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To be used in conjunction with the Trust pressure ulcer policy and SOP 

flowchart 

 

 

 

 

 

Patient has a pressure ulcer  

Complete wound progress note 

Document  size/location/ tissue types/exudate/treatment plan 

Medical illustration referral 

Refer to ward/dept Wound Care Link Practitioner for support 

 
 

Refer to Wound Care Formulary for appropriate dressing selection 

Ensure adhesive remover is used for removal of all dressings 

Refer any category 4 pressure ulcers to the Tissue Viability Service on immediate 

identification 

Please ensure that: 

• The appropriate pressure relieving equipment is in place and the aSSKINg bundles including any relevant 

risk assessments are completed.  

• The patient has received a copy of the pressure ulcer prevention leaflet (if appropriate) and it has been 

discussed with them. 

• The patient is repositioned as per their individual risk assessment, but as a minimum 2 hourly when in bed 

and 15 minutes if they are suitable for being seated out of bed. 

• Off load heels as part of the pressure relieving regime by use of pillows or heelpro boots, if using heelpro 

boots ensure they are removed at each skin inspection & used as part of an alternating pressure relieving 

regime. 

• Complete safeguarding decision guide and refer to local authority and Trust safeguarding team if the score 

is 15 or above or there are any safeguarding concerns. 

 

Category 3  

DTI 

intact 

DTI 

broken 

Redress as per exudate levels dictate but at least once weekly 

If wound infection is suspected complete NEWS 2 score, obtain a wound swab and seek 

medical advice. Refer to Tissue Viability Service for further specialist advice.  

No improvement noted within 14 days, then refer to TVS 

 

Category 1  Category 2  Category 4  DTI  


