
Standard Operating Procedure for Pressure Ulcer Prevention and Management – Community 

 

 

 

Photograph on first identification then weekly DTI/Unstageable, 

fortnightly all other categories 

Complete wound assessment including care plan with evaluation  

dates scheduled (refer to wound care guidelines) 

Complete a Datix (refer to Datix crib sheet for assistance) 

Categorisation of pressure ulcer 

Refer to local authority for safeguarding (refer to section 3.7, page _) 

Reassess the patients treatment as per aSSKINg 

Complete PURA form 

 

 

 

 

Holistic assessment as per department guidelines, including risk 

assessments; as a minimum MUST, Waterlow and mental capacity 

 

Full skin inspection on first assessment 

Preventative care plan implemented for patients deemed ‘at risk’ with 

evaluation dates scheduled 

Full skin inspections to be completed as clinically indicated following 

assessment of individual needs and shared discussions with patient 

and/or care giver 

 

 

Shared decision making between the patient and/ or care givers must 

take place with evidence documented of all decisions and rationale 

Provide verbal advice and reinforce with written information in the 

form of Trust leaflets as mentioned above. 

Patients who are non-concordant to advice must have discussions 

regarding their rationale and any steps taken to resolve any issues 

 

Assess requirement for equipment 

Consider: mattress/seating/devices/offloading heels 

Determine the patients required individualised repositioning schedule in 

bed and when seated and document 

Consider: referral to AHP (eg. Physio and OT), M&H assessment etc. 

Utilise respositioning charts as required 

Are there any bladder/bowel issues/history of moisture damage? 

Consider: barrier cream/product review/referral to stoma specialist 

nurse/continence service 

Provide verbal advice to the patient and/ or care giver and reinforce the 

information by providing the Trust moisture associated skin damage 

leaflet 

 
Ensure MUST score is completed and findings acted upon 

Refer to dietician if indicated. Provide dietary and fluid intake advice as 

necessary and provide the Trust ‘How to make your meals more 

Nutritious leaflet’ 

Provide the patient and/ or care givers with fluid and food intake charts 

if required  

Consider need for dietetic referral 

A-ASSESSMENT 

Refer to section 

3,pages _-_ 

 
S-SKIN INSPECTION 

Refer to section 5 

pages _-_ 

 

S-SUPPORT SURFACES 

Refer to section 4 

pages _ -_ 

K-KEEP MOVING 

Refer to section 6  

pages _-_ 

 

 I-INCONTINENCE 

Refer to section 7 

pages _-_ 

N-NUTRITION 

Refer to section 8 

Pages _-_ 

G-GIVING INFORMATION 

Refer to section 9  

pages _-_ 

Pressure damage 

identified 

 

 

 


