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Objectives

1. Discuss the different components of the Pressure 

Injury Prevention Bundle.

2. Describe the proper wound assessment and 

correct staging for pressure injuries.

3. Illustrate proper OneConnect documentation 

related to assessment and/or management of 

potential or actual pressure injury. 



Pressure Injury Prevention Bundle

According to the Institute for Healthcare Improvement 

(IHI) and the National Pressure Ulcer Advisory Panel 

(NPUAP):

• Most pressure injuries are preventable

• Prevention includes:

• Identifying patients at risk AND

• Implementing prevention strategies for all at risk 

patients



Pressure Injury Prevention Bundle

• Conduct a pressure injury admission 

assessment for all patients

• Inspect skin and reassess risk for all patients 

every shift

• Manage moisture and promote skin care

• Optimize nutrition and hydration 

• Reposition, mobilize, and minimize pressure, 

friction, and shear

• Engage, educate, and empower



Skin/Wound

Assessment



Skin Assessment

• Head to toe skin assessment on admission and every shift

o Inspect all of the skin upon admission/transfer (within 2 

hours)

o 2-RN cosign on admission/transfer

o Inspect all of the skin every shift for signs of pressure 

injury 

o Assess ALL bony prominences and pressure points 

and give special attention to the following areas: 
• Sacrum, coccyx, buttocks, back, heels, ischium, 

trochanters, elbows, occiput

• Areas beneath medical devices

- e.g., trache collar, Foley catheter, nasal cannula, SCD/Teds



Skin Assessment

o Inspect body surfaces subject to pressure or pressure 

in combination with friction/shear

o Pay close attention to the following:

- Skin folds especially for bariatric patients

- Skin over the occiput for neonates/pediatric 

patients

o Palpate skin to assess temperature, moisture, and 

consistency
o When inspecting darkly pigmented skin, look for changes in 

skin tone, skin temperature and tissue consistency 

compared to adjacent skin. Moistening the skin assists in 

identifying changes in color. 



Skin Assessment

• Consider general risk factors including:

o Age (elderly/pediatric patients)

o Immobility

o Incontinence

o Inadequate nutrition

o Sensory deficiency

o Device-related pressure

o Multiple co-morbidities

o Circulatory abnormalities

o Dehydration



Skin Assessment

• Special considerations for oncology patients:

o Nutritional status

o Type of treatment

- Skin-toxic chemotherapy/biotherapy agents

- Radiation

- Surgery

• Other considerations

- Diminished perfusion/oxygenation

- Spinal cord injury

- History of previous pressure injury

- Impairments in blood flow to the extremities from 

vascular disease, diabetes or tobacco use 

- Fragile skin



Skin Assessment

• Special considerations for pre/post-op patients:

o Length of surgery (>4 hours)

o Operating Room (OR) positioning

o Lines/Drains/Airways

o Medical Devices

- SCDs

- Compression stockings

- Halo 

o Nutritional status

o Functional capacity pre and post procedure

o Number of hypotensive episodes intra-op

o Low body temperature intra-op



Healthy Skin

Illustrations from NPAUP Educational and Clinical Resources



Wound Assessment

• Anatomical location

• Dimension

o Length x Width x 

Depth (cm)

• Undermining/Tunneling/ 

Sinus Tracts

• Extent of Tissue Loss 

o Note that staging is 

used for  pressure 

injury only

• Wound Bed/Base 

• Wound Edges/Wound 

Margins

• Surrounding skin

• Drainage

• Pain



Anatomical Location

Photo retrieved from: http://gatlineducation.com/demo/PTA_Demo/html/L05/L05CH01P01.html

http://gatlineducation.com/demo/PTA_Demo/html/L05/L05CH01P01.html


Anatomical Location
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Anatomical Location
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Anatomical Location

Photo retrieved from: http://gatlineducation.com/demo/PTA_Demo/html/L05/L05CH01P01.html

http://gatlineducation.com/demo/PTA_Demo/html/L05/L05CH01P01.html


Dimension: 

Length x Width x Depth (cm)

Photo retrieved from: http://www.slideshare.net/sungwooks/wound-care-59702625

http://www.slideshare.net/sungwooks/wound-care-59702625


Dimension: Clock Method

Length x Width x Depth (cm)

Use the clock to guide wound measurement with the head of the body 

as the12:00 reference position 

Length: 

• Place ruler over the longest length using the head to toe reference 

(head at 12:00 and feet at 6:00)

• Some wound may have a smaller length than width (i.e. the wound 

may be wider than it is long)

Width:

• Measure the widest aspect of the wound perpendicular to the length 

using the hip to hip direction (left hip at 3:00 and right hip at 9:00)

Depth:

• Gently insert a moistened cotton swab into the deepest part of the 

visible wound bed. Grasp the swab at the wound edge/margin and 

place against the ruler to measure

Note: When measuring wounds on the feet, the toes are at 6:00 and 

the heels are at 12:00.



Undermining/Tunneling

• Undermining

refers to tissue 

destruction 

underneath intact 

skin at the wound 

edge.

• Wound edges are 

not attached to the 

wound base. 

Rather, skin edges 

overhang the 

periphery of the 

wound.

• A tunnel is a 

channel of 

tissue loss that 

can extend in 

any direction 

away from the 

wound through 

soft tissue and 

muscle.

• The tunnel or 

track may result 

in dead space 

which can delay 

wound healing.

Tunnel

Undermining

Photo from MDA WOCN Resources



Extent of Tissue Loss

Partial Tissue Loss

• involves loss of 

epidermis and dermis
Full Thickness Tissue Loss

• involves loss of tissue beyond 

the epidermis and dermis

Photos from MDA WOCN Resources



Non-Blanchable Erythema

• Area of persistent redness 

when pressure is applied 

with a fingertip (in darker 

skin tones, may appear 

with persistent red, blue, or 

purple hues) 

Non-Viable

• Shows no signs of 

perfusion

• Think no capillary refill

Wound Bed/Base

Focus on the following:

• What is the color? 

• Is it non-blanchable/non-viable OR blanchable/viable?

Photo from MDA WOCN Resources



Wound Bed/Base

Blanchable Erythema

• Reddened area that 

temporarily turns 

white or pale when 

pressure is applied 

with a fingertip.

Viable

• Shows signs of 

perfusion 

• Think good 

capillary refill

Photos from MDA WOCN Resources



Wound Edges/Wound Margins 

Focus on the following:

• Are the edges 

defined/distinct or 

diffused/irregular?

• NOTE: Pressure 

injuries have 

defined/distinct edges 

whereas MASD have 

diffused/irregular 

edges

• Epibole = rolled/closed 

edges

Photo from MDA WOCN Resources



Peri-Wound/Surrounding Skin

Assessment

Describe in terms of: 

• Color

• Texture

• Temperature

• Integrity

• Presence/Absence 

of lesions

Photo from MDA WOCN Resources



Pain

• Note that pressure injuries can be very painful!

• Assess pain level at wound site using appropriate 

pain scale

Photo retrieved from http://wongbakerfaces.org/

http://wongbakerfaces.org/


Drainage/Exudate

Describe: 

• Type
• Sanguineous, Serosanguineous, Serous, Purulent 

• Color

• Odor

• Amount
• None – Wound tissues are dry.

• Scant – Wound tissues are moist, but there is no 

measurable drainage.

• Small or minimal – Wound tissues are very moist or 

wet; the drainage covers less than 25% of the dressing.

• Moderate – Wound tissues are wet; the drainage 

involves more than 25% to 75% of the dressing.

• Large or copious – Wound tissues are filled with fluid 

that involves more than 75% of the dressing.



Drainage/Exudate

Sanguineous

• Bloody drainage 

(fresh bleeding) 

seen in deep 

wounds, partial 

or full thickness 

wounds

Photo from MDA WOCN Resources

Illustration retrieved from 
https://caringforwounds.woundcareadvisor.com/how-to-assess-wound-
exudate/

https://caringforwounds.woundcareadvisor.com/how-to-assess-wound-exudate/


Drainage/Exudate

Serosanguineous

• Thin, watery, 

pale red to pink 

plasma with red 

blood cells

Photo from MDA WOCN Resources

Illustration retrieved from 
https://caringforwounds.woundcareadvisor.com/how-to-assess-wound-
exudate/

https://caringforwounds.woundcareadvisor.com/how-to-assess-wound-exudate/


Drainage/Exudate

Serous

• Thin, clear, 

watery 

plasma seen 

in partial 

thickness 

wounds and 

venous 

ulceration

Photo from MDA WOCN Resources

Illustration retrieved from 
https://caringforwounds.woundcareadvisor.com/how-to-assess-wound-
exudate/

https://caringforwounds.woundcareadvisor.com/how-to-assess-wound-exudate/


Drainage/Exudate

Purulent

• Thick, opaque 

drainage that is 

tan, yellow, green, 

or brown

Photo from MDA WOCN Resources

Illustration retrieved from 
https://caringforwounds.woundcareadvisor.com/how-to-assess-wound-
exudate/

https://caringforwounds.woundcareadvisor.com/how-to-assess-wound-exudate/


Assessing & 

Staging

Pressure 

Injury



Stage I Pressure Injury

• Non-blanchable erythema of intact skin

• May appear differently in darkly pigmented skin 

• Presence of blanchable erythema or changes in 

sensation, temperature, or firmness may precede 

visual changes

• Color changes DO NOT include purple or maroon 

discoloration (may indicate deep tissue pressure 

injury)



Stage I Pressure Injury

Illustrations from NPAUP Educational and Clinical Resources

Note: Consult with SKIN Champion



Stage I Pressure Injury

Think 
“tomato”!

Photos from MDA WOCN Resources



Stage II Pressure Injury

• Partial-thickness loss of skin with exposed 

dermis

• Wound bed is viable, pink or red, moist

• May also present as intact or ruptured serum-

filled blister

• Adipose (fat) and deeper tissues are not visible

• Granulation tissue, slough and eschar not 

present



Stage II Pressure Injury

Illustration from NPAUP Educational and Clinical Resources

Note: Consult with SKIN Champion



Stage II Pressure Injury

Note:
May present as an intact 
or ruptured serum-filled 

blister
Photos from MDA WOCN Resources



Stage III Pressure Injury

• Full-thickness loss of skin

• Adipose (fat) may be visible in the ulcer 

• Granulation tissue and epibole (rolled wound edges) are often 

present

• Slough and/or eschar may be visible (should not obscure extent 

of tissue loss)

• Depth of tissue damage varies by anatomical location

• Undermining and tunneling may occur

• Fascia, muscle, tendon, ligament, cartilage and/or bone are not 

exposed



Stage III Pressure Injury

Illustrations from NPAUP Educational and Clinical Resources

Note: Consult WOCN



Stage III Pressure Injury

Think
“apple bite”!

Photos from MDA WOCN Resources



Stage IV Pressure Injury

• Full-thickness skin and tissue loss with exposed or directly 

palpable fascia, muscle, tendon, ligament, cartilage or bone in 

the ulcer

• Slough and/or eschar may be visible (should not obscure 

extent of tissue loss)

• Epibole (rolled edges), undermining and/or tunneling often 

occur

• Depth varies by anatomical location



Stage IV Pressure Injury 

Illustration from NPAUP Educational and Clinical Resources

Note: Consult WOCN



Stage IV Pressure Injury 

Think 
“peach pit”! 

Photos from MDA WOCN Resources



Unstageable Pressure Injury

• Full-thickness skin and tissue loss 

• Extent of tissue damage within the ulcer cannot be confirmed 

because it is obscured by slough or eschar. 

Illustrations from NPAUP Free Educational and Clinical Resources Note: Consult WOCN



Unstageable Pressure Injury

Think “rotten 
fruit”!

Photos from MDA WOCN Resources



Deep Tissue Injury

• Intact or non-intact skin with localized area of persistent 

non-blanchable deep red, maroon, purple discoloration or 

epidermal separation revealing a dark wound bed or blood 

filled blister. 

• Pain and temperature change often precede skin color 

changes. 

• Discoloration may appear differently in darkly pigmented skin. 



Deep Tissue Injury 

Illustration from NPAUP Free Educational and Clinical Resources

Note: Consult WOCN



Deep Tissue Injury

Photos from MDA WOCN Resources

Think 
purple 

“eggplant” or 
maroon “plum” 



Medical Device Related 

Pressure Injury

• Medical device related 

pressure injuries result 

from the use of devices 

designed and applied 

for diagnostic or 

therapeutic purposes. 

• The resultant pressure 

injury generally 

conforms to the pattern 

or shape of the device. 

• The injury should be staged using 

the staging system.

Photo from MDA WOCN Resources



Mucosal Membrane Pressure Injury 

and Invisible Pressure Injury

• Mucosal membrane 

pressure injury is found on 

mucous membranes with a 

history of a medical device in 

use at the location of the 

injury. 

• Due to the anatomy of the 

tissue these ulcers cannot 

be staged.

• Example: Pressure injury  

inside the nose, mouth or 

throat from NGT tube 

• Invisible pressure injury is a 

known pressure injury located 

under a non-removal dressing or 

device that cannot be visualized 

at the time of the skin inspection 

and the stage is not documented 

in the patient's record.

NOTE: Non-removable devices include 

all devices that are not normally removed 

in the course of patient care (e.g., casts, 

endotracheal tubes, and pressure 

dressings) and any dressing or device 

with a physician order to not remove.



Moisture-Associated Skin Damage 

(MASD)

• MASD is defined as an 

inflammation and 

erosion of the skin 

caused by prolonged 

exposure to moistures, 

such as urine, stool, 

perspiration, wound 

drainage, mucus or 

saliva

• May progress to 

pressure injury 

• Should NOT be 

described as Stage II

Photo retrieved from https://www.uniklinikum-dresden.de/de/das-
klinikum/universitaetscentren/zegv/cousin/meet-the-teams/project-groups/developing-a-core-outcome-set-for-
incontinence-associated-dermatitis-iad-research

https://www.uniklinikum-dresden.de/de/das-klinikum/universitaetscentren/zegv/cousin/meet-the-teams/project-groups/developing-a-core-outcome-set-for-incontinence-associated-dermatitis-iad-research


Pressure 

Injury Risk 

Assessment



Pressure Injury Risk Assessment

• Consider bedfast and chairfast patients to be at risk 

for development of pressure injury. 

• Use a structured risk assessment, such as the 

Braden Scale, to identify patient at risk for pressure 

injury 

• Develop a plan of care based on the areas of risk, 

rather than on the total risk assessment score



Pressure Ulcer Prevention Policy

#CLN0686

• Use age-appropriate Braden Scale to assess for risk 

of pressure ulcer development

• RN is responsible for:

– assessing the patients and determining the 

Braden Score

– implementing interventions based on the subscale 

score of the Braden Scale



Pressure Ulcer Prevention Policy

#CLN0686

The Braden Scale for Predicting Pressure Ulcer Risk 

should be used on the following units:

• Inpatient Units

– Within 2 hours of 
admission/transfer

– Every shift

– Then, implement plan of 
care to prevent PU

• Pre-Operative/Holding

– Prior to or upon arrival to 
Holding area

• Operating Room (OR)

– Part of the review of 
patient’s record before 
surgery

• Post Anesthesia Care Unit 

(PACU)

– Upon arrival to PACU

• Emergency Center (EC)

– Within 2 hours of arrival 

• Clinical Decision Unit (CDU)

– Within 2 hours of arrival 



Braden Scale for Predicting

Pressure Injury Risk: Adult 

• Level of risk based on 

Braden Score:

– At risk (15 – 18) 

– Moderate risk (13 – 14)

– High risk (10 – 12) 

– Very high risk (9 or 

below) 

• Six (6) Categories:

– Sensory perception

– Moisture

– Activity

– Mobility

– Nutrition 

– Friction/Shear



Braden Scale for Predicting Pressure Injury Risk: Adult 

Sensory Perception (SEN)
Ability to respond in a 

developmentally appropriate 
way to pressure related 

discomfort

1. Completely Limited

Unresponsive (does not moan, flinch 
or grasp) to painful stimuli, due to 

diminished level of consciousness or 
sedation OR limited ability to feel 
pain over most of body surface.

2.  Very Limited
Responds only to painful stimuli. 
Cannot communicate discomfort 

except by moaning or restlessness OR 
has a sensory impairment which limits 
the ability to feel pain or discomfort 

over 1/2 of body.

3.  Slightly Limited
Responds to verbal commands, but 

cannot always communicate 
discomfort or the need to be turned 

OR has some sensory impairment 
which limits ability to feel pain or 
discomfort in 1 or 2 extremities.

4. No Impairment 

Responds to verbal commands. Has 
no sensory deficit which would limit 

ability to feel or voice pain or 
discomfort.

MOISTURE (MOI)

Degree to which skin is 
exposed to moisture

1. Constantly Moist

Skin is kept moist almost constantly 
by perspiration, urine, etc. Dampness 

is detected every time patient is 
moved or turned.

2. Very Moist
Skin is often, but not always moist. 

Linen must be changed at least once a 
shift.

3. Occasionally Moist 
Skin is occasionally moist, requiring 
an extra linen change approximately 

once a day.

4.  Rarely Moist

Skin is usually dry, linen only 
requires changing at routine 

intervals.

ACTIVITY (ACT)

Degree of physical activity

1. Bedfast

Confined to bed

2.  Chairfast
Ability to walk severely limited or non-

existent. Cannot bear own weight 
and/or must be assisted into chair or 

wheelchair

3.  Walks Occasionally
Walks occasionally during day, but 

for very short distances with or 
without assistance. Spend majority of 

each shift in bed or chair

4. Walks Frequently 

Walks outside room at least twice 
a day and inside room at least once 

every two hours during waking 
hours

MOBILITY (MOB)

Ability to change and control 
body positions

1. Completely Immobile 

Does not make even slight changes in 
body or extremity position without 

assistance.

2.  Very Limited
Makes occasional slight changes in 

body or extremity position but unable 
to make frequent or significant changes 

independently.

3.  Slightly Limited Makes frequent 
though slight changes in body or 

extremity position independently.

4. No Limitation 

Makes major and frequent changes 
in position without assistance.

NUTRITION (NU)

Usual food intake pattern

1. Very Poor

Never eats a complete meal. Rarely 
easts more than 1/8 of any food 
offered. Eats 2 servings or less of 

protein (meat or daily products) per 
day. Takes fluids poorly. Does not take 
a liquid dietary supplement OR is NPO 
and/or maintained on clear liquids or 

IVFs for more than 5 days.

2. Probably Inadequate

Rarely eats a complete meal and 
generally eats only about 1/2 of any 
food offered. Protein intake includes 

only 3 servings of meat or dairy 
products per day. Occasionally will take 
a dietary supplement OR receives less 
than optimum amount of liquid diet or 

tube feeding.

3. Adequate
Eats over half of most meals. Eats a 
total of 4 servings of protein (meat, 

dairy products per day). Occasionally 
will refuse a meal, but will usually 

take a supplement when offered OR 
is on a tube feeding or TPN regimen 

which probably meets most of 
nutritional needs.

4.  Excellent

Eats most of every meal. Never 
refuses a meal. Usually eats a total 
of 4 or more servings of meat and 
dairy products. Occasionally eats 
between meals. Does not require 

supplementation.

FRICTION & SHEAR (FRI)

Friction occurs when skin moves 
against another object.

Shear occurs when skin and 
adjacent body surface slide across 

one another.

1.  Problem

Requires moderate to maximum 
assistance in moving. Complete 

lifting without sliding against sheets 
is impossible. Frequently slides down 

in bed or chair, requiring frequent 
repositioning with maximum 

assistance. Spasticity, contractures or 
agitation leads to almost constant 

friction.

2. Potential Problem 
Moves freely or requires minimum 

assistance. During a move skin 
probably slides to some extent against 

sheets, chair, restraints or other 
devices. Maintains relatively good 

position in chair or bed most of the 
time but occasionally slides down.

3. No Apparent Problem 
Moved in bed and in chair 

independently and has sufficient 
muscle strength to lift up completely 

during move. Maintains good 
position in bed or chair.



Braden Q Scale for Predicting

Pressure Injury Risk: Pedi

• Level of risk based on 

Braden Score:

– At risk (16 – 23) 

– Moderate risk (13 – 15)

– High risk (10 – 12) 

– Very high risk (9 or 

below) 

• Seven (7) Categories:

– Mobility

– Activity

– Sensory Perception

– Moisture

– Friction/Shear

– Nutrition

– Tissue Perfusion & 

Oxygenation



Braden Q Scale for Predicting Pressure Injury Risk: Pedi

MOBILITY (MOB)

Ability to change and control body 
positions

1. Completely Immobile 

Does not make even slight changes in 
body or extremity position without 

assistance.

2.  Very Limited

Makes occasional slight changes in body or 
extremity position but unable to make 

frequent or significant changes 
independently.

3.  Slightly Limited Makes frequent 
though slight changes in body or 

extremity position independently.

4. No Limitation 

Makes major and frequent changes in 
position without assistance.

ACTIVITY (ACT)

Degree of physical activity

1. Bedfast

Confined to bed

2.  Chairfast

Ability to walk severely limited or non-
existent. Cannot bear own weight and/or 

must be assisted into chair or wheelchair

3.  Walks Occasionally
Walks occasionally during day, but for 
very short distances with or without 

assistance. Spend majority of each shift in 
bed or chair

4. Walks Frequently 

Walks outside room at least twice a day 
and inside room at least once every 

two hours during waking hours

Sensory Perception (SEN)
Ability to respond in a 

developmentally appropriate way 
to pressure related discomfort

1. Completely Limited

Unresponsive (does not moan, flinch or 
grasp) to painful stimuli, due to 

diminished level of consciousness or 
sedation OR limited ability to feel pain 

over most of body surface.

2.  Very Limited

Responds only to painful stimuli. Cannot 
communicate discomfort except by moaning 

or restlessness OR has a sensory impairment 
which limits the ability to feel pain or 

discomfort over 1/2 of body.

3.  Slightly Limited

Responds to verbal commands, but 
cannot always communicate discomfort 

or the need to be turned OR has some 
sensory impairment which limits ability to 

feel pain or discomfort in 1 or 2 

extremities.

4. No Impairment 

Responds to verbal commands. Has no 
sensory deficit which would limit ability 

to feel or voice pain or discomfort.

MOISTURE (MOI)

Degree to which skin is exposed 
to moisture

1. Constantly Moist

Skin is kept moist almost constantly by 
perspiration, urine, etc. Dampness is 

detected every time patient is moved or 
turned.

2. Very Moist

Skin is often, but not always moist. Linen 
must be changed at least once a shift.

3. Occasionally Moist 
Skin is occasionally moist, requiring an 

extra linen change approximately once a 

day.

4.  Rarely Moist

Skin is usually dry, linen only requires 
changing at routine intervals.

FRICTION & SHEAR (FRI)

Friction occurs when skin moves 
against another object.

Shear occurs when skin and adjacent 
body surface slide across one another.

1.  Problem

Requires moderate to maximum 
assistance in moving. Complete lifting 

without sliding against sheets is 
impossible. Frequently slides down in bed 
or chair, requiring frequent repositioning 

with maximum assistance. Spasticity, 
contractures or agitation leads to almost 

constant friction.

2. Potential Problem 
Moves freely or requires minimum 

assistance. During a move skin probably 

slides to some extent against sheets, chair, 
restraints or other devices. Maintains 

relatively good position in chair or bed most 

of the time but occasionally slides down.

3. No Apparent Problem 
Moved in bed and in chair independently 
and has sufficient muscle strength to lift 

up completely during move. Maintains 
good position in bed or chair.

NUTRITION (NU)

Usual food intake pattern

1. Very Poor

Never eats a complete meal. Rarely easts 
more than 1/8 of any food offered. Eats 2 
servings or less of protein (meat or daily 

products) per day. Takes fluids poorly. Does 
not take a liquid dietary supplement OR is 
NPO and/or maintained on clear liquids or 

IVFs for more than 5 days.

2. Probably Inadequate
Rarely eats a complete meal and generally 

eats only about 1/2 of any food offered. 

Protein intake includes only 3 servings of 
meat or dairy products per day. Occasionally 
will take a dietary supplement OR receives 

less than optimum amount of liquid diet or 
tube feeding.

3. Adequate
Eats over half of most meals. Eats a total 

of 4 servings of protein (meat, dairy 

products per day). Occasionally will refuse 
a meal, but will usually take a supplement 
when offered OR is on a tube feeding or 

TPN regimen which probably meets most 
of nutritional needs.

4.  Excellent

Eats most of every meal. Never refuses 
a meal. Usually eats a total of 4 or more 

servings of meat and dairy products. 
Occasionally eats between meals. Does 

not require supplementation.

TISSUE PERFUSION & 
OXYGENATIION (TPO)

1. Extremely Compromised

Hypotensive (MAP <50 mmHg: <40 in a 
newborn) OR the patient does not 

physiologically tolerate position changed.

2. Compromised 
Normotensive; Oxygen saturation may be 

<95% OR hemoglobin may be <10 mg/d OR 

capillary refill may be >2 seconds: Serum pH 
is <7.40

3. Adequate
Normotensive; Oxygen saturation may be 

<95% OR hemoglobin may be

<10 mg/d OR capillary refill may be >2 
seconds: Serum pH is normal

4. Excellent

Normotensive; Oxygen saturation may 
be >95% Normal hemoglobin; capillary 

refill may be <2 seconds



Manage

Moisture and

Promote 

Skin Care



Pressure Injury Prevention Bundle:

Manage Moisture and Promote Skin Care 

• Keep skin/skin folds clean and dry

• Cleanse skin promptly after episodes of incontinence 

– No diaper unless indicated

– Apply appropriate moisture barrier cream

– Establish a toileting schedule

– Bowel management system (if indicated)

• Use mild/pH-balanced cleanser and apply moisturizer 

to dry, intact skin



Pressure Injury Prevention Bundle:

Manage Moisture and Promote Skin Care 

• Limit to 2 layers of linen (not more than 3 layers if 

additional layers indicated)

– 2 layers: fitted sheet and draw sheet

– Use breathable  incontinence pads (e.g., Covidien pads 

Ultrasorb pads)

• Apply appropriate moisture or protective skin barrier

• Apply appropriate silicone foam barrier



MDA Skin Care Formulary

Order from 

PSPD/ 

available in 

unit PAR

Requires MD 

order

Photos with permission to use from Medline



Poster  with permission to use from Medline



Optimize 

Nutrition and 

Hydration



Pressure Injury Prevention Bundle

Optimize Nutrition and Hydration 

• Consider hospitalized patients to be at risk for under 
nutrition and malnutrition from their illness or being NPO for 
diagnostic testing. 

• Review nutritional factors and assess hydration status

• Observe for muscle mass loss and weight loss 

– Results in more prominent bones 

– Impacts mobility

• Observe for edema and signs of reduced blood flow 

– Increases risk for skin breakdown  



Pressure Injury Prevention Bundle

Optimize Nutrition and Hydration 

• Monitor patient’s weight for significant changes

– >/=2% in 1 week

– >/=7.5% in 3 months

– >/=10% in 6 month

– >/=20% in 12 months

• Monitor associated signs/symptoms that impact patient’s 

nutritional status (e.g., N/V, diarrhea, anorexia, cachexia)

• Consult Nutrition Services

– Uses a valid and reliable screening tool to determine risk of 

malnutrition



Pressure Injury Prevention Bundle

Optimize Nutrition and Hydration 

• Assist patients at mealtimes to increase oral intake.

• Assess adequacy of oral, enteral and parenteral intake.

• Evaluate change in dietary pattern and monitor oral intake

• e.g., <75% of estimated energy requirement for > 7 

days)

• Provide nutritional supplements between meals and with 

oral medications, unless contraindicated.   



Reposition, 

Mobilize, and 

Minimize Pressure 

Friction, or 

Shear



Pressure redistribution over bony prominences is a primary concern

• Turn/reposition patients every two hours (while on bed)
– May use pillows/wedges

• Instruct patient to shift position every one hour (while up on chair)

• Use pressure-redistribution surfaces
– Use specialized support surfaces (such as mattresses, beds, and 

cushions)

• Order air loss specialty mattress/bed for Braden score of <14

– Consider the level of immobility, exposure to shear, skin moisture, 
perfusion, body size and weight of the patients when choosing a  
support surface. 

– Use breathable  incontinence pads when using microclimate 
management surfaces.

Pressure Injury Prevention Bundle

Minimize Pressure 



• Keep head of bed <30 angle (unless contraindicated)

• Ensure linen is free of wrinkles and bed is free of objects that may 
cause pressure (e.g., needle cap, call light, etc.)

• Ensure right size of bed linen (i.e., fitted sheet)

• Use a pressure redistributing chair cushion for patients sitting in chairs 
or wheelchairs. 
– e.g., EHOB Waffle Seat Cushion or ROHO Seat Cushion

• Float heels off the bed using pillows or heel off-loading device 
– e.g., Multi-podus boots – Prevalon 

• Ensure right size of antiembolic stockings and remove every 8-12 hours

Pressure Injury Prevention Bundle

Minimize Pressure 



• Use appropriate silicone foam barrier 
– e.g., Mepilex or KerraFoam  

• Place thin foam or breathable dressings under medical devices.
– e.g., Mepitac, Mepilex lite

• Lift patient or use transfer aids 
– e.g., slide board – MaxiSlide; mechanical lifts – Hoyer lift

• Avoid positioning an patients on an area of erythema or pressure 
injury. 

• Consult Rehabilitation Medicine Services
– Occupational Therapy (sensory deficits and ADLs)

– Physical Therapy (mobility and exercise)

Pressure Injury Prevention Bundle

Minimize Pressure 



A turning schedule (e.g., turn clocks) can be an effective 

tool in ensuring patient repositioning every 2 hours.

Repositioning 

G7 (ICU) G16 (Leukemia) P12 (Medical Oncology)



AccuMax Quantum™ VPC Surface

• Standard mattress used in MDA 
(except ICU)

• For patients at moderate risk of skin 
breakdown

• Controlled Release™ valve technology 
automatically adjusts during patient 
movement to deliver consistent 
pressure redistribution surface

• Patented Heel Pillow™ is designed to 
reduce interface pressure in the 
sensitive heel area

Pressure-Redistribution 

Surface
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Hill-Rom VersaCare® 

• Standard bed in MDA (except ICU)

• Pressure redistribution bed

• Max wt. 500 lbs. or 277.27 kg

• Prevention & treatment of Stage I & 
II and Braden Score >15



Progressa® Bed System

• Provides features and 

functions that help support 

early mobility (continuous 

lateral rotation therapy)

• StayInPlace™ Technology 

extends the head section of 

the frame and surface, in 

unison, to accommodate the 

natural elongation of the body 

as the patient sits up and also 

helps address patient 

migration to the footend of the 

bed

Standard for all MDA ICU rooms

Pressure-Redistribution 

Surface
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Envision® E700 Therapeutic Surface

• Addresses 5 key physical factors 

affecting pressure healing:
– Pressure, shear, friction, patient mobility, & 

microclimate control

• Prevention & treatment of Stage I & II 

and Braden Score >15

Pressure-Redistribution Surface 

(Rental Beds available at MDA)
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Total Care SpO2RT® 

• Same features as VersaCare with 
added features:

– Customizable continuous lateral rotation

– Percussion/Vibration Therapy and turn 
assist for Pulmonary therapy

• Max wt. 400 lbs. 

• Manually turn Q2H or PRN



Clinitron® Rite-Hite® Air Fluidized 

• Provides combined air fluidized and 
low air loss therapies

• Adjustable, low-height frame for easier 
egress and HOB articulation for easier 
positioning

• Aids in prevention/treatment of Stage 
IV/eschar, flaps, grafts, and lower trunk 
wounds

• Max wt. 350 lbs.

Pressure-Redistribution Surface 

(Beds available at MDA)

Photos with permission to use from Hill-Rom

TotalCare® Bariatric Plus

• Extra wide, 40” pressure 
redistribution

• Optional Pulmonary Therapy

• Full chair position

• Max wt. 500 lbs. 

• Manually turn Q2H or PRN



Excel Care® ES Bariatric 

• Integrated expandable frame and 

surface

• 40-50” width pressure distribution

• Available with foam or low airflow

• Max wt. 500 lbs.

Pressure-Redistribution Surface 

(Beds available at MDA)
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Tru-Flex II™ Bariatric Bed

• Expandable 37-48” width frame 

• Drop down foot rails

• Foam surface with optional low air 

loss surface

• Max wt. 1000 lbs.

Note:
• Use the “Adult Therapeutic Bed Order Set” to order 

specialty beds
• A Hill-Rom representative is on-site for in-service upon bed 

delivery (contact via PSPD)



Linens

• Ensure right size of bed linen (fitted sheet) that is free of wrinkles and objects 
that may cause pressure (e.g., needle cap, call light, etc.)

• Limit to 2 layers of linen (not more than 3 layers if additional layers indicated)



Pressure-Redistribution Surface 

(Seat Cushions available at MDA)

Note:
• May be used for comfort and treating and preventing pressure ulcers 
• Recommended for Stage I-IV pressure injuries and sDTI
• Single use; may send home with patient upon discharge

EHOB WAFFLE Bariatric CushionEHOB WAFFLE Seat Cushion
Photos retrieved from https://www.ehob.com/store/seating

https://www.ehob.com/store/seating


Pressure-Redistribution Surface 

(Seat Cushions available at MDA)

Note:
• The ROHO pressure redistribution surface comes from OT as a loaner
• Patient who are eligible may have this prescribed upon discharge (DME)

Photo from MDA WOCN Resources



Reduce Friction/Shear 

Lift/Transfer Aids available at MDA

MaxiSlide Mechanical Lift

Photo with permission to use from Hill-RomPhoto http://www.arjohuntleigh.com

http://www.arjohuntleigh.com/products/patient-transfer-solutions/lateral-transfer-and-repositioning/maxislides/maxislides-sheets/


Heel Off-loading Device

Specialty Boots: Prevalon
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Video: Proper Prevalon Application

***View video by opening link in 
Google Chrome***

Heel Off-loading Device

Multi-Podus Boots: Prevalon

Photo with permission to use from Sage

https://www.youtube.com/watch?v=PuerNyQ47UI


Mepilex® Border 

• Moderate to highly exuding wounds

• Pressure ulcers, leg/foot ulcers

• Traumatic wounds (e.g., skin tears 

and secondary healing wounds)

• Wear Time: Up to 7 days

Mepilex® Border Sacrum

• Sacral wounds caused from 

pressure, friction or shear

• Wear Time: Up to 7 days

MDA Foam Barrier Availability Guide



Mepilex® Lite

• Minimizes the risk of maceration

• Skin protection when used under 

devices (e.g., tubes) 

• Can easily be cut to size

Mepitac®

• Fixation of medical devices such as 

drains, tubes, probes, electrodes, IV 

cannula, and dressings

• Silicone tape for skin protection, 

used to secure devices (e.g., tubes)

MDA Foam Barrier Availability Guide



KerraFoam® Gentle Border – Sacrum 

• Sacral wounds caused from 

pressure, friction or shear

• Designed to absorb exudate, fluid 

and help wound healing

• Use on moderate to heavily exuding 

wounds such as pressure ulcers

• Ease of peeling and smoothing back 

into place

MDA Foam Barrier Availability Guide



Illustration from NPAUP Educational and Clinical Resources



Antiembolic Stockings

You Tube: How to Apply Teds

***View video on how to apply TEDs by opening link in Google Chrome***

https://www.youtube.com/watch?v=gyN6fwwZ7xk


Mosby’s Nursing Skills - Review video and extended text on how to 
apply antiembolic stockings and sequential compression devices Click to 
view  "Antiembolic Stockings and Sequential Compression Devices"

Antiembolic Stockings and Sequential 

Compression Devices

http://lms.elsevierperformancemanager.com/ContentArea/NursingSkills/GetNursingSkillsDetails?skillid=GN_11_4&skillkeyid=330&searchTerm=stockings&searchContext=nursingskills


Engage, Educate 

& Empower



Interdisciplinary and Multidisciplinary 

Approach

• Engage all healthcare professionals/staff

– Notify physician upon 
discovery of pressure 
injury

– Discuss at risk and 
patients with active 
pressure injury during pod 
briefs, physician rounding, 
interdisciplinary care 
conferences, family care 
conferences

– Utilize the CPG in 
developing actions plans 
for education and 
intervention



Interdisciplinary and Multidisciplinary 

Approach

• Educate all nursing staff

– Utilize the CPG in 

developing actions plans 

for education and 

intervention

– Update the Patient Needs 

Assessment throughout 

the inpatient stay

– Ensure timely consults 

with Nutrition, PT/OT, and 

WOCN as appropriate



Patient-Centered Care Approach

• Empower all patients and family members 

– Educate at risk patients 

and family members about 

risk factors and prevention 

bundle

– Educate patients with 

active pressure injury and 

family members about 

management and 

prevention of wound 

progression

– Provide educational 

materials and resources



Patient-Centered Care Approach



Documentation



OneConnect Documentation:

Braden Scale (Adult)

1

2

3



OneConnect Documentation:

Braden Q Scale (Pedi)

1

2

3



OneConnect Documentation:

Adding an LDA

1

2

3

Note: 
• Each pressure injury site/location 

requires a separate LDA!
• Other skin impairments that require 

intervention needs a separate LDA



Note:
• Date/Time First 

Assessed will be 
the actual date 
and time assessed 
(NOT the recording 
date/time).

• Pre-Existing 
Wound = Present 
on Admission

OneConnect Documentation:

Initial Pressure Injury Assessment



Note:
• For LOCATION, 

choose from the 
alphabetized list.

• If location is not 
found, choose 
Other and enter 
location in the 
Comment box.

• DO NOT pick 
multiple locations 
or add other 
locations in the 
Comment box

OneConnect Documentation:

Initial Pressure Injury Assessment



Note:
• For ORIENTATION, 

you can pick more 
than 1 descriptor

• Choose Other to 
enter missing 
description in the 
Comment box.

5

OneConnect Documentation:

Initial Pressure Injury Assessment



Note:
• For WOUND 

DESCRIPTION, you 
can pick more than 
1 descriptor

• Choose Other to 
enter missing 
description in the 
Comment box.

OneConnect Documentation:

Initial Pressure Injury Assessment



OneConnect Documentation:

Daily Pressure Injury Assessment

21
3

Note:
• Complete entries by 

choosing the 
appropriate 
descriptors from the 
Selection Form

• Pressure injuries 
should be assessed 
every shift (remove 
dressing every shift 
to note for 
progression)

• Do not document 
UTA just because a 
foam barrier is in 
place!

4



OneConnect Documentation:

Daily Pressure Injury Assessment

Note:
• State of Healing should only 

be updated by the WOCN
• Wound length, width, and 

depth should be measured 
on initial assessment and 
then weekly thereafter.



OneConnect Documentation:

Physician Notification

Note:
• Notify the 

primary/attending 
physician upon discovery 
of any pressure injury so 
that it can be confirmed 
and added to the 
problem list/diagnosis



OneConnect Documentation:

Care Plan Guidelines (CPG)

Note:
• The Pressure Ulcer Risk CPG automatically 

populates if the patient has a moderate or 
higher risk score.

• Activate the Pressure Ulcer Risk CPG for 
patients who are At Risk (<18 for adults 
and <16 for pedi) based on every shift 
assessment



OneConnect Documentation:

Care Plan Guidelines (CPG)

Note:
• Activate the Pressure Ulcer CPG NOT Skin 

Integrity Impairment CPG for patients 
with active pressure injuries

• Adult and Pedi available
• PACU RNs – continue to use “PACU 

Assessment/Nursing Diagnosis” 



OneConnect Documentation:

Care Plan Guidelines (CPG)

Note:
• Document Problem 

Interventions every 
shift



OneConnect Documentation:

Education Assessment

Note:
• Call Language Assistance as appropriate and document accordingly



OneConnect Documentation:

Patient Education

Note:
• Activating the Pressure Ulcer Risk and Pressure Ulcer CPGs will automatically activate the 

Pressure Ulcer Risk and Pressure Ulcer Education 



OneConnect Documentation:

Interventions in Daily Cares/Safety

Mobility:

• Assess and document patient’s level of independence
• Document assistive devices 
• Ensure appropriate positioning frequency
• Ensure HOB not >30 degrees unless contraindicated

HOB not > 30 unless 
contraindicated

Prevalon = multi-
podus boots



OneConnect Documentation:

Interventions in Daily Cares/Safety

Anti-Embolism Devices:
• Ensure correct 

measurement of 
extremities and size 
of antiembolism 
stockings



OneConnect Documentation:

Interventions in Daily Cares/Safety

ADL Screening:
• Assess and document 

patient’s degree of 
independence to complete 
ADL

• Assess for possible sensory 
deficits/ weakness



OneConnect Documentation:

Interventions in Daily Cares/Safety

Other: Indicate type of cream used, e.g., Calazime



OneConnect Documentation:

Interventions in Daily Cares/Safety



OneConnect Documentation:

Interventions in Daily Cares/Safety



OneConnect Documentation:

Nutrition

1

2



OneConnect Documentation:

Patient Needs Screening (PNS)

Note:
• Complete a PNS on admission 
• Update the PNS throughout the inpatient stay based 

on patient’s need or change in condition



Note:
• Complete entries for 

Final Assessment 
Date/Time ONLY for 
2 instances: 
o Wrong LDA 

entry OR
o Wound has 

healed
• ALWAYS add an 

appropriate 
comment when 
closing an LDA.

• DO NOT complete 
LDA on discharge if 
wound is NOT 
healed

OneConnect Documentation:

Final Pressure Injury Assessment



OneConnect Reports: IP Patients 

with Active Pressure Ulcer

Note:
• Real-time report that captures 

patient with active pressure 
ulcers on each unit 



OneConnect Reports: IP Patients 

with Low Braden Score

Note:
• Real-time report that captures 

patient with low Braden score



Safety Intelligence

Note:
• Complete a 

safety event 
report for ALL 
suspected and 
active pressure 
injuries/deep 
tissue injuries 
via Safety 
Intelligence



Resources

Click on the link to open the site:

Institute for Health Improvement: Pressure Ulcers

National Pressure Ulcer Advisory Panel

NDNQI Pressure Injury Training

Wound, Ostomy and Continence Nursing (WOCN) Resources at MDA

You Tube Video: How to Apply Antiembolism Stockings

You Tube Video: Proper Prevalon Application

http://www.ihi.org/topics/pressureulcers/pages/default.aspx
http://www.npuap.org/resources/educational-and-clinical-resources/
https://members.nursingquality.org/ndnqipressureulcertraining/
http://inside.mdanderson.org/departments/nursing/wocn-wound-ostomy-continence/
https://www.youtube.com/watch?v=gyN6fwwZ7xk
https://www.youtube.com/watch?v=PuerNyQ47UI


Resources

Other: Unit/Service-based PowerPoint Presentations
• ICU: Pressure Injury Bundle
• G16: 2 RN Skin Assessment
• G10E: Let us Check the Pressure Ulcer Out
• P12: Wound Assessment and Appropriate Documentation
• Perioperative Skin Impairment Initiative 
• WOCN: Overview of Basic Wound, Ostomy, and Continence Care
• WOCN: Pressure Ulcers

OneConnect 


