harms’

* Evidence shows that unwarranted variation from evidence-based
oractice is a contributing factor

 Despite national & international clinical guidelines, there has
oeen no up to date standardised pathway for implementing
these guidelines in England

Caring, safe and excellent



Key changes:

1. New pressure ulcer screening
& risk assessment tool —
PURPOSE-T will replace the

Braden Tool

2. Everyone receiving care from
a health or care

professional |
ssessment of risk
3. USG Of the aSSKINg care kin inspe:tionandcare
upport surface selection and use
B un d Ie tO St r'u Ct ure ezg;our patient moving

assessment and management [t

iving information
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NHS
The Skin R

EPIDERMIS

Acts as
a Barrier

SUBCUTANEOUS TISSUE

Caring, safe and excellent
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Barrier Function of the Skin: Oxford Health

NHS Foundation Trust

Physiological
Environmental factors lipids
The Epidermis is made up of 5 layers with the outer most being the Stratum \/V ‘
Corneum acting as our barrier. The Stratum Corneum is made up of 'bricks' or q
S | S Y S ) — s
keratinocytes and 'mortar’ or lipid matrix full of of ceramides. I I N R T

) TN I O I (|

Chemical Barrier — the acidic pH level in skin acts as the barrier against 3

: : Ceramides
bacteria, the Acid Mantle. Urea
Waier lass Physiological
Physical Barrier — the lipid matrix found in the stratum corneum, which lipids
prevents excessive water loss and avoid environmental factors permeating into ~‘—-— —— _s|_ — _l-
Stratum
the skin. !t“--? - corneum
Acid Neutral Base
A A
Y I'd hY

Decreased urea

o 1 2 3 4 5 6 7 8 9 10 11 12 13 14
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NHS

Oxford Health

CHILDREN ADULTS OLDER ADULTS
NHS Foundation Trust

Epidermis is 20-30% thinner
than that of adults, making it
more fragile.

More sensitive and prone to
irritation from external
aggressors.

Tends to lose moisture more
quickly due to the thinner
outermost layer & less
oil/sebum.

Remarkable healing due to
faster cell regeneration.

Skin is thicker and
more resilient

While still sensitive, it can
tolerate stronger active
ingredients

Has a developed skin
barrier that retains moisture
more effectively.

Epidermis thins and becomes
more fragile, transparent and
prone to tearing.

Loss of oil and sweat gland
function and natural
moisturizing factors makes skin
chronically dry & prone to
itching.

Slower healing rate due to aging
process.

Caring, safe and excellent



Impaired Barrier Function: oxord

NHS Foundation Trust

Factors Impairing Skin Barrier Function: Why are emollients important?
« Age - infants: immature barrier; elderly: reduced lipid production, *Reduces trans-epithelial water loss,
» Genetic predisposition, *Low in pH like the skin,
» Underlying skin disease e.g. eczema, *Reduces eczema, infection, skin tears and moisture
» Atopy or allergic tendency, lesions,
» Chronic inflammation or infection, *Hypoallergenic.
» Hormonal changes, Urea-containing emollients:
» Nutritional deficiencies (essential fatty acids, zinc, vitamins), « Are important for older skin,
» Systemic illness (diabetes, renal or liver disease), » Enables fluid absorption,
* Medications (topical steroids misuse, retinoids, chemotherapy), » Keeps cells well hydrated, reducing trans-epithelial
» Behavioural factors (frequent washing, hot showers, scratching), water loss,
* Psychological stress. » Cells become more closely knitted together.
« Natural barrier function is repaired.

Caring, safe and excellent
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What is a Pressure Ulcer (Pressure Injury)? Oxford Health

NHS Foundation Trust

A pressure ulcer is localised injury to the skin and/or underlying tissue usually over a bony
prominence, as a result of 2 forces:

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 (EPUAP (2019).

S O
—B
ghlies 4
E’."sﬂ-

Intact skin with Partial loss Complete loss Exposed bone, Slough or eschar  Purple or maroon
non-blanchable of dermis of dermis tendon, or muscle obscuring depth  discoloration of
erythema intact skin

Caring, safe and excellent



Pressure is a force acting perpendicular against L5
o o Oxford Health
the skin and soft tissues.

Pressure of bone
against hard surface

I ressure “1(“('G'I'<l"".1"“Q:\'l“((\l(qc'(Q'l
¢ | (( “|l(’(‘(( "‘(((. "(.‘
| AN R AP PO AR

Pinching off of
blood vessels

Skin layers

Friction of skin

Normal Hard surface (bed) )
against the surrface

The harder the surface, the higher the pressures.

Caring, safe and excellent



Shear is a force that acts parallel to the skin. Oxfordeealth

NHS Foundation Trust
Shear ?
SrTaan "!.. \—
e

Surface

Friction — the rubbing of the skin over a surface.

Caring, safe and excellent



NHS

Oxford Health

What isn't a Pressure Ulcer/injury?

e A skin tear
e A true bruise

* A foot ulcer NOT caused by pressure
(podiatry)

- A wound on a leg not over a bony
prominence or under a piece of
equipment/surface

* A surgical wound that has broken
down

None of the above wounds should be
categorised.

Caring, safe and excellent




Category 1 Pressure Ulcer: oxford

NHS Foundation Trust

* Intact skin with localised, non-blanching erythema usually over a bony prominence.
* Indicates early tissue damage and risk of progression if pressure is not relieved.

* may be painful, firm, soft, warmer or cooler as compared to adjacent tissue.

Why this stage matters:
First visible sign of pressure injury

Miss it = rapid progression to skin

breakdown

Blanching Test — No colour change with pressure indicates collapse of small blood Spot it early - injury can be

vessels = Category 1 Pressure Damage. prevented

Caring, safe and excellent



ASSGSSing Questions to consider as part of the skin Sy deealth

assessment: NHS Foundation Trust

* What is the colour like in comparison to

diﬂe'ent S“n the surrounding skin?

 Does the skin feel warm/cool? Are there
tones. any changes in temperature?
- * Does the skin feel spongy of firm to
touch?
* Does the skin look or feel shiny or tight?

* |s there any swelling or inflammation?

* Are there any changes in the texture of the
skin and underlying tissue?

* Is there any pain, itchiness or change in
sensation?

NaLing (]

Caring, safe and exceiient




Category 2 Pressure Ulcer: OXfordeea.th

NHS Foundation Trust

 Partial thickness skin loss — damage to the dermis and/or epidermis.
* A shiny or dry shallow open ulcer with a red pink wound bed, NO slough or bruising.

* Intact or open/ruptured serum-filled or serosanguinous filled blister.

This category should not be
used to describe skin tears,
tape burns, incontinence
associated dermatitis,

maceration or excoriation.

Caring, safe and excellent
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Oxford Health

Category 3 Pressure Ulcer:

* Full thickness skin loss — subcutaneous
fat may be visible, but bone, tendon
or muscle are not exposed.

 Slough may be present but does not
obscure the depth of tissue loss.

* May include undermining and
tunnelling.

* The depth of a Category 3 pressure
ulcer varies by anatomical location.

Caring, safe and excellent



NHS

Oxford Health

Category 4 Pressure Ulcer:

* Full thickness tissue loss with
exposed bone, tendon or muscle.

* Slough or eschar may be present.

 Often includes undermining and
tunnelling

* The depth of a category 4 Fressure
ulcer varies by anatomical location.

 Category 4 ulcers can extend into
muscle and/or supporting
structures (e.qg., fascia, tendon or
joint capsule) making osteomyelitis
more likely to occur.

Caring, safe and excellent




Cone of Pressure: OXfordeea.th

NHS Foundation Trust

Weight of the body Damage spreads downwards and

outwards. The wound is smaller at the

Bone
surface level but wider and deeper

underneath.

Skin and muscle

Normally seen in category 3 and 4
layers compressed

pressure damage.

T T T T Explains why wounds can deteriorate

Pressure from the mattress despite small surface size.

Caring, safe and excellent
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Deep Tissue Injury (DTI): Oxford Health

NHS Foundation Trust

Localised area of purple/ maroon discoloured, intact skin due to damage of
underlying soft tissue from pressure and/ or shear. Tissue may be ‘boggy’, warmer

or cooler and more painful than adjacent tissue. Different to a bruise.

Caring, safe and excellent



Unstageable Pressure Ulcer: oxford

NHS Foundation Trust

* Full thickness tissue loss in which the base of the ulcer is covered by slough

and/ or eschar.

e Difficult to know the depth due presence of devitalised tissue.

e Once debrided (if your holistic assessment supports), you can resubmit

category.

Caring, safe and excellent



Where are we Iikely to see pressure damage? NHS
Oxford Health

4 Toes /_\ NHS Foundation Trust
'\ 4 Nose
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MO|Sture VS Pressure' Oxford Health

- -""- ; —»N ; NHS Foundation Trust

1 4 w.,.

Moisture

« Caused by Moisture being present

* Irregular edges/ can be linear in natal cleft

* Intragluteal cleft/may be over bony
prominences.

» Copy lesions/ Butterfly pattern.

 Superficial.

* No necrosis present.
 Macerated skin around the lesions.

 There can be excoriation — often associated
with faecal leakage.

Pressure/shear should be excluded.

Caring, safe and excellent o



NHS
Oxford Health
MASD VS Pressure Damage: S Foundation s

Pressure

Caused by direct pressure (ischemia) shear
and friction (cell deformation).

» Defined edges circular or tear dropped shape

Moisture is not the primary factor

Over a bony prominence

Slough or necrosis could be present

Deeper lesions, particularly category 3 and 4.

Caring, safe and excellent




NHS

Oxford Health

NHS Foundation Trust

Who is
at risk?

Please take a few

minutes to think.

Caring, safe and excellent



What factors put someone at risk of Oxfordeealth

pressure damage?
o
. r.
.l
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NHS

Oxford Health

NHS Foundation Trust
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NHS

Oxford Health

NHS Foundation Trust

Who is at risk of pressure damage:

Previous Pressure Damage
Non concordance,
Immobility/ poor mobility,

Acute/Chronic illness,
Seating, Positioning and Posture,

End of Life lliness (SCALE),
Care environment,

Medication,
Medical Devices/ Equipment,

. Manual Handling/ transferring Techniques,
Cognitive/ mental health/ mental capacity,

Extremes of age (very old/ very young).
Psychosocial considerations,

Caring, safe and excellent



Incident reporting on Ulysses OXfordeea.th

NHS Foundation Trust

Intact skin with Partial loss Complete loss Exposed bone, Slough or eschar  Purple or maroon

 ALL category of pressure
u | C e r /i nj u ry S h O u | d b e r e p O rt e d non:;::ec;:ble f dcfrmis | of dermis " tendon, or muscle  obscuring depth dls:::‘ocl;ast:: of

« A PURE moisture lesion in NOT a
oressure ulcer and should not
e reported as one

« HOWEVER, if a pressure ulcer
nas a moisture element as well,
when you report the pressure
ulcer you add moisture as a
contributing factor

Caring, safe and excellent




NHS

Oxford Health

NHS Foundation Trust

No longer need to complete the questionnaires as
previously.

* Patient information - age, key co-morbidities,
capacity

* Service involvement with patient

e Summary of incident (Chronological order)

« BRADEN/PURPOSE-T , MUST, STRONG, aSSKINg
* pressure relieving equipment

 package of care

« Was there a care plan in place? Were there any
omissions/ deviations from this?

* Was the patient concordant?
e Reason for deterioration & details

Caring, safe and excellent




NHS
Foot ulcers & reporting e

Classic pressure ulcers:

» generally caused by constant static/ shearing pressures e.g. bed
bound, wheelchair, seating posture, prescribed hosiery, prescribed
footwear or prescribed offloading devices

« typically found on the posterior aspect of the heel
e over bony prominences

» These ulcers should be categorised and reported as a pressure
ulcer.

If a foot ulcer is not due to constant or intermittent pressure caused by

constant static/shearing pressures (see examples above) then it does not
need to be reported as a pressure ulcer.

Caring, safe and excellent



The aSSKINg Care Bundle oxtord i

NHS Foundation Trust

A care bundle is a small, structured %roup of evidence-based
interventions (typically three to five) that, when performed together and

consistently, improve patient outcomes more effectively thanif they were
delivered individually (IHI, 2001)

v'a = ASSESSMENT

v'S = SKIN INSPECTION

v'S = SURFACE

v'K = KEEP MOVING

vl = INCONTINANCE / MOISTURE
v'"N = NUTRITION

v'g = GIVING INFORMATION

Caring, safe and excellent


https://www.ihi.org/library/blog/what-bundle
https://www.ihi.org/library/blog/what-bundle
https://www.ihi.org/library/blog/what-bundle
https://www.ihi.org/library/blog/what-bundle
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Oxford Health

NHS Foundation Trust

PURPOSE-T

Consists of 3 steps:

Screening, & if indicated, full

* Step 1: Screening assessment should take place:

e Step 2: Full assessment  within 6 hours of admission

» Step 3: Assessment decision * on change of condition,
(placing on a pathway) environment or circumstance

» at least weekly In hospital care

* at least monthly in community or
care home

Caring, safe and excellent



STEP 1 - SCREENING NHS

Oxford Health

v MObI'Ity NHS Foundation Trust
v skin status This is the same for adults &
v’ clinical judgement. children.
* Ifayellow -category is selected, clinicians should More than 1 option can be
proceed to the assessment stage. selected.
Step 1 - screening
MObIllty status - tick all applicable Skin status - tick ai applicable Clinical JUdeEﬂt - No pressure
tick as applicable ulcer not
Needs the help of another Current PU category 1 or above? Conditions/treatments J—
person to walk . _ hich sianificantly y
Reported history of previous PU? whieh signi icantly impact at risk

Spends all or the majority of the patient’s PU risk e.g.

time in bed or chair Vulnerable skin poor perfusion, epidurals, Tick if .

Remains in the same position Medical device causing ;edemzl, steroids applicable

for long periods IfONLY | Pressure/shear at skin site e.g. If ONLY 0 problem If ONLY

- - blue box | O Mask, NG tube blue box blue box IR

Walks independently with or o L o at risk

without walking aids is ticked | Normal skin is ticked is ticked pathway

If ANY yellow boxes are If ANY yellow or pink boxes If ANY yellow boxes are

ticked, go to Step 2 are ticked, go to Step 2 ticked, go to Step 2

Caring, safe and excellent



NHS

Mobility status - tick ail appiicable
(I ’ Oxford Health
NHS Foundation Trust

Needs the help of another
person to walk |

Spends all or the majority of |
time in bed or chair

Remains in the same position

] lI-
for long periods 1 ]‘ I
Walks mdepfende.ntly with or ! € %
without walking aids ©

If ANY yellow boxes are
ticked, go to Step 2 More than 1 option can be selected.

Caring, safe and excellent




Skin status - tick all applicable

Current PU category 1 or above?
Reported history of previous PU?

Vulnerable skin

Medical device causing
pressure/shear at skin site e.g.
O, mask, NG tube

Normal skin

If ANY yellow or pink boxes
are ticked, go to Step 2

NHS

Oxford Health

NHS Foundation Trust

More than 1 option can be selected.

Vulnerable skin (precursor to PU) e.g. blanchable
redness that persists, dryness, paper thin, moist.

Caring, safe and excellent



Clinical Judgment -
tick as applicable

Conditions/treatments
which significantly impact
the patient’s PU risk e.g.
poor perfusion, epidurals,
oedema, steroids

No problem

If ANY yellow boxes are
ticked, go to Step 2

NHS

Oxford Health

NHS Foundation Trust

 Poor perfusion — arterial disease
* Neuropathy — lack of sensation

* Neurological conditions — stroke,
MS, MND, Parkinsons

 Sedation/anaesthetic
* Lymphoedema

* Diabetes

» Cognitive impairment
 Extremes of age

Caring, safe and excellent



Step 2: Full Assessment

Step 2 — full assessment  complete ALL sections

T h e A D U LT fu I I a Ssess m e n t Analysis of independent movement Sensory perception and Moisture due to perspiration, urine,

Extent of all independent e reSPONSE - tick as appicable faeces or exudate - sk as sppicabie

(where frequency and Bl '." o . No problem
extent categories meet) Doesn’t  Siight position Major position

Sta g e co m p ri Ses Of: move changes changes Patient is unable to feel and/or
respond appropriately to

Oxford I-_lealth

on Trust

Tick the appliosble box No problem / Occasional

Froquent (2-4 times a day)

P N/A NIA discomfort from pressure e.g. Constant
< s CVA, neuropathy, epidural
° requency i 75
- independent movement ofposion oS i Disbutes aanwiestn
changes Not diabetic
Moves
frequently Diabetic

- sensory perception

Perfusion - tck all applicadie Nutrition - sck at appicasie Medical device - tci as
appicadle Vulnerable skin descriptor (precursor to PU) e g

blanchable redness that persists, dryness  paper thin

(]
= mo | Stu re No problem No problem y
No problem mosst

NPUAP [ EPUAP PU Classification (2009)

Conditions affecting central
Unplanned weight loss o <
. circulation e g. shock, heart P g Medical device causing ((::m ; gor: b'l:?;uble 1?«:]:4: of nmf:: ,;;nu.
failure, hypotension ssure/sh at skin sd at 2 Partial thickness skin loss or Cloar blister
- d ia beteS Loy Poor nutritional intake oo <hor e Cat 3 Full thickness skin Joss (£t visble/siough present)
Conditions affecting peripheral st 7 Cat 4 Full thickness tissue loss (muscie/bone visible)
Low BMI (less than 18.5) Cat U (Unstageable/Unclassified): full thickness skon

circulation e g. peripheral
vascular / arterial disease

= pe rfUSion High BMI {30 or more)

Current Detailed Skin Assessment - uck i pain, soreness or discomfort present at any skin site as applicatle  Previous PU history - nick as appicatie
For each skin s#e hick apphcable column - either vulnerable skin, normal skin or record PU category

or issue loss - depth unknown

- nutrition

No known PU history

= o =
Q Q % i % = % i % = % i % - PU history - complele below
- - B - B 54 - ete
- medical devices : i HE. : - iHE. ¢ < i M.
w a 5% 2 2‘5 " I S% 2 2’: 0 I % 2 zoﬁ Number of previous pressure ulcer(s)
Q Q Sacrum R Hip R Ebow Detail of previous PU (if more than 1 previous PU give
- detailed skin assessment e e o G e o st S
Approx date Site PUcal Scar Noscar
. . R Buttock R Heel —
- previous pressure ulcer history Lischi i =
thee relevant information (If required)
R Ischial R Ankle
L Hip L Elbow

Caring, safe and excellent




NHS
Paediatric PURPOSE-T - STEP 2 Oxford Health

- I n d e pe n d e n t m ove m e n t Analysis of independent movement f::::ﬁ:f::fﬂﬁ:;ﬂd Diabetes - sov as appizat

Mot diabetic

]
Diabatic |:|

Extent of all indepardent movemeant

Tick the applicable box Rabel of mi prassurs araas
{whare frequency and - - . — Mo problem |:|
Doesn'l  Slighl poadftion  Major posilion

- Sensory perception o) Do Stptpostn oot | P

of ranpond aopaoqriately o Moisture due to perspiration, urine,

Dusman T M F
miove |:| ' ' digoamivst fom pressure D faeces or exudate - rc s appicabi

- Moisture T e L S ot ot

oot asiarally D
changes . . P : _ L
MU RO N — e s sesbion Fraquent {2—4 limes & deay} D

i b
Mowes
— b A |:-\.'!I'|5||HI'|||:,'.=|I'I s.’-.a.ln."..apr.hrs.'lnr.nrlhmr-.'.n
D I a etes frequently |:| D AT |:| produsts 24 baurs a day

Appears urdesiayervweighl
Perfusion - ok a0 appicabie for age I:' Wulnerable skin {precurser 1o PU) e.g. Hanchabia
redness hat persisls, dryness, paper hin, mast

[ ]
- Pe rfu S I o n Mo prablem — Capillary resll I:' Ha prabiem I:l Poor nutrlensd intake |:| MPLAP § EPUAP Pressars Llce
[]

Tha-rapias = ek @l apnhrails

2 ess Classificalicn System (2009}
Cond@ons  affecting  ceniral Splints'caststorbatics Cat 1 Hon-bikanohable redness at inkck skin
TOmne - soh ol appicabis Cat 2 Partial ficknass skin 10gs of dear bilgter

[ ] [ ]
N utrltl o n arpulatian o9, head feelons,
fiypalension Ezﬂtﬁﬂmlﬁﬂ‘ = ok No prodilsni |:| Cat 3 Full theckness skon kass ([ wsinky siough present)
Condilions affacting peripharal Child suffars with dystonis al L I o oilon (mL oI
c;r:.;;at-:m o.0. swalingl ' |:| Mo medical devioe in sitw |:| S ¥ o Cat U (UnabageabledUncla seified) ful thckness skin
4 ™ SRASTYSRITUITS o lissue loss - depdh unknown

M Ed ica I d EVi Ce pradainid, Medicain Medical device in sit [] Cat DT Purpleimarceen lccalaed dscoiouration wHh Intact skin

Current Detailed Skin Assessment - ook Wpan, sanrsmess or discamir] prégsend & aay akin sile ag apolcabie.

Detailed skin assessment A et P .

2 i H: 1l : il ¢ i H-
- Tone 1 - Hilk : sl
. sseum || [] [ rre 10 [] Rrebow HEN []  medical device skin site
- Therapies o O 0w OO @oee OO0 O o0 O
R Builock |:| |:| |:| R Heal |:| |:| |:| L aar D |:| |:| |:| I:‘ |:|
L Kngsa D |:| |:| L Ankle |:| |:| |:| R gar |:| |:| |:| D |:|
akee L1001 O **= [0 [ OO0 0O O
L Hip |:| |:| |:| L Elbws |:| D |:| |:| |:| |:| |:| |:| |:|
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NHS

Analysis of independent movement Oxford Health

i NHS Foundation Trust
Extent of independent movement

Tick the applicable box Relief of all pressure areas
(Where frequency and

extent categories meet) Slight position Major position
Doesn’t move changes changes
Doesn't
move
Frequgqcy Moves
of position )
occasionally
changes
Moves
frequently

Consider the persons ability to move independently; how often
they move and to what extent.

Caring, safe and excellent



NHS

Oxford Health

Sensory perception NHS Foundation Trust

Sensory perception and
resSponse - tick as applicable

MNo problem

Fatient 1s unable to feel and/or
respond appropriately to | |
discomfort from pressure e.g.

CVA, neuropathy, epidural

Children’s version doesn’t give examples.

Caring, safe and excellent



NHS

Oxford Health

M OiStu re NHS Foundation Trust
ADULTS CHILDREN
Moisture due to perspiration, urine, Moisture due to perspiration, urine,
faeces or exudate - tick as applicable faeces or exudate - sick as applicable

No problem/Occasional Mo problem / Decasional

Frequent (2-4 times a day) Frequent {2—4 times a day)

Constantly an issue/ nappies/incontinencs
products 24 hours a day

(101

Constant

Caring, safe and excellent



NHS

Oxford Health

Dia bEtes NHS Foundation Trust

Diabetes - tick as applicable

Not diabetic

Diabetic

Caring, safe and excellent



NHS

Oxford Health

Pe rfUSiOn NHS Foundation Trust

ADULTS CHILDREN

Perfusion - rick ar anpincable

Mo problem = Capillary refill D

Perfusion - tick all applicable

No problem =2 secs

Conditions affecting central circulation - Conditions  affecting  cenfral
hock heart failure. hvootension || circulation e.g. heart failure,

eg. shock, heart failure, hyp hypotension

Conditions affecting peripheral circulation = Conditions affecting peripheral

eg. peripheral vascular/arterial disease ' circulation e.g. swelling/

oaedema, medicahon

Caring, safe and excellent



.o NHS
NUtr|t|on Oxford Health

NHS Foundation Trust

ADULTS CHILDREN'S

Nutrition - tick all applicable
Nutrition - tick ail applicabie

No problem
Unplanned weight loss No problem D
> tritional intak Appears underfoverveighi
oor nutritional Intake
fo age []
Low BMI (less than 18.5) Poor nutritional intake D

High BMI (30 or more)

Caring, safe and excellent
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Oxford Health

Medical deVice NHS Foundation Trust
ADULTS CHILDREN
Medical device - tick - -
aoplicable e Medical device -
a5 sappiicable
No problem : C .
Mo medical device in sity
Medical device causing Meadical devies i situ
pressure/shear at skin site D
e.g. O, mask, NG tube

Caring, safe and excellent



NHS

Previous PU history tick as applicable Oxford Health

NHS Foundation Trust

No known PU history

PU history - complete below

 Adults only

* Previous PU — yellow
Detail of previous PU (if more than 1 previous PU give . )
detail of the PU that left a scar or worst category).  Scar from Previous PU plnk

Approx date Site PUcat Scar No scar

Number of previous pressure ulcer(s):

Other relevant information (if required):

Caring, safe and excellent



Detailed skin assessment:

How to use this tool:

« A systematic approach to inspecting all pressure areas and .

recording:

e Pain or discomfort,
* Vulnerable skin.
* Pressure Ulcer Category.

 Normal skin,

“-5 jrrent Detailed Skin Assessment - tick if pain, soreness or discomfort present at any skin site as applicable.
For each skin site tick applicable column — either vulnerable skin, normal skin or record PU category

e e
@ ) [} o
2 = o 2 -1 o
o © e K » [ <
._% = E c ; E ¢ ; = § c ;
£ 5= £
7)) e SsEMzZE » e 3% B
Sacrum R Hip -
L Buttock 1 | L Heel
R Buttock R Heel
L Ischial L Ankle
R Ischial R Ankle
L Hip L Elbow

Caring, safe and excellent

Normal
skin

-
o S
S i >
7] g = ©
£ £ Eg i Ec
© = (=~
»n a S PEWNzZS
R Elbow

Other as applicable (may be medical device site)

NHS

Oxford Health

NHS Foundation Trust

Inspect every listed skin site — don’t assume.
Ask the patient about pain or soreness — this
may be the earliest sign of damage.

Tick one option per site.

What counts as vulnerable skin?

» Red, purple, blue, maroon, or grey discolouration,
* Non-blanching areas,

« Boggy, firm, shiny or fragile skin,

* Moist or macerated skin,

« Skin that is painful, warm or cool.




Current Detailed Skin Assessment - tick if pain, soreness or discomfort present at any skin site as applicable.
For each skin site tick applicable column — either vulnerable skin, normal skin or record PU category A D U LT S m
> > >
| % ™ 1 =Y
e : I 8 s I 8 s I Oxford Health
7 S N T ) o T ) S N © NHS Foundation Trust
.E c 2K £ ¢ 5 c £ 4 ° - E c £ c BEN E ¢
w S =N 0% ® Sx =l 0% ®m S =N 0%
7 e ScEWzv e SEEWzZE © e SsEWzV
Sacrum r R Hip _ R Elbow T
L Buttock ‘ L Heel Other as applicable (may be medical device site)
R Buttock B R Heel B
L Ischial || L Ankle | ||
R Ischial || R Ankle | ||
L Hip B L Elbow B |
urrent Detailed Skin Assessment - tick if pain, soreness or discomiort present at any skin site as applicable
ar each skin site fick applicable column — either vuinerable skin, normal skin or record PLU cafegory
2 : 3 3 2 : I3 g « [ .
'E c Bl % & T @ = Bl G i : 3 extra:
1= £ EE ME: £ £ E,E Es E E E‘E M E: = e E.BENE
» g Sifzc @ g SRz » £ Sz ® EE:H.OCCiut
Sacrum | | ] R Hip ] D D R Elbow ] D | Medical device skin site p
LButtock | | [ | LHeel ] [] [] occwita | ] o — [] e Left ear
R Bultock 1 ] | R Hasal ] D D L aar ] D | = : D
L Knee [ ] ] L Anke ] D D R ear D ] N Y Right ear
ree [101 [ *ae OO0 [0 0 ¢ 10 0O
L Hip 1 | LEbew [ ] [] [] ] [] ] 1O L]
en




Step 3: Assessment decision ortor ]

NHS Foundation Trust

The final step of PURPOSE-T requires consideration of step 2 responses to
inform 1 of 3 assessment decisions depending on the colour of boxes ticked:

» 'no pressure ulcer not currently at risk’,

» 'no pressure ulcer but at risk’
* 'pressure ulcer category 1 or above or scarring from previous pressure ulcer’.

Step 3 — assessment decision

If ANY pink boxes are ticked/completed, the If ANY orange boxes are If only yellow and blue boxes are ticked, the nurse must
patient has an existing pressure ulcer or scarring ticked (but no pink boxes), consider the risk profile (risk factors present) to decide
from previous pressure ulcer. the patient is at risk. whether the patient is at risk or not currently at risk.

-y

Mo pressure ulcer not currently at risk

Mo pressure ulcer but at risk

Tick if applicable n

-

PU Category 1 or above
or scarring from previous pressure ulcers

Tick if applicable N

Tick if applicable
Secondary prevention and treatment pathway

Primary prevention pathway Primary prevention pathway

Clinician printed name || Clinician signature [Date Tima

Caring, safe and excellent




The Clinical Pathway NHS

Oxford Health

NHS Foundation Trust

Review of risk, care
delivered, status and healing

Care following

Risk Assessment and diagnosis Ongoing care

healing

'-----------------

Identification of ;’ }
nﬂ;mmneatrhk- 'j' I care
outside of health 1 -" = Implement and revses the a55KINg Bundle
or social care 1 * Skin assessment and skin cane

1 * Surlace

1 = Kesp mosang

] = |ncontinencs and Mok

] = Murtrition and bydration
M i it | = Caiviing information or gatting help
risks and ek 1 * When appropriate, assessment Formal review of risk status and interventions
acaictarws om a l and irstiation of Set-Mansgemaent
haalth ar care ] = Re-assess risk if condition changes
professaral [ | = Orwvard referral 1o specialst services,

] a5 niseded

1

1

1

s

Escalate interventions
if deterioration an skin

PURPOSE T tool
Weand care Formal review
Wound assessment of healing
-Mwmmm » Regular review and
* Risk factors include: 'wﬂ"dﬂm‘g monitonng of hoaling

= immobdity or reducing mobility :wﬁm * :m.m:r

+ Early sigrs of skin damage R '“ﬂ“'l’ma

* Presence of a medical device which is against the skin « Orwward referral 10 specialist services, POAARSATON]

= Liong ke as nesded = Drmard reforral o

+ Rapid detencration in physecal or mental health = Review effecivenes of treatment plan spenalst serices, as

= Buisting pressure ulcer




NHS
PURPOSE-T CASE STUDY  Oxford Heatth

NHS Foundation Trust

Select from one of the
below case studies
uploaded at the
beginning of the CHAT

A. Community ADULT
B. Community CHILD

C. Mental Health In-
patient ADULT

Caring, safe and excellent



v'a = ASSESSMENT
v'S = SKIN INSPECTION

v'S = SURFACE

v'K = KEEP MOVING

v'I = INCONTINANCE / MOISTURE
v'"N = NUTRITION

v'g = GIVING INFORMATION



Skin Inspection - top to toe & front to back 3

o , Oxford Health
An assessment of the skin includes more than just what you can NHS Foundation Trust

see. Use your senses of sight, touch, hearing and smell.

Any skin conditions? Check skin folds.
* Dry skin
* Moist
* Any signs of pressure

Consider colour, texture and temperature of the skin.

“*Red and discoloured - Does the area blanch?
“*Hot compared with the surrounding area
“*Hard and tight?

“"Boggy" (soft and squelchy)

“Cold compared with the surrounding area
“*painful, itchy, uncomfortable or numb.

Wound assessment & categorisation

Caring, safe and excellent



Skin care oxtord S

NHS Foundation Trust

Where people can, enable them to care for their own skin.

The skin can be protected by:

* keeping it clean and dry

» Use an emollient as a soap substitute

* leave on emollient — older skin with urea
* using an appropriate skin barrier

* keeping hydrated

Refer to wound formulary for dressings selection.

Caring, safe and excellent



Surface NHS

Oxford Health

NHS Foundation Trust

 What is a surface?

« Identify all surfaces relevant to your patient -
including, but not limited to, beds, mattresses,
chairs, cushions, wheelchairs, vehicles,
medical devices and offloading
devices/orthotics

* Assess the nature of the surface and the
length of time someone spends in contact
with it.

* If skin changes occur or the patient is reporting
pain or discomfort due to pressure then, if
more frequent repositioning has not improved
the situation, a change in the equipment may
be needed.

Caring, safe and excellent




COFD
Oxford Health

NHS Foundation Trust

Caring, safe and excellent



NHS

Oxford I-_Iealth

Medical devices

 Any device in contact with
the skin can cause pressure
and result in skin ischaemia.

* Include a schedule for
Inspecting the skin beneath
the device.

* Move the position of the
device where this is possible.

* Pressure reducing skin
contact layer — Dermisplus
Prevent.

Caring, safe and excellent




Pressure Relieving Equipment Oxford Health

NHS Foundation Trust

* Consider the range of available oxtord
eqUIpmentl inCIUding the me.Chanism Pressure Relieving Equipment Formulary: Adults
of action, benefits and associated L
risks — height of bed/chair

(] ° s ' CUSHIONS | Foam cush ion

. Repose Li te pre-inflated cushion
onsider the impact on the patient's e

MATTRESSES Foam overlay mattress for single bed

level of independence while o —
managing the risk of pressure ulcer smonEs s

Repose foot protectors

d eve I O ' ' l e nt Request form to the Clinical Development Lead (CDL) for authorisation and orderin
(DNs cannot place the order themselves - it will not go through)
For all other services eq s to be requ:
. ° completing an Equipment uest For
oose and select the appropriate S ey v

Vicair Academy vector O2 cushion

OOOOOOOOOOOOOOOOOOOOOOOOOOOOO

equipment for the patient's needs. el

TTTTT Quattro mattress
®« . ] ROHO mattress
* Mental health and Community
_ - a HEEL PROTECTORS Heel lift boots
I I OS Ita IS u SI n OW' l e u I l I I e I lt Equipment Request Forms are available form
on the referrals Tab. Please email competed

Caring, safe and excellent



NHS

The following equipment is available for clinicians to order directly form Millbrook: Oxford Health
NHS Foundation Trust

CUSHIONS Foam cushion
Repose Lite pre-inflated cushion

MATTRESSES Foam overlay mattress for single bed
Premier Glide foam base mattress
Repose Mattress

Bariatric static foam mattress

HEEL PROTECTORS Repose foot protectors PLUS (Magnets)

Repose foot protectors

FOR DISTRICT NURSES - The following equipment is obtained by sending an Equipment
Request form to the Clinical Development Lead (CDL) for authorisation and ordering
(DNs cannot place the order themselves - it will not go through)

Millbrook PINs — work in progress!!

Caring, safe and excellent



NHS

Oxford Health

NHS Foundation Trust

i t needs to be requested via Tissue Viability by completing -
For all other services equipmen Oxtord eat
an Equipment REqUEStHFD,::; inflatable cushion TISSUE VIABILITY EQuipMENT REQUEST FORM
CUSHIONS \u"?tl:;i r Academy vector 02 CU5h::E' nn For the provision of beds, mattresses, cushions and specialist chairs,
uadtro or Bariatric cushio Please prin learly as the inaitty 0 read orm iy resultin a delay,
2’2: Sc:l:clc ushion i o

: i attress . P ion }
PrE'm |Er AHIUE m | In l:l rEUIatln lissueviability AD) IN@ox ordhealth.nhs_uk
MA_I I HESSS DSHA SE‘HES 3 matt ress {Ta |IE'.IIIII ﬂuattrﬂ Stll (if you dob;wo;r‘:g;‘e’:n oxigrd heal;h account),

You will get an automateq confirmation of receipt
HD H 0 m a tt rESS If you urgently need to contact someone about your order, please ring Tissue viability admin on

— i ress
Sentinal bariatric dynamic matt 1068 904271 504955

For assistance in assessing for the appropriate ©equipment, please refer to the lollowmg documents which
are available on the Equipment tab on our website www oxfordhealth nhs uk/lissue-viabilit,

HEELI Fr@ bnﬂt"i * Pressure Relieving Eq

Uipment Formulary. A guide for clinicians
* Mattress selection guide

*  Cushion selection Quide

OTECTORS -
HEEL PR f dhE,a|th_nhﬁ_gkfﬂﬂsuedﬂabl“tv : Guide for use of heel proteciors
‘u'.al|ab|-E forI"I WWW.OXTOr : CnlenaIormesuppryofnserredmerchars
i st Forms are a
Equipment Reque

: forms to
il competed
t us/Referrals Tab. Please ema |
n th E‘ CD nta t EQUIPMENT oN LOAN: Have You informed the client that this is NHS/CES €quipment on loan ang
a n d fﬂ u I'id O I h n hs u k they are responsible for it while it is their Possession? Any neglect, damage or disposal may incur a
. fordhealth. : claim from the pCT
tissueviability ADMIN @ox

. Frequenlly fequested information On pressure relieving €equipment

EQUIPMENT COLLECTION: Please note: Equipment collection will not be before 5 days after the
amily aware when discussing provision.

Caring, safe and excellent
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Am immersive surface helps redistribute oo veait
pressure

e S AR T F AT NN

q‘g:\—-.»b , R

. ) T
— ‘ -

e

Caring, safe and excellent



NHS

Oxford Health

Alternating &L Offloading NHS Foundation Trust

lalalalalalalalah

H s : e g
A powered mattress with alternating air cells.
When a cell is deflated, all pressure is relieved The heel is suspended
from the tissues above. above a space, so no

pressure is exerted.

Caring, safe and excellent



Mattresses: NHS

Foam Overlay: Oxford Health
NHS Foundation Trust

* Low risk patients with no pressure damage and can

reposition themselves.
Premier MaxiGlide:

» Patients up to moderate/high risk but can reposition

themselves.
* Glide system reduces shear when on a profiling bed.
Repose Overlay:
» For up to category 2, and able to reposition themselves.

» (Can be used on a patient's own bed.




NHS

xford Health

S Foundation Trust

Premier Active 2 Hybrid:

« Patients at high risk, up to category 2 who cannot move themselves.
* Dynamic mattress encased in foam.

ROHO:

 Suitable for those with multiple areas of pressure damage up to

category 4, especially those at low body weight.
» Known as dry flotation, patients are immersed into the mattress.
* Needs to be set up with the patient on it by a clinician.

OSKA series 3 or Talley Quattro

» For patients with category 384 pressure ulcers, or those at high risk

with multiple risk factors.

* Has 3 comfort settings and a seated setting.

Caring, safe and excellent




Mattress selection guide in the prevention and management of pressure damage m m
Oxford Health

NHS Foundation Trust Oxford Health
NHS Foundation Trust

il risk Moderate risk High risk Severe risk
Braden score 15 -1 Braden score 13 - 14 Braden score 10 - 12 Braden score less than 9
L L 3 1\\\ I
NO pressure No pressure damage No pressure damage \‘ Category 3/4
damage OR up to Category 2 O up to Category 2 pressure damage
l pressure damage pressure damage
] l
Moves 1‘
independently Able to move in bed Very limited or no ablity Very limited or no ability to
to move in bed and needs miowe in bad and nesds
ir l\‘ hoistimg or is bed bowund hoisting or is bed bound or
Yes No Cannot reposition self repositioning by 2
independently Cannot reposition self
independently
# Foarmn owerlay - use on top L
of own mattress.
Single size only. « Repose mattress # Premier Active Hybrid - Consider stepping up to Tally  Talley Quattro Plus -
(up to 135 Kg/f21 st) Lopper - on own single combination foam & Quattro if: replacement full dynamic
« Foam Premier Maxiglide - or double bed, or in dynamic replacement « multiple complex risk factors mattress
use 3= hase mattress for combination with soft rmattress e i = iovan ot e e A (Up to 200 Kgl31 st)
haspital bed or single size foarm premier glide and (Up to 247 Kg/39 st) oecurring feg marking) % ROHO mattress - see
on own bed as a hospital bed # Santinal Bariatric o gy Improvement or deterioration in formulary for guidance
replacement jup to 139 Kg/f21% st Cynamic - replacement pressure damage # Sentinal Bariatric Dynamic
[up 247 kgf30 st) = Bariatric Foarm - onlby if rmattress, need replacement mattress,
# Bariatric Foam MO pressure damage bariatric hospital bed need bariatric hospital bed
(up to 318 Kg/s0 st) {up to 318 Kg/50 st {up to 370 Kg/58 st) {up to 370 Kg/5E st)

Tissue Viability/sattress selection Guide/V3/IUNE2021

Caring, safe and excellent




NHS

Oxford Health

NHS Foundation Trust

Seating

* Those who are wheelchair-dependent refer
to Oxfordshire wheelchair service.

* Cushions added to a seat can alter the
sitting position of the patient.

 Those sitting in armchairs for long period
may need a seating assessment to consid
the height and fit of the chair for them. | ) E"#“" ot
Having a pressure reducing cushion \ A
Integrated within the chair is the best :‘_"%rm—-f
option. o

* Occupational therapists can support seat
assessments.

Caring, safe and excellent




NHS

. Oxford Health
Foam CUShlon: NHS Foundation Trust

* For low-risk patients with no pressure damage

who can reposition themselves and get up

independently.

Repose cushion:

/\!\  High risk, category 1-2 who can move with or

without assistance.

 Good for immersion.

Caring, safe and excellent



Vicair:

NHS

Oxford Health

NHS Foundation Trust

» For patients with category 3-4 pressure damage, or who are at high risk and

sit for long periods.

» Ready for immediate use.

ROHO:

* For patients up to category 4 pressure damage or patients who are at high risk who

sit for long periods or time or refuse to move.
« Static air, works by immersion.

* Must be set up by clinician.

Starlock:

» Uses for patients up to category 4 to offload the pressure underneath the pressure

damage by locking off cells, or for posture issues.

* Must be set up by clinician.

Caring, safe and excellent



NHS SRS NHS
Cushion selection guide in the prevention and management of pressure damage Oxford Health
MHS Fouwndation Trust Kfo rd H ea Ith
5 Foundation Trust
Mild risk Moderate risk High risk Severe risk
Bragen score 15-138 Braden score 13-14 Braden score 10-12 Braden score 9 or less
¥ !
¥ b Mo pressure damage Pressure damage
No pressure Mo pressure damage or oF up to Existing category 3-3.on
damage Existing pressure damage category I pressure sacrum andyor ischial
up to category 2 damage tuberosity
4 w
* ¥ « Unable to walk/ using a » Hoist transfer
Maowes # Able to stand and walk stand aid for transfers * Unable to alter
independently with a frame # Or If the pressure ulcer ks pasition
# Help of 1-2 to transfer i not improving
= Consider length of time # Consider langth of time
spent sitting sitting ¥
L 4 # ROHO
Foam cushion [mo waight lirmit]
{Ug to 108 kKg/17 st) 4 | #Vicair vector 02
& FlowForm Ultra 90 [up to 250K 40st)
{up to 127 Kg/20 st) Sitting for long | e« starlack
& Repose Lite OR Repose periods consider (Mo weight limit)
inflatable*
jup to 139 Kgf22 t)

Tissue Wiability/Cushion selection guide V3 IUNE2021

Caring, safEma et




“ﬂﬂl P'ﬂlﬂﬂlﬂl’s: C Oxford Health

NHS Foundation Trust
M‘ﬁm\ i i
| 4 Repose Boots (with or without magnets):

* Airfilled boot with an area under the
heel which totally offloads the heels.
 Middle channel reduced pressure onto

the Achille's tendon.
* Not suitable for pressure damage to
other aspects than the heel on the foot.
e SHOULD NOT BE PUT IN A PILLOWCASE.

Heelift Glide:

* For patiens with pressure
damage to other aspects
of the foot — the foam can
be cut/shaped to offload.

* Extra piece of foam to
manage foot drop or to

prevent pronation.
Single use.

MATTRESSES
DO NOT
OFFLOAD HEELS

Caring, safe and excellent



=\ Q NHS
= Oxford Health
Bespoke Equipment: b
 Patients with Wheelchair Service provided wheelchairs will need
referring to them for cushion support.

* Not all catalogue options will meet patient's needs.

« If patients do not concord with equipment, please refer to Tissue
Viability.
* We often need to work with other professionals to meet patients'

clinical needs.

« Unfortunately, although patient comfort is considered, our main goal
is pressure relief and there are often other contributing factors to

dliscomfort.

S



ponsibility as a Oxford Health

NHS Foundation Trust

What is your res
prescriber?

' -
Oxford Health

NHS Foundation Trust

TISSUE VIABILITY EQUIPMENT REQUEST FORM

For the Provision of beds, Mattresses, cushions and Specialist chairs.

tissu viability ADMIN @oxfordhealth nhs.uk
(if you do not have an oxford health account),
You will get an automateq confirmation of receipt

If you urgently need to contact someone about your order, please ring Tissue Vviability admin on
01865 904271 /904959,

For assistance in assessing for the appropriate €quipment, please refer to the !oﬂowmg documents which

are available on the Equipment tab On our website www.oxfordhealth nhs uk; lissue-viability

Pressure Reﬂeving Equipment Famulary. A guide for clinicians
Mattress selection guide

Cushion selection Quide

Guide for use of heel protectors

Criteria for the Supply of riser recliner chairs

Criteria for the Supply of hospital beds Into residential care homes
Frequemly fequested information On pressure relieving equipment

EQUIPMENT ON LOAN: Have You informed the client that this js NHS/ICES €quipment on loan ang
they are responsible for it while itis their Possession? Any neglect, damage or disposal may incur a
claim from the PCT.

EQUIPMENT COLLECTION: Please note: Equipment collection will not be before 5 days after the
request of collection, Please make client or family aware when dlscussmg Pprovision.

Caring, safe and excellent




KEEP MOVING & Posture NHS

Oxford Health
* Is the person able to move themselves? Do you NHS Foundation Trust

just need to prompt them?
* Do they need mobility aids to be independent?
 Some people may have too much movement,
for example, if they are fidgety, have a tremor,
or are confused
* Do they need assistance? Manual handling risk
assessments & aids ?MDT involvement
* If someone is immobile, try to plan repositions
around the person's routine:
when do they eat? (a good time to sit up or in
a chair)

when do they need to go to the toilet?
Caring, safe and excellent




Consider posture — are three shearing forces?OXfordeea.th

NHS Foundation Trust

SEATED LYING

Slumped?

Consider chair height

Unsupported limbs can result in joint problems & contractures |

Caring, safe and excellent



Reposrtlonlng Oxford Health

NHS Foundation Trust

« How often? 2-3 hourly based on skin inspection. This
S.hﬁli”d ble an individual plan of care based on their
risk level.

« Whatis a reposition? — micro or macro? Is the same
area still taking weight eg sitting in chair to sitting in
bed

* Do not reposition onto an already reddened area.

. in5||3ect skin more frequently to identify skin changes
early

* Any blanching erythema, monitor how long the skin
takes to recover. Over 10 minutes and that skin is
sEputmg for help, reduce time spent on that area of
skin.

 Use pillows or other devices to ensure the person is
well supported and comfortable or they will move
from the position you put them in

Caring, safe and excellent




NHS

Oxford Health

The 30-degree tilt RS Foundaton T

Evidence has shown the most
effective position for
preventing pressure ulcers is
the 30-degree tilt. This is
oreferable in most cases to
ying at 90 degrees right on the

NIp.

The 30-degree tilt

Caring, safe and excellent



https://www.youtube.com/watch?v=zoMaR1FmeDs
https://www.youtube.com/watch?v=zoMaR1FmeDs
https://www.youtube.com/watch?v=zoMaR1FmeDs

NHS

Oxford Health

I|HS Foundation Trust

Leaflet on TV Website, PRESSURE Tab, Resources

Caring, safe and excellent



NHS
Incontinence & Moisture: Oxford Health
Long-term exposure of the skin to moisture is harmful and can lead to

moisture-associated skin damage (MASD). It impairs the skin’s barrier function

increasing the risk of infection and pressure damage.

Identify the cause of moisture-related skin damage

* Is the patient incontinent?

* Does the patient have:
* a raised temperature?
* localised oedema
* increased sweating?
leakage from a wound or stoma?
saliva on the skin?

Caring, safe and excellent




Management NHS

Oxford Health

NHS Foundation Trust

* Where possible, manage the cause of the
increased fluid

* Continence assessment, refer Bladder &
Bowel, Stoma Nurses

* Manage - toileting regimen, continence aids,
Bads, exudate management, compression
andaging

 Ensure the skin is kept clean and dry

» Skin cleansing — NO SOAP, emollient as a
soap substitute

* Emollient to maintain skin barrier function
 Consider a barrier product

Caring, safe and excellent




Skin Barrler Management Pathway

E?
Optimising
skin health

and
barner function

l

Cleanse skin using
an emollient as a
soap substitute

l

Apply a leave

on emollient
to optimise
skin health

At risk of moisture
associated skin damage
from incontinence/

perspiration

!

Cleanse using an
emollient as a

soap substitute

!

Medi Derma-S
Barrier Cream

Mild skin damage
from incontinence
or perspiration

!

Cleanse using an
emolhient as a
soap substitute

l

Medi Derma-S
Barrier Cream

Caring, safe and excellent

Moderate

skin damage
from incontinence

l

Cleanse using an
emollient as a
soap substitute

l

Superficial skin loss
over a large surface

area. Lesions maybe
painful Medi Derma-S
Film Aerosol 50m|

Pen-wound
excoriation
and/or
maceration from
wound exudate

Medi Derma-S

Bamier Film Sterile

Applicator 1ml

Severe skin damage
from incontinence.
Large surface area

may be affected

!

Cleanse with
Medi Derma Pro
Cleanser **

l

Medi Derma Pro
Skin Protectant **

BOBI

Moderate to severe
skin damage
associated with fungal
or bacterial infection

!

Cleanse using
an emollient as a

soap substitute

l

Activon Manuka Honey

Barrier Cream

mghamahire, Oxfordihire
and lovhhn West
wegrted Care Systom

NHS

Oxford Health

NHS Foundation Trust

=TS
Y

-—

Maintenanc
e of
restored
skin

integnty

!

Cleanse using
an emollient as a
scap substitute

!

Apply a leave
on emollient
to optimise
skin health




NUTRITION oxtort ]

NHS Foundation Trust

There is a relationship between
nutritional status and pressure injuries.

Underweight

* pressure damage to bony areas can be
more common.

Overweight:

* the skin under and between folds can be
moist, leading to skin breakdown.

* Pressure between the skin and the
surface is increased in all positions by
Increased body weight.

Can be misleading:

* A sudden unplanned change in weight
is a risk factor.

Caring, safe and excellent




STRONG gjgs

MNutritional Screening Tool
Sereening for risk of malnutrition: Score — points.

Once a week in children aged 1 month — 18 years
|s there an underlying Sness with risk of malnuirition (see list) [ Mo | Yes — 2
o xpci e gy Oxford Health

®
Is the patient in poor nuiritional status judged by subjective Mo [¥es—1
clinical assessment? (See guide) A
c I ee n I n Is ene or more of the following items present? Mo |¥es—1 NHS Foundatlon Tl‘ust
= Excessive diamhoea (35 per day) and/or vomiting (=3

per day) L
= Reduced food intake during the last few days

« P isting nutritional int ti (?
. r;ee;ﬁaﬁnutnugl?mb:kﬁl::lnm step 1 + step 2 B step 3 ratew

It is good practice to conduct nutritional  Ee=es L S e e
screening for individuals at risk of a T B B | il el
pressure injury (NPIAP/EPUAP/PPPIA, L i l

2025) = O

Step 4
Overall risk of malnutrition
Consu 15peca||51:dccw fior full diagneosis;

if ndicated refer to diefiian for individual nuiribion adwice and AJU Scores Mogetlar 10 RICHIE Overst rax of Ml ibor
follow up Score O Low Risk Score 1 Medum Risk  Scoee 2 or more High sk,

Measure weight & BMI

= Consider prescribing supplements whilst awaiting
C h 3 | d B M I ?fc;:nﬁscﬂl:l::gc;cl:::r‘zus"iil‘;?::::ﬁnmm'::c;:rle on discharge * *
I re n - Z - S C O re S CSEMD:?:: nutriional intervention step 5
Check weight twice weekly and repeat screening score Management guidelines
. o -3 weekly.
points if necessary, consult specialistidoctor for full dagnosis. i s By w r N
° Ad u ItS over age 1 8 - M d | nutrition gy T TGS lons Rk Ssere on e Low Risk Medium Risk tzllog:| Risk
Universal Screenina Tool = M.U.S.T _ e ooy el el O O
Ive S a C ee I g O O ° ° ° P 0 poimts i discharged home, include nutritional risk score on discharge tsagtal - woeky o RPPH() Mast B ovnscs et
summary - rots S s e NT ,‘ O i
' s - by e e

 Children 1 month to 18yrs -

590 12 s 10000

Screening Tool for Risk on Nutritional
Status and Growth — S.T.R.O.N.G.

£ XS 88 BLE WON e

Caring, safe and excellent



FURTHER ASSESSMENT NHS

Oxford Health
 Can the person reach the food or drink? NHS Foundation Trust

B s
« Can they hold and manipulate it? e
 Are they able to chew effectively without pain or denture movement?
 Are they able to maintain good oral hygiene?
* Do they have any problems with swallowing?
» Mental health & cognition?
 Personal, family, cultural, ethnic & religious dietary practices and preferences

* socio-economic factors or other factors which may be impacting their ability to have a
balanced diet.

Onward referral:

» OT - can support clients who have difficulties with the
physical act of eating.

« Speech & Language Therapist - those who are at risk or
who have dysphagia

 Dietician

Caring, safe and excellent
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Oxford Health

NHS Foundation Trust

NUTRITION

1. Calories — pressure ulcers increase

your calorie needs.

2. Protein — needed to make and repair

tissue.

3. Water — for transportation of nutrients

and to get rid of waste products.

4. Vitamins & minerals

Caring, safe and excellent



A balanced diet - The Eatwell Guide — age 2 & up NHS

Tl waruns baw sonh o Vg BTWL VTN

Choose foods iower
in 12, salt and sugars

Eatwell Guide

Use the Eatwel Guide to heip you get a balance of healthier and more sustainable food,
It shows how much of what you eat overall shoulkd come from each food group.

and uss n small anounts

oW
Por day §§ 2000kcal W 2500hcal « ALL FOOD + ALL DRINKS

Caring, safe and excellent

xford Health

NHS Foundation Trust

You should ask
the person about
their diet and,
where necessary,
advise the
person about the
need for a
balanced diet




NHS

Oxford Health
Food First: Advice for eating if you have lost [ RO |t Mo Foundstion s

weight or are underweight
You may have been given this resource because you have lost weight, are at risk of weight loss or are

trying to gain weight. If you have swallowing difficulties, specific dietary requirements or have diabetes,
this resource may not be appropriate for you. Please speak to a Dietitian for personalised advice.

What do | need to do to prevent further weight loss and promote weight gain?

@ Aim to have 1 pint of full fat (whole milk) each day (see below) and,
@ Include 2 high energy snacks each day from the list below and,

@ Aim to eat 3 meals a day that have been fortified (see below)

It is recommended to aim for an additional 500 calories (energy) per day to support weight gain.
Ideally this should include high protein foods to help prevent muscle loss and restore lost muscle.

Caring, safe and excellent
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Oxford Health

P ROT E I N NHS Foundation Trust

Protein-rich snacks e
You may have been given this leaflet if you have been advised (o foliow a high protein diet, for example # you
are physically active or have muscle wastage, burmes, an injury or a wound. You can find these high protein
aptions in most supermarkets. If 3 supermarket & not stated, the produd is avaiiable 1o buy in vanous shops
andiar online. If you need either a lower calorie o energy-dense diet, ask your Dietitian for the best options.

I you have renal disease or have been advised to bmit your protein intake, please consull your Dietiian of

Implement protein supplementation for ==

Yoghurts and Milkshakes: juoiion per pottotte umiess athanwse Saled e.g. per T100gm.

These products are suitable lor vegetanans.
(31 LN
Rorre)

individuals at risk of pressure injury who g -5 5
have been identified as malnourished or .= "‘m e i (e

| chocolate Comer
° ° . 1 NYh - “
r .
at risk of malnourishment o L= g
o B o PODSING 4 ]
Light & Free Skyr:  Fage Total 5% 150g:  Lindahis Protein Sainsburys Skyr: Moller Skyr:
8lkcal 14gprotein  140kcal, 13.5g protein Pudding: 10&kcal,  106kcal, 14gprotein  250kcal, 1“‘9 peotein
(S0 sl i 0% Y 14g praoten

Children — refer to dietician & 2 ‘
Older adults — 1.2-1.5 g protein per Kg v Tl e e e

o mp’mn 20g proten faticr anditile i & poach) zzgpmmn e
[ < >,
body weight B T wey @b e
- =42 m v =
o Mog - .0
Aldi Granola Biotiful Kefir Alpro Soya Muller Light Fage: Lindahls Kvarg:

Protein: 202kcal  Protein: 16skcal — Greek-Style:  guyr gokcal,  Prv 100g: Sékcal,  Per 700G SBkcal,

Critically lll or obesity — 2g/kg R e e e

e I

Q!Yﬁ

po 2
Ty
1
9 - = ";
Aldi: Per 100g: Arla: AraProtesn  Lindahis Yogurt  AldiPRO  Barebells Shake
G6kcad, Tigprotein P 100g: 63kcal,  Drink: 244kcal Drink: 14dkcal,  MLK: T8k, 182kcal,
11g prasen 25g praten 23g proten 22q pratein 24g praten

Procats acowme as of Mash 2023 - Prosen Sch Srocks Vrsos 1.0 Aty Sccongureshing, Cdzaduhirn and Darkeitn West ICH Prscribing
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The easiest way to increase protein

intake and calories is through fortifying

milk with milk powder:

* 1 pint of whole milk + 4 tablespoons
of milk powder = lots of calories and
protein.

* This can be used in drinks, porridge,

soup, milkshakes, mash, etc.

Caring, safe and excellent

Food First: Advice for eating if you have lost g BOB ’
weight or are underweight

You may have been given this resource because you have lost weight, are at risk of weight loss or are '0 rd H ea It h
trying to gain weight. If you have swallowing difficulties, Specific dietary requirements or haye diabetes, - d tion Trust
this resaurce may not be appropriate for yoy. Please speak 1p 5 Distitian for personalised advice. rounda

What do | need to do to prevent further weight loss angd Promote weight gain?

Itis recommendeq lo aim for an additional 500 calories (energy) per day to Support weight gain,
Ideally this shoyld include high protein foods to help prevent muscle loss and restore lost muscle.

@ Aim to have 1 pint of full fat [

* If you use milk alternatives, Soya is the highest jn terms of protein content. Whicheyer ¥ou use,
choose the one that has the highsst caloties (kcals) and Protein per 100mis and one fortified with
calcium and iodine. ‘Barista’ and ‘Whole' versions are higher in energy.

* You can also buy over-the-counter nutritional Supplements £.9. Aymes Retail®, Complan®,

Meritene Energis® or Nurishment® Hye® Powder or Protein Works® Complete 360 Meal. Make these
up with whole mifk rather than water.

Have a homemade milkshake twice per day:

Homemade milkshakes can be more affordable and |

* 180mis of full fat {wholej milk

* 4tablespoons (36g) of skimmeq milk powder {supermarket own or Marve®. ff Vo
can obtain whole milk powder e.g. Nido® j will provide more calonies but js slightly lower in protein).

* 4teaspoons (16g) of milkshake Powder with added vitamins and minerals (e.g. Aldi® Cowbelle
Mitkshake Powder, Ligpe Goody Cao, Asdg®, Marrisons® or Tesege Milkshake Mixes, Nesquik®)

Directions: Using a fork or 5 shaker, blend the dried milk powder and milkshake powder 4
little rmilk. Gradually mix in the remaining milk untj dissolved, th

—w

Prefer hot drinks?

Swap out the milkshake powdsr for 3-4 tsp of hot chocolate, Ovalting® of Horlicks® powder
{follow quantity on the instructions). A hot chocolate with 2 thsp of double cream slirred in can

Provide 440kals ang 189 protein. Add ing whipped cream and marshmallows will increase it even further!

Food First: Advica fat ealing i oy hawce jost weight of are undisnimight Vissise 1.0 Authers: Eu:kinghan:h'r:. Oxdordshine and Berkshive West Icg Presciibing
Suppert Distifians. Appeoved by BOB APC: July 2003, Review July 20285,
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. NHS
Hyd rat|0n Oxford Health

NHS Foundation Trust

Water makes up two-thirds of our body.

Needed to transport vitamins, minerals and
nutrients through the body, and to eliminate
waste products.

Dehydration can cause the skin to be dry,
impair the barrier function and put us at
higher risk of pressure damage.

In healthy individuals, water/fluid intake
should be approximately 30 ml/Kg of
body weight/day.

Caution: fluid restrictions? Diarrhoea,
vomiting, temperature, sweating, high
exudate levels from wounds

Caring, safe and excellent




Oxford Health
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o o d m,_ ‘
Giving Information = |
* To the patient

* Their carer/family

» Keep information clear and simple and ensure the
person knows who to contact if they notice any ===
changes in their pressure areas. Pressure area care

A guide for patients

What information?
- OQutcome of PURPOSE-T - ‘at risk’

- Reasons wh¥ at risk — what yellow, amber or red boxes
did you tick:

- Discuss and agree proposed management plan for el
those risk factors xford community pressure

relieving equipment
- Leaflets — PU, Equipment, on TV Website

Caring, safe and excellent
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Giving information

Documentation is key

Caring, safe and excellent




NHS

Oxford Health

Do | need to escalate?

Deterioration? Refer to Tissue Viability

Pressure ulcer not healed in 12 weeks — refer to tissue viability

GP? Pressure ulcers don’t need antibiotics unless showing signs of spreading or systemic infection (consider exposed
structures)

Cat 3 or 4 — sepsis risk — monitor
Exposed bone — risk of osteomyelitis

Plastics? Follow OUH guidance — Link in policy

Caring, safe and excellent
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* Policy Go Live 15t April — stop
Braden & start PURPOSE-T —
ALL PATIENTS!

e This session will be recorded
& on L&D site for those
unable to attend

* Ongoing training on staff
matrices after 15t April

Caring, safe and excellent
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Before | forget -
Evaluation
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