	
FREEDOM OF INFORMATION REQUESTS SEPTEMBER





	FOI NO:	599
	Date Received:	5 September 2016


	Request :
How much was spent by your CCG on temporary agency staff under “Admin and other” during   2015/16 and also 2014/2015.


	Response :
2014/15
Of which contract and agency staff                                 £222,000

2015/16
Of which contract and agency staff                                   £87,000





	FOI NO:	600
	Date Received:	5 September 2016


	Request :
1) Who is the named person / commissioner responsible for commissioning Tier 3 obesity services within your organisation?
 
2) In the most recent year where figures are available, how many patients were referred to Tier 3?
 
3) Who currently provides your Tier 3 services?
 

	Response :
1) Who is the named person / commissioner responsible for commissioning Tier 3 obesity services within your organisation? – Patrick Otway
 
2) In the most recent year where figures are available, how many patients were referred to Tier 3? – indicative activity assumptions for 16/17 – 360.  However, in the first quarter of this year (April, May and June) the service has already seen 212 clients.
 
3) Who currently provides your Tier 3 services? – South West Yorkshire Partnership NHS Foundation Trust 




	FOI NO:	601
	Date Received:	8 September 2016


	Request :

* Total expenditure on external consultancy agencies relating to co-design and PPI.


	Response :

Barnsley CCG has not engaged any consultancy on this area during 2015/16 or 2016/17.






	FOI NO:	602
	Date Received:	13 September 2016


	Request :
	
	Questions
	Answer

	1
	Which CCG are you?
	

	2
	What is the generic email address for the CHC team? Or alternatively CHC Lead?
	

	3
	What is your CCG GP list size?
	

	4
	What are your age demographics i.e. % aged 65+?
	

	5
	How many people receive CHC?  
	

	6
	How many people receive FNC?
	

	7
	Does your CCG have an in-house CHC team or have you outsourced?
	

	8
	If outsourced, please request CSUs (or other) still answer the questions below in relation to your CCG’s CHC service.
	

	9
	If managed in-house, how many people are in your CHC team?
	

	10
	What is the model of your CHC team?  i.e. do clinicians complete both new referrals and reviews? Or are your split into smaller teams?
	


	11
	Do you commission packages of care/care home placements or hand over to another organisations/team?
	

	12
	What does your community service do to support the CHC process? i.e. DNs
	

	13
	What do your acutes do to support the CHC process?
	

	14
	Do you have a ‘discharge to assess’ model in place?
	

	15
	Do any other providers support the CHC process? i.e. DNs completing reviews?
	

	16
	Do you manage PUPoC in-house?
	

	17
	Have you seen an increasing number of (a) new referrals for CHC funding (b) fast tracks?  If so, what % since 2015/16?
	

	18
	Do you have any issues accessing social care for their involvement with the MDT/DST?  If so, have you tried any alternative approaches i.e. CHC employing their own social worker or using another health professional?
	

	19
	Do you have a CHC ‘Equity and Choice’ policy to support patient and family expectations around the provision of care?  
	

	20
	How to you manage any disagreement between CHC and social care at the point of recommending eligibility? 
	

	21
	Do you have sufficient staff to manage the flow into the service? If not, what else do you need?
	

	22
	Do you have sufficient staff to review all fast tracks at 3 months and CHC eligible annually? If not, what else do you need?
	

	23
	DO you have any best practice to share?
	

	24
	Do you have any other issues or concerns around CHC, that you’d like to raise?  
	




	Response :





	FOI NO:	603
	Date Received:	13 September 2016


	Request :
1. Are you responsible for commissioning out of hours GP services in your area? (if not please disregard the rest of the FOI)
1. What organisation has the CCG contracted to provide out of hours GP services?
1. What is the size of the patient population covered by the contracted out of hours provider?
1. How many occasions has there been no GP cover in the OOH service provided because of a lack of available GPs, in:
3. 2014/15
3. 2015/16
3. April 2016 to date

Could you also provide a link to the OOH provider’s National Quality Requirement (NQR)  achievement reports (or however their contractual Key Performance Indicators are reported), or, if time permits provide these reports for the past 12 months.


	Response :

1) Are you responsible for commissioning out of hours GP services in your area? (if not please disregard the rest of the FOI)
Yes – However, we are an associate to a lead provider contract, which is provided by Rotherham CCG.
2) What organisation has the CCG contracted to provide out of hours GP services?
Care UK
3) What is the size of the patient population covered by the contracted out of hours provider?
Circa 257,000
4) How many occasions has there been no GP cover in the OOH service provided because of a lack of available GPs, in:
a. 2014/15 – No occasions
b. 2015/16 – No occasions
c. April 2016 to date – No occasions 






	FOI NO:	604
	Date Received:	14 September 2016


	Request :
Please advise whether you currently pay for GP direct access pathology on a block contract basis, an average price per test, or a specific price per test.  If the latter, please advise the price currently paid for each of the following tests:

Full blood count
U&E profile*
Liver function test profile*
Parathyroid hormone
Ferritin, or TSAT
Hepatitis B Surface Antigen
Hepatitis C
HIV
Aluminium
Cholesterol
HBa1c
Folate deficiency
Vitamin B12
Vitamin D
Blood culture
IV antibiotic tests

* if parameters priced separately:
Urea
 Electrolytes
Creatinine
Bicarbonate
Calcium
Phosphate
Alkaline Phosphatase
Albumin


	Response :

Further to your request for information regarding direct access pathology prices we are unable to answer this FOI as the details are commercially sensitive so this is a nil return from Barnsley CCG.




	FOI NO:	605
	Date Received:	19 September 2016


	Request :

Please can you provide the following information AS AT THE DATE OF YOUR RETURN (or estimates, if appropriate) on:

-          the volume of continuing healthcare funded by your CCG across NHS and non-NHS providers; and

-           the GROSS* AVERAGE** WEEKLY FEE RATES currently being paid by your CCG for continuing healthcare provided by non-NHS providers only

If you are unable to provide disaggregated information for each setting / age group, please complete the TOTAL All Ages row only.

CONTINUING HEALTHCARE
	
NAME OF CCG:

	DATE OF RETURN:

	

Settings
	

Age group
	Number of Continuing Healthcare patients

	Gross* Average** weekly fee rates per Continuing Healthcare patient

	Nursing Care in Non-NHS care homes (independent sector and local authority, if any)
	65+
	
	

	
	All Ages
	
	

	Residential care in Non-NHS care homes (independent sector and local authority, if any)
	65+
	
	

	
	All Ages
	
	

	Care in Non-NHS non-residential settings
	65+
	
	

	NHS in-house provision of continuing healthcare
	65+
	
	

	
	All Ages
	
	

	
TOTAL
	65+
	
	

	
	All Ages
	
	


*Gross means the fees paid to providers, gross of any income or contribution from another funding source such as a local authority
**There may different ways of calculating an average. Use the Notes box, below, if you think an explanation would be helpful


	Response :
CONTINUING HEALTHCARE
	 
NAME OF CCG:  BARNSLEY

	DATE OF RETURN:

	 
 
Settings
	 
 
Age group
	Number of Continuing Healthcare patients
 
	Gross* Average** weekly fee rates per Continuing Healthcare patient

	Nursing Care in Non-NHS care homes (independent sector and local authority, if any)
	65+
	 44
	 £661.00

	
	All Ages
	 59
	£924.00

	Residential care in Non-NHS care homes (independent sector and local authority, if any)
	65+
	 11
	£408.00

	
	All Ages
	 20
	£1193.00

	Care in Non-NHS non-residential settings
	65+
	 58
	 £456.00

	NHS in-house provision of continuing healthcare
	65+
	 0
	 

	
	All Ages
	 0
	 

	 
TOTAL
	65+
	 113
	£538.00

	
	All Ages
	 137
	£927.00


*Gross means the fees paid to providers, gross of any income or contribution from another funding source such as a local authority
**There may different ways of calculating an average. Use the Notes box, below, if you think an explanation would be helpful
 
Notes: please use this space to provide any explanatory notes you think may be helpful in interpreting the data
	1.      Please note BCCG do not have any NHS in house provision for CHC.
2.      Number of Nursing Care in Non NHS Care Homes excludes FNC – Funded Nursing Care clients.
3.       Please note TOTAL all ages excludes clients under 65 for care in Non - NHS non -residential settings as this figure was not requested on the return.
 
 







	FOI NO:	606
	Date Received:	21 September 2016


	Request :

What number and value of contracts were let by competitive tender for NHS clinical services over each of the last three years (2013/14, 2014/15 and 2015/16)? Where a contract is let for multiple years, please provide the appropriate value for that year. 
 
b)    Of the services awarded by competitive tender, what number and percentage were awarded to an incumbent provider?
 
c)     Of the services awarded by competitive tender, what was their percentage financial value in relation to total CCG spend on NHS clinical services in each of these three years.
 
d)    For these contracts, how was the requirement under the National Health Service Act 2006 – to record information about how the award of all contracts let by the CCG complies with statutory duties under that Act – met?
 
For the first two questions, please also specify the number and value of contracts awarded to either NHS or non-NHS providers


	Response :
a)    What number and value of contracts were let by competitive tender for NHS clinical services over each of the last three years (2013/14, 2014/15 and 2015/16)? Where a contract is let for multiple years, please provide the appropriate value for that year. 
 
There was no requirement for CCG’s to maintain a register of procurements until statutory guidance changed in December 2014.  The CCG’s Primary Care Commissioning Committee awarded one contract for delivering Primary Medical Services which commenced in 2015/16.

b)    Of the services awarded by competitive tender, what number and percentage were awarded to an incumbent provider?  0

c)     Of the services awarded by competitive tender, what was their percentage financial value in relation to total CCG spend on NHS clinical services in each of these three years. Less than 1%
 
d)    For these contracts, how was the requirement under the National Health Service Act 2006 – to record information about how the award of all contracts let by the CCG complies with statutory duties under that Act – met?
 
We meet our requirements by publishing a contracts register on a quarterly basis on our website for all contracts above £25k, please follow link http://www.barnsleyccg.nhs.uk/about-us/contracts.htm . 

We also complete a Register of Procurement Decisions which is published on the CCG’s website, please follow link http://www.barnsleyccg.nhs.uk/our-information/lists-and-registers.htm







	FOI NO:	607
	Date Received:	22 September 2016


	Request :

I would like to know if you have delayed care or refused any form of treatment, procedure or surgery, for patients on the grounds that they smoke or because they are obese.

Please let me know if this has happened during this current financial year, and also if this has happened in the 2015/2016 financial year.


	Response :
The Individual Funding Request Panel for Barnsley CCG has never declined funding for patients who smoke.  However, certain restricted procedures (i.e. cosmetic or varicose veins) are subject to BMI limits.




	FOI NO:	608
	Date Received:	21 September 2016


	Request :

1.       Please supply me with your most up to date wound care formulary (please indicate if you do not work from a formulary).
2.       Please can you outline how compliance with your formulary is enforced?
3.       Please indicate where possible what your average monthly usage of each product is.
4.       Can you list the number of wound care products used that are not currently on the formulary?
5.       Can you provide usage levels for non-formulary wound care products in each of the last twelve months?
6.       How often do you review your wound care formulary and when was this last undertaken?
7.       Can you provide an overview of the information you assess when reviewing your formulary?
8.       Can you supply the number of tissue viability nurses employed in
i.                     2016
ii.                   2015
iii.                  2014
iv.                 2013
v.                   2012
9.       Can you supply the number of leg ulcer nurses employed in
i.                     2016
ii.                   2015
iii.                  2014
iv.                 2013
v.                   2012
10.   What percentage of your practice nurses received specialist training in wound management in:
                                       i.                   2016
                                      ii.                   2015
                                    iii.                   2014
                                    iv.                   2013
                                     v.                   2012
11.   Can you supply us with the figures for your total spend on wound care products in
i.                     2015
ii.                   2014
iii.                  2013
iv.                 2012
v.                   2012
12.   Can you supply us with the figures for your total spend on compression bandages in
i.                     2015
ii.                   2014
iii.                  2013
iv.                 2012
v.                   2012
13.   Can you supply us with the figures for your total spend on Anti-Microbial wound care products in
i.                     2015
ii.                   2014
iii.                  2013
iv.                 2012
v.                   2012
 
14.   Can you supply us with the figures for your total spend hosiery products in
i.                     2015
ii.                   2014
iii.                  2013
iv.                 2012
v.                   2012
 
15.   Do you have a strategy in place to implement NICE Guideline 179- Pressure ulcers: prevention and management of pressure ulcers
 
16.   Can you provide details on how the NICE Guidelines is implemented and how you monitor compliance?
 
17.   Can you supply the total number of patients in each of the last five calendar years that had
i.                     Level 1 pressure ulcers
ii.                   Level 2 pressure ulcers
iii.                  Level 3 pressure ulcers
iv.                 Level 4 pressure ulcers


	Response :
1. 
Please see attached document
1. Prescribing is monitored by the CCG Medicines Optimisation Scheme with support from the Tissue Viability Nurse Specialists on a quarterly to 6 monthly basis depending on growth in prescribing, also time and capacity of staff.  Prescribers are contacted who prescribe outside of the formulary to enquire reasons for use of non-formulary products.
1. We do not monitor the average monthly usage of each product.
1. We do not collate a list use of wound care products not on the formulary.  If when monitoring we identify one we just ask prescribers why they have used an off-formulary product?
1. Answer as per Q3, we do not quantify.
1. Every two years, Review dates on formulary, current formulary will be reviewed before May 2017.
1. Products are reviewed by a wound care group (sub group of Area Prescribing Committee).  We assess different aspects depending on dressing type.  All based on quality cost-effectiveness and also experience in usage of TVN's and selected staff (asked to use/sample products) which are compared with current formulary products.
1. The CCG do not collate this information.  Both the BHNFT (Acute Trust) and SWYFT (Community Trust) employ TVN's who work in the Barnsley locality would be able to advise on staffing.
1. The CCG do not collate this information.  Both the Barnsley Hospital NHS Foundation Trust (Acute Trust) and South West Yorkshire Partnership Foundation Trust (SWYFT) (Community Trust) employ TVN's who work within the Barnsley locality.  They would be able to advise on staffing.
1. All nurses are offered some training every two years when the wound care formulary is reviewed.  All nurses would be expected to undertake / access training as health care professionals in order to remain up to date within their scope of practice.  Not all GP practice nurses would routinely undertake wound care management. Wound care management is primarily undertaken by  community trust nurses.  The Community Trust nurses receive training as part of their role from the SWYFT TVN service.  This service would be best placed to advise on detail of training.
1. We do not hold the data you are requesting.  We would have to interrogate the data held by NHS digital via NHA Business services Authority Systems. NHS digital would be able to provide the information you are requesting on behalf of all CCG's. http://digital.nhs.uk/gpprescribingdata
1. As per question 11
1. As per question 11
1. As per question 11
1. Yes - please see attached Woundcare Policy / Formulary.  The CCG asks Providers of the services which it commissions to assure it complies with current best practice in respect of pressure ulcer management.
1. NICE guidance is implemented via the Woundcare policies of each of the Providers (see policy attached) and is monitored and reported at provider level.  The CCG would see only those pressure ulcers reported as a serious incident and the RCA are reviewed which provide evidence whether the pressure ulcer pathway has been followed.
1. The CCG would see only those pressure ulcers reported as a serious incident. Each provider monitors and reports on pressure ulcer incidence to their Trust Board.





	FOI NO:	609
	Date Received:	26 September 2016


	Request : 

I would like to request the list of pharmaceutical products/medicines/drugs that your CCG currently holds rebate agreements for. If possible, can you also provide the corresponding rebate start dates please? I understand that the financial details of the rebates would be considered commercially confidential but have been advised that the existence of a rebate with a product does not fall within a section 42 exemption. So, I am only requesting the product names, and if possible the rebate start dates.

	Response :
	Drug 
	Manufacturer
	Start Date
	Length of Agreement

	Leuprorelin (Prostap)
	Takeda
	01/05/2015
	2 years

	Ebesque XL (Quetiapine MR)
	DB Ashbourne
	01/08/2015
	Fixed term of 8 months and will continue thereafter until CCG/ DB Ashbourne give notice

	Fencino (Fentanyl patches)
	DB Ashbourne
	01/08/2015
	Fixed term of 8 months and will continue thereafter until CCG/ DB Ashbourne give notice

	Luventa XL (Galantamine XL)
	Fontus
	01/08/2015
	No end date given

	Repinex XL (Ropinirole XL)
	Aspire Pharma Ltd
	01/09/2015
	one year (1st September 2015 - 31 August 2016)

	Goserelin (Zoladex)
	AstraZeneca
	01/07/2015
	12 months from 1 July 2015

	Formoterol (Oxis Turbohaler)
	AstraZeneca
	01/07/2015
	24 months from 1 July 2015

	Lixiana (Edoxaban)
	Daiichi-Sankyo
	01/01/2016
	(3 years) Until 31st December 2018

	Carbocisteine sachets
	Intra-Pharm
	01/03/2016
	2 years

	Expired Rebate Scheme
	
	
	

	Rivaroxaban (Xarelto)
	Bayer PLC
	01/08/2014
	Finished Dec 2015.







	FOI NO:	610
	Date Received:	23 September 2016 (by letter)


	
Request : 


	Response :
Q1. The number of current and active personal health budgets and integrated personal commissioning budgets issued by the CCG.
A1.  24. (23 as a direct payment), 16 Fully Funded, (15 as a direct payment) and 8 Joint Funded.​

Q2. The combined value of active personal health budgets and integrated personal commissioning budgets issued by the CCG as identified in point 1:
A2. For Direct Payments, the charge to the CCG in Q1 2016/17 is £161,623. the full year effect for this cohort of PHBs, should they all continue for the year will be c.£646,492. 

Q3. ​The percentage of Budgets identified in point 1 managed as a
a. Direct Payment
b. Managed Account
c. Notional Budget
A3.  Direct payment –23  
        Managed account – 6 – (All funded via a Direct Payment)
        Notional budget – 11 – (Only 1 client identified as a Notional Budget only)​​
Please note some of these budgets are mixed direct / notional and therefore a % for each is not possible.

Q4.​Details of how budget support is provided (e.g. through the Local Authority, main contract brokerage and support agency, framework of brokerage and support agencies etc).
A4. Currently, care and support planning for PHBs support is provided through the Local Authority. 
​
Q5 The Name of the 3 Brokerage and Support providers which support the most Personal Health Budget and Integrated Commissioning Budget Holders in the CCG area. If there is no main provider please state this.
A5  Barnsley Metropolitan Borough Council Brokerage service is the only provider currently in Barnsley. 

Q6 How many / what value of PHBs and Integrated Personal Commissioning Budgets is the CCG budgeting to be released in each of the next 5 years?
A6 ​The CCG is aiming to deliver 470 Personal Health budgets by 2018. The IPC programme is currently working to understand the needs for Personal Budgets and how to release the appropriate funding to support the demand, choice and need. At this point in time the information requested is not available.

Q7 The name and contact details of the CCGs Personalisation /Personal Health Budgets /Integrated Personalised Commissioning Budget Lead
A7 Julia King, Personalisation Programme Manager julia.king15@nhs.net



	FOI NO:	611
	Date Received:	28 September 2016


	Request :

This request concerns patients supported through the continuing healthcare budget in your Clinical Commissioning Group.  We are interested in patients who fall within the clinical group, regardless of which particular sub-section of the budget is involved.
1)      Considering all patients supported by the continuing healthcare budget in your Clinical Commissioning Group.
i)                    How many current patients fall into a group with a prolonged disorder of consciousness? Please include patients which have the following labels. 
 a)         Vegetative state
b)         Minimally Conscious State or Minimal Awareness State or similar
c)         Prolonged disorder of consciousness
d)         Is obviously in one of those states as recorded in the assessment tool
ii)                  How many current patients fall into a group with a prolonged disorder of consciousness where the state has been present for at least six months (not necessarily funded for all that time)? 
Please include patients in categories listed in 1 i) a-d.
There is no need to separate out the different categories.  The person may be of any age, and may have any underlying diagnosis including no clear diagnosis.
We recognise that there will be uncertainty in some cases.  You should make a ‘best guess’ about the diagnosis if uncertain.
2)      For patients in the categories set out in 1 i) a-d, please break the total number of patients down by where the patient is cared for using the following categories:
i)                    An NHS hospital or other NHS facility
ii)                  A nursing home or residential home
iii)                Own home
iv)                Other
We recognise that there are different types of residential care but do not expect a further differentiation.
3)      For each patient currently being treated by your group in the categories listed in 1 i) a-d, how long has the patient been in this state of prolonged consciousness disorder?
If total length of state is unavailable, please provide the length of time that you have been funding care.
4)      Considering all the patients you in the categories listed in 1 i) a-d
i)                    What was the total cost of supporting these patients in the 2015/16 financial year?
ii)                  Please express this as a proportion of your total annual budget for the 2015/16 financial year.


	Response :
1)      Considering all patients supported by the continuing healthcare budget in your Clinical Commissioning Group.
i)                    How many current patients fall into a group with a prolonged disorder of consciousness? Please include patients which have the following labels. 
 a)         Vegetative state
b)         Minimally Conscious State or Minimal Awareness State or similar   1
c)         Prolonged disorder of consciousness
d)         Is obviously in one of those states as recorded in the assessment tool
ii)                  How many current patients fall into a group with a prolonged disorder of consciousness where the state has been present for at least six months (not necessarily funded for all that time)? 
Please include patients in categories listed in 1 i) a-d.
There is no need to separate out the different categories.  The person may be of any age, and may have any underlying diagnosis including no clear diagnosis.
We recognise that there will be uncertainty in some cases.  You should make a ‘best guess’ about the diagnosis if uncertain.
2)      For patients in the categories set out in 1 i) a-d, please break the total number of patients down by where the patient is cared for using the following categories:
i)                    An NHS hospital or other NHS facility
ii)                  A nursing home or residential home
iii)                Own home
iv)                Other
We recognise that there are different types of residential care but do not expect a further differentiation.
3)      For each patient currently being treated by your group in the categories listed in 1 i) a-d, how long has the patient been in this state of prolonged consciousness disorder?   2 years 
If total length of state is unavailable, please provide the length of time that you have been funding care.
4)      Considering all the patients you in the categories listed in 1 i) a-d
i)                    What was the total cost of supporting these patients in the 2015/16 financial year? £123,342
ii)                  Please express this as a proportion of your total annual budget for the 2015/16 financial year.    0.08% (Based on the total annual budget for Continuing Healthcare)





	FOI NO:	612
	Date Received:	28 September 2016


	Request :

To which providers were onward Orthopaedic referrals sent that were initially referred through Barnsley MSK service.

Please can you split this information by subspecialty E.g. (Hip, knee, spine etc) 


	Response :
	Provider
	Count

	NTP13 - Barlborough
	

	Hip
	1

	Spine
	1

	NTX - One Health
	

	Foot
	1

	Hand
	1

	Hip
	1

	Knee
	5

	RFF - Barnsley
	

	Arm
	1

	Foot
	3

	Hand
	4

	Hip
	7

	Knee
	8

	Other
	4

	Shoulder
	2

	Spine
	1

	Unknown
	6

	RFR - Rotherham
	

	Elbow
	1

	Hand
	1

	Grand Total
	48




The above information is for April 2016 to June 2016 only.
We do not normally hold info on referrals but due to a MSK project that the CCG is currently working on, we happen to have the data available.





	FOI NO:	613
	Date Received:	29 September 2016


	Request :

1 How many individual GP practices are there in your CCG?  

2 How many of them have an active (meets regularly; feeds back to the practice regularly) patient participation group (PPG) with a named chair? 

3 Who is responsible for checking how well run these PPGs are/how members are appointed/whether membership reflects the diversity of the patient list, etc?  

4 Given that practices were allocated dedicated funds for PPGs up to April 2015, what did those practices that had not set one up by then do with this money?

	Response :
1. How many individual GP practices are there in your CCG?  

There are 35 GP practices within Barnsley CCG. 

2. How many of them have an active (meets regularly; feeds back to the practice regularly) patient participation group (PPG) with a named chair? 

All GP Practices within Barnsley have a requirement as part of the 2016/17 Practice Delivery Agreement with Barnsley CCG to have a Patient Reference Group. It is the Patient Reference Groups decision on how often they meet and in what format (either virtual or face to face meetings) and if they chose to elect a Chair, the CCG does not routinely record this information. 

3 Who is responsible for checking how well run these PPGs are/how members are appointed/whether membership reflects the diversity of the patient list, etc?  

This is the responsibility of the individual practice.  

4 Given that practices were allocated dedicated funds for PPGs up to April 2015, what did those practices that had not set one up by then do with this money? 

The CCG does not hold this information however, from 1 April 2015, it became a contractual requirement for all practices to form a patient participation group (PPG). During 2014/15 the CCG was working closely with all practices to ensure that each GP Practices established a Patient Reference Group for the 01 April 2015. If the practice did not have a functioning group prior to April 2015, they may have been using the funds as a recourse to try to establish a Patient Reference Group.






	FOI NO:	614
	Date Received:	20 September 2016


	Request :

1. Whether you consider financial difficulties in your local health needs assessment? 
1. Whether your mental health service users (for both primary and secondary care) are routinely asked about their financial circumstances or difficulties?
1. Whether you commission, either solely or in partnership with any other agency (such as local government), any specialist services such as those listed above, for people who have both financial difficulties and mental health problems? 
1. Whether you have a formal and/or informal working arrangement with any external organisations (e.g. Citizens’ Advice Bureaux) providing financial, welfare or debt advice, and if so which one(s)?
How many people using your primary and secondary mental health services are referred to or provided with a specialist service that addresses financial needs?


	Response :
1. Whether you consider financial difficulties in your local health needs assessment? Yes
2. Whether your mental health service users (for both primary and secondary care) are routinely asked about their financial circumstances or difficulties? Yes
3. Whether you commission, either solely or in partnership with any other agency (such as local government), any specialist services such as those listed above, for people who have both financial difficulties and mental health problems? Social Prescribing service recently tendered – Recovery college model in operation since 2013 –Barnsley IAPT service
4. Whether you have a formal and/or informal working arrangement with any external organisations (e.g. Citizens’ Advice Bureaux) providing financial, welfare or debt advice, and if so which one(s)? Informal arrangement with Voluntary Action Barnsley – nothing commissioned formally
5. How many people using your primary and secondary mental health services are referred to or provided with a specialist service that addresses financial needs? Not known as the ‘financial need’ aspect may not be the primary concern recorded






	FOI NO:	615
	Date Received:	28 September 2016


	Request :

1. 
0. What activities has your CCG undertaken to increase cervical screening attendance over the last 2 years (August 2014 - August 2016)?

(We are looking for an outline of any activities that the CCG has been involved in or led, for example, working with GPs to increase uptake rates in their surgeries, general awareness raising activities to highlight the importance of cervical screening or targeted outreach activities to increase uptake amongst groups who are highly represented amongst non-attenders (e.g. BAME groups, disadvantaged communities, women aged 25-29 or women over 50).  We do not need any documentation, but would be grateful for as high level of detail as you are able to give.) 
 
0. What were the outcomes of those activities?

1. 
1. Are women able to attend cervical screening tests outside of usual working hours (i.e. before 9am or after 5pm) at every GP surgery in your area?

1. If not, please could you tell us:

1. The number of GP services where women are able to attend cervical screening tests outside of usual working hours (i.e. before 9am and after 5pm) 
1. The total number of GP services in your area. 


	Response :
                        As a CCG we have carried out ad hoc general awareness raising promotion of cervical screening on our social media accounts. This is a continuation of the                                   Jo’s Trust award we won in Barnsley for the Fear or Smear campaign. Our promotion work is linked with that which the council and the local screening                             service undertakes.


1. What were the outcomes of those activities? 
                        The CCG has not undertaken a review of the outcomes of raising the promotion of cervical screen on our social media accounts. 

1. [bookmark: _GoBack]
2. Are women able to attend cervical screening tests outside of usual working hours (i.e. before 9am or after 5pm) at every GP surgery in your area?
The CCG does not collect this information, this level of detail would need to be obtained by contacting each individual GP practice to identify if the practice offers cervical cancer screening outside of usual working hours.

2. If not, please could you tell us:

1. The number of GP services where women are able to attend cervical screening tests outside of usual working hours (i.e. before 9am and after 5pm) As above. 
1. The total number of GP services in your area. There are 35 GP practices within Barnsley CCG. 
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KEY


521 KPI number achieved


Data Analyst Jon Slack Contract Period Start: June 2015 Recipients


� : (01709) 388 281 amanda.capper@nhs.net
� : jon.slack@careuk.com Contract Period End: May 2016 Barnccg.financeandcontracting@nhs.net


rachel.barraclough@nhs.net


General Manager: Michelle Teague


� : (01709) 388 281


� : michelle.teaque@careuk.com


543 Activity numbers


95.9%
KPI percentage measure - colour 


denotes achievement?


Select  contract  year & month to review


KPI Reporting Template


Barnsley CCG







KPI KPI Scores YTD/Avg Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Apr-16 May-16


Green target >= 29.0


Amber warning >= 25.0


Red failure < 25.0


Green target <= 13%


Amber warning > 13%


296 Red failure > 20% 266 299 318 271 310 276 380 344 260 314 225 284


Green target <= 45%


Amber warning > 45%


826 Red failure > 50% 751 726 752 688 820 808 1041 998 747 1054 712 819


Green target >= 98%


Amber warning >= 95%


2328 Red failure < 95% 2262 2165 2445 2009 2335 2050 2982 2488 2062 2774 2075 2289


Green target <= 2%


Amber warning <= 10%


5 Red failure > 10% 8 8 3 5 3 4 3 9 5 2 5 3


Green target >= 95%


Amber warning >= 90%


4 Red failure < 90% 3 1 6 7 2 6 10 5 1 2 2 1


Green target >= 95%


Amber warning >= 90%


4 Red failure < 90% 4 8 5 4 1 1 5 4 6 3 2 3


Green target >= 95%


Amber warning >= 90%


30 Red failure < 90% 23 25 36 34 30 25 36 36 29 33 26 24


Green target >= 95%


Amber warning >= 90%


252 Red failure < 90% 235 257 273 232 270 236 325 275 213 271 193 247


Green target >= 85%


Amber warning >= 75%


329 Red failure < 75% 273 273 87 119 456 516 354 188 413 516 333 423


91.8%88.3% 89.7% 92.2% 94.6% 97.2% 96.7% 97.9% 95.6% 98.3% 92.8%Patient satisfaction with clinical 


experience (2)
2.10 2


88.3%


99.3% 100.0% 99.6% 99.6%Less Urgent Home Visits seen 


within 360 mins (4)
2.09 4


100.0% 99.2% 96.8% 100.0% 100.0% 100.0%99.7% 98.6%


100.0% 97.3% 100.0% 100.0% 100.0% 100.0%100.0% 96.2% 97.3% 100.0% 96.8% 100.0%Urgent Home Visits seen within 


120 mins (4)
2.08 4


100.0% 100.0%33.3% 100.0% 100.0% 66.7% 100.0% 100.0%Emergency Home Visits seen 


within 60 mins (4)
2.07 4


100.0% 100.0% 100.0% 100.0%


Urgent PCC appointments seen 


within 120 mins (4)
2.06 0


75.0% 100.0% 100.0% 100.0% 100.0% 50.0%100.0% 100.0% 100.0% 85.7% 71.4% 62.5%


0.6% 0.2% 0.5% 0.3%1.0% 1.0% 0.3% 0.6% 0.3% 0.4% 0.3% 0.8%0.5%


99.7% 99.8%99.9% 100.0% 99.9% 99.7% 99.9% 99.7%OOH messaging sent before 


08:00/09:30 (3)
2.03 3


100.0% 94.7% 99.9% 98.2%


37.7% 39.6% 35.6% 36.2%29.0% 36.2% 38.9% 37.8% 38.2% 37.3%
Proportion of PCC (1) 2.02 1


39.3% 37.4%


14.7% 12.9% 13.9%


36.9%


11.3% 12.5%12.9% 13.1% 11.8%


Case 
Outcomes


29 25 25


Referred to A&E without face to 


face (6)
2.04 6


Score Card - 
Section 


Overall
25 26 25 26 29 2925 21 29


82.1%


92.0%


99.3%


98.9%


99.4%


94.3%


Contract Period by Month Barnsley CCG KPI Summary


OOH Case Activity & Performance


29 25


Proportion of Home Visits (1) 2.01 1
13.9% 15.4% 12.3% 14.2%13.2%


Small discrepancies in numbers can have a huge effect on the percentage reported , i.e. 1 case can totally fail a single KPI points score.


1 x Urgent PCC appointment missed by 9 minutes
.


01/06/2016 BarnOOH
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INTRODUCTION 
 
 


WHY HAVE A DISTRICT POLICY? 
 
NICE (National Institute for Clinical Excellence) issued guideline CG179 
Pressure Ulcers and prevention and management of pressure ulcers in 
April 2014.    
 
The National Institute for Clinical Excellence collaborated to develop a clinical 
guideline on the management of pressure ulcers in primary and secondary care.   
 
Throughout the Barnsley Wound Care Policy document the recommendations of 
NICE and the European Pressure Ulcer Advisory Panel (EPUAP) is used. 
 
The purpose of this manual is to set out, in one document, a policy for the 
prevention and management of pressure damage and management of all wounds 
that is evidence based and draws together the expertise and best practice from the 
health services and care homes within Barnsley. 
 
One of the first steps in the implementation of the policy was the formation of a 
Wound Care Advisory Group.  This continuing group consists of representation 
from primary and secondary care providing health services and the CCG within 
Barnsley and the private sector.  
 
The Wound Care Advisory Group is responsible for ensuring that a co-ordinated 
and systematic approach exists across the district to wound care and for 
developing, monitoring and evaluating the policy.  
 
Group members will act as a resource for their Trust, speciality or sphere of work.  
They are responsible for ensuring that all the information is disseminated 
throughout their organisation.  
 
The effective development and implementation of the Wound Care Policy is a 
catalyst for change, raising standards, developing practice and optimising patient 
care.  
 


Throughout this manual and the policies within them, the term unit 
refers to a Trust, Care Home, Ambulance Service or other deliverer of 
health care services. 
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PART I 
 


PREVENTION OF PRESSURE DAMAGE  
 
1.1. Multi-Disciplinary Approach  


 
1.1.1 Role of the Nurse 
1.1.2 Role of the Hospital Doctor  
1.1.3 Role of the General Practitioner 
1.1.4 Role of the Physiotherapist 
1.1.5 Role of the Occupational Therapist 
1.1.6 Role of the Pharmacist 
1.1.7 Role of the Dietician 


 


1.2. Education and Training 
 
1.3. Mattress Replacement 
 
1.4. Linen for Patient Use 
 
1.5. Equipment 
 
1.6. Assessment of the Patient’s Risk  
 
1.7. Risk Assessment Tool in use in Barnsley  


 


1.8. Action for “At Risk” Patients  
 
 







 


10 
 


PREVENTION OF PRESSURE DAMAGE 
 


 
1.1 Multi-Disciplinary Approach 
 


The prevention and management of pressure damage requires a multi-
disciplinary and holistic approach to patient care.  Though in the past, 
pressure ulcers have been seen as the domain (and responsibility when they 
develop) of the nursing profession, today it is increasingly acknowledged that 
the many factors involved in the development of a pressure ulcer cannot be 
addressed by good nursing care alone.  The contribution of all disciplines is 
mentioned frequently throughout this policy.  
 
A multi-disciplinary approach to pressure damage requires two things if it is 
going to work:  
 


 Firstly, multi-disciplinary team members need to acknowledge that 
pressure ulcers cannot be prevented or treated by nursing care alone; 
it is a shared problem with a shared solution.  This is a perception that 
is becoming increasingly uncommon as demonstrated by the sections 
that follow later, each written by the relevant health care professional 
about their role. 


 
 Secondly, nurses traditionally involved to the exclusion of all others, 


need to recognise the valuable contributions to be made by their non-
nursing colleagues by bringing appropriate patients to their attention. 


 
1.1.1 Role of the Nurse 
 


The nurse has a focal role in co-ordinating the care required to prevent and/or 
treat pressure damage.  Aspects of this care are covered in detail throughout 
this Policy, from the initial and ongoing assessment of risk to discharge, and 
it is not intended to list them all again here.  It is, however, worthwhile to 
emphasise here, the importance of the nurse’s role as co-ordinator, 
particularly for patients in the community – own home or nursing/residential 
home – who do not have the same access to nursing care, as do patients in 
hospital.  
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1.1.2 Role of the Hospital Doctor 
 


The role of a doctor in prevention of pressure ulcers is mainly two fold:  
 


 Identification of all the “at risk” groups of patients, for example people 
with neurological disease, e.g. stroke, cord-injury, motor neurone 
disease, very ill patients, patients with symptomatic disease and with 
poor mobility, incontinent patients.  These should have universal 
preventative precautions (high risk foam mattress and 30 degree tilt) 
until they are fully assessed. 


 


 To identify and treat underlying medical problems vigorously that affect 
the wound healing process:  


 
 Prescribing appropriate treatments e.g. Vitamin supplements, 


Vasodilators, etc.  
 


 Maintain good nutritional status, fluid balance 
 


 Pain relief to enhance early mobility and to prevent depression 
 


 Consideration should be given to the catheterisation of 
incontinent patients 
 


 Early referral for surgical opinion for deep ulcers which are not 
healing, avoiding months of slow medical treatment 
 


 Participate in a planned hospital discharge for those in “at risk” 
groups to ensure continuity of care in the community 


 
 
1.1.3 Role of the General Practitioner  
 


As soon as a patient is identified as having pressure damage or at risk of 
developing pressure damage, the patient’s general practitioner should be 
promptly informed.  
 
Where pressure damage already exists the GP will need to know: 
 


 If any wound swabs have been taken and what organisms, if any, have 
been grown and subsequent sensitivities. 
 


 If no wound swabs have been taken, but there are clinical signs of 
wound infection, an antibiotic may still be prescribed blindly in line 
with existing guidelines. 
 


 The degree of discomfort experienced by the patient to enable the GP 
to prescribe appropriate analgesia. 
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Where the wound does not respond to treatment and persists longer than 3 
months or is recurrent, the nurse or GP may wish to consider arranging a 
referral to a tissue viability nurse or hospital consultant.  
 
General practitioners can play a primary role in the prevention of pressure 
damage by educating “at risk” patients and their carers in prevention 
strategies during home visits and routine surgery consultations.  This can be 
of particular value for those patients or carers that, through choice, do not 
have day-to-day assistance from other health care professionals.  


 
General practitioners also, like the hospital doctor, play a key role in the 
management of underlying conditions that increase the risk of pressure 
damage or delay healing e.g. cerebral vascular accidents, diabetes, obesity 
etc.  


 
 


1.1.4 Role of the Physiotherapist  
 


The most important preventative measure offered by the physiotherapists is 
that of educating carers in positioning of the patient, to avoid exposure of the 
tissues to excessive concentrations of pressure. One method of achieving 
this is the 30° tilt.  (See appendix 1) 
 
In addition to good positioning, it is vital when maintaining skin integrity to 
use safe transfers when moving a patient; to encourage mobility – stimulating 
efficient systemic function and to promote continence through exercise and 
education.  


 
1.1.5 Role of the Occupational Therapist  


 
Occupational therapists can offer methods and equipment for the prevention 
and management of pressure ulcers.  Intervention is particularly valuable for 
those who are wheelchair dependent, or spend a large proportion of their time 
sitting.  
 
The areas in which such people are particularly at risk are in the seating 
equipment, bed and bath and during transfers.  
 
Correct wheelchairs, cushioning and special seating can be provided by 
liaison with the Wheelchair Services Centre. 
 
Occupational therapists work as part of a multi-disciplinary team, and in 
liaison with nursing staff. Some slide sheets can make it safer to move people 
in bed.  Hoists with the correct slings, or transfer boards for the more able, 
can be provided, after assessment.  
 
Bathrooms are a particular hazard and the provision of the correct equipment 
for getting into and out of the bath, and cushioning in the bath is important.  
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During home assessments it is necessary to identify any risks within the 
home.  
 
If people are at risk from pressure damage, advice on suitable clothing is also 
necessary.  


 
1.1.6 Role of the Pharmacist  


 
The pharmacist can advise on the sizes of dressings available for use in local 
pharmacies, in any given situation.  
 
The pharmacist can also help in the assessment of new products as and 
when they become available.  
 
The aims of good care and management of a wound should include 
individualised therapy for each patient and for each wound.  The patient 
should be treated holistically and any co-existing condition that could affect 
wound healing.  The pharmacist can give advice on medication that may 
affect wound healing, and also give advice on pain relief for painful wounds. 
 
The pharmacist can also liaise with community colleagues to ensure 
continuity of treatment when patients are discharged from hospital, especially 
when products are not available on FP10 prescriptions.  


 
1.1.7 Role of the Dietician  


 
Dieticians play a role in both the prevention and management of pressure 
damage, for all patients will have a nutritional assessment and ongoing 
assessment of risks.   
 
The dietician will assess the patient’s current and previous nutritional intake 
and make appropriate recommendations.  This may require the prescription 
of nutritional supplements.  
 
In assessing the diet, external factors such as a physical and mental state, 
dentition and social circumstances need to be taken in to account.  The multi-
disciplinary team can help in determining these factors.  
 
It is important that an appropriate follow-up system is available to community 
patients.  


 
The dietician can provide ongoing training to all staff in how to assess a 
patient’s nutritional state using a Body Mass Index score (BMI) and the role of 
dietary supplements.  
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1.2 Education and Training 


 
It is the responsibility of each practitioner to ensure that their knowledge and 
practice is up-to-date, reflecting the outcome of current research and known 
best practice.  
 
Each unit will ensure that there are education and training programmes, 
including refresher training, available for relevant staff that covers the 
following, as appropriate to their area and sphere of work:   
 


 Moving and handling and positioning (to meet the requirements of 
current Health and Safety legislation) 


 
 Assessment of the patient and their risk of developing pressure 


damage 
 


 Prevention of pressure damage 
 


 Management of pressure damage 
 


It is each individual’s responsibility to ensure that they use the correct 
techniques and selects the appropriate equipment when moving and handling 
and positioning a patient, to minimise harm to the patient, themselves and 
their colleagues.  
 
The appropriate moving and handling equipment will be readily available and 
staff should know where to obtain these aids and be trained in their safe 
operation.  
 


 
1.3 Mattress Replacement  


 
Each unit has a continuing, effective replacement programme for mattresses, 
mattress covers and trolley overlays.    
 
Each unit will follow the manufacturer’s recommendations for care and 
maintenance of the mattress/cover/overlay. 
 
All foam mattresses should be a high specification foam.  Each unit using 
these mattresses will have, therefore, a mattress replacement programme 
over a 5-6year period.  This programme then becoming a perpetual 
programme every 5-6 years. 
 
Each unit will follow the manufacturer’s recommendations of care of the 
mattress/cover/overlay whist in use that may include:  
 


 Date stamping of the mattress/cover/overlay on receipt and use 
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 Turning/rotation of the mattress whist in use (following manufacturers 
guidance).  Or non-turning mattresses. 
 


 Routine inspection of the mattress/overlay (including internal 
inspection of the inner foam, included at the end of an episode of care) 
 


 Mattress covers should not be cleansed with phenol-based solutions, 
follow infection prevention and control guidance 
 


 Any cracked/torn/worn mattress covers to be replaced 
 


All new beds should be supplied with a new mattress.  
 
Each unit will be aware of the methods for evaluating the effectiveness; 
comfort and appearance of the mattress (see mattress turning program files): 
 


 Testing of mattress foam for indentation – Hand Compression 
Assessment 
 


 Recovery of the foam indentation after a 24 hours rest period 
 


 Contamination of the foam with body fluids, condensations – Water 
Penetration Test 


 
Units utilising other mattresses/overlays will follow the manufacturer’s 
recommendations for assessment of effectiveness, comfort and appearance. 
 


1.4 Linen for Patient Use  
 


All linen – sheets, pillow slips, stretcher and trolley overlays, etc should be 
free from creases, darns, patches and roughened areas within the area in 
contact with the patient.  Linen that is unsatisfactory should be returned to 
the laundry for re-laundering or disposal where appropriate.  
 


1.5 Equipment 
 


Each unit will have a system for storing and managing the distribution of 
pressure relieving equipment, ensuring equipment is used appropriately.  
 
Pressure relieving equipment and aids should be of proven effectiveness.  
The Department of Health Medical Devices Directorate evaluates pressure-
relieving equipment and produces reports available free to the NHS.  Trials of 
new equipment must be ratified by the Medical Devices Group. 
 
Written criteria will be available, see guideline to selecting pressure relieving 
equipment, see Appendix 3, to enable the patient’s named nurse to select the 
most appropriate pressure relieving aid.  
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The appropriateness of the pressure relieving aid will be re-assessed 
following changes in the patient’s condition, level of risk or grade of existing 
pressure damage.  Where indicated, the pressure relieving aid will be 
promptly changed for one providing a higher or lower degree of relief from 
pressure as appropriate.  


 
1.6 Assessment of the Patient’s Risk 


 
The multi-disciplinary team should undertake assessment of the patient’s risk 
of developing new or further pressure damage as soon as practical, within 6 
hours (NICE 2014).  Waterlow risk assessment tool should be used as an aid 
to deciding the level of risk and to provide guidance when selecting the most 
appropriate pressure relieving equipment and should be used in conjunction 
with professional clinical judgement.  The tool should not be viewed as an 
acceptable alternative to a proper multi-disciplinary assessment.  
 
Each ward/home or unit will use the Waterlow risk assessment tool for all 
patients.  .  
 
Patients will have their risk of developing pressure damage assessed within 
six hours of admission/transfer/first contact (NICE 2014).  However all 
patients should be considered as high risk until they have been assessed, 
therefore adopting universal preventative precautions.  (High risk foam 
mattress and 30 degree tilt) 
 
For patients in the community, the community nurse will assess their risk of 
developing pressure damage on the first visit.  
 
Each patient will be re-assessed for their risk of developing pressure damage 
following a change in their condition or at least weekly for inpatient areas or 
community who have existing pressure ulcers.  All other community patients 
with intact skin, will be reassessed every 28 days or, as their condition 
dictates.  However, patients with pressure damage will be reassessed weekly. 
The result of such assessments will be documented in the patient’s personal 
records.  The result of the most recent assessment will be communicated to 
other health care professionals when responsibility for the patient’s care is 
transferred from one individual/team to another.  
 
 
 
 
 
 
 
 
 
 







 


17 
 


 
 
 


1.7    Waterlow Risk Assessment 
 
 
 
 


A  BUILD – WEIGHT 


FOR 
HEIGHT 


 
B  SKIN TYPE 


VISUAL RISK 
AREAS 


 
C  SEX/AGE 


 


 
D  MOBILITY  


E  CONTINENCE  


Average-BMI 20-24.9 0 Healthy 0 Male 1 Fully 0 Complete/ 
Catheterised 


0 


Above average–BMI 
25-29.9 


1 Tissue paper 1 Female 2 Restless/ 
Fidgety 


1 Urine 
Incontinence 


1 


Obese BMI ≥30 2 Dry 1 14-49 1 Apethetic 2 Faecal 
Incontinence 


2 


Below average-
BMI≤20 


3 Oedematous 1 50-64 2 Restricted 3 Doubly 
Incontinent 


3 


  Clammy/pyrexi
a 


1 65-74 3 Bedbound 4   


  Discoloured –
GRADE 1 


2 75-80 4 Chair bound 5   


  Broken/split 
GRADE 2-4 


3 81+ 5     


          


F  MEDICATION 


 


 
G  
NEUROLOGICA
L 
DEFICIT 


 
H   TISSUE 


MALNUTRITION 


 
I     MAJOR 


SURGERY 
or TRAUMA* 


 
J     WEIGHT  


Cytotoxics,  
long term high dose  
Steroids  
Anti- inflammatory 
[max of 4] 


1 Diabetes /CVA 
/MS  


4 Terminal Cachexia 8 Orthopaedic 
/spinal 


5 A-Recent Weight 
loss? 


 


2 Diabetes/ CVA 
/MS 


5 Multiple Organ 
Failure 


8 On table > 2 
hrs 


5 Yes-go to B 0 


3 Diabetes/ CVA/ 
MS 


6 Single Organ 
Failure 


5 On table > 6 
hrs 


8 No-go to C 0 


4 Motor/sensory 4 Anaemia [Hb ≤8] 2   Unsure-go to C 2 


  Motor/sensory 5 Peripheral vascular 
disease 


5 *within last 
48hrs 
 
 


 B-Weight loss 
score 


 


Motor/sensory 6 Smoking 1 0.5 -5kg 1 


Paraplegia 4   5-10kg 2 


Paraplegia 5   10-15kg 3 


  Paraplegia 6     >15kg 4 


Dementia 4-
6 


  


  Unsure 2 


.         C-eating poorly 
or lack of 
appetite 


1 
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1.8 Action for “At Risk” Patients 
 


All patients will be treated as high risk until they are assessed by adopted 
universal preventative precautions.  (High risk foam mattress and 30 degree 
tilt).  Patients will have an individual documented plan of care of their 
identified risk factors and this will be implemented within a maximum of 6 
hours from admission.  All patients will be given patient information leaflets 
as parts of their plan of care. 
 
The management of “at risk” patients should involve all members of the 
multi-disciplinary team as appropriate. 
 
The care plan will be communicated to all other health care workers 
contributing to the patient’s care. 
 
Evaluation of care will be continuous; however, the patient’s care will be 
evaluated and reviewed following any change in their condition or treatment. 
 
The patient’s plan of care will be communicated to other health care 
professionals when responsibility for the patient’s care is transferred from 
one individual/team to another. 
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PART 2 


 
 
 


MANAGEMENT OF PRESSURE DAMAGE 
 
 
 
 
 


2.0 Wound Assessment and Management   
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____________________________________________________ 
 
2.1    CLASSIFICATION OF PRESSURE ULCERS 
 


 


Introduction 
 
A pressure ulcer classification system is used to aid in the description of the extent 
of skin and tissue damage presenting as a pressure ulcer. 
 
Differential Diagnosis 
 


Differentiate pressure ulcers from other types of wounds. 
 
Open wounds from various aetiologies (e.g., venous ulcers, neuropathic 
ulcers, incontinence associated dermatitis, skin tears and intertrigo) may 
appear similar to a pressure ulcer; however, the treatment of any wound 
begins with comprehension of its aetiology. 
  


Pressure Ulcer Classification Systems 
 
2.1.1 Use the EPUAP Pressure Ulcer grading system to classify and document the 


level of tissue loss. 
 


2.1.2 Rely on assessment of skin temperature, change in tissue consistency and 
pain rather than identification of non-blanchable erythema when classifying 
Grade I pressure ulcers and suspected deep tissue injury in individuals with 
darkly pigmented skin. 


 
Grade I pressure ulcers and suspected deep tissue injury (SDTI) may be 
difficult to detect with visual inspection alone in dark skinned individuals. 
 


2.1.3 Assess skin heat, tenderness, change in tissue consistency and pain to 
assist in identifying the severity of Grade II to IV in individuals with darkly 
pigmented skin. 


 
The full extent and severity of open pressure ulcers may be overlooked 
without a full assessment of the surrounding skin.  Inflammatory redness 
from cellulitis and deeper tissue damage may be difficult to detect in 
individuals with darkly pigmented skin. 
 


2.1.4 Use the EPUAP Pressure Ulcer Grading System to classify and document the 
level of tissue loss in medical device related pressure ulcers. 


 
Medical device related pressure ulcers should be classified according to the 
amount of visible tissue loss using the EPUAP Pressure Ulcer Grading 
System, as for most other pressure ulcers. 
 


2.1.5 Do not use the EPUAP Pressure Ulcer Grading System to describe tissue loss 
in wounds other than pressure ulcers. 
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Pressure ulcer grading systems should only be used to document tissue loss 
in ulcers resulting from pressure or pressure in combination with shear. 
  


2.1.6 Verify that there is clinical agreement in pressure ulcer grading amongst the 
health professionals responsible for grading pressure ulcers. 


 
2.1.7 Pressure damage to heels.   


 
Intact clear fluid filled blisters to heels – should be graded as Grade II. 
 
Blood stained, fluid filled blisters to heels should be graded as Grade III. 
 


 


 


2.2     ASSESSMENT OF PRESSURE ULCERS AND 
          MONITORING OF HEALING 
________________________________________________________________________ 


 
 


Introduction 
 
Comprehensive assessment of the individual and his or her pressure ulcer informs 
development of the most appropriate management plan and ongoing monitoring of 
wound healing.  Effective assessment and monitoring of wound healing is based on 
scientific principles. 
 
Assessment of the Individual with a Pressure Ulcer 
 
2.2.1 Complete a comprehensive initial assessment of the individual with a 


pressure ulcer.  An initial assessment includes: 
 


 Risk assessment (Waterlow) and skin inspection 


 Values and goals of care of the individual and/or the individual’s 
significant others. 


 A complete health/medical and social history. 


 A focussed physical examination that includes: 
 Factors that may affect healing (e.g., impaired perfusion, 


impaired sensation, systemic infection); 
 Vascular assessment in the case of extremity ulcers (e.g., 


physical examination, history of claudication, and ankle-brachial 
index or toe pressure); and 


 Laboratory tests and x-rays as needed. 


 Nutrition 


 Pain related to pressure ulcers. 


 Psychological health, behaviour and cognition. 


 Functional capacity, particularly in regard to repositioning, posture and 
the need for assistive equipment and personnel. 


 The employment of pressure relieving and redistributing manoeuvres. 


 Resources available to the individual (e.g. pressure redistribution 
support surfaces). 


 Knowledge and belief about prevention and treatment of pressure 
ulcers. 
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 Ability to adhere to a prevention and management plan. 
 


Assessment of the individual, his or her ability to heal, the risk for 
development of additional pressure ulcers, and the ulcer itself are 
important. 
 
  


2.1.1 Reassess the individual, the pressure ulcer and the plan of care if the ulcer 
does not show signs of healing as expected despite appropriate local wound 
care, pressure redistribution, and nutrition. 


 
 


 Expect some signs of pressure ulcer healing within two weeks. 
 


 Adjust expectations for healing in the presence of multiple factors 
that impair would healing. 


 


 If progress toward healing is not seen within two weeks, the 
individual, the pressure ulcer, and the plan of care should be re-
evaluated. 


 
2.2.3 Teach the individual and his or significant other about: 
 


 The  normal healing process 


 How to identify signs of healing or deterioration, and 


 Signs and symptoms that should be brought to the health 
professional’s attention.  


 


Pressure Ulcer Assessment 
 
2.2.4 Assess the pressure ulcer initially and re-assess it at least weekly. 


 


 Document the results of all wound assessment. 
 
A two-week period is recommended for evaluation progress toward 
healing.  However, weekly assessments provide an opportunity for the 
health professional to assess the ulcer more regularly, detect 
complications as early as possible, and adjust the treatment plan 
accordingly. 
  


2.2.5 With each dressing change, observe the pressure ulcer for signs that indicate 
a change in treatment is required (e.g. wound improvement, wound 
deterioration, and more or less exudate, signs of infection, or other 
complications). 


 


 Address signs of deterioration immediately. 
 


Signs of deterioration (e.g., increase in would dimensions, change in 
tissue quality, increase in wound exudate or other signs of clinical 
infection) should be addressed immediately. 
    


 Assess and document physical characteristics including: 


 Location 
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 Grade 


 Size 


 Tissue type(s), (percentages) – necrotic, slough, granulating, 
epithelialisating 


 Colour 


 Periwound condition 


 Wound edges 


 Sinus tracts 


 Undermining 


 Tunnelling 


 Exudate, and 


 Odour 
 
2.2.6 For Grade II to IV in individuals with darkly pigmented skin, prioritise 


assessment of the following characteristics: 
 


 Skin heat 


 Skin tenderness 


 Change in tissue consistency, and 


 Pain 
 


Inflammatory redness from cellulitis and deeper tissue damage may be 
difficult to detect in individuals with darkly pigmented skin. 


 
2.2.7 Position the individual in a consistent neutral position for wound 


measurement. 
 


It is possible to distort soft tissue with variations in positioning yielding a 
larger or smaller measurement depending on position of the individual. 
 


2.2.8 Select a uniform, consistent method for measuring wound length and width 
or wound area to facilitate meaningful comparisons of wound measurements 
across time. 
 
Select a consistent, uniform method for measuring depth. 


 
Caution:  Care should be taken to avoid causing injury when probing the 
depth of a wound bed or determining the extent of undermining or tunnelling. 
 


2.2.9 Consider further diagnostic investigations of wound bed tissue when healing 
does not progress. 


 
2.2.10 Use the findings of a pressure ulcer assessment to plan and document 


interventions that will best promote healing. 
 


 Re-evaluate the pressure ulcer assessment plan if the pressure ulcer 
does not show signs of healing within two weeks. 
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2.2.11 Methods For Monitoring Healing 
 


Currently in clinical practice pressure ulcers are monitored using the clinical 
judgement of a health professional supported by pressure ulcer assessment 
tools and digital photography.   


 


 Use clinical judgment to assess signs of healing such as decreasing 
amount of exudate, decreasing wound size and improvement in wound 
bed tissue. 


 


 Consider using baseline and serial photographs to monitor pressure 
ulcer healing over time. 


 
Photographs should not replace bedside assessment, but may serve as a useful 
documentation strategy.  If used, photographic techniques and equipment should 
be standardised to ensure accurate representation of the pressure ulcer condition 
that can be reliably compared over time. 
 
 
_______________________________________________________________________
  


2.3    PAIN ASSESSMENT AND TREATMENT 
________________________________________________________________________ 
 
 
Pressure ulcers are painful.  Individuals with pressure ulcers experience ulcer 
related pain that can be quantified and differentiated from other pain, and this pain 
occurs both during procedures and at rest. 
 


Assess for Pressure Ulcer Pain 
 


 Assess all individuals for pain related to a pressure ulcer or its treatment and 
document findings. 


 


 Assess for pressure ulcer related pain in adults using a scale that is valid and 
reliable. 
 


 Incorporate the individual’s cognitive ability into the selection of a pain 
assessment tool. 


 


 Assess for pain in neonates and children using a validated scale. 
 


 Pain assessment tools may not provide sufficient information to guide 
interventions.  Investigate other aspects of the pain in order to provide more 
effective, individualised interventions. 
 


 Incorporate the individual’s body language and non-verbal cues into the 
assessment of pain. 


 


 Incorporate the words used by the individual to express pressure ulcer pain 
character into the assessment of pain. 
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 Evaluate factors that increase pain frequency and/or intensity when  
conducting an assessment of pain. 


 


 Evaluate the duration of the pressure ulcer and associated pain when  
 conducting an assessment of pain. 
 


 Assess for deterioration of the ulcer or possible infection when the individual 
reports increasing intensity of pain over time. 


 


 Assess the impact of pressure ulcer pain on the individual’s quality of life. 
 


 Pressure ulcers have measurable and persistent impact on health-related 
quality of life measures. 
 


Prevent Pressure Ulcer Pain 
 


 Use a handling method or transfer sheet to minimize friction and/or shear 
when repositioning an individual, keeping bed linens smooth and unwrinkled. 


 


 Position the individual off the pressure ulcer whenever possible. 
 
Continued positioning on a pressure ulcer can result in increased pressure, 
pain and damage to the area. 
 


 Avoid postures that increase pressure, greater than 30 degree or 90 degree 
side-lying position, or the semi-recumbent position. 


 


Manage Pressure Ulcer Pain 


 


 Organise care delivery to ensure that it is co-ordinated with pain medication 
administration and that minimal interruptions follow.  Set priorities for 
treatment. 


 


 Pain management includes performing care after administration of pain 
medication to minimise pain experienced and interruptions to comfort for the 
individual. 


 


 Encourage individuals to request a ‘time out’ during any procedure that 
causes pain. 


 


 Reduce pressure ulcer pain by keeping the wound bed covered and moist, 
and using a non-adherent dressing.  (Note: Stable dry eschar is usually not 
moistened). 
 


 Select a wound dressing that requires less frequent changing and is less 
likely to cause pain. 
 
Hydrocolloids, hydrogels, alginates, polymeric membrane foams, foam and 
soft silicone wound dressings would be considered for management of 
painful pressure ulcers.  A wound dressing that allows for less frequent 
changing is advised. 
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 Consider the use of non-pharmacological pain management strategies to 
reduce pain associated with pressure ulcers. 


 


 Administer pain medication regularly, in the appropriate dose, to control 
chronic pain following the World Health Organisation Pain Dosing Ladder. 
 


 Encourage repositioning as a means to reduce pain, if consistent with the 
individual’s wishes. 
 


Reduce Procedural Pain 


 


 Use adequate pain control measures, including additional dosing, prior to 
commencing wound care procedures. 


 


 Consider using topical opioids (diamorphine or benzydamine 3%) to reduce 
or eliminate pressure ulcer pain. 


 
Manage Chronic Pain 
 


 Refer the individual with chronic pain related to pressure ulceration to the 
appropriate pain team. 


 


 Work with the multi-disciplinary health care team to develop a holistic plan to 
manage chronic pressure ulcer pain. 
 


This should be developed with input from a range of health professionals (e.g. 
pain specialists, medical professionals, nursing and allied health professionals), 
the individual and his or her caregivers. 
 


Educate Individuals, Family and Health Care Providers 


 


 Educate the individual, caregivers, and health care providers about causes,  
assessment and management of pressure ulcer pain. 
 


 


 
2.4  WOUND CARE: CLEANSING 
________________________________________________________________________ 


 


Introduction 
 
Cleansing is an important first step in preparing the pressure ulcer wound bed to 
heal by removing surface debris and dressing remnants and allowing better wound 
visualisation for assessment. 
 


Recommendations 
 
2.4.1 Clean the pressure ulcer at the time of each dressing change. 
 


 Clean most pressure ulcers with tap water (i.e., water suitable for drinking) or 
normal saline. 
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 Consider using an aseptic technique when the individual, the wound or the 
wound healing environment is compromised, e.g., wound cleanser 
recommended by Infection Prevention Control Team. 
 


 Consider using, cleansing solutions with surfactants  (detergent, emulsifiers, 
foaming agent) and/or antimicrobials to clean pressure ulcers with debris, 
confirmed infection, suspected infection, or suspected high levels of bacterial 
colonisation. 
 


 Cleanse pressure ulcers with sinus tracts/tunnelling/undermining with 
caution. 
 


2.4.2 Apply cleansing solution with sufficient pressure to cleanse the wound 
without damaging tissue or introducing bacteria into the wound. 


 


 Contain and properly dispose of used irrigation solution to reduce cross-
contamination. 


 


 Cleanse surrounding skin. 


 
 
 


2.5   WOUND CARE:  DEBRIDEMENT 
______________________________________________________ 


 
Recommendations 


  
2.5.1 Debride devitalised tissue within the wound bed or edge of pressure ulcers 


when appropriate to the individual’s condition and consistent with overall 
goals of care.   


  
Caution:  Debridement should only be performed by health care professionals          
who are competent, when there is adequate perfusion to the wound. 


 
Devitalised tissue is tissue that is non-viable or necrotic. 


 
2.5.2 Debride the wound bed when the presence of biofilm is suspected or 


confirmed. 
 
When a wound has delayed healing (i.e., four weeks or more) and fails to 
respond to standard wound care and/or antimicrobial therapy, have a high 
index of suspicion of the presence of biofilm. 


 
2.5.3 Select the debridement method(s) most appropriate to the individual, the 


wound bed, and the clinical setting. 
 
The most common methods used for debriding pressure ulcers are: 
 


 Surgical/sharp 


 Conservative sharp 


 Autolytic 
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 Enzymatic 


 Larval, and 


 Mechanical (including ultrasound and versajet). 
 
2.5.4 Use mechanical, autolytic, enzymatic, and/or biological methods of 


debridement when there is not urgent clinical need for drainage or removal of 
devitalised tissue. 


 
2.5.5 Surgical/sharp debridement is recommended in the presence of extensive 


necrosis, advancing cellulitis; crepitus, fluctuance, and/or sepsis secondary 
to ulcer-related infection. 
 


 Conservative sharp debridement and surgical/sharp debridement must be 
performed by specially trained, competent, qualified health professionals. 
 


 Use sterile instruments for conservative sharp and surgical/sharp 
debridement. 
 


 Use conservative sharp debridement with caution in the presence of: 
 


 Immunocompromised patients 


 Lack of antibacterial coverage in systemic sepsis 
 


Caution:  Relative contraindication includes anticoagulant therapy and 
bleeding disorders. 
 
 


 Refer individuals with Grade III or IV pressure ulcers with undermining, 
tunnelling/sinus tracts, and/or extensive necrotic tissue that cannot be easily 
removed by other debridement methods for surgical evaluation as 
appropriate to the individual’s condition and goals of care. 


 


 Manage pain associated with debridement. 
 


 Perform a thorough vascular assessment prior to debridement of lower 
extremity pressure ulcers to determine whether arterial status/supply is 
sufficient to support healing of the debrided wound. 
 


2.5.6 Do not debride stable, hard, dry eschar in ischemic limbs. 
 


 Assess stable, hard, dry eschar at each wound dressing change and as 
clinically indicated. 
 


 Assessment of an ulcer covered with dry, stable eschar should be performed 
at each dressing change and as clinically indicated to detect the first signs of 
any developing infection.  Clinical indications that the dry, stable eschar 
required assessment and intervention include signs of erythema, tenderness, 
oedema, purulence, fluctuance, crepitus, and /or malodour (i.e., signs of 
infection) in the area around the dressing. 


 
  


 Refer to a medical practitioner/vascular surgeon urgently in the presence         
of the above symptoms. 
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2.5.7 Perform maintenance debridement on a pressure ulcer until the wound bed is 


free of devitalized tissue and covered with granulation tissue. 
 
 
 
_____________________________________________________________________   


 
 


2.6            ASSESSMENT AND TREATMENT OF INFECTION 
                          AND BIOFILMS 


____________________________________________________ 
 
 
Bacteria are present on all skin surfaces.  When the primary defence provided by 
intact skin is lost, bacteria will reside on the wound surface.  When the bacteria (by 
numbers or virulence in relation to host resistance) cause damage to the body, 
infection is present.  Wound infection may also be associated with biofilms 
 


2.6.1 System Consideration 
 


Follow local infection control policies to prevent self-contamination and 
cross-contamination in individuals with pressure ulcers. 


 
2.6.2 Assessment of High Risk Individuals with Pressure Ulcers 


 
(a) Have a high index of suspicion of local infection in a pressure ulcer in the 


presence of: 
 


 Lack of signs of healing for two weeks 


 Friable granulation tissue 


 Malodour 


 Increased pain in the ulcer 


 Increased heat in the tissue around the ulcer 


 Increased exudates from the wound 


 Change in the nature of the wound exudates (e.g., new onset of bloody 
drainage, purulent drainage) 


 Increased necrotic tissue in the wound bed; and/or 


 Pocketing or bridging in the wound bed. 
 


Wound healing is delayed and/or may be abnormal when pressure ulcers have 
significant bacterial burden and infection. 
 
(b) Have a high index of suspicion for the likelihood of infection in pressure 


ulcers that: 
 


 Have necrotic tissue or a foreign body present 


 Have been present for a long period of time 


 Are large in size or deep; and/or 


 Are likely to be repetitively contaminated (e.g., near the anus) 
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(c) Have a high index of suspicion for local wound infection in individuals with: 
 


 Diabetes mellitus 


 Malnutrition 


 Hypoxia or poor tissue perfusion 


 Autoimmune disease, or 


 Immunosuppression 
 


(d) Have a high index of suspicion of biofilm in a pressure ulcer that: 
 


 Has been present for more than 4 weeks 


 Lacks signs of any healing in the previous 2 weeks 


 Displays clinical signs and symptoms of inflammation 


 Does not respond to antimicrobial therapy 
 


2.6.3 Diagnosis of Infection 


 
(a) Consider a diagnosis of spreading acute infection if the pressure ulcer has 


local and/or systemic signs of acute infection, such as: 
 


 Erythema extending from the ulcer edge 


 Induration 


 New or increasing pain or warmth 


 Purulent exudates 


 Increase in size 


 Crepitus, or discolouration in the surrounding skin 


 Fever, malaise and lymph node enlargement; or 


 Confusion/delirium and anorexia (particularly in older adults). 
 


(b) Bacterial bioburden of the pressure ulcer can be determined by tissue biopsy 
or quantitative swab technique. 


 
In the absence of clinical signs of infection, the quantity of organisms (microbial 
load) is believed to be the best indicator of wound infection.  The gold standard 
method for examining microbial load is quantitative culture of viable biopsied 
wound tissue. 
 


 Consider using tissue biopsy and microscopy to determine the presence of 
biofilm. 


 


2.6.4 Treatment 
 


(a)  Optimise the host response by 
 


 Evaluating nutritional status and addressing deficits 


 Stabilising glycaemic control 


 Improving arterial blood flow, and/or 


 Reducing immunosuppressant therapy if possible 
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(b) Many systemic factors contribute to the development of pressure ulcers.  If     
these same factors can be improved, the individual’s intrinsic ability to fight 
infection can usually also be improved. 


 


 Prevent contamination of the pressure ulcer. 
 


 Reduce bacterial load and biofilm in the pressure ulcer as outlined in the 
Wound Care: Cleansing and Wound Care: Debridement sections. 
 


 Consider the use of tissue appropriate strength, non-toxic topical antiseptics 
for a limited time period to control bacterial bioburden. 
 


 Warning:  Hydrogen peroxide is highly toxic to tissues even at low 
concentrations and should not be used as a preferred topical antiseptic.  Its 
use should be totally avoided in cavity wounds due to the risk of surgical 
emphysema and gas embolus. 


 


 Caution:  Iodine products should be avoided in patients with impaired renal 
failure, history of thyroid disorders or known iodine sensitivity.  


 
 


(c) Antiseptics commonly used in wounds include: 
 


 Iodine compounds (povidone iodine and slow-release cadexomer iodine) 


 Silver compounds (including silver sulfadiazine) 


 Polyhexanide and betaine (PHMB) 


 Chlorhexidine 


 Sodium hypochlorite, and 


 Acetic acid 
 


(d) Consider the use of topical antiseptics in conjunction with maintenance 
debridement to control and eradicate suspected biofilm in wounds with delayed 
healing. 


 


 Consider use of topical antiseptics for pressure ulcers that are not expected 
to heal and are critically colonised/topically infected. 
 


 Consider use of silver sulfadiazine in heavily contaminated or infected 
pressure ulcers until definitive debridement is accomplished. 
 
Caution: Silver may have toxic properties, especially to keratinocytes and 
fibroblasts; the extent of the toxicities is not fully described.  Topical silver 
products should not be used on individuals with silver sensitivities, and silver 
sulfadiazine products are not recommended for people with silver 
sensitivities. 
 


(e) Consider the use of medical-grade honey in heavily contaminated or infected 
pressure ulcers until definitive debridement is accomplished. 


 
Caution:  Before applying a honey dressing, ensure the individual is not allergic 
to honey.  Individuals who have bee or bee stings allergies are usually able to 
use properly irradiated honey products. 
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(f) Limit the use of topical antibiotics on infected pressure ulcers, except in special 
situation where the benefit to the patient outweighs the risk of antibiotic side 
effects and resistance. 


 
In general, topical antibiotics are not recommended for treating pressure ulcers. 


 
(g)  Use systemic antibiotics for individuals with clinical evidence of systemic   


infection, such as positive blood cultures, cellulitis, fasciitis, osteomyelitis,  
systemic inflammatory response syndrome ( SIRS), or sepsis. 


 
Judicious use of systemic antibiotics remains an important consideration. 


 
(h)  Drain local abscesses. 


 
(i) Evaluate the individual for osteomyelitis if exposed bone is present, the bone 


feels rough or soft, or the ulcer has failed to heal with prior therapy. 
 


Permanent healing of the pressure ulcer is unlikely until osteomyelitis is 
controlled. 


 
________________________________________________________________________ 


 
2.7  WOUND DRESSINGS FOR TREATMENT OF PRESSURE ULCERS 
 


 


 
2.7.1 General Recommendations 
 


 Select a wound dressing based on the: 
 


 ability to keep the wound bed moist; 


 need to address bacterial bioburden; 


 nature and volume of wound exudate; 


 condition of the tissue in the ulcer bed; 


 condition of periulcer skin; 


 ulcer size, depth and location; 


 presence of tunnelling and/or undermining; 


 goals of the individual with the ulcer. 
 


 Protect peri-ulcer skin. 
 
 Assess pressure ulcers at every wound dressing change and confirm the 


appropriateness of the current dressing regime. 
 


 Follow manufacturer recommendations, especially related to frequency of 
dressing change. 
 


 Change the wound dressing if faeces seep beneath the dressing. 
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 The plan of care should guide usual dressing wear times and contain 
provisional plans for dressing changes as needed (for family, the individual, 
and staff) due to soilage, loosening, etc. 
 


 Ensure all wound dressing products are completely removed with each 
dressing change.  Where several pieces are inserted into a deep wound 
document the number inserted and removed at each dressing change. 
 


2.7.2 Hydrocolloid Dressings 


 


 Use hydrocolloid dressings for clean Grade II pressure ulcers in body 
areas where they will not roll or melt. 


 


 Consider using hydrocolloid dressing on non-infected, shallow Grade 
III pressure ulcers. 


 


 Consider using filler dressings beneath hydrocolloid dressings in deep 
ulcers to fill in dead space. 


 


 Carefully remove hydrocolloid dressings on fragile skin to reduce skin 
trauma. 


 


2.7.3 Transparent Film Dressings 


 


 Consider using film dressings for autolytic debridement when the 
individual is not immunocompromised. 


 


 Consider using film dressings as a secondary dressing for pressure 
ulcers treated with alginates or other wound filler that will likely remain 
in the ulcer bed for an extended period of time (e.g. 3 to 5 days). 


 


 Carefully remove film dressings on fragile skin to reduce skin trauma. 
 


 Do not use film dressings as the tissue interface layer over moderately 
to heavily exuding ulcers. 


 


 Do not use film dressings as the cover dressings over enzymatic 
debriding agents, gels, or ointments. 


 


 Do not use film dressing as a secondary dressing where the wound has 
confirmed anaerobic bacteria present. 


 
 
 


2.7.4 Hydrogel Dressings 
 


 Consider using hydrogel dressings on shallow, minimally exuding 
pressure ulcers. 


 


 Consider using sheet  hydrogel for pressure ulcers that are not clinically 
infect and are granulating. 
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 Consider using hydrogel dressings for treatment of dry ulcer beds. 
 


 Consider using hydrogel dressings for painful pressure ulcers. 
 


 Consider using hydrogel sheet dressings for pressure ulcers without 
depth and contours and/or on body areas that are at risk for wound 
dressing migration. 


 


 Consider using sheet hydrogel for pressure ulcers with depth and 
contours and/or on body areas that are at risk for dressing migration. 


 


2.7.5 Alginate Dressings 
 


 Consider using alginate dressings for the treatment of moderately and heavily 
exuding pressure ulcers. 
 


 Consider using alginate dressings in clinically infected pressure ulcers when 
there is appropriate concurrent treatment of infection. 
 


 Gently remove the alginate dressing, irrigating it first to ease removal if 
necessary. 
 


 Consider lengthening the interval between would dressing changes or 
changing the type of wound dressing if the alginate dressing is still dry at the 
scheduled time for dressing change. 


 
2.7.6 Foam Dressings 


 


 Consider using foam dressings on exuding Grade II and shallow Grade III 
pressure ulcers. 


 


 Avoid using single small pieces of foam in exuding cavity ulcers. 
 


2.7.7 Silver-Impregnated Dressings 
 


 Consider using silver-impregnated dressings for pressure ulcers that are 
clinically infected or heavily colonised. 


 


 Consider using silver-impregnated dressings for ulcers at high risk of 
infection. 


 


 Avoid prolonged use of silver-impregnated dressings.  Discontinue silver 
dressings when wound infection is controlled. 


 
Caution:  Topical silver products should not be used on patients with silver 
sensitivities.  Silver may have toxic properties, especially to keratinocytes 
and fibroblasts. 
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2.7.8 Honey Impregnated Dressings 


 


 Consider using dressings impregnated with medical-grade honey for the 
treatment of Grade II and III, and IV pressure ulcers. 


 
Caution: Before applying a honey dressing, ensure the individual is not allergic 
to honey.  Individuals who have bee or bee stings allergies are usually able to 
use properly irradiated honey products. 


 


2.7.9 Cadexomer Iodine Dressings 


 


 Consider using cadexomer iodine dressings in moderately to highly exuding 
pressure ulcers. 


 
Caution:  Iodine products should be avoided in individuals with impaired renal 
failure, history of thyroid disorders or known iodine sensitivity.  It is not re-
commenced for individuals taking lithium, or for pregnant or breast-feeding 
women.  Iodine toxicity has been reported in few case studies, especially in 
those individuals with large wounds, in whom dressings were changed often.  
The risk of systemic absorption increases when iodine products are used on 
larger, deeper wound or for prolonged periods. 
 


2.7.10 Gauze Dressings 
 
 Avoid using gauze dressings for open pressure ulcers that have been 


cleansed and debrided because they are labour-intensive, cause pain when 
removed if dry, and lead to damage of viable tissue if they dry. 


 
Caution:  avoid use of wet-to-dry gauze dressings. 
  


 When other forms of moisture-retentive dressings are not available, 
continually moistened gauze is preferable to dry gauze. 


 


 Use gauze dressings as the cover dressings to reduce evaporation when the 
tissue interface layer is moist. 
 


 Use loosely woven gauze for highly exuding ulcers; use tightly woven gauze 
for minimally exuding ulcers. 
 


 Loosely fill (rather than tightly pack) ulcers with large tissue defects and dead 
space with saline-moistened gauze when other forms of moisture-retentive 
dressings are not available, to avoid creating pressure on the wound bed. 
 


 Change gauze packing often enough to manage exudate. 
 


 Use a single gauze strip/roll to fill deep ulcers; do not use multiple gauze 
dressings, because retained gauze in the ulcer bed can serve as a source of 
infection. 
 


 Consider using impregnated forms of gauze to prevent evaporation of 
moisture from continuously moist gauze dressings. 
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2.7.11 Silicone Dressings 


 


 Consider using silicone dressings as a wound contact layer to promote 
atraumatic dressing changes. 


 


 Consider using silicone dressings to prevent periwound tissue injury when 
periwound tissue is fragile or friable. 


 
2.7.12 Collagen Matrix Dressings 
 


 Consider the use of collagen matrix dressings for non-healing Grade III and IV 
pressure ulcers. 


 


2.7.13 Negative Pressure Wound Therapy 


 


 Consider NPWT as an early intervention for the treatment of deep Grade III 
and IV pressure ulcers. 


 
Caution:  Negative pressure wound therapy is not recommended in 
inadequately debrided, necrotic or malignant wounds; where vital organs are 
exposed; in wounds with no exudate; or in individuals with untreated 
coagulopathy, osteomyelitis or local or systemic clinical infection.  Cautious 
use by an experienced health professional is recommended for individuals on 
anticoagulant therapy; in actively bleeding wounds; or where the wound is in 
close proximity to major blood vessels. 
 


 Debride the pressure ulcer of necrotic tissue prior to the use of NPWT. 
 


 Negative pressure wound therapy is intended for use in pressure ulcers free 
of necrotic tissue. 
 


 Follow a safe regime in applying and removing the NPWT system. 
 


 Evaluate the pressure ulcer with each dressing change. 
 
The optimal dressing change interval is not well-established, and should be 
based on characteristics of the individual and the wound (usually 2-3 times 
per week). 
 


 If pain is anticipated or reported consider: 
 


 Placing a non-adherent interface dressing on the wound bed, 
underneath the foam; 


 Lowering the level of pressure, and/or changing type of pressure 
(continuous or intermittent); and/or 


 Using a moist gauze filler instead of foam 
 


 Educate the individual and his/her significant others about negative pressure 
would therapy when used in the community setting. 
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2.7.14  Wound Care Formulary (Barnsley Business Unit Only) 
 
The wound care formulary is a tool to aid the selection of an appropriate dressing to 
treat a wound, following a full wound assessment. 
 
The formulary is updated and reprinted as pocket guides and posters every two 
years. 
 
On the left hand side of the poster/pocket guide use the flow chart to aid selection 
of dressings.  Start at the top left side of the flow chart, answer the questions yes/no 
and follow the arrows, the outcome will be a coloured protocol box.  Then look at 
the right hand side of the poster/pocket guide with same colour e.g. Blue = Protocol 
5 and 6 shallow/deep wounds.   
 
The assessor should choose an appropriate dressing from the protocol selected.  
Remember where slough or necrotic tissue is present, if the wound is wet select a 
dry dressing that will absorb, if the wound is dry, select a moist dressing that will 
promote debridement of the wound. 
 
Pocket guides and posters are available, please contact the Tissue Viability office. 
 
All boxes of dressings contain manufacturers information sheets.  Please ensure 
you read and understand how to apply and remove the dressing selected.  Check if 
patient has any allergies to any of the components e.g: Silver, Honey, etc. 
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_____________________________________________________ 
 
2.8 FACTORS AFFECTING HEALING 
 
_______________________________________________________________________ 
 
 


Systemic Infection 
 


A severe systemic infection can lead to breakdown of healthy tissue.  Control 
of systemic infection is essential to obtain wound healing. 


 
Diabetes 
 
Diabetic patients not only have the primary metabolic abnormalities, but an 
increased susceptibility to infection.  Often associated with decreased 
vascular efficiency. 
 
Carcinoma 
 
The poor healing ability of patients suffering from a malignancy is well 
recognised.  Cytotoxic therapy and irradiation affect the process of cell 
division. 
 
Anaemia 
 
Reduction in haemoglobin concentration decreases the capacity of the blood 
to transport and deliver oxygen to the tissues. 


 
Poor Nutritional State 


 
Deficiency in essential vitamins, protein, calcium, vitamin C and A contributes 
to slowing down the rate of healing. 
 
Reduced Immunity 
 
The wound healing process is slowed considerable when the patient’s 
immune system is compromised by the use of steroids and cytotoxic drugs. 


 
Poor Circulation 


 
A good blood supply to the tissue is essential to the healing process. 


 
Wound contaminated by Impacted Material 


 
Impacted material or foreign bodies present in the wound may affect healing, 
by causing infection, irritation or becoming covered by granulating tissue. 


 
The presence of dead tissue can cause secondary wound breakdown. 
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Position of the Wound 
 


Wounds situated in difficult sites can be a problem to keep clean and free 
from interference.  Wounds infolds of skin i.e. the apron of the abdomen are 
susceptible to fungal infections. 


 
Local Infection of Wound 


 
Acute local infection is visually evident with the wound being swollen, hot 
and inflamed.  Surrounding cellulitis may occur.  If the infection is not treated 
bacteraemia septicaemia and death could follow. 


 
Medical and Surgical Measures 


 
Pressure ulcers, their prevention and management, have historically been 
seen as a nursing problem but as Section 1.1 shows, the multi-disciplinary 
team demonstrates, every member of the health care team has a contribution 
to make.  For certain patients the involvement of the relevant responsible 
doctor is vital if an ulcer is to be avoided or for healing to take place general 
assessment of the patient and routine investigations etc.  This is particularly 
important consideration for patients who may not routinely be seen by a 
doctor, for example patients in the community or in a nursing home.  Below 
are some further examples of where medical treatment beyond prescribing is 
necessary. 


 


 Medical intervention in cases of locally infected ulcers, use of 
appropriate antibiotic therapy etc., can assist in the healing process. 


 Surgical debridement of necrotic tissue at an early stage can greatly 
hasten the healing process. 


 Many ulcers can be rapidly and effectively be treated by plastic 
surgery if referred early enough.  Unfortunately this referral is often 
left too late.   


 
           


SPECIAL POPULATIONS 
 


 
2.9  BARIATRIC (OBESE) INDIVIDUAL 
______________________________________________________ 
 
 
The recommendations below highlight important considerations in the care of 
bariatric individuals, and should be considered in conjunction with the 
recommendations in the main section of this document. 
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2.9.1 Recommendations for the Organisation 
 


 Provide safe, respectful care and avoid injuries to both the individual and 
health professional. 


 


 Maximise workplace safety by implementing organisation-wide bariatric 
management strategies that address manual handling techniques. 
 


 Provide pressure redistribution support surfaces and equipment appropriate 
to the size and weight of the individual. 
 


2.9.2 Assessing the Bariatric Individual 
 


 Calculate BMI and classify obesity. 
 


 Assess all skin folds regularly. 
 
 Access adequate assistance to fully inspect all skin surfaces and folds. 


 
Pressure ulcers develop over bony prominences, but may also result 
from tissue pressure across the buttocks and other areas of high 
adipose tissue concentration. 
 


 Inspect folds of skin for Grade I and II pressure ulcers. 
 


 Refer bariatric individuals to a registered dietician for a comprehensive 
nutrition assessment and weight management plan. 


 
The bariatric individual can be malnourished despite the appearance of being 
well fed. 


 
2.9.3 Bed Selection 
 


 Ensure the individual is provided with a bed of appropriate size and weight 
capacity specifications. 


 
 Use beds that adequately support the weight of the individual.  


 
 Check routinely for ‘bottoming out’ of the support surface. 
 
 Ensure that the bed surface area is sufficiently wide to allow turning of  


The individual without contact with the side rails of the bed. 
 


 Consider selecting a support surface with enhanced pressure redistribution, 
shear reduction and microclimate control for bariatric individuals. 
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2.9.4 Equipment Selection 
 


 Use wheelchairs and chairs that are wide and strong enough to accommodate 
the individual’s girth and weight. 
 
 Use a pressure redistribution cushion designed for the bariatric 


individual on seated surface. 
 
 Check routinely for ‘bottoming out’ of the cushion. 
 


 Where appropriate, provide bariatric walkers, overhead hoists on beds, and 
other devices to support continued mobility and independence. 
 


2.9.5 Repositioning 
 


 Avoid pressure on skin from tubes, other medical devices and foreign 
objects. 
 


 Use pillows or other positioning devices to offload large skin folds and 
prevent skin-on-skin pressure. 
 


 Check the bed for foreign objects. 


 
2.9.6 Pressure Ulcer Care 
 


 Provide adequate nutrition to support healing. 
 


Bariatric individuals, despite their size, may lack adequate nutrients to 
support healing of pressure ulcers. 
 


 Assess pressure ulcers carefully for signs of infection and delays in healing. 
 


 Monitor wound dressing materials closely, especially in large cavity wounds. 
 


_____________________________________________________________ 
 


2.10 CRITICALLY ILL INDIVIDUALS 
 
________________________________________________________________________ 


 
Critically ill individuals have unique pressure ulcer prevention and treatment needs 
that are addressed within the following recommendations.  These recommendations 
are intended to supplement and not replace the general recommendations outlined 
in this document. 
 


2.10.1 Support Surfaces 
 


 Evaluate the need to change the pressure redistributing support surface for 
individuals with poor local and systemic oxygenation and perfusion to 
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improve pressure redistribution, shear reduction, and microclimate control.  
Utilise additional features (e.g. 30 degree tilt). 


 


 Evaluate the need to change the support surface for individuals who cannot 
be turned for medical reasons, including a temporary oral-pharyngel airway, 
spinal instability etc. 
 


2.10.2  Repositioning 
 


 Initiate a repositioning schedule as soon as possible after admission. 
 


 Revise the repositioning schedule in response to assessment of the 
individual’s tolerance to repositioning. 


 


 Consider slow, gradual turns allowing sufficient time for stabilisation of 
haemodynamic and oxygenation status. 


 
Few individuals are truly too unstable to turn.  Turning the individual more 
slowly or in small increments that allow adequate time for stabilisation of vital 
signs should be considered when possible. 
 


 Consider more frequent small shifts in position to allow some reperfusion in 
individuals who cannot tolerate frequent major shifts in body position. 


 
Caution:  Small shifts do not replace selection of a more appropriate pressure 
redistribution support surface when needed or turning (major shifts in body 
position) when possible. 
 
 


 Resume routine repositioning as soon as these conditions stabilise. 
 


A trial repositioning every two/four hours should be conducted to determine if 
frequent repositioning can be re-established. 
 


 Use a pillow under the full length of the calves to off-load heels 
 


Pressure can be relieved by elevating the lower leg and calf from the mattress 
by placing a pillow under the lower legs, or by using a heel suspension 
device that floats the heel.   Pillows placed under the full length of the calves 
to elevate heels may be appropriate for short-term use in alert and co-
operative individuals.  The knee should be in slight flexion to prevent 
obstruction of the popliteal vein and caution should be taken to place no 
pressure on the Achilles tendon.  
 


2.10.3  Prone Positioning 
 


 Assess critically ill individuals placed in the prone position for evidence of 
facial pressure ulcers with each rotation. 
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 Assess other body areas (i.e., breast region, knees, toes, clavicles, iliac crest, 
symphysis pubis) that may be at risk when individuals are in the prone 
position with each rotation. 
 


 Offload pressure points on the face and body while in the prone position. 
 
 


2.10.4  30 Degree Tilt 
 


Individuals who are too unstable to reposition frequently using standard 
repositioning may tolerate 30 degree tilt, which also provides opportunity to 
train the body to tolerate side-to-side movement. 
 


 Minimize shear strain when 30 degree tilt features are used. 
 


 Secure the individual with pillows or wedges to prevent sacral shearing when 
30 degree tilt features are selected for individuals without existing pressure 
ulcers.  The individual should be aligned properly in the centre of the surface. 
 


 Assess skin frequently for shear injury. 
 


Whenever 30 degree tilt features are used, the risk for shear injury exists. 
 


 Continue to reposition the individual when using 30 degree tilt features. 
 


 Re-evaluate the need for 30 degree tilt at the first sign of tissue injury.  If 
indicated and consistent with medical needs, change to a support system 
with improved pressure redistribution, shear reduction and microclimate 
control.   
 


2.10.5   30 Degree Tilt in Individuals with Pressure Ulcers 
 


 Position the individual off the pressure ulcer as much as possible. 
 


 Consider alternative methods of pressure redistribution (or avoid lateral 
rotation beds) in individuals with sacral or buttock pressure ulcers. 
 


 Inspect the pressure ulcer and the periulcer skin for shear injury with every 
dressing change.  Shear injury may appear as deterioration of the ulcer edge, 
undermining, and/or as increasing inflammation of periulcer skin or the ulcer. 
 


2.10.6   Nutrition Management  
 


 Due to insufficient evidence to support or refute the use of specific additional 
nutrition interventions in critical care patients, specific additional nutrition 
interventions are not recommended for routine use in this population. 
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________________________________________________________________________ 
 


2.11     OLDER ADULTS 
 


 
The recommendations in Special Populations: Older Adults are intended to 
supplement and not replace the general recommendations outlined in this 
document. 
 


2.11.1  Assessment and Care Planning 


 


 Consider the individual’s cognitive status when conduction a comprehensive 
assessment and developing a pressure ulcer prevention and/or treatment 
plan. 


 
 Incorporate the individual’s cognitive ability into the selection of a pain 


assessment tool 
 


 Ensure pressure ulcers are correctly differentiated from other skin injuries, 
particularly incontinence-associated dermatitis/moisture lesions or skin tears. 


 


 Set treatment goals consistent with the values and goals of the individual. 
 


 Engage the family or legal guardian when establishing goals of care  
And validate their understanding of these goals. 
 


 Goals of care should be established in collaboration with the individual 
and his or her significant others and should be reflective of the older 
adult’s values and goals of care, particularly as end-of-life approaches. 


 


 Educate the individual and his or her significant others regarding skin 
changes in ageing and at end of life.  See consensus document 
www.epuap.org (SCALE 2009 guidance). 


 


2.11.2   Care of Vulnerable Aged Skin 
 


 Protect aged skin from skin injury associated with pressure and shear 
forces.   


 


 Use a barrier product to protect aged skin from exposure to excessive 
moisture in order to reduce the risk of pressure damage.   


 


 Select atraumatic wound dressings to prevent and treat pressure ulcers in 
order to reduce further injury to frail older skin.   
 
When the adhesive attachment to the individual’s skin of a wound 
dressing has greater strength than the cell attachment within the skin 
there is a risk that attempted removal of the wound dressing may separate 
the epidermal layers, or separate the epidermis from the dermis.  Consider 
dressings with a silicone adhesive. 
 



http://www.epuap.org/
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 Develop and implement an individualised continence management plan.   
 


2.11.3   Repositioning 
 


The repositioning and early mobilisation section outlines general 
recommendations for repositioning that remain appropriate for older adults. 


 


 Regularly reposition the older adult who is unable to reposition 
independently, document on appropriate chart.    


 


 Consider the condition of the individual and the pressure redistribution 
support surface in use when deciding if repositioning should be 
implemented as a prevention strategy.   


 


 Exercise caution in position selection and manual handling technique 
when repositioning the older adult.   


 


 Frequently reposition the head of older adults who are sedated, ventilated 
or immobile.   


 


2.11.4   Medical Device Related Pressure Ulcers 
 


 Consider older adults with medical devices to be at risk for pressure ulcers.   
 


 Ensure that medical devices are correctly sizes and fit appropriately to avoid 
excessive pressure.  
 


 Consider using a prophylactic dressing for preventing medical device related 
pressure ulcers, example a thin hydrocolloid. 


 
 


 
 


2.12      INDIVIDUALS IN THE OPERATING DEPARTMENT 
_______________________________________________________________________ 
 


Introduction 
 


During surgery, patients are immobile, positioned on a relatively hard surface, 
are not able to feel the pain caused by pressure and shearing forces, and are 
unable to change their position in order to relieve pressure. 
 


 
2.12.1  Recommendations 


 


 Consider additional risk factors specific to individuals undergoing surgery 
including: 


 
 Duration of time immobilised before surgery; 
 Length of surgery; 
 Increased hypotensive episodes during surgery; 
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 low core temperature during surgery; and 
 reduced mobility on day one postoperatively.  


 


 Use a high specification foam on the operating table for all individuals 
identified as being at risk of pressure ulcer development. 


 


 Position the individual in such a way as to reduce the risk of pressure ulcer 
development during surgery. 
 


 Use additional support surfaces (e.g. facial pads) to offload pressure 
points on the face and body while in the prone position. 


 
 Do not position the individual directly on a medical device unless it  


cannot be avoided. 
  
 


 Ensure that the heels are free of the surface of the operating table. 
 


Ideally, heels should be free of all pressure – a state sometimes called 
‘floating heels’. 
 


 Use heel suspension devices that elevate and offload the heel   
completely in such a way as to distribute the weight of the leg along the 
calf without placing pressure on the Achilles tendon. 
 


 Heel suspension devices are preferable for immobilised individuals in             
  the operating room.        


     


 Position the knees in slight flexion when offloading the heels. 
 


Positioning the knees in slight flexion prevents popliteal vein compression 
and decreases the risk of perioperative DVT. 
 
 


 Consider pressure redistribution prior to and after surgery. 
 


 
 Place the individual on a high specification foam or alternating  


pressure support surface both prior to and after surgery. 
 


 Document the individual’s position and the anatomical areas 
under increased interface pressure during surgery. 
 


 Position the individual in a different posture pre-operatively and 
post-operatively than the posture adopted during surgery. 
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2.13    PALLIATIVE CARE 
______________________________________________________ 
 
 
It is important to implement preventative and treatment interventions in accordance 
with the individual’s wishes, and with consideration to overall health status.  The 
goals of palliative wound care are comfort for the individuals and limiting the impact 
of the wound on quality of life, without the overt intent of healing. 
 


 
2.13.1   Patient and Risk Assessment 
 


 Complete a comprehensive assessment of the individual.  Including Waterlow 
risk assess. 


 


2.13.2   Pressure Redistribution 
 


 Reposition and turn the individual at periodic intervals, in accordance with 
the individual’s wishes, comfort and tolerance.  Document on an appropriate 
chart. 


 
 


 Pre-medicate the individual 20 to 30 minutes prior to a scheduled 
position change for individuals who experience significant pain 


  on movement. 
 


 Consider the individual’s choices in turning, including whether she/he 
  has a position of comfort, after explaining the rationale for turning. 
 


 Consider changing the support surface to improve pressure 
            redistribution and comfort. 
 


 Strive to reposition an individual receiving palliative care at least every  
four hours on a pressure redistributing mattress such as high density 
foam. 


 
 Document turning and repositioning, as well as the factors  


influencing these decisions. 
 


 Consideration should be given when the patient chooses not to be 
            repositioned.  Documentation should include advice given,  
            discussion of consequences of not following advice. 


 
2.13.3   Nutrition and Hydration 
 


 Strive to maintain adequate nutrition and hydration compatible with the 
individual’s condition and wishes.  Adequate nutritional support is often 







 


49 


not attainable when the individual is unable or refuses to eat, based on 
certain disease states.   
 


 Offer nutritional protein supplements when ulcer healing is the goal.   
 


2.13.4   Pressure Ulcer Care 
 


 An individual receiving palliative care whose body systems are shutting 
down often lacks the physiological resources necessary for complete 
healing of the pressure ulcers.  As such, the goal of care may be to 
maintain or improve the status of the pressure ulcer rather than heal it.  


 


 Set treatment goals consistent with the values and goals of the individual, 
while considering input from the individual’s significant others.   


 
 Assess the impact of the pressure ulcer on quality of life for the 


individual and his/her significant others. 
   


 Set a goal to enhance quality of life, even if the pressure ulcer cannot 
be healed or treatment does not lead to closure/healing. 


   
 Assess the individual initially and at any change in their condition to re-


evaluate the plan of care. 
   


 Assess the pressure ulcer initially and with each dressing change, but at least 
weekly (unless death is imminent) and document findings.   
 


 Monitor the pressure ulcer in order to continue to meet the goals of 
comfort and reduction in wound pain, addressing wound symptoms 
that impact quality of life such as malodour and exudate.   


 
 


2.13.5   Control Wound Odour 
 


 Manage malodour through regular wound cleansing; assessment and 
management of infection; and debridement of devitalised tissue, with 
consideration to the individual’s wishes and goals of care.  


 


 Consider use of topical metronidazole to effectively control pressure 
ulcer odour associated with anaerobic bacteria and protozoal 
infections.   


 


 Consider use of antimicrobial dressings to help control odour 
 


 Consider use of external odour absorbers or odour maskers for the 
room.  


 


 Manage the pressure ulcer and periwound area on a regular basis as 
consistent with the individual’s wishes.  
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2.13.6  Pain Assessment and Management  
 


 Do not under treat pain in individuals receiving palliative care.   
 


 Select a wound dressing that requires less frequent changing and is less 
likely to cause pain.  


 
 


2.13.7   Resource Assessment  
 


 Assess resources initially and at routine periods thereafter, e.g. Dressings, 
pillows, wedges to aid repositioning, creams, barriers etc. 


 


 Assess environmental resources (e.g. ventilation, windows) initially and at 
routine periods thereafter. 


 


 Educate the individual and his or her significant others regarding skin 
changes at end of life.  Validate that family care providers understand the 
goals and plan of care.   


 


 
2.13.8   Skin Changes At Life’s End  
 


 During the last days of life skin failure along with other end of life skin 
changes can occur. hhtp://www.epuap.org 


 
 
_____________________________________________________________________ 
 


2.14    PAEDIATRIC AND NEONATE CARE  
_____________________________________________________________ 
 
2.14.1 Pressure Ulcer Risk Assessment  
 


 Perform an age appropriate risk assessment that considers risk factors of 
specific concern for paediatric and neonate populations including:  


 Activity and mobility levels 


 Body mass index and/or birth weight 


 Skin maturity 


 Ambient temperature and humidity  


 Nutritional indicators 


 Perfusion and oxygenation  


 Presence of an external device and duration of hospital stay.   
 


 Consider children with medical devices to be at risk for pressure 
ulcers.   


 
 Consider using a reliable and valid paediatric pressure ulcer risk 


assessment tool to facilitate a structured assessment.    
 







 


51 


 
2.14.2 Assessment and Monitoring 


 


 Engage the family or legal guardian involved in the individual’s care when 
establishing goals of care. 


 


 Conduct and document a skin assessment at least daily and after 
procedures for changes related to pressure, friction, shear and moisture. 


 
 Assess the skin on occiput for neonate and paediatric individuals. 


 
 Inspect the skin under and around medical devices at least twice daily 


for the signs of pressure related injury on the surrounding tissue. 


 
2.14.3 Nutritional Management 
 


 Conduct an age appropriate nutritional assessment for neonates and 
children. 
 
 Regularly reassess the nutritional requirements of critically ill neonates 


and children who have or are at risk of, a pressure ulcer. 
 


 Develop an individualised nutrition care plan for neonates and children with, 
or at risk, of, a pressure ulcer. 


 


 Ensure all neonates and children maintain adequate hydration. 
 


 When oral intake is inadequate, consider age appropriate nutritional 
supplements for neonates and children who are at risk of a pressure ulcer 
and are identified as being at risk of malnutrition. 
 


 When oral intake is inadequate, consider age appropriate nutritional 
supplements for neonates and children who have an existing pressure ulcer 
and are identified as being at risk of malnutrition. 
 


 When oral intake is inadequate, consider enteral or parenteral nutritional 
support in neonates and children who are at risk of a pressure ulcer or have 
an existing pressure ulcer and who are also identified as being at risk of 
malnutrition.  
 


2.14.4  Selection of Support Surfaces 


 


 Select an age appropriate, high specification support surface for children at 
high risk of pressure ulcers. 


 
The efficacy and safety of using a support surface designed for an adult 
individual for preventing pressure ulcers in the paediatric population has not 
been investigated thoroughly.  When selecting a pressure redistribution 
support surface for children, consideration should be given to the specific 
bony prominences most at risk. 
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 Select a high specification support surface for premature infants and 
younger children to prevent occipital pressure ulcers. 


 
 


 Ensure that the individual’s height, weight and age are consistent with the 
manufacturer’s recommendations when placing a paediatric individual on a 
low-air-loss bed or alternating pressure support surface. 


 
 This recommendation is based on expert opinion.  The manufacturer’s weight 


recommendations for low-air-loss beds should be followed. 
 
 


2.14.5   Repositioning 


 
 


 Ensure that the heels are free of the surface of the bed. 
 


 Frequently reposition the head of neonates and infants when they are sedated 
and ventilated. 


 
 


 


2.15       SPINAL CORD INJURY (SCI) 
_____________________________________________________________________ 


 
 
The recommendations included in other sections of the document are generally 
appropriate to individuals with spinal cord injury.  This population-specific section 
of the document includes recommendations specific to, or of particular relevance 
for individuals with SCI. 
 


2.15.1 Preventing Pressure Ulcers During the Acute Care Phase 


 


 Transfer the individual off a spinal hardboard/backboard as soon as feasible 
after admission to an acute care facility in consultation with a qualified health 
professional. 


 


 Replace an extrication cervical collar with an acute care rigid collar as soon 
as feasible in consultation with a qualified health professional 
 


2.15.2 Seating Surfaces 
 


 Individualise the selection and periodic re-evaluation of a wheelchair/seating 
support surface and associated equipment for posture and pressure 
redistribution with consideration to: 


 
 


 Body size and configuration 
 The effects of posture and deformity on pressure distribution; and 
 Mobility and lifestyle needs 
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 Refer individuals to a seating professional for evaluation.   
 


 Select a pressure redistribution cushion that: 
 


 Provides contour, uniform pressure distribution, high immersion or 
offloading; 


 Promotes adequate posture and stability; 
 Permits air exchange to minimise temperature and moisture at the buttock 


interface; and 
 Has a stretchable cover that fits loosely on the top cushion surface and is 


capable of conforming to the body contours. 
 


 Assess other seating surfaces commonly used by the individual and 
minimise the risk they may pose to skin. 


 


2.15.3 Additional Support Surface Recommendations for Individuals      
with Existing Pressure Ulcer 


 


 Seat individuals with pressure ulcers on a seating support surface that 
provides contour, uniform pressure distribution, and high immersion or 
offloading. 


 


 Use alternating pressure seating devices carefully for individuals with 
existing pressure ulcers.  Weigh the benefits of off-loading against the 
potential for shear,  based on the construction and operation of the cushion. 
 


2.15.4 Repositioning and Mobility 
 


 Maintain proper positioning and postural control. 
 


 Provide adequate seat tilt to prevent sliding forward in the wheelchair/ 
chair, and adjust footrests and armrests to maintain proper posture and 
pressure redistribution.  Involve occupational therapist in all seating 
assessments. 
 


 Avoid use of elevating leg rests if the individual has inadequate 
hamstring length. 
 
If the hamstring length is inadequate and elevating leg rests are used, 
the pelvis will be pulled into a sacral sitting posture, causing increased 
pressure on the coccyx/sacrum. 
 


 Use variable-position seating (tilt-in-space, recline, and standing) in manual 
or power wheelchairs to redistribute load off the seat surface. 


 
 Tilt the wheelchair before reclining. 


 


 Encourage the individual to reposition regularly while in bed and seated. 
 


 Provide appropriate assistive devices to promote bed and seated 
mobility. 
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 Establish pressure relief schedules that prescribe the frequency and duration 
of weight shifts. 


 
 Teach individuals to do ‘pressure relief lifts; or other pressure relieving  


  manoeuvres as appropriate. 
 


 Identify effective pressure relief methods and educate individuals in 
     performance of methods consistent with the ability of the individual. 


 
 


2.15.6 Additional Repositioning Recommendations for Individuals With              
Existing Pressure Ulcers 


 


 Weigh the risks and benefits of supported sitting versus bed rest against 
benefits to both physical and emotional health. 


 
 Consider periods of bed rest to promote ischial and sacral ulcer 


healing. Ideally, ischial ulcers should heal in an environment where the 
ulcers are free of pressure and other mechanical stress. 


 
 Develop a schedule for progressive sitting according to the individual’s 


tolerance and pressure ulcer response in conjunction with a seating 
professional. 


 


 Avoid seating an individual with an ulcer in a full erect posture in chair or 
bed.  The ischial region bears intense pressure when the individual is seated. 
 
 


2.15.7   Electrical stimulation for Preventing Pressure Ulcers 
 
There is emerging evidence that electrical stimulation induces intermittent tetanic 
muscle contractions and reduces the risk of pressure ulcer development in at-risk 
body parts, especially individuals with spinal cord injury. 
 


 Consider the use of electrical stimulation for anatomical locations at risk of 
pressure ulcer development in individuals with spinal cord injury. 


 


 
2.15.8   Education and the Individual’s Involvement in Care 
 


 Promote and facilitate self-management for individuals with spinal cord 
injury. 


 


 Provide individuals with spinal cord injury and their caregivers with 
structures and ongoing education on prevention and treatment of pressure 
ulcers at a level appropriate to their education background. 
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______________________________________________________________________ 
 


2.16    HEALTH PROFESSOINAL EDUCATION 


 
______________________________________________________________________ 
 


2.16.1  Recommendations 


 


 Assess knowledge and attitudes of professional staff regularly using reliable 
and valid competency assessment tools appropriate to the clinical setting. 


 


 Provide regular evidence-based pressure ulcer prevention and treatment 
education. 
 
 Evaluate learning outcomes before and after implementing an 


education programme. 
 


 Tailor training and education on pressure ulcer prevention and treatment to 
both the needs of members of the healthcare team as well as the 
organisation. 


 


 Utilise interactive and innovative learning in the design and implementation of 
a pressure ulcer prevention and treatment education programme. 
 


 Consider incorporating the following components into the pressure ulcer 
prevention and treatment education/training programme: 


 
 Aetiology and risk factors for pressure ulcers; 
 Classification of pressure ulcers; 
 Differential diagnosis; 
 Risk assessment; 
 Skin assessment; 
 Documentation of risk assessment and a preventative care plan; 
 Selection and use of pressure redistribution support surfaces; 
 Repositioning, including manual handling and use of equipment; 
 Nutrition; 
 The importance of an inter-professional approach; and 
 Education and the individual and his or her informal caregivers. 


 


2.16.2  Education should be evidence-based. 
 


 Educate health care professionals on how to conduct an accurate and 
Reliable risk assessment. 
 
 


 Educate health professionals in the use of the International EPUAP 
Pressure Ulcer Classification System. 
 


 Educate health professionals in differentiating pressure ulcers from  
other types of wounds. 
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______________________________________________________________________ 


 


2.17  PATIENT/CARER INFORMATION 


 
______________________________________________________________________ 
 
 


2.17.1 Information for Individuals With or at High Risk of Pressure 
           Ulcers 
 


 Ensure patients are given information leaflets about pressure ulcers and their 
prevention as part of their routine care.  Discuss the leaflet and encourage 
questioning (Ensure you document your conversations and consequences of 
not following advice). 


 
________________________________________________________________________ 


 
2.18 TRANSPORTING PATIENTS 
_____________________________________________________________  
 
 


2.18.1  Internal Transportation of Patients 
 


Where patients with or at risk of pressure damage are required to attend other 
departments for tests, investigations etc., this should be organised to 
address the following: 


 
2.18.2  Mode of Transport 


 
A trolley may be more suitable for a patient with a pressure ulcer on their 
sacrum or buttocks even though they might otherwise be considered fit to be 
moved in a wheelchair.  Where trolley overlays are available, these should be 
used for vulnerable patients. 
 
Wheelchairs without both footplates must not be used to transport patients.  
Where a wheelchair cushion is available, this should be used. 
 
Where patients are being moved from bed to trolley, attention should be given 
to preventing shearing forces on the patient’s skin.  Slide sheets and transfer 
boards should be used. 


 


2.18.3  Minimising Delays  
 


Departments may have systems to fast-track patients; consult the appropriate 
department prior to transfer, with or at risk of developing pressure damage.  
When arranging tests in other departments, the patient’s status should be 
notified to the department concerned.  
 
When a patient is escorted by a member of the nursing team they should 
ensure that the patient receives appropriate pressure relieving care during 







 


57 


the time spent away from the ward.  Where the care of the patient is 
temporarily transferred to another department, the nurse responsible for the 
patient should inform the department of the care provided.  


 


2.18.4 External Transportation of Patients 
 


When arranging ambulance transport for patients, the ambulance service will 
be notified where the patient has, or is at risk of developing, pressure 
damage.  The ambulance service will be asked to supply a stretcher 
ambulance for all patients with a pressure ulcer on their sacrum or buttocks 
or at high risk of developing pressure damage.  
 
If a patient is being taken to a hospital for tests, the relevant department 
should be notified if the patient is at risk, to endeavour to minimise delays.  
Where a stretcher overlay is used to transport the patient, this should be used 
on any trolley at the hospital, where the patient is attending for tests, and 
returned with the patient on the return journey.  
 
Prior to transporting patients, the patient should be nursed wherever possible 
in a position that they will not be travelling in, i.e. a patient who will travel 
laying on their back, should be nursed on their side for two hours prior to the 
journey.  On the return to the ward/home, the patient should have their 
position altered again after the journey.  
 
The nurse escorting the patient will have continuing responsibility for 
ensuring that any pressure area care required during the time away from the 
ward/home is delivered.  
 
Where a patient will not have a nurse escort, the nurse handing over care to 
the ambulance service will detail the care required during the journey.  


 


2.18.5  Patients Requiring Stretcher Overlays 
 


When booking the ambulance for a patient with, or at risk of developing, 
pressure damage, it is necessary to identify on the booking form the 
following information:  
 


 Patient at risk of or with pressure damage 
 Stretcher required, with or without overlay 


 
This information can be recorded on the special instructions section on the 
form.  


 
2.18.6   Action by Ambulance Crew 
 


Upon receipt of the call, where a stretcher overlay is required, the ambulance 
crew will collect the overlay from the nearest available point.  
 


2.18.7  Handover – Continuity of Care 
 
The ambulance crew will be briefed by the nurse/carer of the patient’s special 
needs during the journey.  
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______________________________________________________________________ 
 


2.19   Discharge and Transfer  
 


_____________________________________________________________________ 


 
When discharging a patient with, or at risk of, pressure damage the same 
principle apply as with any discharge and transfer.  Preparation and planning 
should begin as early as possible in order that continuity of care can be 
achieved.  
 
Information that should be notified in advance of the discharge/transfer within 
the written document should include:  
 


1. Patient’s risk assessment score 
2. Grade of ulcer  
3. Site(s) of ulcer 
4. Present dressings and date last changed 


 
If a patient requires nursing on a pressure relieving bed, the receiving area 
will require sufficient notice of the discharge/transfer in order that they may 
arrange to provide similar support. Also send photocopies of the Wound 
Assessment Chart, Tissue Viability Advice sheet (if in use), A Root Cause 
Analysis/Pressure ulcer additional information form if applicable. 


 
 
_______________________________________________________________________ 
 


2.20   Incidence and Prevalence Monitoring Information 
 


______________________________________________________________________ 
 


The purpose of monitoring information is to ascertain the number of residents in 
Barnsley nursing homes with pressure damage and its origins, to identify problem 
areas, implement prevention programmes – including staff training, and to evaluate 
the overall effectiveness of existing prevention programmes.  It is not a tool to be 
used punitively.  


 
 
Monthly statistics are collected from nursing homes and returned to the Community 
Tissue Viability Service. 
 
Pressure ulcer additional information forms will be completed for all pressure ulcers 
grade 3 and above, that have occurred in the nursing home, by a member of the 
tissue viability team. 
 
Reporting forms for incidence and prevalence monitoring within Barnsley nursing 
homes are on next pages. 
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______________________________________________________________________ 
 


2.21   Prevalence Monitoring Information 
______________________________________________________________________ 
 


The purpose on monitoring prevalence is to find out, at a point in time, the overall 
number of patients with pressure damage currently being cared for by the hospital, 
community services or the nursing or residential home.  It will distinguish between 
those admitted with pressure damage and those who developed damage since 
admission (incidence ulcer). 


 
Caution should be used in interpreting the latter information; a patient admitted as 
an emergency having being found lying on the floor of their home, may arrive at 
Accident and Emergency with intact skin.  The damage to their skin however, will 
have already begun.  


 


 
 


 
 


2.22 Pressure Ulcer Reporting Process  
 
 


 All pressure damage grade II and above will be recording on an incident 
report via Datix.  Including patients admitted to your care with existing 
pressure damage and patients who develop pressure damage whilst in your 
care. (follow flow chart on next page).   


 


 R.C.A. (Root Cause Analysis)/Pressure Ulcer Additional Information (PUAI) 
 


All patients who develop pressure ulcers Grade III and above, whilst in your 
care, should have a RCA/PUAI form completed. 
 
The incident report with an attached RCA/PUAI should be completed via the 
Datix  
system. 
 
See flow chart - pressure ulcer reporting process. 
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PRESSURE ULCER REPORTING PROCESS 


 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
 
 
  
 
 
 
 
 
  
Review Date: November 2016 
 


Patient admitted with pressure ulcer (PREVALENCE) 
Complete Incident Report via Datix 


To include: Grade, site of wound, where the ulcer originated 
(Patient’s home, BHNFT, Care Home), 


Also complete Incidence Report via Datix if the patient develops 
A pressure ulcer whilst in your care: (INCIDENCE) 


Date pressure ulcer identified 
For grade 3 and 4 pressure ulcers complete and attach a pressure 


Ulcer additional information form to the Datix report 
 


Responsible person to complete the 
investigation report on Datix for  


Grades II and above 
(Ward/Unit Manager- District Nurse) 


 


Pressue ulcer additional 
information form can be attached by 
the unit manager or clinical lead if it 


is not completed at the time of 
Reporting on Datix 


 


The incident is attributed by the 


Tissue Viability Nurse 


Following the Attribution meeting the 
TV nurse will up-date the decision on 
each Datix report and will 
communicate with patient safety for 
each avoidable decision. 


Community Patients: 
Who have a pressure ulcer additional 
information form in place – if admitted 
to hospital.  The TV Team at BHNFT 
will contact the community TV Team 
for a copy of the form. 


All Grade 2 pressure ulcer attributed to 
SWYFT 


 will be investigated.  A decision will be made 
whether avoidable or unavoidable. 


This will be recorded on Datix by the 
Tissue Viability Nurse  


 


Patient safety will report all avoidable 
Grade 3 and 4 PU’s on STEIS and to 


the CCG 


Residential patients: 


Leave a copy to be attached to 
care home’s hospital admission 
pro forma to take in case of 
emergency admission 


In-patients: 
On discharge from the ward, 
photocopy of the PU additional 
info form and send to discharge 
destination i.e. Nursing  Home, 


Residential Home, District nurse 
team etc. 


All Grade 3 and 4 pressure ulcers attributed 
to SWYFT will be discussed at the monthly 
Attribution Group Meeting (1st Tuesday of 
month).  A decision will be made whether 


avoidable or unavoidable. 
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BHNFT Serious Incident Reporting Flow Chart for Grade 3 /4 Pressure Ulcers 


 


 


 


 


  


 


 


 


 


 


 


 


 


 


 


 


 


 


    


 


  


 


 
 
 
 
 
 


Grade 3 or 4 pressure ulcer identified  


Pressure ulcer logged onto Datix by ward staff as soon as incident identified  


Pressure Ulcer confirmed as avoidable or unavoidable 
 


RCAs to be presented at RCA 
Overview Group by Lead TVN 


PU Reported onto STEIS by Lead TVN 
Confirmation email sent by CCG to 
Lead TVN Lead TVN to forward 
confirmation email to Matron, HoN and 
Patient Safety Lead with date for 
submission of SI (within 60 working days) 


Referral made to TV Team (online or Blp 819). Patient reviewed by TVN within 1 working day and 
grading confirmed 


RCA with Action Plan to be completed by Lead Nurse of ward / area where pressure ulcer 
attributed to, within 5 working days. If input is required from other areas, then MDT meeting to be 
set up, within the timescale, to complete RCA documentation. RCA to provisionally confirm if PU 
was avoidable or unavoidable 


RCA to be signed off by Matron and HoN, and sent to Lead TVN  
 


Date of RCA presentation at PU Forum to be confirmed with Lead Nurse / Matron / HoN 


RCA to be presented to PU Forum by Lead Nurse, with support from HoN 
 


Unavoidable 


RCA action plan to be 
completed 


Avoidable 


RCA action plan to be 
completed 


Matron to complete SI  
SI to be Signed off by HoN 
Completed SI to be sent to Lead 
TVN for submission to CCG  


STEIS reporting not    
required 


 If pressure damage identified on or within 72 hours of admission, hospital RCA not required. 


 If pressure damage identified  after 72 hours of admission, hospital RCA is required 
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DATE 
 
 
Manager/s  
Barnsley Nursing / Care Homes 


 
 
Dear Manager 
 
RE:  MONTHLY INCIDENCE & PREVALENCE MONITORING FIGURES 
 
Please find enclosed copy of the pressure ulcer Incidence & Prevalence forms (sheet 1 & 
sheet 2).  
 
Could you please familiarise yourself with the new forms and ensure they are completed 
accurately.  Residents with more than one pressure ulcer need all wounds documenting 
and grading on the form. 
 
It will be the responsibility of each Care Home to complete both forms on the 
 20th of each month and post them to Tissue Viability Secretary (return address labels 
enclosed). 
 
Your PROMPT RETURN by the 25th is essential. 
 
Failure to return this information could trigger a low level concern being raised with 
the commissioners. 
 
 
Yours sincerely 
 
 
 
Lynne Hepworth 
Lead Tissue Viability Specialist Nurse 
 
 
 
 


Community Tissue Viability Service 


Apollo Court Medical Centre 
High Street 


Dodworth 
Barnsley 
S75 3RF 


 
Tel:   01226 209885 
Fax:  01226 209888 
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NURSING / CARE HOMES                 


 
 INCIDENCE & PREVALENCE MONITORING  - Sheet 1 


 
PRESSURE DAMAGE 


 
MONTH COMPLETED: …………………………………………………………….    
  
COMPLETED BY: ………………………………………………………………….. 
 
CARE HOME: ………………………………… Tel No:  …………………………. 
 


 
A 


 
Number of nursing residents in the care home 


 


 
B 


 
Number of nursing residents AT RISK  
(i.e. Norton Score 14 or below or Waterlow 10 or above) 
 


 


 
C 


 
Number of nursing residents at risk WITHOUT 
Pressure Damage 
 


 


 
D 


 
Number of nursing residents at risk WITH Pressure 
Damage 
 


 


 


 Check FORMULA -    Add C + D should = B 
 


 
E 


 
Number of nursing residents  who developed Pressure  
Damage whilst in YOUR NURSING CARE 
 


 


 


Please complete an incidence form for grade ΙΙ and above and submit  
the form  to your care home manager 
 
 


 


Please complete sheet 1 & 2 on the 20th of each month and post both 
sheets to the Tissue Viability Office by the 25th of each month. 
 
Many thanks 
 
 


Lynne Hepworth 


Lead Tissue Viability Nurse Specialist 
Tel:  01226 209885 







 


64 
 


 
INCIDENCE  &  PREVALENCE MONITORING         


 
PRESSURE DAMAGE – TISSUE VIABILITY INFORMATION  - Sheet 2 


 
Please complete and enter all patients with any pressure damage or pressure care intervention. 
All pressure ulcers need documenting as some patients may have more than one pressure ulcer. 
 
Form completed by: ……………………………    Care Home:  …………….…………………..       Month end: ……………… 


 
 


NHS Number 


 
Residents 


Initials 


 
D.O.B 


 
SEX 


 
M / F 


Pressure ulcer 
present on 


admission to care 
home 


Y / N 


 
Date pressure 
ulcer occurred 


 
Site of pressure 


ulcer 


 
Grade of 
pressure 


ulcer 


 
Reposition 


chart in place 
Y / N 


 
Frequency 


of 
 re-positioning 


 


 
Name of mattress 


in use 


 
 


          


 
 


          


 
 


          


 
 


          


 
 


          


 
 


          


 
 


          


 
 


          


 
 


          


 
* Please keep a photocopy of this form for your records 
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PART 3 
 


 
POLICIES FOR SPECIALIST AREAS 


 
 


 
 


3.1 Ambulance Services    
 


3.1.1 Education and Training  
3.1.2   Equipment   
3.1.3   Assessment of the Patient’s Risk  
3.1.4   Transferring Patients  
3.1.5   General Prevention Measures   


 


 


3.2  Accident and Emergency Department 
 


3.2.1  Assessment  
3.2.2.  Equipment 
3.2.3   Trolley Patients 
3.2.4   Incontinence 
3.2.5   Specific Nursing Action 
3.2.6   Transfer/Liaison with other Departments 
3.2.7   Wards 
3.2.8   Transfer to other Hospitals/Nursing Homes 
3.2.9.  Staff Training/Introduction   
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3.1  Ambulance Service 
 
3.1.1 Education and Training  


 
There will be a staff education and training programme, which covers the 
following areas:   


 


 Lifting, moving and positioning of patients to prevent damage to their skin 
   


 Assessment of the patient and their risk of developing pressure damage 
 


 Prevention of pressure damage through identification of contributing 
factors and action, where possible, to minimise or remove these 
contributing factors  


 
3.1.2 Equipment  


 
Pressure relieving equipment and aids should be of proven effectiveness.  
The Department of Health Medical Devices Directorate evaluates pressure 
relieving equipment and produces reports available free to the NHS.  
 
Pressure relieving equipment and aids will be cleaned, maintained and 
replaced in accordance with the manufacturer’s instructions.  
 


3.1.3 Assessment of the Patient’s Risk 
 
Patients’ whose first contact with the health services is with the ambulance 
service e.g. as a result on a 999 call, will have their risk of developing 
pressure damage assessed.  
 
The ambulance staff will document the risk score and will communicate this 
to the receiving hospital staff, along with any other contributory factors, e.g. 
the situation and position that the patient was found in.  
  


3.1.4 Transferring Patients  
 
Patients being transferred from one health care unit to another, either 
permanently or for investigations, should have their risk of pressure damage 
noted to the ambulance services at the time of booking the ambulance.  
 
When arranging ambulances for at risk patients, the ambulance service will 
endeavour to minimise delays in transporting these patients. 
 
Where stretcher overlays are available, these should be used for vulnerable 
patients.  
 
Where a nurse is escorting a patient, the responsibility for ensuring 
appropriate care for the patient to prevent further or new pressure damage 
will rest with the nurse.  The ambulance service will cooperate with the nurse 
to provide that care and will ensure that when moving or positioning the 
patient, due regard is given to preventing skin damage.  
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Where a patient is to be transferred without a nurse escort, particularly where 
the journey time is in excess of 2 hours, it is the responsibility of the nurse 
handing over care to the ambulance service to detail the care required by the 
patient during the journey.  This will include positioning, easing of pressure 
areas and how frequently this will be required.  


 
 


3.1.5 General Prevention Measures 
 
For all patients being transferred by ambulance, certain simple measures can 
be taken in order to minimise new or further pressure damage: 


 


 Remove wet clothing, where possible 
 


 Ensure the patient is not lying on creased linen or clothing.  Re-position 
clothing to ensure that zips etc do not lie beneath the patient.  Items in 
trouser pockets, such as keys, should be removed.  


 


 Ambulance stretcher covers that have ironed-in creases, darns or 
patches should be rejected and returned to the laundry for re-laundering 
or disposal, as appropriate.  


 


 Use pressure relieving aids where available. 
 


 When lifting or moving, always ensure that the patient is lifted clear of the 
surface beneath them to prevent shearing forces on their skin.  


 


 For patients undergoing long journeys, without a nurse escort, the crew 
should relieve pressure every two hours.  However the crew should 
always obtain information from the nurse handing over care. 


 


3.2 Emergency Department 
 
3.2.1 Assessment 


 
All trolley patients must be treated as high risk until they have been 
assessed. 
 
All trolley patients must be assessed for their risk of developing pressure 
damage using the Waterlow Score.  Certain patients will always be classed 
at high risk and must be attended to immediately.  These patients are those 
who are:  


 


 Unconscious  


 Paralysed 


 Grossly dehydrated, or  


 Suffering from major trauma/surgery  
 


The Waterlow risk assessment must be made on the emergency department 
pressure ulcer assessment form and a report made of the nursing action 
taken.  Where the patient is identified as being at risk or where existing 
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pressure damage is found, a pressure damage prevention programme must 
commence immediately.  


 
3.2.2 Equipment  


 
Ensure the patient is placed on a trolley with a pressure relieving mattress.  
 
Ensure that a minimum of three pillows, are available to aid positioning.  
 
Stretcher covers/padding should be free from creases, soiling or wrinkles.  
Trolley Mattresses that are damaged must be reported and action taken 
immediately.  Damaged equipment or linen must not be used.  


 
3.2.3 Trolley Patients 


 
Remove outer clothing to prevent damage from lying on zips, buttons etc.  
gowns must be made of soft material.  
 
NB: Gowns should not be fastened or tucked beneath patients lying on 


trolleys.  
 


3.2.4 Incontinence  
 
All patients who are soiled must be attended to immediately.  
 
Patients confined to a bed/trolley should be offered bedpans or urinals as 
necessary.  


 
3.2.5 Specific Nursing Action 


 
Trolley patients should have their skin checked for signs of reddening at 
regular intervals.  Any changes should be recorded, including action taken.  
 
Patients confined to a wheelchair due to their injury should be stood or 
assisted to stand at least every 30 minutes to relieve pressure.  


 
3.2.6 Transfer/Liaison with other Departments 
 


The presence of pressure damage or risk will be noted on the X-ray card and 
the radiographer informed of the risk.  
 
Patients at high risk of pressure damage should remain in the Emergency 
Department until the radiographer is ready for them.  This will allow nursing  
staff to continue pressure area care.  


 
3.2.7 Wards 
 


The ward will be notified by telephone of the presence of pressure 
damage/risk and the relevant Waterlow score.  
 
A copy of the ‘at risk’ Waterlow score and action taken will be sent to the 
ward.  
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3.2.8 Transfer to other Hospitals/Nursing Homes 
 


When booking ambulance transport the presence/risk of pressure damage 
with the relevant ‘at risk’ Waterlow score will be made known.   
 
The ambulance crew will also be notified of the pressure damage/risk.  
 
The receiving unit will be advised by telephone of the presence of pressure 
damage/risk.  
 
A copy of the nurse transfer form will be sent to the receiving unit or ward.  


 
3.2.9 Staff Training/Induction  
 


All new staff to the department will be asked to read this policy and the 
system explained to them by a registered nurse.  
 
Staff will be expected to up-date their knowledge and attend pressure ulcer 
prevention and management training sessions as part of the tissue viability 
training plan. 
 
All staff will be aware of the Trust’s Moving and Handling procedure, and will 
receive appropriate training to their role. 
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PART 4 
 


LEG ULCER GUIDELINES 


 
4.1 Treatment for Venous Leg Ulcers    
 


4.1.1 Leg Ulcer Assessment, Including Doppler 
4.1.2 Compression Bandaging 
4.1.3 Patient Education 
4.1.4 Diet 
4.1.5 Exercise  


 
4.2 Leg Ulcer Assessment  
 


4.2.1 Medical History 
4.2.2 Limb Assessment  
4.2.3 Doppler 
4.2.4 Pain Control  
4.2.5 After Care 
4.2.6 Leg Ulcer Assessment Form  
 


 


4.3 Compression Therapy  
 


4.3.1 4-Layer Bandage System 
4.3.2 Reduced Compression 
4.3.3 Bandage Types 
4.3.4 Compression Hosiery 


 
4.4 Leg Ulcer Referral Route  
 
4.5 Differential Diagnosis  
 
4.6 General Advice Leaflet 
 
4.7 Advice for Healing Leg Ulcers 
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4.1 Treatment for Venous Leg Ulcers  
 
To reduce/reverse venous hypotension by supporting the superficial venous 
system and increase the flow of blood back up through the deep veins.  
 


4.1.1 Leg Ulcer Assessment, Including Doppler 
 
All wounds on the lower leg that remain non-healing, for more than 6 weeks 
should have an initial full assessment, including dopplers, if not showing 
signs of healing after 12 weeks, repeat.  


 
4.1.2 Compression Bandaging 


 
If no cellulitis in the skin, 4-layer is the first choice for achieving graduated 
compression.  It is important to measure the leg to get correct size of 
bandages, and to assist shaping the leg using wool bandages to achieve a 
graduated shape.  Also a two layer, full compression system, will achieve 
graduated compression, following the manufacturers guidance.  These will 
enable the patient’s own footwear to fit. 
 


4.1.3 Patient Education  
 
Give the patient verbal and written information.  
 


4.1.4 Diet 
 
Advise a healthy, well balanced diet that includes proteins, vitamins and 
minerals e.g. meat, fish, fresh fruit and vegetables and milk.   


 
If the patient is overweight advise to try and lose some weight, involve 
dietician via GP if necessary.  
 


4.1.5 Exercise  
 
Advise against standing for long periods, walking is good exercise.  


 
When resting advise to try and elevate legs, preferably heart level or above.    
 
Advise not to cross legs when sitting and not to wear tight fitting shoes or 
socks.  
 
Advise exercising the ankle and rotating the foot to aid the calf muscle pump 
action. 


 


4.2 Leg Ulcer Assessment  
 


(To Be Carried Out On All Lower Leg Wounds Of 6-Weeks Duration Or More) 
 


4.2.1 Medical History 


 
Medication, diet, family traits, history of previous leg ulcers, lifestyle, any 
underlying disease or allergies. 
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Underling conditions such as malnourishment, anaemia, thyroid problems, 
obesity, diabetes, rheumatoid arthritis, hypertension, varicose veins should 
be treated if possible; if not ulcers will not heal or will be very slow to heal.   
 
Other conditions that should be identified are coronary heart disease, stroke, 
claudication and TIA as these help to identify the type of ulcer i.e. venous, 
arterial or mixed.  


 
4.2.2 Limb Assessment  
 


Is the leg warm/cold, hairless, shiny? Is oedema present (if yes, when and 
type)?  Is there staining, eczema, indurations or ankle flair?  Is the leg painful, 
if so, when day/night, resting active? 


 
4.2.3 Doppler 
 


Should confirm interpretation of other information.  If ankle brachial pressure 
index (APBI) <0.8 consult TV team. Refer to GP for vascular assessment.  
Treat the wound without compression, until another opinion is obtained.  
 
Listen to the arterial sounds during the assessment, Triphasic, Biphasic or 
Monophasic. Triphasic sounds are healthiest, Monophasic  indicate some 
arterial disease. 


 
4.2.4 Pain Control 
 


It is very important to control the pain, pain can restrict movement.  Pain 
control is essential for compliance.  In some cases (e.g. severe arterial 
disease) the patient may require  regular analgesics for pain relief.  Also 
consider other comfort actions, such as footstool, bed cradle.  


 
4.2.5 After Care  
 


When the wound is healed, it is important to prevent recurrence.  Verbal and 
written information, on care of legs should be given.   Compression hosiery 
should be worn.  Prescriptions should be issued for 2 pairs every 6 months. 
 
Annual Doppler test to check ABPI.  Advice on the use of emollients and skin 
care to prevent tissue breakdown. 
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4.2.6 Leg Ulcer Assessment Form 


TISSUE VIABILITY SERVICE - LEG ULCER ASSESSMENT  
 


Patient No:                  Date:       


NHS No.                       
 


Surname : Title: 


Forenames: Dob:                            Sex:  M / F 


 


Medication:  


Allergies:  Urinalysis: 


Current Treatment:  


                                                                            
MEDICAL HISTORY HEALTH PROMOTION  (tick,  cross or circle) 


   MI  Weight Management Advice: 


   CVA  Height: 
 


Weight: 


   TIA  


   Claudication  Mobility:   walks freely  /  walks with aids  /  exercise 


   Previous Arterial Surgery  Substance misuse:  


   Diabetes  Alcohol units per week:  


   Arthritis  Personal Hygiene:  


   Leg Oedema  Continence Issues:  


   Pulmonary Embolism  Communication Issues: 


   Previous DVT  Pain score:     Day  …… Night ……. Resting ….. 


   Thrombophlebitis  Where do you sleep?   Bed  /  Chair 


Lower Leg Fractures  Do you Smoke?  Yes  / Previously / Never   How Many per day?   


   Previous VV Surgery  Comments: 


   V V’s present  


   Lipodermatosclerosis   


Number of pregnancies  


DOPPLER ASSESSMENT 


                                                       
                                                                                       Blood Pressure: 
  


Right 
Leg 


 
Left 
Leg 


 Please record results using the 
following codes: 
T - Triphasic 
B - Biphasic 
M - Monophasic 


 
 


RIGHT 


 
 


LEFT 


    Result T B M Result T B M 


Ankle(cms)   Brachial Pulse         


Gaiter(cms)   Dorsal Pedis Pulse: DPP         


Calf (cms) 
 


  Posterior Tibial Pulse: 
PTP 


        


            


Ankle 
movement 


  Ankle Brachial Pressure: 
ABPI 


        


Full   Index:         


Restricted    


NORMAL RANGE ABPI  =  0.8  TO  1.3 Fixed   
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Name: …………………………………………………….    NHS No: …………………………………………………… 


POSITION OF ULCER (Indicate by Numbers) 


           
Ulcer Number 1 2 3 4 5 6 


Ulcer Site       


Duration of present ulcer 


(months) 


      


Size of Ulcer       


Appearance:                


Sloughy 


      


                             


Granulating 


      


                           


Epithelialising  


      


Depth:                         


Superficial 


      


                                   Deep       


Skin:                         Normal       


Eczema                     Dry       


Eczema                     Wet       


Maceration        


Cellulitis       


Summary of Causes - please circle: 
  Venous Arterial Arthritic Vasculitic 


  Diabetic Obesity Trauma Malignancy 


  Frailty Poor Mobility Other  .................................................. 
 


RECOMMENDED TREATMENT………………………………………………………………………………….. 


ADDITIONAL INFORMATION  ……………………………………………………………………………………. 
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4.3 Compression Therapy 
 


Compression can be applied to a leg ulcer following a full assessment and 
doppler.  Be aware of conditions that may contribute toward the development 
of leg ulcers, arterial disease, stroke, heart disease, severe heart failure, 
claudication, MI, rheumatoid arthritis, diabetes, Raynaud’s disease, sickle cell 


anaemia.  Do not apply compression if cellulitis is present.  
 
If applying compression for the first time, written and verbal instructions 
should be given so that the patient will know how to remove the bandage if 
the toes should become numb or discoloured and how to contact the nurse if 
needed.  There should be a follow-up visit from the nurse within 24 hours to 
check for any problems.  
 
Record wound progress every week on Wound Assessment Chart.  If not 
showing signs of improvement, check for systemic infection, i.e. pain, heat, 
inflammation, swelling then treat, if necessary.  
 
If not showing signs of infection, with the GP’s permission, take blood 
samples for FBC, U&E, TFT, RBS, check for compliance and continue to 
compress.   Also check if patient is sleeping in bed at night, as not resting in 
bed will result in dependent oedema not being reduced. 
 
If no improvement at 12 weeks, refer to the TV Nurse for further investigation.  


 
4.3.1 4-Layer Bandage (long stretch) 


 
Contact layer - Non-adherent dressing  
 
Layer 1 - Orthopaedic wool to protect the limb, spiral toe to knee.  Bony 
prominence padded and leg shaped with the wool to provide shape to give 
graduated compression.  Use a tape measure to ensure the calf 
circumference is 10cms greater than the ankle circumference.   2-3 rolls of 
wool may be needed (or even more). 
 
Layer 2 – Crepe, or light support equivalent bandage over the wool layer toe 
to knee with 50% overlap spiral application. 
 
Layer 3 – Class 3a bandage toe to knee, 50% overlap, 50% stretch in a figure 
of eight application. 
 
Layer 4 – Cohesive layer, (class 3b bandage), toe to knee, 50% overlap/50% 
stretch in a spiral application.  


 
NB: Never apply compression before assessment.  If arterial disease is 


suspected, refer as appropriate.  
 
4.3.2 Reduced Compression 
 


If patients are referred out of hospital on reduced compression therapy, 
ensure clear instructions are given regarding bandaging techniques (i.e. 3 
Layer top spiral or figure 8). 
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4.3.3 Bandage Types 
 
 Retention Bandages 
 


Keeps dressings close to the wound without inhibiting movement or 
restricting blood flow.  They are available in widths of 5cm, 7.5cm, 10cm and 


15cm.  Some of those commonly used are K-band, Acti-wrap, and 
Easyfix. 
 
Light Support 
 
Used to support mild sprains and joints.  There is no evidence to support the 
effectiveness, however, they do provide light support without exerting undue 
pressure.  Available in widths of 5cm, 7.5cm, 10cm and 15cm.  Bandages in 


this range are Crepe, K-lite, Profore 2 and Clinilite. 
 
Type 3A Compression 
 
Used to give light compression for varicose ulcers, used for reduction of 


oedema.  Available in 10cm and 15cm.  Bandages in this range are Elset, K-
Plus, and Profore 3. 
 
Type 3B Compression 
 
Used to provide support in sports injuries or as a secondary securing 
bandage e.g. over zinc bandages in the treatment of venous ulcers.  Can 
cause skin reactions if next to the skin, if too tight, it can create a tourniquet 


effect.  Not to be used with arterial ulcers.  Coban, Ko-flex, Profore 4. 
 
Type 3C Compression 
 
High compression used in venous insufficiency, venous leg ulcers and gross 
oedema in an averaged sized person.  Requires skill to achieve graduated 
compression.  Not to be used if arterial insufficiency suspected.  If applied 
wrongly, it can cause severe, sometimes irreversible damage to the limb.  


Only available in 10cm widths.  Setopress, Tensopress, Surepress, 
Profore+, K-3C. 
 
Type 3D Compression 
 
Extra high compression, must never be used routinely, it can only be used in 
extreme cases, under specialised supervision.  Mostly with the largest and 


most oedematous limbs.  Available in 7.5cm and 10cm.  Blue Line 
Webbing, Red Line Webbing. 
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Short Stretch Sustained Compression Bandage 
 
Short stretch bandaging is used to provide sustained compression therapy in 
the treatment of venous leg ulcers.  More commonly used in Europe than in 
Britain at the moment. 
  
It works by maintaining a position as the calf muscle expands and because 
the bandage does not give way, force is directed back to the leg where it can 
act more effectively on the deep vein.  It must never be used on patients who 
have marked arterial problems.  
 


Advantages 
 


 Easy to apply with little training – bandage is applied at full stretch. 
  


 Low resting pressure therefore tolerated better for patients who find 
difficulty coping with compression bandages. 


 


 Shoes usually fit over the bandage. 
 


 Not as hot to wear as the 4-Layer bandage system. 
 


 Latex free bandages.  
 


 Safer in ulcers of mixed aetiology as there is little residual compression 
when the leg is at rest, provides low resting pressures. 


 


Disadvantages 
 


 Can slip down, particularly after the first 24 hours, when oedema is 
reduced by the compression, may need re-applying on day one. 


 


 Usually requires the patient to be ambulant to achieve the massage 
effect of the bandage.  


 


Multi-Layer Compression Bandaging  
 
Profore System (Smith & Nephew) 


 


 Tricotex contact layer      Kit Sizes available 


 Profore 1/K-Soft       18cm – 25cm 


 Profore 2/K-Lite                                


 Profore 3/K-Plus                              above 30 cm 


 Profore 4/Ko-Flex     (The bandages will 
o Profore+/K-Plus – Type 3C bandage   vary in each kit) 


                  (in larger size kits)   
 


NB: Profore System should be ordered by ankle circumference.  
 
All the above bandages can be ordered individually. 
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Short Stretch Bandage  - available on prescription 
 


 Actico High compression cohesive bandage 


 Rosidal K High compression cotton bandage (non-cohesive) 
 
            Two layer bandage systems 
 


     Giving 40mmHg at the ankle 
 


 Easy to apply 


 Cool for the patient 


 Shoes usually fit over the bandages 
 
            Systems Available: 
 


 Coban 2 


 K-Two System 


 Koflex UBZ and TLC 
  
           Koflex UBZ    


 


 Two-layer bandage system with zinc oxide 1st layer 
 


Koflex TLC 
 


  Two-layer bandage system with odour reducing 1st layer 
 
 
           Coban 2 (3M) 
 


 Multi-layered bandage system (one size) 
 


Two-layer Bandage Systems (Reduced compression) 
 
                 Systems available for reduced compression. 
                  Coban 2 Lite (for ABPI as low as 0.5 with advice from TV Service) 
                  K-Two (Reduced) 
 


Coban 2 lite (3M) 
 


 Multi-layered reduced bandage system (one size). 
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4.3.4 Compression Hosiery 


 
TYPE  DESCRIPTION USE 


Class 
1 


Light support, open/closed toe 
Compression at ankle 14-17 mm/hg 
Available below knee or thigh length 
Made to measure 
Available on FP10 
 


Superficial or early varicosities  
 
 


Class 
2 


Medium support, open/closed toe 
Ankle pressure 18-24 mm/hg 
Available below knee or thigh length 
Made to measure (closed heel/open 
toe) 
 


Varicosities of medium severity, 
prophylaxis and treatment of ulcers 
and mild oedema 
 


Class 
3  


Strong support,open/closed toe 
Ankle pressure 25 – 35 mm/hg 
Available below knee or thigh length 
Made to measure 
Available on FP10 
 


Gross varicosities, post thrombotic 
venous insufficiency, gross oedema, 
ulcer treatment and prophylaxis.  


 
Two Layer Hosiery for Treating Ulceration (instead of multi-layer bandages) 


 
NAME MANUFACTURER AMOUNT OF COMPRESSION    


AT THE ANKLE 


Activa Leg Ulcer Kit Activa 40 mmHg 


Jobst Ulcercare (with 


zip) 


BSN 40 mmHg 


Mediven Ulcer Kit Medi 40 mmHg 


 
Light Compression Hosiery  (10 mmHg liner stockings) open/closed toe 
 
For patients who have difficulty applying class Ι or ΙΙ stockings or who need less 
compression. 
 
 
Activa Liner Stockings 
           
Giving 10 mmHg at the ankle  in sizes – Small, Medium, Large, X Large and XX Large.
  
Two of these stockings can be worn together on one leg where patients have difficulty 
applying Class ΙΙ  hosiery, giving 20mmHg at the ankle.   







 


80 
   







 


81 


 


4.5 Differential Diagnosis 


 
 VENOUS ARTERIAL 


 
Site Usually gaiter area Anywhere on lower leg/foot 


Shape Usually shallow, flat margins, 
irregular shape 


Often deep punched out edges 


Pain Some, often relieved by rest Greater at night.  Relieved by 
lowering leg 
Claudication on exercise 


Oedema  Generalised Localised 


Varicosities Sometimes Never 


Surrounding skin Venous eczema, 
Lipodermatosclerosis, atrophy 
blanche, ankle flare, staining 
 


Shiny, hairless, pale cold blue 
feet, dependent rubor  


Pulses  Present Absent or diminished 


ABPI Greater than 0.8 Less than 0.8 


 


Mixed Mixed ulcers can be defined as being of both venous and arterial 
aetiology.  A mixed ulcer involves venous and arterial 
insufficiency.  
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4.6 General Advice Leaflet 


 
 
 
 
 
 
 
 


BARNSLEY PCT (N 
 


 
 
    


 


                                 GENERAL ADVICE LEAFLET 
 


LOOKING AFTER VENOUS ULCERS 
DO 


 


1. Walk or exercise if possible as this improves the blood flow around 
           the body.  Gentle ankle exercises when sitting help to improve  
           blood supply to legs and feet e.g.: 
            i)  Rotate ankles in circular motion clockwise and anticlockwise 
       ii)  Pump your calf muscle by pointing toes and then bringing foot 
                back to a right angle with your leg. 
 


2. Rest during the day for a couple of hours – raise legs so that ankles  
are level or above your heart to help blood return to the heart and 
to help reduce any swelling 


 


3. Eat a healthy balanced diet – this will help healing 
 


4. If overweight, try to lose weight, ask your nurse or 
G.P. for advice. 


 


5. If you smoke, try to reduce the number per day or stop smoking 
 


6. Look after your skin, apply creams if prescribed 
 


7. Examine your legs and feet regularly, look for changes in colour or  
any new sores 


 


8. Wear comfortable shoes  
 


9. Avoid extremes in temperature i.e. hot baths, hot water bottles 
or extra cold things 
 


10.      Keep bandages on.  They are meant to feel firm but comfortable.  
If worried about them, contact your district nurse for advice 


 
11.     When you are healed, you will probably be prescribed and fitted 
          with support socks as prevention is better than cure. 
 


DON’T 
 


1.       Do not wear tight shoes or socks 
2.       Do not cross your legs 
3.       Do not stand for long periods of time 
4.       Do not ignore sores or any changes to legs/feet 
5.       Do not remove dressings, contact your nurse if worried 


CONTACT NUMBERS:   
Tissue Viability Nurse:  …………………………………………… 
Your District Nurse/Practice Nurse: …………………………….. 
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PATIENT ADVICE LEAFLET 


 
“prevention is better than cure” 


 
 


COMPRESSION STOCKINGS/SOCKS 
 


1. It is very important that you take special care of your legs and wear  the 
 stockings that have been prescribed for you.  These  will keep the  circulation  


working well in your legs and hopefully prevent your legs from swelling.  If not, you 
are at risk of skin breakdown or the start of an ulcer. 


 


2. The stockings should be comfortable but have to fit firmly and need to be worn 
every day. 


 


3. If you take them off for bed, you need to put them back on first thing in the morning 
before your legs have time to swell. 


 


4. Your stockings should fit smoothly along your leg and have no wrinkles  or 
creases.  Never turn them over at the top 


 


5. Renew your stockings every 3 – 6 months depending on the  manufacturer’s 
instructions, sooner if they no longer fit firmly and comfortably, or if they become 
laddered. 


 


6. Wash your stockings gently as directed by the manufacturer.   
 Avoid detergents or fabric softeners which may irritate your skin.  
 Do not use direct heat or tumble dry, do not iron them. 


 
 


    HOW TO PUT ON STOCKINGS /SOCKS 
 


     1.   Turn stocking inside out up to heel 
     2   Pull foot of stocking over your foot 
     3.   Gradually ease stocking up over heal and ankle 
     4.     Ease rest of stocking up the leg.  Avoid pulling hard at the top 
     5.   Check toe and ankle piece is in place 
 
     SKIN CARE ADVICE 
 


 Looking after the skin on your legs helps prevent infection and breakdown.  Use 
an emollient cream to moisturise your legs as shown in clinic.  Many of these 
creams can also be used instead of soap to wash your legs – check with your 
nurse if you are not sure. 


 Apply any cream in the direction that hair grows, this prevents build up of cream 
at the root of the hair. 


 Avoid injury – knocks, scratches, insect bites etc. 


 Do not sit too close to the fire. 


 Contact your nurse or doctor if there is any damage or irritation or if the skin 
begins to break down again. 
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EXERCISE 


 


Walking (if possible) improves the blood flow around the body.   Gentle exercises when 
sitting help improve the blood supply to the legs and feet e.g.: 
 


i)     rotate ankles in circular motion clockwise and anticlockwise 
ii)     pump your calf muscle by pointing your toes and then bringing foot     
          back to a right angle with your leg. 
 
     REMEMBER EVEN SMALL MOVEMENTS ARE BETTER THAN NONE 
 
 


     ELEVATION 
 


Both legs should be elevated regularly.   
They need to be at least level with your heart to have a good effect. 
 


 Lie down on your settee or bed with your legs raised on a pillow. 


 Do not wear tight garters, socks or shoes which could restrict the blood flow 


 Do not stand still for long periods of time or sit with legs crossed as this will 
interfere with the blood flow to and from your legs. 


 
 


      DIET 
 


 Eat a healthy balanced diet.  Ask your nurse if you need advice. 


 Drinking plenty of fluids, especially water each day will help to prevent skin 
becoming dry. 


 
 
      Contact your nurse or doctor: 
 


1.      If you notice any signs of a new ulcer developing or if you notice pain, when 
         walking or cramp type symptoms. 


 
       2.      To arrange a repeat doppler test in 12 months time 
      (telephone - 01226 209885) 


 
 
 


 
CONTACT NUMBERS: 
 
Your District Nurse: …………………….. 
 
Your Practice Nurse: …………………… 
 
Tissue Viability Office:   01226 209885 
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PART 5 


 
 
 


SKIN TEARS 


 
 


5.1 Definition 
 
5.2 Risk Factors 
 
5.3 Common Precipitating Causes 
 
5.4 Dressings 
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5.1 Definitions 
 


A skin tear is a traumatic wound that occurs principally on the extremities of  older 
adults as a result of friction alone or shearing and friction, which separates both  the 
epidermis and the dermis (partial thickness wound) or which separates both the 
epidermis and the dermis from underlying structures (full thickness wound). 


 


5.2 Risk Factors 
 


 Advancing age 
 


 Dependence for activities of daily living, including bathing, dressing and  
         transferring. 
 


 Impaired mobility and confined to bed, chair or wheelchair 
 


 History of previous skin tears 
 


 Compromised nutritional status 
 


 Sensory and cognitive deficits 
 


 Visible changes in skin including purpura, dryness, pitting oedema  
          and fragility 
 


 Drugs such as corticosteroids and  anticoagulants 
 


 Agitated behaviour in the elderly 
 


 Cardiac, pulmonary and vascular disorders 
 
 


5.3 Common Precipitating Causes 
 


 Knock or bump into bed rail, other furniture or equipment 
 


 Transfers from beds or chairs 
 


 Falls 
 


 Use of restraint 
 


 Removal of tape or adhesive dressings and taking blood 
 


 Staff jewellery, watches, fingernails (see uniform policy) 
 


 Tight or restrictive clothing causing problems when dressing/undressing 
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5.4 Dressings 
 
             Skin closure strips are not always successful due to swelling, and should not be  
   used on elderly skin. 
 


Appropriate dressing will vary depending on classification, exudates amount, skin 
fragility and individual patient factors. 


 
 


 Cleanse to remove residual clot or debris 
 


 Replace and secure skin flap where present 
 


 Cover with appropriate dressing 
 


 Use skin tear kit where possible (available in all care homes) 
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APPENDICES 
 
 
 
 
Appendix 1  300 Tilt – A Pressure Relieving Position  
 
 
Appendix 2   Pain Control Charts 
 
 
Appendix 3  Guidelines to Selecting Pressure Relieving Equipment 
 
 
Appendix 4  Nutrition and Pressure Damage 
 
 
Appendix 5  Wound Assessment Chart 
 
 
Appendix 6  Pressure Ulcer Grade III and IV Root Cause Analysis (RCA) 
   SWYFT 
 
 
Appendix 7  Pressure Ulcer Grade III and IV Root Cause Analysis (RCA) 
   BHNFT 
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Appendix 1 - 300 Tilt – A Pressure Relieving Position 
 
The most important measure for preventing pressure damage is to avoid pressure 
of the tissue to excessive concentrations of pressure.  
 
A simple and inexpensive method of achieving this is done by using three extra 
pillows in the bed to maintain a 300 tilt of the patient’s body in relation to the surface 
of the bed.  This position is particularly useful for patients being nursed in the 
community as it can be taught to carers.  
 
The need for “turning” is reduced to a tilting from one side to the other, totally 
avoiding weight transmission through the bony prominences, using the soft gluteal 
mass instead.  
 
Repositioning no longer requires the carer to take the patient’s weight, as the 
patient is eased from one side to the other rather than being lifted and turned.  
 
The period between changes of position can be extended for up to 8 hours* allowing 
a full night’s sleep for both patient and carer, although a 4 hour* period is more 
normally used, where no special mattress is available.  
 
(This method was developed in 1981 in a Yound Disabled Unit in Lincoln and has 
since been advocated by Ken Preston – a Nurse Specialist in Pressure Area 
Prevention.) 
 
*Careful, ongoing assessment of the patient is required to ensure that they can be 
safely left in one position for extended periods without damage to the skin.  
 
An illustration of the 300 tilt is on the next page.  
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Appendix 1 - The 300 Tilt  - A Pressure Relieving Position  
 


 
 
 


To be scanned 


 


The pillows can be 
positioned on either 
side of the patient 
and, if positioned 
correctly, the patient 
can be safely left up to 
four hours*. 
 
The pillows should be 
positioned so that the 
patient is lying 300 


from flat and weight is 
taken through the 
fleshier areas, such as 
the buttocks, but not 
the bony areas like the 
hips of sacrum.  
 
*Careful, ongoing 
assessment of the 
patient is required to 
ensure that they can 
be safely left in one 
position for extended 
periods without 


damage to the skin.  
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Appendix 2 - Guidelines For Using The Pain Control Chart 


 
Patient’s Name:_____________________________ Unit No: ______________ 
 
Allergies, if any 
 


Type of Pain 
 


 Patient’s description of the pain, and nurse’s assessment of pain, plus site and 
grading.   


 Indicate site(s) of pain on the body chart, using letter ‘A – E’.   


 Grade degree of pain, for each site, using number ‘0 – 5’ (see grading scale) e.g. 
site ‘A’ graded ‘3’, site ‘B’ graded ‘1’. 
 
Example:  


 


Date      Time 5 4 3 2 1 0 


15.1.15  09.03   A  B  


       


 


Action Taken  
 


 Alternative measures, e.g. change of position, relieved by food/drink, or elimination.   


 Diversion therapy, physiotherapy, counselling etc.  


 Review requirements of analgesia given.  


 Additional drugs required, e.g. sedatives, hypnotics, relaxants etc. 
 


Analgesia Given 
 


 Name of drug, route and dose.  
 


Evaluation of Drugs Given 
 


 Patient’s own evaluation of drug effect and nurse’s assessment of effect.  


 Review of site and grading. 
 


Comments/Evaluation of Actions Taken 
 


 See ‘Action Taken’ 
 
NB: When possible it is envisaged that the chart will accompany the patient on 


admission and discharge to afford continuity of care.  
 







 


 92 


Appendix 2  
 


Date 
& 


Time 


Type of Pain:  
Description of site(s): 


Action Taken  Analgesia (if given)  


Route / Dose  


    
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Evaluation of Drug(s) 
Given 


Comments / Evaluation of 
Action Taken 


Signature  


 
 
 


  







 


 93 


Appendix 2 - Pain Control Chart  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


Date    Time 5 4 3 2 1 0 Date    Time 5 4 3 2 1 0 


              


              


              


              


              


              


              


              


              


              


              


              


              


              


              


              


              


              


              


 
 
 
 
 


 


Grading 
Scale 


 
As much pain as I 
could possibly bear 


5 


A very bad pain 4 
 


Quite a lot of pain  3 
 


A little pain  2 
 


No pain at all  1 
 


Sleeping  0 
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Postoperative pain assessment and observation chart  
 


 


 
 
 
 
 
 
 
 
 
 
 
  
Time                          
                          


40                          


39                          


38                          


37                         240 


36                         220 


35                         180 


170                         170 


160                         160 


150                         150 


140                         140 


130                         130 


120                         120 


110                         110 


100                         100 


90                         90 


80                         80 


70                         70 


60                         60 


50                         50 


40                         40 
                          


Resp.                         Resp.  


                          


4                         4 


3                         3 


2                         2 


1                         1 


                          


Nausea 
Yes/No 


                        Nausea 
Yes/No 


ACUTE PAIN SERVICE OF ________________HOSPITAL  Appendix 2 


Name:                    Unit No: 
 
Address:                Dob:  
 
 
Consultant:           Ward: 


1. Respiratory rate: While the patient is at rest count the respiratory 


rate for one minute.  
2. Sedation score: Look at the patient and decide which of the following 


apply: 
Awake     1 
Dosing intermittently    2 
Mostly sleeping    3        Enter score as O in graph  
Only awakens when aroused   4         (1-4 below) 


 
3. Pain assessment score: Ask the patient “Which of the following 


words describes the pain you are experiencing at the moment?” 
No pain     1 
Mild pain     2  
Moderate pain    3        Enter score at X in graph  
Severe pain     4           (1-4 below)  


  
  


 


Patients on PCA or Epidural 
infusions must have 
observations completed 2 


hourly  


IF PAIN SCORE IS 3 OR 4 REVIEW CURRENT REGIME 
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Appendix 2 


PCAS RECORD FORM  


 
 


 
 
 
 
 


 
 


Details of PCA Infusion  
 


Morphine ………………………… mg in 30ml syringe 


Consc.………………………………. mg/ml 


Loading dose given……………… mg at ……………. hrs 


Lockout duration…………………. (normally 5 mins) 


4hr maximum dose……………… mg 


Background infusion……………. mg/hr   Signed……………………………. 


Date Time Resp. 
Rate 


Consc 
Level 


Pain 
0-3 


IV Site Total 
Received 
to Date 


Nausea & 
Vomiting 


Seen by 
Anaesthetist 


         


         


         


         


         


         


         


         


         


         


         


         


         


         


         


         


         


         


  


Reason for discontinuation…………………………………………………………….. 


Amount of drug wasted…………………………   Nurse’s signature ……………..


Name: 
 
 
Dob: 
 
 
 
Unit No:  


Date: 


Procedure: 


Surgeon: 


Anaesthetist: 


WT: 


WD:  


 


AM/PM  Peri operative Opiates  


 Pre-Op: 


 Per-Op: 


 Recovery: 


 Local Block:  
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Appendix 2 - Nursing Observations 


 


Nursing observations are to be recorded: 
 


 ¼ hourly in recovery 
 


 1 hourly for 4 hours on Ward 
 


 4 hourly until discontinued 
 


Respiratory Rate: 
 


 If <12 – call anaesthetist  
 


 If <8 – switch off pump and call anaesthetist 
 
NB: Anaesthetist on call for obstetrics is also on call for PCA 
 


Conscious Level: 
 
0 = Unrousable – CALL ANAESTHETIST  
1 = Asleep but rousable 
2 = Awake but drowsy 
3 = Awake and alert 
 


Pain: 
  
0 = No pain at rest or moving 
1 = No pain at rest, slight pain on movement 
2 = Some rest pain, moderate pain on moving 
3 = Continuous pain, severe pain on moving 
 


IV Site: 
 
Ok / Inflamed (I) / Tissued (T)  
 


Total Tries and Number Good:  
 
Read from PCAS by pressing history button 
 


Nausea and Vomiting 


 
Enter N, V or O (neither)  
 


PLEASE RETURN FLOPPY FORM TO ANAESTHETIC DEPARTMENT FOR AUDIT - 
THANK YOU 
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APPENDIX 3 - GUIDANCE TO SELECTING PRESSURE RELIEVING EQUIPMENT 
WHEN COMPLETING ER1 (Equipment Request Form) 
 


Risk of 
patient 


Patient 
mobility/Ability to 
change position 


Suggested 
mattress/equipment 


Suggested 
cushion/equipment 


Suggested 
repositioning 
regime 


At risk 
Waterlow 
10+ 
Skin intact 
 


1. Fully mobile, able to 
reposition without 
help 
2. Transfers with 
assistance able to 
move in bed may need 
prompting 
3. Immobile, needs 
repositioning 
4. Very low BMI/High 
BMI 


Foam overlay mattress 
 
High risk foam mattress 
 
Propad topper on own 
mattress 
 


Medium risk foam cushion 
 
Medium risk foam cushion 
 
High risk foam cushion 
 


Check skin each 
time care is given 
for in-patient areas 
Inspect the skin at 
each visit in 
community 
Reposition 
prompting 
Repositioning 
program 
 


At Risk 
Waterlow 
10+  
Skin broken 


1.Mobile with 
help/Bed fast needs 
repositioning 
2. Low BMI/High BMI 
3. Lower limb 
Amputee 
 


Medium risk alternating 
mattress replacement 
                                          


High risk foam cushion 
 
Inflatable static full 
lumbar (Repose Contur) 


Prompt patient to 
move/change 
position 
Dermal pads for 
bony prominences 
Repositioning 
program 
Repose wedge 


High Risk 
Waterlow 
15+ 
Skin intact 
 


1.Immobile bed fast or  
chair bound 
2. Mobile with 
help/mobile 
3. Low BMI/High BMI 
 
4. Lower limb 
amputee 
 


High risk foam mattress  
or foam overlay mattress 
Inflatable overlay mattress 
(Repose) 
Medium risk alternating 
mattress replacement 
 


Medium risk foam cushion 
 
Inflatable static full 
lumbar (Repose Contur) 


Repositioning 
regime 
Repose wedge 
Pillow to support 
Dermal pads 


High Risk 
Waterlow 
15+ 
Skin broken 


1.Mobile with help 
Immobile bedfast or 
chair bound 
2. Low BMI/High BMI 
3. Lower limb 
amputee 


 
 
High risk alternating 
mattress 
 


High risk foam cushion 
Alternating cushion 
Full lumbar alternating 
cushion 
 


Repositioning 
regime 
Repose wedge 
Pillows to support 


Very High 
risk 
Waterlow 
20+ 
Skin intact 


1.Mobile with help 
Immobile bedfast, 
chair bound 
2. Low BMI/High BMI 
3. Lower limb 
amputee 


High risk foam mattress 
High risk alternating 
mattress 
Consider narrow cells 
(Quattro) alternating 
mattress 
Very high risk alternating 
mattress 
 


High risk foam cushion 
Alternating cushion 
Full lumbar alternating 
cushion 
 


Repositioning 
regime 
Repose wedge 
Dermal pads 
Pillows to support 


Very High 
risk 
Waterlow 
20+ 
Skin Broken 


1.Mobile with help 
Immobile bedfast, 
chair bound 
2. Low BMI/Hi BMI 
3. Lower limb 
amputee 


Very high risk alternating 
mattress 
Consider narrow cell 
mattress 
(Quattro alternating 
mattress) 
 


Alternating cushion 
Full lumbar alternating 
cushion 
 


Repositioning 
regime 
Repose wedge 
Dermal pads 
Pillows to support 


 
The Suggested list is for guidance only.  Following holistic assessment, use your clinical 
Judgement to select the appropriate pieces of equipment.. 


    Review – 16th Nov 2016
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Appendix 4 
 
 
 
 
Nutrition and Pressure Damage 


 


It is important at any age the dietary intake of any individual fulfils the nutritional needs of 
that person.  A regular and varied diet is more likely to fulfil nutritional requirements.  
Factors, which influence and may diminish nutritional intake include chronic physical 
and/or mental illness or disability, poor dentition, reduction in the sense of taste and smell, 
poverty and poor social conditions.  Ageing is associated with many of these factors as 
well as natural changes occurring in the physiology of the skin, the vascular system and 
the body’s metabolism.  


 


Nutrients affecting the development and healing of pressure damage include protein to 
maintain and regenerated body tissues, as well as carbohydrates and fats to provide 
energy, protect body mass and maintain cell membranes.  Vitamin C, which is depleted in 
the body during illness or infection, plays a dominant role in wound healing, being 
necessary for collagen synthesis.  Vitamin A and Thiamine (B1) also plays a role in 
collagen synthesis.  Vitamin K helps indirectly by preventing internal bleeding problems.  
Deficiency in zinc inhibits wound healing, while iron deficiency anaemia leads to reduced 
appetite and poor wound healing. 
 


Nutrition and Prevention of Pressure Damage 
 


 All patients/clients should be provided with a nutritionally adequate diet. 
 


 All patients/clients should be screened to identify those at risk.  This screening 
should be reviewed regularly, using the nutritional screening tool to assess their 
nutritional needs. 


 


 The dietician will assess those patients/clients referred requiring nutritional 
intervention.  


 


 Health promotion, to encourage sound nutrition, should be carried out. 
 


 Those patients/clients who do have pressure damage should receive a high 
protein diet and the use of supplements to increase protein.  
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Appendix 5 - Wound Assessment Chart 


  


        


Wound Assessment Chart 
 


NAME:  _________________________________  NHS No:  _____________________  DOB: __________________ 


 


TYPE OF WOUND:  _______________________LOCATION: __________________________________________ 


 


DATE OF ONSET:  ___________________________  DATE OF ASSESSMENT:  __________________________ 


 


SIGNATURE OF NURSE:  ________________________________________________________________________ 


 


  DATE 


 


 


DATE DATE 


 


 


WOUND  


MEASUREMENTS 


 


LENGTH: 


BREADTH: 


DEPTH: 


   


 


WOUND 


 DESCRIPTION 


 


DIAGRAM 


Shade area to identify sloughy  


necrosis granulation  


 


DESCRIPTION OF WOUND BED 


 


e.g. percentage of slough & 


granulation tissue 


 


 


 


 


 


 


 


 


 


  


 


PRESSURE ULCER 


(P.U.) 


 GRADING 


 


I,  II,  III,  IV  


N.B. ONLY grade if P.U. 


   


 


EXUDATE AMOUNT 


 


YES/NO    


Type  eg serous fluid, blood, pus, 


Colour e.g. straw, green tinge  


   


 


ODOUR 


 


NONE / SOME / OFFENSIVE 
   


 


SURROUNDING  


SKIN 


 


CONDITION: 


COLOUR: 


OEDEMA:  eg pitting, leaking, red 


excoriated etc. 


   


 


PAIN TREATMENT 


Score 


0 = NONE       5 = SEVERE 
   


 


INFECTION SWAB 


SENT 


TREATMENT 


 


YES/SUSPECTED/NO 


NO/YES/DATE: 


   


 


PRESCRIBED  


DRESSING 


 


TYPE: 


SIZE: 


 


 


   


 


PROTOCOL  


SELECTED 


 


1 – 9 (from wound Care Policy) 
   


 


DRESSING CHANGES 


 


PROPOSED REVIEW 


DATE 


 


FREQUENCY: 


 


DATE: 


 


   


 


ASSESSING NURSE 


 


 


SIGNATURE: 


 


   


Review Date:    December 2016 
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Appendix 6 (Page 1 of 4) 
 
 
 
 


PRESSURE ULCER (GRADE III + IV) ADDITIONAL INFORMATION (PUAI) 
 


 
Name of Person Completing Form  
 
Date of completion  
 
 


Patients Name: 
 
 
 


NHS Number: 


 
Date of 
Birth:  


 


Datix Ref 
No: 


GP Name/Address: 


 


Patients Address: 
 
 
 
Ward: 
 
 
Are District Nurses or Carers (has home carers) and District Nursing Services 
Involved?  


PU Risk check list 
Waterlow risk assessment initial ………………………………. Yes/No 
Frequency of Waterlow…(state): 
Evidence of skin inspection how often:.  
Pressure relieving equipment in place ………………………Yes/ No 
Weekly wound assessment in place………………………………Yes/ No 
Evidence of reposition if applicable………………………………. Yes/No 
Patient info leaflet Are You at Risk date given:                  Yes/No date given: 
 Date discussed: 
Written evidence in SystemOne of advice given Date: 
Consequences of not following advice documented in SystemOne…Date: 
Who has been informed/involved in care of the ulcer: 
GP/TVN/dietician/OT/Physio/Other state: 
                     


Are Any Other Agencies Involved?  
Yes/No 
 
 
(If Yes Please state) 


 
Where was the Patient Admitted From: 
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Date of Admission to Your Service/Care Home:  Pressure Damage Visible on 
Admission: Yes/No 
If yes state 


 
 


(Detail/grade) 


Date of Last Risk Assessment: 
 
 


Safeguarding issues:  
 
 
 
 


Risk Tool Used:      
Risk Score On admission to your service: 
Risk score at this assessment: 
 
 


Weight :  
Height : 
BMI : 
 


Medical History/Diagnosis (What was the Patient 
admitted with? : 
 
 
Does the Patient Have Capacity        Yes/No 


Medication:  
 


Wound Assessment Chart in place   
 
Yes/ No 
 
Date Commenced  


Last Date Wound Was Assessed 
and Documented:  
 
Was a Wound Swab Sent  Yes/ No 
 
If Yes What was the Result? 
 
 


Continence Details:    
 
 


Nutritional Status:    
Nutritional products used: 
 
Skin Condition:  Healthy /Dry/ fragile/ 
 
Skin products used:  
 
Pain Chart in Use: Yes /No   (If Yes) Score:  
 
Mobility: bed bound/chair bound/etc Turning / Movement  


Frequency 
Regime:  
 


Date Commenced: 
 


Equipment Used: Date Commenced: Type: 


  
Static Cushion 


  


 
Alternating Cushion 


  


 
 
Static Mattress 
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Alternating Mattress 


  


 
Heel/Elbow Protectors 


  


 
Other 


  


Patient’s Journey/Chronology of Events Leading to Deterioration/Development of 
Wound: 
 
 
 
 
 
 
 
 
Contributory Factors in Development of This Wound: 
. 
 
 
 


 
PRESSURE ULCER/S: 


 


 
Date Detected: 


 
Site 


 
Grade: 


 


 
Treatment Used: 


  


 


  


  


 


  


 


 


   


 


 


   


DUTY OF CANDOUR (BEING OPEN) 


Have you discussed the incident with the 


service user and provided an explanation of 


what happened (including an apology if 


required (within 10 days of the incident 


occurring?) 


Yes/No (delete as appropriate) 


 


If yes please state what date this 


discussion occurred:  


 


 


If No please record your reasons 


below 
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Where can the evidence of the discussion be 


found? (ie client records) 


 


Was the discussion followed up in writing to the 


service user? 


Yes/No (delete as appropriate) 


Have you discussed the incident with the 


Family/Carer  


Yes/No (delete as appropriate) 


 


If yes please state what date this 


discussion occurred:  


 


If No please record your reasons 


below 


 


 


 


Where can the evidence of the discussions be 


found? (i.e client records) 


 


Was the discussion followed up in writing to the 


family/carer 


Yes/No (delete as appropriate)  
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BHNFT RCA Form Here 
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M5 - OOH Monthly KPI Report - August 2016.pdf


KEY


521 KPI number achieved


Data Analyst Jon Slack Contract Period Start: June 2016 Recipients


� : (01709) 388 281 amanda.capper@nhs.net
� : jon.slack@careuk.com Contract Period End: May 2017 Barnccg.financeandcontracting@nhs.net


rachel.barraclough@nhs.net


General Manager: Michelle Teague


� : (01709) 388 281


� : michelle.teaque@careuk.com


543 Activity numbers


95.9%
KPI percentage measure - colour 


denotes achievement?


Select  contract  year & month to review


KPI Reporting Template


Barnsley CCG







KPI KPI Scores YTD/Avg Jun-16 Jul-16 Aug-16


Green target >= 29.0


Amber warning >= 25.0


Red failure < 25.0


Green target <= 13%


Amber warning > 13%


221 Red failure > 20% 224 243 197


Green target <= 45%


Amber warning > 45%


617 Red failure > 50% 575 719 557


Green target >= 98%


Amber warning >= 95%


1756 Red failure < 95% 1753 1965 1550


Green target <= 2%


Amber warning <= 10%


6 Red failure > 10% 3 12 4


Green target >= 95%


Amber warning >= 90%


2 Red failure < 90% 1 3 3


Green target >= 95%


Amber warning >= 90%


4 Red failure < 90% 4 4 3


Green target >= 95%


Amber warning >= 90%


22 Red failure < 90% 30 14 22


Green target >= 95%


Amber warning >= 90%


188 Red failure < 90% 179 219 167


Green target >= 85%


Amber warning >= 75%


263 Red failure < 75% 101 291 397


100.0%


100.0%


98.8%


98.5%


99.6%


93.3%


Contract Period by Month Barnsley CCG KPI Summary


OOH Case Activity & Performance


Proportion of Home Visits (1) 2.01 1
12.5% 11.5% 11.8%11.9%


Score Card - 
Section 


Overall
29 29 29 29 29


Case 
Outcomes


Referred to A&E without face to 


face (6)
2.04 6


Proportion of PCC (1) 2.02 1
32.1% 33.9%33.2% 33.4%


OOH messaging sent before 


08:00/09:30 (3)
2.03 3


97.8% 99.0% 99.7%


0.3% 1.1% 0.5%0.6%


100.0%


4
100.0% 100.0% 100.0%


Urgent PCC appointments seen 


within 120 mins (4)
2.06 4


100.0% 100.0%


Emergency Home Visits seen 


within 60 mins (4)
2.07


Urgent Home Visits seen within 


120 mins (4)
2.08 4


96.8% 100.0% 100.0%


99.4%Less Urgent Home Visits seen 


within 360 mins (4)
2.09 4


99.4% 100.0%


Patient satisfaction with clinical 


experience (2)
2.10 2


97.1% 93.6% 92.1%


Small discrepancies in numbers can have a huge effect on the percentage reported , i.e. 1 case can totally fail a single KPI points score.


05/09/2016 BarnOOH






