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Instructions 

• Sound: 

 

Computer or dial in: 

Telephone no: 01-5260058 

Event number: 847 415 534 # 

 

• Chat box function 

– Comments/Ideas 

– Keep the questions coming 

 



Pressure Ulcer to Zero Webinar 



Outline 

• Pressure ulcer risk assessment 

• SSKIN Bundle 

• Documentation 

• Safety Cross 

 



Pressure Ulceration  

Definition: 
“A pressure ulcer is a localised injury to the 

skin +/or underlying tissue usually over a 

bony prominence as a result of pressure or 

pressure in combination with shear” (International pressure 
ulcer classification 2014) 

 

“A number of contributing or confounding factors are also 
associated with pressure ulcers; the significance has yet to be 
elucidated”(HSE 2018) 



Identification of pressure ulcer risk 
factors 

• Extremes of age (72% occur in 
>65yrs. Hospitalized >80’s 7 times 
more likely than <45yrs) 

• Malnutrition/Dehydration 

• Incontinence/Moisture 

• Immobility 

• Factors affecting perfusion & 
oxygenation e.g. diabetes, 
cardiovascular instability/ nor 
epinephrine use, low BP, ABPI & 
oxygen use 

• Previous history of pressure damage 
• Medication 
• Level of consciousness 
• Sensory impairment 
 

 

 

• Reduced sensation 
• Acute illness 
• Severe/chronic/ terminal illness 

(Scale 2009) 
• Medical devices 
However 
• Any one of any age could get a 

pressure ulcer (Moore 2011) 
 
• Holistic assessment is key 
• Waterlow risk assessment carried out 

within 6 hours of presentation.  
• Used in combination with clinical 

judgement 
 



Pressure Ulcer Risk Assessment, Prevention & Management  
 

Identify patient at risk using: 
•        Holistic assessment 
•        Pressure ulcer risk assessment tool e.g. Waterlow/Braden etc 
•        Plus: Clinical judgement 

Pressure Ulcer Prevention Pressure Ulcer Management & 
Prevent further pressure ulceration 

Implement SSKIN Bundle Implement SSKIN Bundle 

Plus Wound Management 



Prevention – SSKIN Bundle 

• S – Skin –   Assessment of the patient’s skin 

 

• S – Surface   Provision of effective pressure   
      redistributing surface (Timely) 

 

• K - Keep Moving  Appropriate repositioning 

 

• I – Incontinence   Managing moisture & incontinence 

 

• N - Nutrition  Adequate nutrition & hydration 



SSKIN Bundle 



S - Skin assessment 

• Observe skin at every 
episode of care 

• Blanching vs non 
blanching)/ Temperature/ 
Oedema/Consistency/ 
Localised Pain 

• React to Red! 

• Check for 
moisture/dryness 

• Inspect under medical 
devices 

 

 

Bony Prominences 



S - Skin assessment 

• As soon as possible but max of 6 hours 

• As part of every risk assessment 

• Ongoing based on setting, degree of risk and in 
response to any deterioration 

• Record what you see in the patient’s notes 

 

 



S - Surface 

Support surface selection based on individual assessment & 
need.  

Consider: 

• Level of immobility & inactivity 

• Microclimate control & shear reduction 

• Size & weight of the individual 

• Risk re development of new pressure ulcers 

• Number, severity & location of existing pressure ulcer 
(HSE 2018) 

• Consider lying & seating 

• Patient location e.g. hospital/home 

 

 



S Surface 

• Condition of mattress/cushion 

• Is it working correctly 

• Is incontinence wear necessary? 

 



K – Keep Moving 

• Assess patients ability to reposition  

• Encourage to independently reposition as able 

• Patient education 

• Refer to OT/Physio if appropriate 

• Repositioning plan if unable to self reposition 

 



K-Keep Moving 

• Reposition all patients at risk or 
with pressure ulcers unless 
contra-indicated (irrespective of 
support surface) 

• Safe manual handling & use of 
repositioning aids 

• Frequency of repositioning 
depends on : 

– Tissue tolerance 

– Level of activity & mobility 

– General medical condition 

– Overall treatment objectives 

– Skin condition 

– Comfort 

 

30 degree tilt 



I - Incontinence 

• Assess continence 

• If wearing pads, do they fit correctly? 

• Assess skin condition for signs of moisture damage 

• Assess Skin care regime 

• Two elements – Cleanse & Protect 

• Cleanse skin after each episode of incontinence to 
remove urine/faeces/moisture 

• Protect skin from moisture damage/ friction  

 



N- Nutrition 

• Is nutritional intake sufficient? Consider if food/fluid chart 
required 

• Has MUST score been recorded? 

• Structured nutrition assessment  & refer for dietetic 
assessment 

• Encourage nutrition & hydration 

 



•One box per completed per day 
•Record all newly observed pressure ulcers once only on the safety cross 
•Record additional details in the legend box on the chart if required 
•Use safety cross as a visual tool  
•Report pressure ulcers as per HSE (2018) guide and local policy 

Safety Cross 











Differentiating between pressure ulcers and 
moisture lesions 

Citation: Beeckman D et al. Proceedings of the Global IAD Expert Panel. Incontinence associated 
dermatitis: moving prevention forward. Wounds International 2015. Available to download from 
www.woundsinternational.com 



Differentiating between pressure ulcers and 
moisture lesions 



Differentiating between pressure ulcers and 
moisture lesions 



 

 

  Questions? 



CHAMPION    PARTNER    ENABLE   DEMONSTRATE    www.qualityimprovement.ie       
@NationalQI 

Recap: on what to bring on day 2 

• Story board Template 
 

• Try completing: 
Tool 1: Project  on a page 
Tool 2: Stakeholder map 
Tool 3: Aim statement/Driver diagram 
Tool 4: Project Charter 
Tool 10: Measurement Plan 
Tool 12: PDSA template 
Tool 6: Effective meetings 

www.qualityimprovement.ie 
 

 
 

http://www.qualityimprovement.ie/


CHAMPION    PARTNER    ENABLE   DEMONSTRATE    www.qualityimprovement.ie       
@NationalQI 

Any questions/ queries: 
Roisin.breen@hse.ie 

Follow us on Twitter   @NationalQI #QIreland 
 

Missed a webinar – Don’t worry you can watch recorded webinars on HSE QID PUTZ 
Falls webpages 

See you soon in Cavan or Cork 


