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Campaigning to prevent
pressure sores
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On admission or transfer to care





Pressure Ulcer Prevention


Pathway





Give resident a “Your Turn” leaflet


Waterlow assessment within 2 hours


Nutritional assessment (MUST tool) within 2 hours


Full skin inspection (with regard to informed consent and capacity of resident)


Record any results on a body map and take photographs if consent obtained





Waterlow Score below 10


Re-calculate waterlow score monthly or if there is a change in the resident’s condition





Waterlow Score


10+


AT RISK





Waterlow Score


15+


HIGH RISK





Waterlow Score


20+


VERY HIGH RISK





Start SKIN bundle care plan and make personal to that resident.





Daily consideration


Is there a significant change in the resident’s condition?





Yes = re-calculate waterlow score the same day





No = re-calculate weekly




















Reposition every 2 – 4 hours depending on individual skin tolerance (specify in individualised care plan)





Refer to District Nurses at the earliest opportunity for pressure relieving equipment





Re-calculate Waterlow risk score weekly





If red areas develop over pressure points: Document, consider increasing frequency of re-positioning and ask District Nurses to review resident and equipment choices.  Try to identify any possible causes of pressure e.g catheter tubing, wrinkled sheets etc





Reflective meeting:


How/why did this happen?  Are there any training needs amongst staff?








