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1.  POLICY STATEMENT 
 

Pressure ulcers are detrimental to patients in terms of their physical, 
psychological and social well-being, resulting in reduced quality of life 
(Fox, 2002, Gorecki et al, 2009). The development of pressure ulcers is 
recognised as a key indicator of the quality of care delivered (Lyder, 
2006, DOH, 1993) and a fundamental aspect of patient care (NHS, 
2003). 
 
Ashford & St Peter’s Hospitals NHS Foundation Trust are committed to 
providing consistent, evidence based quality care in the prevention, 
management and treatment of pressure ulcers for all patients. This will 
incorporate a holistic assessment and demonstrate patient/carer 
involvement in the care provided. 
 
Equality statement 
This policy forms part of Ashford & St Peter’s Hospitals NHS 
Foundation Trust commitment to create a positive culture of respect for 
all individuals including staff, patients, their families and carers as well 
as community partners. The intention is to identify, remove or minimise 
discriminatory practice in the areas of race, disability, gender, sexual 
orientation, age and ‘religion, belief, faith and spirituality’ as well as to 
promote positive practice and value the diversity of all individuals and 
communities. 

 
 
2.  SCOPE 
 

This policy applies to all employed clinical staff, qualified and 
unqualified, bank and agency staff required to work in clinical areas. 
This includes but is not limited to medical staff, nurses, allied 
healthcare professional (AHP) and health care assistants (HCA). 
 
 

3.  AIM 
 

The aim is to provide consistent individualised high quality care in 
pressure area management for all patients/clients of Ashford & St 
Peter’s Hospitals NHS Foundation Trust  

 
 
4.  OBJECTIVES 
 

• To establish continuity of care in the prevention and management of 
pressure ulcers  

• To promote cross boundary and multi professional working in the 
best interests of the patient. 

• To inform practitioners of the best practice in pressure ulcer 
prevention and management. 
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5.  DEFINITIONS 
 
 5.1  Pressure ulcers 

A pressure ulcer is localised damage to the skin and/or 
underlying tissue, usually over a bony prominence (or related to 
a medical or other device), resulting from sustained pressure 
(including pressure associated with shear). The damage can be 
present as intact skin or an open ulcer and may be painful 
(National Pressure Ulcer Advisory Panel (NPUAP) / European 
Pressure Ulcer Advisory Panel (EPUAP) & Pan Pacific Pressure 
Injury Alliance (PPPIA), 2014). 

 
Whilst pressure ulcers are more likely to affect older people, it is 
now accepted that people of all ages may be affected, therefore 
the principles of practice issued within this policy can be applied 
to all age groups from neonates to the elderly. 

 
 5.2  Pressure Ulcer Risk assessments 
 

Waterlow Score: Used by nursing staff to assess whether a 
patient aged 14 or over is at risk of developing a pressure ulcer.  
 
Braden Q : Used by nursing staff to assess whether a paediatric 
patient under the age of 14 is at risk of developing a pressure 
ulcer.  
 
Modified Waterlow Score: Used by Midwives to assess when a 
pregnant woman is at risk of developing a pressure ulcer. 
 
Neonatal Skin Assessment tool: Used by neonatal nursing 
staff to determine when a pre term neonate is at risk of 
developing a pressure ulcer.  
 
These risk assessments are recognised as a tool and should be 
used along with clinical judgement. 

 
 5.3  Nutrition Risk Assessments  
 

MUST (Malnutrition Universal Screen Tool) : Used by nursing 
staff to assess adult patients underlying nutritional status. 
 
STAMP (Screening Tool for the Assessment of Malnutr ition 
in Paediatrics) : Used by nursing staff to assess paediatric 
patients underlying nutritional status.  
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 5.4  Ulcer source 
 

Where the pressure ulcer was acquired (for instance; patient’s 
home, nursing/residential home, another hospital, Trust 
acquired). 

 
 5.5  Ulcer site 
 

Where on the body the pressure ulcer is located (for instance; 
sacrum, heel, hip, elbow). 
 

 5.6  Category of ulcer 
 

Indicates the severity of the pressure ulcer. Classified using the 
International NPUAP/EPUAP/PPPIA pressure ulcer 
classification system from category 1 to 4 plus unstageable and 
deep tissue injury (DTI) (See appendix A). 

 
 
6.  RESPONSIBILITIES 
 
 6.1  Trust Responsibilities 
 

• The Trust shall provide training to all staff providing direct 
patient care in order to maintain their competence in 
pressure ulcer prevention and management. 

• The Trust shall ensure that pressure redistributing devices 
are available as clinically indicated and provided to all 
patients assessed as requiring them. 

• The Trust shall provide appropriate pressure redistributing  
foam mattresses to all in-patients. 

• The Trust will provide guidance to nurses on reporting 
pressure ulcers onto Datix as a concern, clinical incident & 
serious incident (SI). 

 
 6.2  Nursing/Midwifery staff and Multidisciplinary (MDT)  team 
  responsibilities 
 

• To sign up to the Trust Pressure Ulcer Pledge (Appendix B) 
which incorporates the principles of this policy.  

• Identify patients at risk and undertake risk assessments 
using the appropriate risk assessment tools (including MUST 
& STAMP). This should be performed on admission to their 
unit, if the patient deteriorates post operatively or weekly if 
their condition is stable. 

• Assess all patients’ skin on admission to their care. 
• Assess all patients’ skin twice daily and record this on the 

Trust pressure area record form. 
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• Report all categories of pressure damage both on admission 
to and that develop in the Trust via the Datix reporting 
system. 

• Refer all patients with category 3, category 4, unstageable 
pressure ulcers and deep tissue injuries to Tissue Viability 
Team. 

• Alert all patients with a category 3, category 4, or 
unstageable pressure ulcer to the Safeguarding Team via 
Datix as part of the pressure ulcer incident report. 

• Refer all patients with category 2, 3, 4 and unstageable 
pressure ulcers to a dietitian. 

• Refer all in-patients who develop a hospital acquired 
category 2 pressure ulcer to the Tissue Viability Team. 

• Completing a yellow “Pressure Ulcer Identified” sticker for all 
patients who develop a category 2 or above hospital 
acquired pressure ulcer and/or patients whose community 
acquired pressure ulcer deteriorates (Appendix C). 

• Liaising with the patient and the multidisciplinary team to 
formulate strategies and interventions to reduce the risk of 
tissue damage. 

• Liaising with the patient and the multidisciplinary team to 
formulate strategies and interventions for patients with 
pressure ulcers. 

• Ensuring that multidisciplinary patient focussed care plans 
are in place and interventions are recorded and dated in line 
with the Trust’s Record Keeping Policy. 

• Ordering appropriate pressure reducing equipment in 
accordance with:  

- holistic assessment of the patient. 
- risk assessment procedures and maintaining a 
 safe patient care environment. 

• Liaising with the patient, their relatives or carers and health 
and social  care professionals regarding preventative 
strategies. 

• Ensuring that they maintain their knowledge and competence 
in caring for patients who are at risk of developing pressure 
ulceration. 

• Seeking the advice of the Tissue Viability Team where 
appropriate whilst maintaining the ongoing responsibility for 
the patient’s episode of care. 

 
 6.3  Divisional Chief Nurses/ Clinical Nurse Leade rs and Ward 
  Managers 
 

• Implementing this policy in their clinical areas. 
• Ensure that all staff have signed up to the Trust Pressure 

Ulcer Pledge including bank and agency staff. 
• Ensure that patients are assessed and multidisciplinary care 

plans are agreed and implemented. 
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• Ensure that staff understand their accountability and 
responsibility and comply with this policy. 

• Ensure that all staff have access to copies of appropriate 
guidelines and resources referred to within this policy: 

 -  NICE clinical guidelines: Pressure Ulcer Risk  
  Assessment and Prevention  
 -  Waterlow Risk Assessment Tool 
 -  Braden Q Assessment Tool 
           -  Modified Waterlow Score 
           -  Neonatal Skin Assessment Tool 
• Ensure that staff have the knowledge, skills and competence 

commensurate with their role and responsibilities to care for 
patients who are at risk of developing pressure ulceration or 
have pressure ulcers. 

• Incorporate pressure ulcer risk assessment, prevention and 
management training into local induction programmes and 
continued professional development for all staff. 

• Ensure staff access mandatory training in relation to 
pressure area care. 

• Investigate the incidents of patients who develop new 
pressure ulceration during an episode of care which are 
classified as category 2, 3 or 4, unstageable or Deep Tissue 
Injury (DTI). 

• Ensure that category 2 pressure ulcer check lists have been 
completed within 7 working days for all patients who develop 
Trust acquired category 2 pressure ulcers and that these 
have been attached to the Datix incident report for the 
patient. 

• Ensure that all category 3, 4 or unstageable Trust acquired 
pressure ulcers are raised as a potential serious incident and 
investigated.  

• All ward  managers and appropriate therapy services will 
ensure that they have a Tissue Viability Link Nurse in order 
to enhance practice. 

• All ward managers will ensure that the staff are aware of the 
procedures for ordering equipment and selection criteria for 
pressure relieving equipment. 

• Ward Managers will familiarise themselves with the Trust 
safe guarding Policy in relation to pressure ulceration. 

 
 6.4  Tissue Viability Team 
 

• Provide support to the Divisional Chief Nurses/ Clinical Nurse 
Leaders and Ward Managers in implementing this policy. 

• Familiarise themselves with the Trust safeguarding policy in 
relations to pressure ulceration. 

• Ensure monthly reporting of acquired pressure ulcers to the 
Trust Board.  

• Provide exception reports to the Trust Board as requested. 
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• Maintain the pressure ulcer database.  
• Monitor implementation and review this policy.  
• Provide reports to the CCG demonstrating source of 

admission for patients presenting with pressure damage.  
• Provision of education and training for nursing and other 

members of the multidisciplinary team in pressure area 
prevention and management. 

• Provide advice to staff and patients where standard 
interventions have failed to initiate an improvement. 

• Lead Trust wide improvement strategies to reduce the 
incident of hospital acquired pressure damage.  

• Provision of specialist advice to managers with regard to SI 
reviews and complaints. 

• Oversee and provide input into the evaluation and 
procurement of pressure relieving equipment and dynamic 
surfaces for the Trust. 

• Responsible for updating the tissue viability page on the 
Trust internet site. 

• Responsible for the review of the Pressure Area 
Management patient information leaflet. 

 
N.B.  
In situations where the Tissue Viability Team is involved in an 
individual patients care, the ongoing responsibility for the review 
and monitoring of the patient remains with the nursing and 
medical team in charge of their care.  
Pressure area management must be seen as a 
multidisciplinary activity. 

 
 6.5  Medical Directors’ and Consultants  
 

• Ensuring that all relevant medical staff are aware of this 
policy. 

• Ensuring that patients skin integrity is discussed on ward and 
board rounds. 

• Signing the yellow “Pressure Ulcer Identified” sticker in the 
patients’ healthcare record and acting upon this as 
necessary dependent on patient condition. 

• Ensuring compliance with this policy within their areas of 
responsibility. 

  
 6.6  Other medical staff 
 

• The medical team will document all existing and new 
pressure ulcers on patients within in their care. This is 
important on admission especially via A&E. 

• The medical team will address specific medical problems that 
will increase the risk of pressure ulcer development. 
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• The medical team will familiarise themselves with the Trust 
safeguarding policy and skin damage protocol in relations to 
pressure ulceration. 

 
 6.7   Quality Department  
 

• Support the Divisional Chief Nurses/ Clinical Nurse Leaders / 
Ward Managers and Divisional Governance Teams with all 
pressure ulcer incidents. 

• Support the Divisional Chief Nurses/ Clinical Nurse Leaders / 
Ward Managers and Divisional Governance Teams with 
production of the final reports for Serious Incident 
investigation into pressure ulcers. 

  
 6.8  Therapists  
 

• Therapists will offer advice and assistance on manual 
handling, positioning and posture correction. Also advise on 
appropriate chairs and wheelchairs to all patients at risk of 
pressure ulcer development (Brienza, 2010). 

• Therapists will include in their records all new and existing 
pressure ulcers on patients within their care including 
location and category of pressure ulcer. 

• Therapists will familiarise themselves with the Trust 
safeguarding policy and skin damage protocol in relations to 
pressure ulceration; assess and report if pain from skin 
damage is limiting normal life. 

 
 6.9   Dietitians  
 

• The Dietitian will give advice and support on nutritional 
screening and management to both patients, and members 
of the multidisciplinary team. 

• The dietitian will familiarise themselves with the trust 
safeguarding policy and skin damage protocol in relations to 
pressure ulceration. 

 
 6.10   Patient and /or carer  
 

• The patient and/or carer will be encouraged to inform the 
multidisciplinary team of all concerns relating to the 
management of their pressure area care. 

• The patient and/or carer will be provided with patient 
information leaflets on the prevention and management of 
pressure ulceration and how they can work in partnership 
with the nursing staff. 
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7.  PRINCIPLES 
 
 7.1  Assessment and documentation 
 

• Each nurse/doctor/AHP is accountable for his/her own 
practice and for the initial and subsequent assessments that 
will be documented within the patient healthcare record 
(nursing and/or medical) and according to the Trust Quality 
Standards for Record-keeping policy. 

• Pressure area management decisions and procedures are 
defined and based on national guidance and recognised best 
practice. 

• Training issues will be identified and addressed accordingly. 
• All patients must be assessed by a registered nurse, using 

the appropriate risk assessment tool for their speciality for 
risk of developing pressure ulcers within 4  hours of 
admission to the Trust. 

• Appropriate risk assessment tool (defined by the admitting 
area/department) must be completed by a registered nurse 
on admission to their area/department, post operatively, at 
least weekly or as the patient’s condition changes. 

• Pressure area damage must be documented on the body 
map in the patient’s records. 

• Pressure ulcers should be classified using the International 
NPUAP/EPUAP/PPPIA Pressure Ulcer Classification System  
(see appendix A). 

• Patients either identified at risk of developing pressure ulcers 
or who already have pressure ulcers must have the 
appropriate pressure area care plan initiated. 

• Patients’ skin condition should be inspected and documented 
in the nursing records twice daily on the Trust Pressure Area 
Record Form. 

• Patients at risk of developing a pressure ulcer or patients 
with a pressure ulcer must be encouraged or assisted with 
repositioning. Frequency of repositioning should be decided 
dependent on their level of dependency,   as well as visual or 
verbal signs of potential tissue damage. This should be 
recorded in the Trust 24 Hour Pressure Relieving and 
Repositioning Schedule. 

• Any pressure ulcers should be clearly documented and 
should be written in the wound assessment chart using a 
separate section for each ulcer.   

• Pressure ulcers must not be reverse graded. 
• Moisture lesions should not be documented as pressure 

ulcers however these must be reported via Datix. 
• Pressure area management must be agreed with the multi-

disciplinary team in partnership with patients and/or carers 
and demonstrate evidence of ongoing reassessment. 
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• All patients with a category 2, 3, 4 or unstageable pressure 
ulcer should be referred to the dietetics service. 

• All category 1, 2, 3, 4, unstageable pressure ulcers and deep 
issue injuries acquired within the Trust must be reported as a 
clinical incident via Datix. 

• All device related category 1, 2, 3, 4, unstageable pressure 
ulcers and deep issue injuries acquired within the Trust must 
be reported as a clinical incident via Datix. 

• All Trust acquired category 3, 4 or unstageable pressure 
ulcers should be reported as a potential serious incident and 
referred to the Tissue Viability Team. 

• Root cause analysis should be performed on all patients who 
have developed a category 3, 4 or unstageable pressure 
ulcer within the Trust. 

• For patients whose first language is not English, practitioners 
should involve link workers in communicating the level of risk 
to the patient. Consideration should be given to providing the 
information in a format that meets the diverse needs of 
patients e.g. hard of hearing, partially sighted. 

 
 7.2  Equipment 
 

• Patients identified as having a Waterlow score above 20/ 
Braden Q score of 16 or less and/or have category 2 and 
above pressure ulcers and are unable to reposition should be 
nursed on a high specification pressure relieving air 
mattress. 

• Patients identified as having a category 3 or category 4 or 
deep tissue injury or an unstageable pressure ulcer must be 
nursed on a high specification pressure relieving air 
mattress. 

• Clinical judgement on provision of pressure relieving 
equipment should be used for all other patients with a 
Waterlow Score below 20 or with a Braden Q score above 16 
and this decision must be verified with the Ward Manager. 

• All patients must be offered a high specification seat cushion 
if they are deemed to be at risk of developing sacral/buttock 
pressure ulcers and are able to sit out in a chair. 

• Frequency of repositioning should always be maintained 
including whilst sitting in a chair, on a trolley or any other 
piece of equipment where there is a prolonged period when 
movement is restricted. 

• Those patients with a sacral pressure ulcer must be given a 
high specification pressure relieving cushion when sat out in 
a chair.  

• Those patients with a category 3 or 4 or deep tissue injury or 
unstageable pressure ulcer to the sacral area should not be 
sat out in a chair for longer than one hour without having 
their position changed. 
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• All patients at risk of pressure damage must have their heels 
elevated from the mattress or surface using the techniques 
described on the Trust Heel SOS campaign posters 
(Appendix  D) 

• Patients with a heel pressure ulcer, who are able to 
reposition independently and have otherwise intact skin 
should receive heel off-loading however, they may not 
always require high specification pressure relieving air 
mattress. Clinical judgement must be used. 

• Patients should be assessed as to whether they continue to 
require a high specification mattress and/or seat cushion on 
a daily basis. 

• If a high specification pressure relieving air mattress is 
alarming this must be rectified immediately – if the fault 
cannot be managed at a clinical level then a new high 
specification pressure relieving air mattress must be ordered 
from the equipment library as a replacement. The faulty 
mattress must be tagged with a yellow fault label and 
returned to the equipment library.  

• Where safety sides are indicated to be used by a patient, a 
risk assessment process should be undertaken. 

• When utilising a profiling bed, it should be returned to its 
lowest or where appropriate ultra-low position to reduce falls 
risk once care has been provided. Reference should be 
made to the Trust’s Falls Policy. 

• Patients at risk of pressure damage from medical devices 
such as non-invasive ventilation masks, oxygen masks etc 
should have dermal pads used to reduce pressure to this 
area. 

• Patients with low BMI and/ or significant bony prominences 
should have these protected via the use of dermal pads.  

 
 7.3  Safeguarding issues 
 

• Consideration must be made for referral to social services 
and Adult Safeguarding Team  for all patients presenting to 
the Trust with a category 3, 4 or unstageable pressure ulcer. 
For paediatric patients, contact the Safeguarding Children 
Team. In these instances a body map and full assessment 
must be completed and photographs taken by the Trust 
Medical Photographer or a qualified member of nursing or 
medical staff using the directorate camera according to the 
Trust photography policy at the earliest opportunity.  

• Consent to photography must be obtained prior to 
photographs being taken. For those patients who are unable 
to consent, the photographs should be taken, as appropriate, 
in the patient’s best interest (see Mental Capacity Act Policy). 
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• Refer to the Policy for Safeguarding Adults for all adult 
patients with pressure ulcers who are considered to be an 
adult at risk.  

 
 7.4  Patient Education and Information 
 

• Patient and carer information leaflet on pressure ulcer 
prevention will be available on all wards and clinical areas. 

• The patient should be informed of how they can contact a 
health care professional if they have any concerns. 

• Information leaflets should be given to all patients/carers 
either at risk of developing pressure ulcers or those with 
pressure ulcers. 

 
 7.5  Transfer of patients between care settings 
 

• When patients move between care settings, care should be 
given to communicating the needs of the patient with regards 
to pressure ulcers, pressure ulcer risk and the equipment 
they will need to maintain skin integrity. 

• Poor quality discharges or admissions where the presence of 
pressure ulcers are found to have not been communicated 
will be recorded as a clinical incident; as this may lead to 
development or deterioration of ulcers.  

• Planning of transfer must always include adequate 
assessment and documentation of wounds, and accurate 
communication with the new care setting and to allow 
adequate time for delivery of necessary equipment. 
 

 
8.  IMPLEMENTATION 
 

• Review of this policy will be reported via the Nursing, 
Midwifery and Allied Health Professional Board. 

•  It will then be cascaded onto the relevant areas to the 
Clinical Nurse Leaders and Ward Managers by the Divisional 
Chief Nurses. It will also be available on the Trust intranet.  

 
 
9.  MONITORING 

• Practice will be monitored by the Tissue Viability Team and 
within individual wards by the Clinical Nurse Leaders and 
Ward Managers to ensure this policy is upheld. 

 
 
10.  REVIEW 
 

• The Lead Nurse Tissue Viability will be responsible for the 
review of this policy at two yearly intervals. 
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11.  ASSOCIATED DOCUMENTS 
• Talley  Resource File 
• Record Keeping Policy  
• Medical Photography and Patient Images Policy and 

Procedure 
• Mental Capacity Act (2005) 
• Policy for Safeguarding Adults 
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13.  CONSULTATION PROCESS  
 

Consultation was sought from the senior nursing staff, medical 
directors, divisional directors and the head of therapies. Consultation 
period was three weeks. 
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APPENDIX A:  
NPUAP/EPUAP/PPPIA Pressure Ulcer Classification Sys tem (2014) 

 
Category  Definition  

Category  1 
Non-blanchable erythema 
 
 

 
Intact skin with non-blanchable redness of a localized area usually over a bony prominence. Darkly 
pigmented skin may not have visible blanching; its’ colour may differ from the surrounding area. 
 
The area may be painful, firm, soft, warmer or cooler as compared to adjacent tissue. Category I may 
be difficult to detect in individuals with dark skin tones. May indicate “at risk” individuals (a heralding 
sign of r risk). 

Category  2 
Partial thickness skin loss 
 
 

 
Partial thickness skin loss of dermis presenting as a shallow ulcer with a red pink wound bed, without 
slough.  
 
May also present as an intact or open/ruptured serum-filled or sero-sanginous filled blister.  
 
Presents as a shiny or dry shallow ulcer without slough or bruising*.  
 
This category should not be used to describe skin tears, tape burns, incontinence associated 
dermatitis, maceration or excoriation. 
 
* Bruising indicates deep tissue injury. 
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Category  3 
Full thickness skin loss 
 
 

 
Full thickness tissue loss. Subcutaneous fat may be visible but bone, tendon or muscles 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. The bridge of the nose, ear, 
occiput and malleolus do not have (adipose) subcutaneous tissue and category 3 ulcers can be 
shallow. In contrast, areas of significant adiposity  
can develop extremely deep category 3 pressure ulcers.  
 
Bone/tendon is not visible or directly palpable. 
 

Category  4 
Full thickness tissue loss 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
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 pressure ulcer varies by anatomical location. The bridge of the nose, ear, 
occiput and malleolus do not have subcutaneous tissue and these ulcers can be shallow.  
 
Category 4 ulcers can extend into muscle and/or supporting structures (e.g. fascia, tendon or joint 
capsule) making osteomyelitis or osteitis likely to occur.  
 
Exposed bone/muscle is visible or directly palpable. 
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Unstageable   
Depth Unknown 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Full thickness tissue loss in which the base of the ulcer is covered by slough (yellow, tan, grey, green 
or brown) and/or eschar (tan, brown or black) in the wound bed. 
 
Until enough slough and/or eschar is removed to expose the base of the wound, the true depth, and 
therefore Category, cannot be determined. 
 
Stable (dry, adherent, intact without erythema or fluctuance) eschar on the heels serves as ‘the 
body’s natural (biological) cover’ and should not be removed.se the base of the wound, the true depth 
cannot be determined; but it will be either Category 3 or 4. 
 

Deep Tissue  Injury  
Depth unknown 
 
 
 
 
 

 
Purple or maroon localized area of discoloured intact skin or blood-filled blister due to damage of 
underlying soft tissue from pressure and/or shear.  
 
The area may be preceded by tissue that is painful, firm, mushy, boggy, warmer or cooler as 
compared to adjacent tissue. 
 
Deep tissue injury may be difficult to detect in individuals with dark skin tones. Evolution may include 
a thin blister over a dark wound bed.  
 
The wound may further evolve and become covered by thin eschar. Evolution may be rapid exposing 
additional layers of tissue even with optimal treatment. 
 

 
Pressure ulcers must not be reverse classified, e.g. a healing category 4 ulcer does not progress through the other categories, and should 
always be referred to as a category 4 and the progress described, measured and photographed. This ensures that the plan of care reflects 
ulcer severity in terms of the depth of the structures affected, and accurately describes the patient history.
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APPENDIX B:  
Pressure Ulcer Pledge 

 
Ashford & St Peter’s Hospitals NHS Foundation Trust are committed to a Zero tolerance 
approach for all avoidable pressure ulcers for all patients. All clinical staff will follow the Trust 
Pressure Area Management Policy. 
 

• All adult patients (over the age of 14) will be assessed using the Waterlow Risk 
Assessment Score/paediatric patients (under the age of 14) using the Braden Q 
within 4 hours of admission to hospital and thereafter a minimum of weekly or if the 
patient’s condition changes 

 
• All patients will have their pressure areas checked and body map completed on 

admission, transfer and weekly after this  
 

• All patients at risk of pressure ulcers will have a daily pressure area record 
completed 
 

• All pressure ulcers will be categorised by two registered nurses 
 

• All patients skin integrity and nutrition will be discussed daily at handovers and 
multidisciplinary Board Rounds 

 
• All patients who are assessed at risk of pressure ulcers or who have a pressure ulcer 

will have 
o A personalized holistic care plan which includes provision of pressure 

relieving equipment appropriate to risk assessment and personalized 
repositioning and skin inspection chart 

 
• A Datix report will be completed for all patients who have a category 1 or above 

pressure ulcer on admission to the Trust or develop a Trust acquired pressure ulcer 
 
• Any patients who develop a category 2 pressure ulcer will be referred to the Tissue 

Viability Team and have a mini Root Cause Analysis (RCA) completed by the clinical 
area 
 

• Any patients who develop a hospital acquired pressure ulcer category 2 and above 
OR who have a deterioration of a community acquired pressure ulcer will have a 
yellow “Pressure Ulcer Identified” sticker placed and completed in their healthcare 
record with the nurse in charge and the medical team countersigning this. 

 
• Any patients who develop a category 3 or 4 pressure ulcer will have this raised as an 

internal  Serious Incident with an RCA being completed and reported as a 
Safeguarding concern to Social Services and the Lead Nurse for Older People/ 
Safeguarding or Safeguarding Lead for Children or Safeguarding Midwife and 
referred to Tissue Viability 

 
• Any patients admitted with or who develop a category 3 or category 4 pressure ulcer 

will be reported as a Safeguarding concern to Social Services and the Lead Nurse for 
Older People/ Safeguarding or Safeguarding Lead for Children or Safeguarding 
Midwife and referred to Tissue Viability 

 
Developed by: Sue Harris, Lead Nurse Tissue Viability and Wound Management Link Nurses July 2012 
Updated June 2015 and January 2018 by Sue Harris, Lead Nurse Tissue Viability & Bibiana Baumgart Senior 
Specialist Nurse Tissue Viability  
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APPENDIX C:   
 
 
 
 

STANDARD OPERATING 
PROCEDURE 

TITLE Hospital Acquired Category 2 and above Pressure Ulcer or Deterioration to 
Community Acquired Category 2 Pressure Ulcer Identified  

PREPARED BY Sue Harris and 
Bibiana Baumgart 

DATE January 2018 

RATIFIED BY  DATE  
VERSION 0.1 REVIEW DATE  
 
 
CONTENTS PAGE 

Purpose 22 

Scope 22 

Competencies 22 

Process/Procedure 23 

Responsibilities 23 

Audit 23 

Risks 24 

Mitigation for Risks 24 

Example of sticker 25 

 
 
PURPOSE 

The purpose of this SOP is to describe the process of escalation when a patient is 

identified as having a hospital acquired category 2 and above pressure ulcer OR 

who have a deterioration of a community acquired category 2 pressure ulcer. 
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OBJECTIVE 

To ensure the provision of quality care through the adequate identification and 

reporting of hospital acquired category 2 and above pressure ulcers or deteriorated 

community acquired category 2 pressure ulcers. 

 

To ensure the provision of quality care through the escalation of all hospital acquired 

category 2 and above pressure ulcers or deteriorated community acquired category 

2 pressure ulcers to the Tissue Viability Team and to the Consultant responsible for 

patient care. 

 

SCOPE 

This SOP applies to all patients who develop a hospital acquired category 2 and 

above pressure ulcer or who develop deterioration to a community acquired category 

2 pressure ulcer. 

 

COMPETENCIES 

Registered Nurses including permanent, bank and agency staff 

 

Understanding and clinical knowledge of pressure ulcer staging and pressure area 

care as demonstrated by attending the Trust mandatory training in Pressure Ulcer 

Prevention and Management and completion of the Trust 0-12 month competency 

document for new staff.  

 

Understanding of Datix incident reporting 

 

Understanding of the Tissue Viability referral process via PAS/Patient Centre 

 

Understanding of Trust policies and procedures in relation to Pressure Area 

Management including signing up to the Trust Pressure Ulcer Pledge 

 

PROCESS 

Category 2 and above hospital acquired pressure ulcer/or deterioration to community 

acquired Category 2 pressure ulcer identified by registered nurse band 5 and above 
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Pressure ulcer escalated to the Nurse in Charge 

Datix incident report completed reporting pressure ulcer 

Tissue Viability referral sent via PAS/Patient Centre 

Yellow Pressure Ulcer Identified sticker completed by nurse identifying pressure 

ulcer and added to patient’s medical record 

Nurse identifying pressure ulcer/Nurse in charge to inform doctor responsible for 

patient care  

Consultant responsible for patient care to sign and date yellow Pressure Ulcer 

Identified sticker at next ward round 

Tissue Viability Nurse to review the patient and if there is an identified hospital 

acquired Category 2 and above pressure ulcer or deterioration to community 

acquired Category 2 pressure ulcer, this will be validated in the patient’s medical 

record and on the Datix incident report 

If the Tissue Viability Nurse does not validate a hospital acquired Category 2 and 

above pressure ulcer or deterioration to community acquired Category 2 pressure 

ulcer, the yellow Pressure Ulcer Identified sticker will be crossed through and the 

Datix incident report rejected 

The Tissue Viability Nurse will sign and print their name under the crossed through 

yellow sticker 

 

RESPONSIBILITIES 

Nurse  

Nurse in charge 

Tissue Viability Nurse 

Doctor responsible for patient care 

Consultant responsible for patient care 

 

AUDIT 

The Ward Manager as the Datix handler for the hospital acquired pressure ulcer or 

deteriorated community acquired pressure ulcer will ensure that a yellow sticker has 

been placed in the notes. This to be audited every 6 months 

RISKS 

Trust staff not aware of the Trust policy for reporting and escalating hospital acquired 



 

24 
 

pressure damage or deterioration to community acquired pressure ulcers 

 

Bank and agency staff not aware of the Trust policy for reporting and escalating 

hospital acquired pressure damage or deterioration to community acquired pressure 

ulcers 

 

MITIGATION FOR RISKS 

Ward Managers to ensure that all permanent staff have signed up to the Pressure 

Ulcer Pledge 

Bank and Agency Staff local induction to include them signing up to the Trust 

Pressure Ulcer Pledge 
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PRESSURE ULCER IDENTIFIED 

 

DATE …………………..........DATIX Ref: ............................... 

NAME OF NURSE IDENTIFYING PRESSURE ULCER: 

 

…………………………………………………………………………………. 

NAME OF NURSE IN CHARGE INFORMED : 

 

…………………………………………………………………………………. 

SIGNATURE OF NURSE IN CHARGE: 

 

………………………………………………………………………………… 

TVN REFERRAL SENT VIA PAS/PATIENT CENTRE  

 

TVN REFERRAL SENT BY: ………………………………………….. 

 

DATE TVN REFERRAL SENT:………………………………………. 

NAME OF DOCTOR INFORMED: 

 

………………………………………………………………………………… 

SIGNATURE OF CONSULTANT ON WARD ROUND: 

 

………………………………………………………………………………….. 

 

DATE OF CONSULTANT SIGNATURE:…………………………… 

          PRESSURE ULCER IDENTIFIED 

 

DATE …………………..........DATIX Ref: ............................... 

NAME OF NURSE IDENTIFYING PRESSURE ULCER: 

 

…………………………………………………………………………………. 

NAME OF NURSE IN CHARGE INFORMED : 

 

…………………………………………………………………………………. 

SIGNATURE OF NURSE IN CHARGE: 

 

………………………………………………………………………………… 

TVN REFERRAL SENT VIA PAS/PATIENT CENTRE  

 

TVN REFERRAL SENT BY: ………………………………………….. 

 

DATE TVN REFERRAL SENT:………………………………………. 

NAME OF DOCTOR INFORMED: 

 

………………………………………………………………………………… 

SIGNATURE OF CONSULTANT ON WARD ROUND: 

 

………………………………………………………………………………….. 

 

DATE OF CONSULTANT SIGNATURE:…………………………… 

 

          PRESSURE ULCER IDENTIFIED 

 

DATE …………………..........DATIX Ref: ............................... 

NAME OF NURSE IDENTIFYING PRESSURE ULCER: 

 

…………………………………………………………………………………. 

NAME OF NURSE IN CHARGE INFORMED : 

 

…………………………………………………………………………………. 

SIGNATURE OF NURSE IN CHARGE: 

 

………………………………………………………………………………… 

TVN REFERRAL SENT VIA PAS/PATIENT CENTRE  

 

TVN REFERRAL SENT BY: ………………………………………….. 

 

DATE TVN REFERRAL SENT:………………………………………. 

NAME OF DOCTOR INFORMED: 

 

………………………………………………………………………………… 

SIGNATURE OF CONSULTANT ON WARD ROUND: 

 

………………………………………………………………………………….. 

 

DATE OF CONSULTANT SIGNATURE:…………………………… 

 

 

                                   PRESSURE ULCER IDENTIFIED 

 

DATE …………………..........DATIX Ref: ............................... 

NAME OF NURSE IDENTIFYING PRESSURE ULCER: 

 

…………………………………………………………………………………. 

NAME OF NURSE IN CHARGE INFORMED : 

 

…………………………………………………………………………………. 

SIGNATURE OF NURSE IN CHARGE: 

 

………………………………………………………………………………… 

TVN REFERRAL SENT VIA PAS/PATIENT CENTRE  

 

TVN REFERRAL SENT BY: ………………………………………….. 

 

DATE TVN REFERRAL SENT:………………………………………. 

NAME OF DOCTOR INFORMED: 

 

………………………………………………………………………………… 

SIGNATURE OF CONSULTANT ON WARD ROUND: 

 

………………………………………………………………………………….. 

 

DATE OF CONSULTANT SIGNATURE:…………………………… 

  

            

 

PRESSURE ULCER IDENTIFIED 

 

DATE …………………..........DATIX Ref: ............................... 

NAME OF NURSE IDENTIFYING PRESSURE ULCER: 

 

…………………………………………………………………………………. 

NAME OF NURSE IN CHARGE INFORMED : 

 

…………………………………………………………………………………. 

SIGNATURE OF NURSE IN CHARGE: 

 

………………………………………………………………………………… 

TVN REFERRAL SENT VIA PAS/PATIENT CENTRE  

 

TVN REFERRAL SENT BY: ………………………………………….. 

 

DATE TVN REFERRAL SENT:………………………………………. 

NAME OF DOCTOR INFORMED: 

 

………………………………………………………………………………… 

SIGNATURE OF CONSULTANT ON WARD ROUND: 

 

………………………………………………………………………………….. 

 

DATE OF CONSULTANT SIGNATURE:…………………………… 

 

 

      

          

 

 PRESSURE ULCER IDENTIFIED 

 

DATE …………………..........DATIX Ref: ............................... 

NAME OF NURSE IDENTIFYING PRESSURE ULCER: 

 

…………………………………………………………………………………. 

NAME OF NURSE IN CHARGE INFORMED : 

 

…………………………………………………………………………………. 

SIGNATURE OF NURSE IN CHARGE: 

 

………………………………………………………………………………… 

TVN REFERRAL SENT VIA PAS/PATIENT CENTRE  

 

TVN REFERRAL SENT BY: ………………………………………….. 

 

DATE TVN REFERRAL SENT:………………………………………. 

NAME OF DOCTOR INFORMED: 

 

………………………………………………………………………………… 

SIGNATURE OF CONSULTANT ON WARD ROUND: 

 

………………………………………………………………………………….. 

 

DATE OF CONSULTANT SIGNATURE:…………………………… 

 

 

 

           

 

PRESSURE ULCER IDENTIFIED 

 

DATE …………………..........DATIX Ref: ............................... 

NAME OF NURSE IDENTIFYING PRESSURE ULCER: 

 

…………………………………………………………………………………. 

NAME OF NURSE IN CHARGE INFORMED : 

 

…………………………………………………………………………………. 

SIGNATURE OF NURSE IN CHARGE: 

 

………………………………………………………………………………… 

TVN REFERRAL SENT VIA PAS/PATIENT CENTRE  

 

TVN REFERRAL SENT BY: ………………………………………….. 

 

DATE TVN REFERRAL SENT:………………………………………. 

NAME OF DOCTOR INFORMED: 

 

………………………………………………………………………………… 

SIGNATURE OF CONSULTANT ON WARD ROUND: 

 

………………………………………………………………………………….. 

 

DATE OF CONSULTANT SIGNATURE:…………………………… 

 

    

   

                                   

 

                            PRESSURE ULCER IDENTIFIED 

 

DATE …………………..........DATIX Ref: ............................... 

NAME OF NURSE IDENTIFYING PRESSURE ULCER: 

 

…………………………………………………………………………………. 

NAME OF NURSE IN CHARGE INFORMED : 

 

…………………………………………………………………………………. 

SIGNATURE OF NURSE IN CHARGE: 

 

………………………………………………………………………………… 

TVN REFERRAL SENT VIA PAS/PATIENT CENTRE  

 

TVN REFERRAL SENT BY: ………………………………………….. 

 

DATE TVN REFERRAL SENT:………………………………………. 

NAME OF DOCTOR INFORMED: 

 

………………………………………………………………………………… 

SIGNATURE OF CONSULTANT ON WARD ROUND: 

 

………………………………………………………………………………….. 

 

DATE OF CONSULTANT SIGNATURE:…………………………… 
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APPENDIX D: 
 
  


