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• Understand and explain SRDH commitment to the prevention and the 
appropriate treatment of pressure injuries and other wounds 

• Accurately identify wound type and stage correctly if a pressure injury is noted 
utilizing the staging system developed by the National Pressure Ulcer Advisory 
Panel (NPUAP) 

• Accurately assess a patient’s risk for developing a pressure injury 

• Implement preventative measures according the pressure injury prevention 
guidelines 

• Correctly measure, take the picture and complete the photographic 
documentation form 

• Implement wound treatments per MD order &/or Dignity Health Guidelines 

• Appropriately document skin/wound assessment, preventative measures and 
treatments in the Cerner Powerchart 

• Appropriately document pressure injuries in the Event Reporting System (EVS)  

 

Objectives:  Upon completion of this program the nurses 
at St. Rose Dominican Hospitals should be able to:  
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– Largest Organ of body 

–Holds body fluids in, 
prevents dehydration. 

– Prevents harmful 
microbes entry into the 
body 

–Regulates body 
temperature 

– Involved in the synthesis 
of Vitamin D 

 

 

Quick Facts and Review: Our Skin 
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• “Pressure injury” is a more accurate 
label than “pressure ulcer” because 
some presentations of the 
phenomena are not open ulcers 

• Pressure injury simply means the 
tissue is injured by pressure (and/or 
shear)  

• Documenting pressure injury does 
not imply or assign blame.  The word 
“injury” occurs frequently in the 
medical literature (e.g., kidney injury, 
spinal cord injury) 

• Pressure Ulcer and Pressure injury 
verbiage are used interchangeably 
during this presentation 

Quick Facts and Review: 
Pressure Injury vs Pressure Ulcer 



5 

Research detailed in the 12/15/17 
issue of Ostomy Wound Management 
discusses pressure injuries.  The 
verbiage pressure ulcers was used 
since that was the 1CD-9 coding at the 
time of the study.   

 

 

 

 

• Pressure ulcers occur in up to 23% 
of patients in SNFs and IRFs.  

•  In ICUs the incidence of Hospital 
Acquired Pressure Ulcers is 10% to 
41% . 

• More than 60,000 patients in the 
US die each year as a direct result 
of pressure ulcers.  

• Medicaid estimated each pressure 
ulcer adds $43,180 in costs to an 
individual’s hospital stay. 

• Pressure ulcers also have a 
significant impact on patient 
quality of life. 

Quick Facts and Review:  
 Pressure Injuries – Incidence & Cost   



Our Commitment to the 
Prevention and Proper 
Treatment of Pressure 

Injuries and Other 
Wounds 
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• Purpose:  Maintain or restore skin integrity.  Identify and 
manage complications properly 

 

• Policy:   

a) Skin assessments upon admit, every shift, First/Last turn skin 
check during bedside report and as needed 

b) Braden completion upon admit, every shift and as needed 

c) Braden score part of SBAR during shift change / transfer units 

d) Nutritional service assessment for all at risk patients 

Policy:  Adult Prevention, Assessment, Treatment & 
Documentation of Skin & Wounds 
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• Procedure:  

a) Implementation of preventative measures for at risk patients 

b) Inform MD of any wounds identified and obtain treatment 
orders or initiate wound management standing orders 

c) Photograph each wound utilizing the SRDH Photographic 
Wound Documentation form upon identification, if there are 
significant changes in wound, once a week, and at discharge 

d) Document in the EHR (electronic health record) and the ERS 
(event reporting system)   

 

 

 

Policy:  Adult Prevention, Assessment, Treatment & 
Documentation of Skin & Wounds 
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• The process by which the entire skin of an individual is 
examined for abnormalities 

• Requires looking at and touching the skin from head to toe, 
with emphasis on bony prominences 

• Not a one time event that is limited to the patient’s admission – 
should be integrated into routine care such as any time a 
patient is cleaned or turned   

• During an assessment or reassessment  pay careful attention to 
the skin beneath a medical device 

Best Practices  
Comprehensive Skin Assessment 
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• Skin assessment results must be documented in the medical 
record 

• Staff must be aware of the assessment and findings 

• Failure of clear admission documentation can lead to an 
increase in the documentation of hospital-acquired skin 
integrity issues or hospital-acquires pressure injuries known as 
HAPU(s) or HAPI(s). 

• The Braden Scale is part of the assessment and documentation 
process  

Best Practices 
Reporting & Documenting 
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• Initiate the appropriate treatment for any existing  lesions, wounds, 
pressure injuries, rashes etc. 

a) Contact the MD to discuss and obtain order 

b) Utilize the Wound Care Guidelines order if appropriate after order 
obtained from LIP  

c) Reach out to your resources: preceptors, Nurse Shift Managers, 
Clinical Educators, Wound and Ostomy nurses, Wound care 
physicians 

• Initiate interventions for patients at risk to develop pressure  / device 
related injuries, moisture associated skin damage or other 

a) Utilize the Skin Care Protocol order is appropriate 

b) Perform frequent assessments, frequent repositioning, use special 
equipment, ensure immaculate skin hygiene, etc.  

 

 

Best Practices 
Implementation of Treatment  Prevention Measures 



Identifying Wound Types  
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Type of Wound: 

 

 

• Surgical 

• Pressure Injury:  Stage I, Stage 2, 
Stage 3, Stage 4 , Unstageable  & 
Deep Tissue Pressure Injury 

• Lesion 

• Abrasion 

• Laceration 

• Skin Tear 

• Avulsion (due to trauma or surgery) 

• Ulcer:  Diabetic,  Arterial, Venous 

• MASD:  Incontinence Associated 
Dermatitis, Intertrigo 

• Rashes/Skin Conditions:  Bulla, flat 
red rash, pustules, eczema, psoriasis 

Wound Assessment 
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Lesions 
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Abrasions 
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Lacerations 
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Skin Tears 
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Avulsions 
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Diabetic Ulcer:  Often at the pad of foot or bottom of big 
toe with a callus, can develop due to poor fitting shoes.  
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Arterial Ulcers:  Tend to be tip toes, mid tibia, and areas 
subject to trauma.  Often necrotic or pale and dry.   
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Venous Ulcers :Tend to be at medial lower leg, usually 
shallow and ruddy red although slough may be present  
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• MASD is a generic term referring to skin damage in any location 
on the body due to exposure to moisture and associated 
irritants  

 

 

Moisture Associated Skin Damage (MASD) 
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• A reactive response of the skin as a 
result of chronic exposure to urine 
or feces 

• Often observed as inflammation 
and erythema with or without 
erosion or denudation (Bryant, 
2012) 

• Identifying Clues:  Moist skin, 
Widespread throughout perineum, 
butterfly effect 

Incontinence Associated Dermatitis (IAD) 
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Intertrigo 
 

• The appearance is dependent on skin area 
involved and duration of inflammation.  

• Erythema & weeping may progress to 
maceration, crusting, fissures, erosion to 
pustules or vesicles.  

• Located under any skin fold; in patients who 
are obese  
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Proper Anatomical Locations 
 



Pressure Injuries and 
Correct Staging 
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Documentation of Pressure Injuries 
 

• discovery date 

• Present on admission 

• Wound photo date 

• Wound dressing assessment/intervention 

• Pain during wound care 

• Dimensions: length, width, depth 

• Wound bed 

• Drainage 

• Tunneling 

• Undermining 

• Summary 

• Additional information  
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Common Pressure Injury Sites 
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• A pressure injury is localized damage to the skin and/or 
underlying soft tissue usually over a boney prominence or 
related to a medical (or other) device.  The injury can present 
as intact skin or an open ulcer and may be painful.  The injury 
occurs as a result of intense and/or prolonged pressure or 
pressure in combination with shear.  The tolerance of soft 
tissue for pressure and shear may also be affected by 
microclimate, nutrition, perfusion, co-morbidities and condition 
of the soft tissue.  (NPUAP, 2016) 

• Stages 1-4, Unstageable, Deep tissue injury and Device related 
pressure ulcers (NPUAP, 2016)  

Pressure Injury Definitions 
Classification of Tissue Destruction in Pressure Injury 
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Stage 1 Pressure Injury Definition 
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Stage 2 Pressure Injury Definition 
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Stage 3 Pressure Injury Definition 
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Stage 4 Pressure Injury Definition 
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Unstageable Pressure Injury Definition 
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Deep Tissue Pressure Injury (DTP) Definition 
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• Medical Device Related Pressure Ulcers. (MDRPU):  Localized 
injury to the skin or underlying tissue. as a result of sustained 
pressure from a device.   

 

Device Related Pressure Injury Definition 
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Moisture Lesions vs Pressure Injuries 
Differentiation Between Pressure Injuries and Moisture Lesions 
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Moisture Lesions vs Pressure Injuries 
Differentiation Between Pressure Injuries and Moisture Lesions 
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Moisture Lesions vs Pressure Injuries 
Differentiation Between Pressure Injuries and Moisture Lesions 



Assessing the Risk to 
Develop Pressure Injury  
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Braden Scale:  commonly used in the United States, consists of six 
items: sensory perception, moisture, activity, mobility, nutrition, 
and friction and shearing  

Norton Scale: developed in the United Kingdom, consists of five 
items: physical condition, mental condition, activity, mobility, and 
incontinence 

Waterlow Scale:  consists of nine items,  build/weight for height, 
visual assessment of the skin in the area at risk, sex and age, 
continence, mobility, Malnutrition Screening Tool score, and 
special risk factors including tissue malnutrition, neurological 
deficit, and major surgery or trauma 

 

Assessing the Risk for Pressure Injury Development 
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• Current risk assessment scales for development of pressure 
ulcers may not include risk factors common in critically ill 
adults.  

• The following factors can be predictive of pressure injuries in 
critical care patients:  advanced age, low arteriolar pressure, 
prolonged ICU stay, severity of illness, comorbid conditions 
including diabetes mellitus, sepsis, and vascular disease and the 
use of vasopressor agents 

• What makes a patient too unstable to turn?  Cardiac 
Arrhythmias, Oxygenation, Blood pressure, Hemorrhage, 
Hemodynamic status does not stabilize, unstable fracture 

 

Assessing the Risk for Pressure Injury Development 
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Risk Identification / Braden Scale 
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• Severe Risk: Score 6-9 

• High Risk: Score 10-12 

• Moderate Risk:  Score 13-14 

• Mild Risk:  Score 15-18  

 

 

Our facilities initiate interventions 
for all patients who score 18 or less 

 

 

Documentation of Risk/Braden Scale 
 



Implementation of Care 
to Reduce the Risk of 
Developing Pressure 
Injuries 
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• Low Braden:  Skin care protocol  order will automatically 
populate in EHR 

• Low Braden:  Reminder to document skin interventions 
automatically populate in EHR  

• Documented Pressure Injury or nutritional subset score of 1 or 
2:  A Nutritional Screen Alert will automatically populate in EHR 
and a Nutritional consult with auto-order. 

• Braden mobility score of 1 or 2: Turn patient will automatically 
populate under activities section (you need to implement and 
document) 

Examples of Electronic Health Record 
Automatic Orders, Reminders & Activates 
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Implementation of Preventative Measures 
Skin Care Protocol 

Dignity Health has chosen Medline products 
for their skin protocol  



48 

• Medline’s Ingredients:  Phytoplex 

a) Mildest Surfactants (cleansing agents) 
utilize phospholipids that gently cleanse the skin, reducing drying 
and breakdown of skin 

b) Natural Oils 
non-occlusive moisturizers that let the skin breathe 

c) Oleosome Technology 
contains micro particles of emollient oils and vitamins that collapse 
and release their contents over time 

d) Silicone Based Barriers  
studies show our silicone based barrier has a 3-5 wash off resistance 
and breathability vs petrolatum 

e) Micronized Zinc 
highest quality zinc that is not gritty and spreads easily 

 

Implementation of Preventative Measures 
Skin Care Protocol 
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Implementation of Preventative Measures 
Skin Care Protocol 

Color coding 
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• Static Air Overlay:  Known as the Waffle mattress .  Used for 
prevention.  May be used for pressure injuries up through and 
including Stage 3.  Deep tissue injury protection.  

• Low Air Loss-Overlay:  The First Step Select  is available as a 
special order bed through vendor Arjo.  The Enterprise frame  
must also be ordered in some cases (the overlay does not fit 
some of the current bedframes).  Also used for prevention and 
pressure injuries up through and including Stage 2 

• Pressure Redistribution:  The Citadel, the Citadel Plus and 
TriaDyne are available as special order beds.  Used for full 
thickness and complicated wounds (Stage 3 & 4, unstageable) 
and for some at risk critically ill patients 

Implementation of Preventative Measures 
Pressure Relieving Bed Surfaces 
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Implementation of Preventative Measures 
Static Air Overlays 

• EHOB Waffle Mattress Overlay: 

a) Not appropriate for pressure redistribution mattresses 

b) Use a flat sheet on top of it 

c) Pillows and wedges are placed on top of overlay 

d) Also comes in seat cushion form 
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• The Wound certified nurses, the Nurse Shift Managers and 
the House Supervisors can discuss with you which bed is 
appropriate for your patient and they can order it for you 
if it is a special rental bed. 

• Dignity Health has a Bed Therapy Selection Guideline.  It 
includes facility owned beds and rental beds  

• The guideline is for wound therapy, pulmonary therapy 
and bariatric care 

• The guideline includes criteria to help choose which bed is 
appropriate 

 

Implementation of Preventative Measures 
Specialty  Beds 



53 

Dignity Health Bed Therapy Selection Guideline 
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Dignity Health Bed Therapy Selection Guideline 
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Dignity Health Bed Therapy Selection Guideline 
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Dignity Health Bed Therapy Selection Guideline 
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• To be used for patients 
who are bedbound.  

• Once placed on the 
patient, the boot stays 
with them.  

• Can be sent home with 
the patient.  

• Remove boots once per 
shift to assess heels 

 

Implementation of Preventative Measures 
Heelmedix Boot 
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• Uniquely designed wedges 
can be used anywhere your 
patients need firm support 

• Non-slip base material helps 
wedges stay in place where 
you need them most 

• Flame-resistant covers can be 
easily cleaned according to 
facility guidelines 

• Help to support a 30-degree 
tilt position 

 

Implementation of Preventative Measures 
Comfort Glide Wedges 
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• Re-usable  

• Cleaned by EVS between patients  

• If not needed, stored in closet  

• Not to leave patient room  

• To be utilized under sheet for protection  

• Can be cleansed with PDI or bleach wipes 

 

 

Implementation of Preventative Measures 
Wedges 
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• Choose the correct size of medical device(s) to fit the individual 

• Cushion and protect the skin with dressings in high-risk areas 
(e.g., nasal bridge) 

• Inspect the skin in contact with device at least daily (if not 
medically contraindicated) 

• Avoid placement of device(s) over sites of prior or existing 
pressure injury 

• Be aware of edema under device(s) and potential for skin 
breakdown 

• Confirm that devices are not placed directly under an individual 
who is bedridden or immobile 

Implementation of Preventative Measures 
Medical Devices 
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• Rotate devices when you turn your patients every 2 hours 

• Oxygen delivery masks for CPAP/BIPAP should be alternated to 
prevent pressure (nasal mask for full face mask) 

• Be sure to document device related prevention 

 

 

Implementation of Preventative Measures 
Medical Devices 
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• Reposition every 2 hours utilizing wedges or pillows, float heels or boots 

• Implement appropriate bed surface :  non-friction sheets, waffle mattress, 
specialty bed 

• Use absorbent underpads, barrier creams, internal or external containment 
devices, specialty beds or specialty sheets to reduce moisture exposure 

• Address nutrition:  nutrition consult, supplements, encourage, assist 

• Check under all medical devices 

• Educate patient and family 

 

 

Implementation of Preventative Measures 
Documentation  of Interventions 



Measuring Wounds, 
Wound Beds and 
Photographic 
Documentation 



64 

Measuring the Wound 
Orient Wound to Patient 

• Measuring length-Orient the wound to the patient’s head (12 
o’clock), length is measured head to toe (12 -6 o’clock) in cm 
 

• Measuring Width- is measured by arm to arm (3-9 o’clock) in cm 
 

• Measuring Depth- measure straight down to the deepest part of 
the wound with a cotton tipped applicator. Run your thumb and 
index finger to the area where the fingers meet the wound edge. 
Remove the applicator and place on measuring guide to measure 
the cm of depth.  
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Measuring the Wound 
Undermining & Tunneling 
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Measuring the Wound 
Measuring Undermining and Tunneling 

Undermining- when the 
edge of the wound detaches 
from the wound bed. Place 
a cotton tipped applicator in 
that space, measure the 
same as measuring depth. 
Document in cm and 
location by face of the clock. 

Tunneling is measured 
when measuring depth. 

Gently probe along the side 
of the wound at the base. If 
a sinus tract or path noted 

measure the same as 
depth. Document in cm and 
location by face of the clock  
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Wound Bed Tissue Types 
 

Granulation tissue- pink/red moist tissue 
comprised of new blood vessels and 
connective tissues. Fills an open wound 
when it starts to heal. Typically presents as 
deep red, surface is granular, berry-like or 
cobblestone 

Necrotic tissue-tissue has died and lost 
biological activity  
Eschar- black or brown necrotic, devitalized 
tissue. Can be loose or firmly adherent; hard, 
soft, or boggy  

Slough- soft, moist avascular necrotic 
tissue. May be white, yellow, tan, or green; 
may be loose or firmly adherent  
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Photographic Documentation 
Patient Identification within Photograph 

Photographs are tied to the patient by 
date, Time, MRN & Location , which 
are to be written on the Measuring 
Guide 
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• Pictures done at 
Admission 

• Pictures done when 
patient discharged or 
transferred 

• Pictures done every 
Wednesday 

Photographic Documentation 
Hard Copy in the Chart 
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• Turn off the flash, if you have sufficient ambient light 

•  Hold the camera about 6 inches away from the wound 

•  Have someone else hold the extremity, if necessary 

•  Re-take the picture, if the first picture did not turn out well 

•  Only one picture per photography mount page 

•  All pictures go in the progress note section of the chart 

•  DO NOT THIN the pictures out of the chart 

• Erase/Delete picture on phone after it has been developed! 

Photographic Documentation 
Wound Photography Tips 



Implementation of Care 
to Treat Wounds and 
Pressure Injuries  
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• Debridement (Is there any slough or eschar?) 

• Infection/Inflammation (Am I worried about any 

Infection/inflammation?) 

• Moisture Balance (Is it too dry and do I need to add moisture?) 

OR (Is it too wet and do I need to dry it?) 

• Edge/Environment (Is the wound chronic or stalled?) 

• Support with Products, Services and Education (Do I need 

anything else?) 

Schultz, Falanga, Sibbald et al., Wound Repair Reg 11:S1-28, 2003 

Woo KY, Ayello, EA and Sibbald RG Healthy Skin 5(1);22-27,2008 

 

Implementation Of Wound Treatments 
DIMES : Approach to Wound Care 
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Implementation of Wound Treatments  
Debridement/Products Commonly Used 

• Removal of nonviable tissue 
 

• Methods: Sharp, Enzymatic, 
Autolytic, Biological, 
Mechanical 

 

Enzymatic 

Autolytic 

Sharp 
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Implementation of Wound Treatments 
Infection or Inflammation/Products Commonly Used 

• Addressing bioburden and 
inflammation in the wound 

• Ionic silver provides 
antimicrobial protection 

• Choose your silver dressing 
according to wound drainage 
amount and location.  
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• Achieving and maintaining moisture balance in and around the 
wound 

Implementation of Wound Treatments 
Moisture Balance/Products Commonly Used 

Hydrocolloids 

Foam Hydrogel 

Alginate 
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Implementation of Wound Treatments 
Edge or Environment/Products Commonly Used 

• Treating stalled wounds where 
epithelium fails to migrate 
 

• 100% native collagen 
 

• Promotes a natural wound 
environment conducive to 
wound healing 
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• Products: 

 

 

 

 

• Services:  Reach out to preceptors, Nurse Shift Managers, 
Clinical Educators, Wound and Ostomy nurses, Wound care 
physicians 

 

• Education:   Use the reference material on line (Cerner 
Powerchart) and other 

Implementation of Wound Treatments 
Support & Products 
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Implementation of Wound Treatments 
Reference Text 
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Implementation of Wound Treatments 
Reference Text 
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Implementation of Wound Treatments 
Cerner Powerchart  

1.  Open up “Skin Care Protocol” order 
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Implementation of Wound Treatments 
Cerner Powerchart 

2. Open up the Reference text and scroll to the 
“Wound Care Guidelines” 

3. Open up the wound care order and enter 
the specific wound, location, instructions from 
guidelines and must complete frequency 
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• This is the order to reach the 
Hospital employed wound-
enterostomal nurse  

• Always ask the MD/hospitalist if you 
should initiate this order 

• There are times that the physicians 
reach out to physicians who are 
wound specialists to consult and 
manage wound care, do not use this 
order for that circumstance 

• Any consult should be physician to 
physician    

• It is suggested that the physicians ask 
for a wound specialist MD for 
pressure injuries that are 3,4, and 
unstageable 

Implementation of Wound Consult Order 
Cerner Powerchart 



Documenting  Pressure 
Injuries in the Event 
Reporting System (ERS)  
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• It’s our policy:  All newly identified wounds or skin breakdown are to be 
reported to Risk Management Services Department within 24 hours - 
utilizing the Electronic Event Reporting System  (Includes 
wounds/breakdown noted upon admission)  

 

Documenting pressure injuries 
The Event Reporting System (EVS)  



 
Ostomy Care  
 
 
 

Review of products and task 
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• Please put in a wound consult order for all ostomy patients so 
the wound care/enterostomal nurse is aware they have been 
admitted. 

• The wound/enterostomal nurse will do teaching for patient’s 
who have a new ostomy if the nurse is available.  There may be 
times that the nurses on the units will have to assume this 
responsibility.   

• The wound/enterostomal nurse does have some different 
ostomy products in office so please contact this nurse if a 
patient is having ostomy leaking issues, skin issues under or 
around the stoma or if the patient has a fistula.   

•  Some fistulas are better managed with wound pouches 

Ostomy Care at St. Rose Dominican Hospitals 
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Instructions to apply Ostomy barrier and pouch 
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Instructions to apply Ostomy barrier and pouch 
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Instructions to apply Ostomy barrier and pouch 
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Instructions to apply Ostomy barrier and pouch 
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• Nearly every nurse will, at some point, deal with wounds, and some nurses 
tend to them on a daily basis. All nurses should know how to recognize, 
assess and effectively treat routine wounds, following hospital and physician 
protocols. 

• Duty to promote wellness  

• Obligated to the public to provide high quality care  

• Dignity Health is committed to providing high-quality, affordable health care 
to the communities we serve. Above all else we value: Dignity - Respecting 
the inherent value and worth of each person. Collaboration - Working 
together with people who support common values and vision to achieve 
shared goals. 

 

 

Mission Statement and Our Philosophy 
Dignity Health and Wounds 



Thank You 


