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INTRODUCTION
• Pressure ulcers are a serious and common problem for the elderly, affecting 

one million adults in the United States.
• The Surgeon General’s “Healthy People 2010” document has identified 

pressure ulcers as a national health issue.
• The prevention and healing of pressure ulcers requires the cooperation and

skills of the entire multidisciplinary health care team.

CHALLENGES
• Previous efforts in pressure ulcer prevention had not changed the culture.
• Skin compromising incidents were still occurring.

Hospital-acquired stage 3 or 4 
pressure ulcers are a condition that 
the United States government has
deemed preventable; the government
states it will “NEVER” pay for serious 
preventable events (SPE)

Cost Of Quality of Life = undetermined

EVIDENCE-BASED 
PRACTICE RESEARCH
• Partnership for Health and Accountability
• Braden and Bergstrom; Chronic Wound Care
• Agency for Healthcare Research and Quality; Clinical Practice Guidelines
• Guidelines for prevention and management of pressure ulcers; Wound,

Ostomy and Continence Nurses Society
• National Ulcer Advisory Panel, The Pressure Ulcer Stages

OBJECTIVES
• To identify patients with pressure ulcers and appropriately document the stages
• To identify patients at risk for developing pressure ulcers and implement 

prevention strategies
• To hire a wound care nurse to address wound prevention and treatment

 GOALS
• Conduct 100% pressure ulcer admission assessment for all patients 
• Reassess risk for all patients daily – 100%
• Inspect skin daily – 100%
• Manage moisture:  Keep the patient dry and moisturize skin – 100%
• Optimize nutrition and hydration – 100%

SOLUTIONS
• Nurse Quality Council Pressure Ulcer

Prevention Ratings
• Mandatory Training Pressure Ulcer

Prevention RNs and LPNs
• Nursing Inservice: Myths of Pressure 

Ulcer Formation and Treatment
• Physician Champion: Involving 

Luther H. Wolff, Jr., MD, Emeritus, 
General Surgery

STANDARDIZATION
• Continued use of risk assessment tools
• Braden Scale Risk Score of 18 or less requires intervention
• Notification of nurse when patient found at risk
• Photograph of a wound on admission
• Evidence-based prevention process
• Evidence-based intervention process
• Prevention education
• Unit reporting of results

OUTCOMES

• Early identification and prevention of skin breakdown
• Early nutritional support
• Evidenced-based practice  
• Continued education 
• Continued compliance
• IMPROVED PATIENT CARE

CONCLUSION
• The primary lesson we have learned from this process is that simply 

having knowledge of evidence-based practice is not enough; knowledge 
must be combined with action and cooperative efforts of our committed 
professionals working together.  

• To prevent pressure ulcers, we must continue to make positive changes 
to assure our patients are receiving safe and effective care.

POLICIES AND PROTOCOLS

Interventions by Risk

Sensory Perception

Moisture

Activity

Mobility/Turning

Nutrition

Pressure Relief/Friction

High Risk (9 or less)*

• Off-load and protect pressure areas

• Manage moisture by keeping patient 
   clean and dry

• Obtain Physical Therapy Consult

• Consider static air overlay if adequate 
   monitoring possible
• Frequency of turning and facilitate 30°
   lateral turns with foam wedges

• Obtain Nutrition Consult

• Consider use of low-air-loss bed if patient
   has additional risk factors ameliorated by
   low-air-loss beds OR uncontrolled pain
   OR severe pain exacerbated by turning
• Use 2-man lift to prevent shear and
   friction
• Maximal remobilization
*low-air-loss beds do not substitute for
  turning schedules

• Protect heels with off-loading boots

• Pressure reduction support surface if bed
   or chair bound

Moderate Risk (10-16)*

• Off-load and protect pressure areas

• Manage moisture by keeping patient 
   clean and dry

• Obtain Physical Therapy Consult

• Turning schedule with 30° rule

• Obtain Nutrition Consult if Skin 
   Assessment score for Nutrition is =<2

• Use 2-man lift to prevent shear and
   friction

• Protect heels with off-loading boots

• Pressure reduction support surface if bed
   or chair bound

Low Risk (17 or >)*

• Off-load and protect pressure areas

• Manage moisture by keeping patient 
   clean and dry

• Obtain Physical Therapy Consult

• Turning schedule with 30° rule

• Obtain Nutrition Consult if Skin 
   Assessment score for Nutrition is =<2

• Maximal remobilization
• Use 2-man lift to prevent shear and
   friction

• Protect heels with off-loading boots

• Pressure reduction support surface if bed
   or chair bound

*If other major risk factors are present, advance to next level of risk.

SKIN TREATMENT INTERVENTIONS BY LEVEL OF RISK

INPATIENT WOUND ASSESSMENT FLOW SHEET

Complete Skin Risk 
Assessment Form

No

Yes

No

Yes

At Risk? Continue to assess
patient each shift

Continue Preventative
Measures

Follow Table on Protocols by
Levels of Risk on Next Page

Assess need for turning
wedge and off loading boots

Pressure Ulcer Present?

Initiate Treatment Protocols
& Wound Photograph

After initiating protocol - if stage 
3 or 4 consult wound care nurse

COMMUNICATION

CAUSE & EFFECT DIAGRAM 

Access to...

Inconsistent process for skin assessments

Inconsistent process for

Insufficient process

Not following policy in relation to

Inconsistent referral process

Unreliable contracts for safety

Inability to turn patients

Beds

There is a need to
identify and correct 
allpossible Failure 
Modes associated 
with ourorganization’s 
Pressure Ulcer 
Prevention process.

Rooms

Inadequate process

Ineffective pressure ulcer prevention process

Ineffective hand-off communication processNo access to

Nutrition???

Lack of Involvement

Untrained

Non-Credentialed

People

Materials Process/Methods

Environment

TREATMENT OPTIONS
Stage

Stage 1

Stage 2

Stage 3

Definition

Intact skin with non-blanchable redness of 
a localized area usually over a boney 
prominence. Darkly pigmented skin may 
have visible blanching; its color may differ 
from the surrounding area.

Partial-thickness skin loss involving 
epidermis, dermis or both. The ulcer is 
superficial and presents clinically as an 
abrasion, blister, or shallow crater.

Full thickness skin loss involving damage 
to or necrosis of subcutaneous tissue that 
may extend down to, but not through, 
underlying fascia. The ulcer presents 
clinically as a deep crater with or without 
undermining of adjacent tissue.

Assessment

Assess wound status
Size
• Condition and appearance of 
   surrounding skin

• Assess wound status
     - Size/depth
     - Nature of drainage (color, odor,
       quantity and consistency)
     - Condition and appearance of 
       surrounding skin
• Assess amount of drainage

Assess wound status
Size/depth
Nature of Drainage (color, odor, quantity, 
and consistency)
Condition and appearance of 
surrounding skin
Assess amount of drainage

Treatment

Treatment 1:
   • Cleanse with soap and water
   • Apply skin barrier to affected area and
      surrounding skin. Leave open to air
   • Reapply skin barrier bid and as needed.

Treatment 1: (Wound has no exudate)
   • Cleanse wound with normal saline
   • Apply hydrocolloid
   • Window with tape border, if needed
   • Change dressing every 3-5 days or PRN
      for compromised integrity
Treatment 2: (Denuded skin due to 
incontinence on buttocks, sacrum or 
location that will become soiled from 
incontinence. Wound has little to no 
exudate.)
   • Cleanse with soap and water or saline
   • Apply zinc oxide bid and as needed
Treatment 3: (Wound has moderated to 
heavy exudate)
   • Cleanse area with normal saline. Pat dry.
   • Apply aquacel cover with dry dressing
      daily

Treatment 1: (If wound has slight to no 
drainage and no necrotic tissue)
  • Clean wound with saline and apply
     saf-gel
  • Cover with a dry dressing daily
Treatment 2: (If wound has moderate to 
heavy drainage)
  • Clean wound with saline
  • Apply aquacel and loosely pack any
     undermining or tunneling
  • Cover with dry dressing daily

TOOLKITS

 • Full-thickness skin loss 
involving damage or necrosis 
of subQ tissue—may extend 
down to but not through fascia.

 • Presents clinically as deep crater

Stage 3 Ulcers

 • Partial thickness skin loss involving
epidermis, dermis or both.

 • Abrasion
 • Blister
 • Shallow crater

Stage 2

 • Intact skin with non-blanchable redness of a 
localized area usually over a bony prominence. 

• Darkly pigmented skin may not have visible
blanching; its color may differ from the 
surrounding area.
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Stage I

UPDATED STAGING 
SYSTEM

New technology allows for reports to run 
that will help identify at risk patients. Patients
can be followed to assure prevention 
measures are followed and prevent skin
breakdowns occurring. 


