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Purpose

An evidence based, interprofessional and person centered approach to care can decrease the 
incidence of pressure injuries in the hospital setting, thus reducing pain, suffering and cost 
within the healthcare system. At MAHC, all admitted patient will undergo routine risk 
assessment, have an individualized skin injury prevention care plan and consistent monitoring 
of skin surfaces to support safe skin practices.

Scope

The policy pertains to all staff members and physicians at Muskoka Algonquin Healthcare 
(MAHC). 

Policy Statement 

At MAHC, the primary goal is the prevention of pressure injuries, and/or preventing further 
tissue damage of pre- existing pressure injuries.  Nurses will assess for risk of skin breakdown 
using the Braden Scale for predicting Pressure Sore Risk on all adult patients with the exception 
of maternity. A Braden Score of less than 18 indicates that a patient is at risk, requiring the 
nurse to establish, implement and document a plan of care. Ongoing evaluation of Braden 
Score and effectiveness of the plan of care must be documented. The patient and family are to 
be included in the prevention planning and intervention process. The Management of wounds 
will follow the Wound Assessment and Management Policy.

Definitions

Braden Scale: A validated risk assessment tool used to determine risk for developing pressure 
injuries.  Six subscales are scored based upon patient presentation.   A low score indicates high 
risk of developing skin injury. Subscale scores can be used to determine appropriate patient 
interventions.

National Pressure Ulcer Advisory Panel (NPUAP) Staging System: A staging system that 
describes the depth of tissue involvement in a unilateral dimension of deterioration created by 
the NPUAP.  Appendix B outlines the NPUAP staging system.

Pressure Injury: Localized damage to the skin and underlying soft tissue usually over a bony 
prominence or related to a device.  The extent of damage is defined by the NPUAP staging 
guide (Appendix B) 
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Procedure

Risk Assessment:
1. All nurses working in patient areas will receive education on utilization of the Braden 

scoring tool. (Appendix A) Lanyard cards will be available for reference.
2. All patients admitted to MAHC will have a Braden score assessment completed and 

documented within 12 hours of admission, weekly, with the development of any 
pressure injury and with any major change in patient status.

3. Braden score values will be used to create the individualized patient care plan along 
with the interdisciplinary team as required.

Skin Assessment:
1. All patients admitted to hospital will have a complete skin assessment within the first 12 

hours of admission.
2. A full skin assessment on admission will include all the bodily surfaces, with particular 

attention to bony prominences and areas of pressure.  Any existing dressings or devices 
will be removed with the underlying tissue examined and documented.

3. A skin assessment will subsequently take place every shift, focusing on bony 
prominences.  In subsequent assessments, any therapeutic dressings may remain intact 
and be documented as such.  Any dressings used for prevention or medical devices must 
be lifted to examine the underlying tissue.

4. Staff will utilize the National Pressure Ulcer Advisory Panel staging guide for assessment 
of skin injuries. (Appendix B) It is important to consider previous skin assessments as 
pressure injury staging works in a unilateral direction (i.e. a stage 2 injury cannot 
recover and become a stage 1 injury). (Appendix B)

Documentation:
1. All suspected and established pressure injuries, including stage 1, are to be documented 

at the time they are initially noted and with each subsequent skin assessment.  
Documentation will take place on the ‘Incision/Wound care’ Power Form and include at 
minimum the location, stage and size of wound and a description of the wound bed and 
peri-wound area.

2. Wounds stage 2 or greater require photo documentation on initial assessment.  All 
photos must be taken on a hospital owned camera, available in designated unit 
Medication Rooms.  Refer to instructions for loading to patients Cerner chart in the 
Wound Care Binder and attached to all cameras.

3. Document utilization of any therapeutic surfaces on initiation or discontinuation. 
(Appendix D)

4. Document all patient and/or family education and instructions.
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Reporting:
1. Any pressure injury first identified after 24 hours of admission are considered a Hospital 

Acquired Pressure Injury (HAPI).  
2. HAPIs will be recorded in the patient chart followed by an IMRS incident report using 

the “Skin Tissue” incident category.
3. Any Pressure Injury that worsens (i.e.: stage 1 develops to a stage 2) will be reported 

through the IMRS.
4. HAPIs and worsening injuries will be reviewed quarterly by the Skin and Wound Care 

committee and forwarded to Nursing Leadership and Quality Council.
5. Braden Score Compliance will be reviewed quarterly by the Skin and Wound Care 

Committee.  
6. Pressure Injury (PI) audits will be conducted at a minimum of monthly on a designated 

unit and results reported to staff and management. 

Care Plan:
1. All patients receiving care at MAHC will have an individualized Braden Skin Assessment 

Care Plan documented in Power Chart.  The MAHC Pressure Injury Prevention Protocol 
will be utilized. (Appendix C)

2. The Braden Skin Assessment Care Plan will be reviewed and updated with each instance 
of the Braden Scoring Tool.

3. Interventions will be selected considering the sub scoring values.
4. Dietician, physio and OT consults will be completed as required.

Education:
1. Education will be provided for care providers regarding utilization of the Braden Score, 

protocols and prevention strategies/ devices and recognition of pressure injuries in 
general orientation.  

2. Strategies and algorithms will be available in the Wound Care Binder found in all clinical 
areas and on SharePoint.

3. All patients will receive a copy of the Patient Information on Bed Sores and Pressure 
Injury information sheet. (Appendix E)

Cross Reference
N/A
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Notes

Standardized Statement: 

This material has been prepared solely for the use at Muskoka Algonquin Healthcare. Muskoka 
Algonquin Healthcare accepts no responsibility for the use of this material by any person or 
organization not associated with Muskoka Algonquin Healthcare. No part of this document may 
be reproduced in any form for publication without permission of Muskoka Algonquin 
Healthcare.
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Appendices

Appendix A - Braden Pressure Ulcer Risk Assessment 
Appendix B - National Pressure Ulcer Advisory Panel Staging Guide
Appendix C - MAHC Pressure Injury Prevention Protocol
Appendix D - Surface Selection for Braden Score and Pressure Injury
Appendix E - Patient Information: Bed sore and Pressure Injury Prevention
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Appendix A: Braden Score
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Appendix B- National Pressure Ulcer Advisory Panel Staging Guide

Pressure Ulcer Stages
Stage I

Pressure Injury
Stage II

Pressure Injury
Stage III

Pressure Injury
Stage IV

Pressure Injury
Deep Tissue

Pressure Injury
Unstageable Pressure 

Injury

Non-blanchable erythema 
of intact skin 

Intact skin with localized 
area of non-blanchable 
erythema, which may 
appear differently in 
darkly pigmented skin. 
Presence of blanchable 
erythema or changes in 
sensation, temperature, or 
firmness may precede 
visual changes. Colour 
changes do not incluce 
purple or mar0on 
discoloration; thes may 
indicate deep tissue 
pressure injury. 

Partial-thickness skin loss 
with exposed dermis

Partial-thickness loss of 
skin with exposed dermis. 
The wound bed is viable, 
pink or red, moist and may 
also present as an intact or 
ruptured serum-fil led 
blister. Adipose (fat) is not 
visable and deeper tissues 
are not viable. Granulation 
tissue, slough and eschar 
are not present. These 
injuries commonly result 
from adverse microclimate 
and shear in the skin over 
the pelvis and shear in the 
heel. This stage should not 
be used to describe 
moisture-assosicated skin 
damage (MASD) including 
incontinence associated 
dermatitis (IAD), 
intertriginous dermatitis 
(ITD), medical adhesive-
related skin injury (MARSI), 
or taumatic wounds (skin 
tears, burns, abrasions).

Full-thickness skin loss

Full-thickness loss of skin, 
in which adipose (fat) is 
visible in the ulcer and 
granulation tissue and 
epibole (rolled wound 
edges) are often present. 
Slough and/or eschar may 
be visible. The depth of 
tissue damage varies by 
anatomical location; areas 
of significant adiposity can 
develop deep wounds. 
Undermining and tunneling 
may occur. Fascia, muscle, 
tendon, l igament, carti lage 
or bone are not exposed. If 
slough or eschar obscures 
the extent of tissue loss 
this is an Unstageable 
Pressure Injury

Full-thickness loss of skin 
and tissue

Full-thickness skin and 
tissue loss with exposed 
or directly palpable 
fascia, muscle, tendon, 
l igament, carti lage or 
bone in the ulcer. Slough 
and/or eschar may be 
visible. Epibole (rolled 
edges), undermining 
and/or tunneling often 
occur. Depth varies by 
anatomical location. If 
sough or eschar obscures 
the extent of tissue loss 
this is an Unstageable 
Pressure Injury. 

Persistent non-blanchable deep 
red, maroon or purple 
discoloration

Intact or non-intact skin with 
localized area of persistent non-
blanchable deep red, maroon, 
purple discoloration or epidermal 
separation revealing a dark 
wound bed or blood-fi l led blister. 
Pain and temperature change 
often precede skin colour changes. 
Discoloration may appear 
differently in darkly pigmented 
skin. This injury results from 
intense and/or prolonged pressure 
and shear forces at the bone-
muscle interface. The wound may 
evolve rapidly to reveal the actual 
extent of tissue injury, or may 
resolve without tissue loss. If 
necrotic tissue, subcutaneous 
tissue, granulation tissue, fascia, 
muscle or other underlying 
structures are visible, this 
indicates a full  thickness pressure 
injury (Unstageable, Stage 3 or 
Stage 4). Do not use DTPI to 
describe vascular, traumatic, 
neuropathic, or dematologic 
conditions. 

Obscured full-thickness skin 
and tissue loss

Full-thickness skin and 
tissue loss in which the 
extent of tissue damage 
within the ulcer cannot be 
confirmed because it is 
obscured by slough or 
eschar. If slough or eschar 
is removed, a Stage 3 or 
Stage 4 pressure injury will  
be revealed. Stable eschar 
(i .e. dry, adherent, intact 
without erythema or 
fluctuance) on an ischemic 
l imb or the heels(s) should 
not be softened or removed.

Developed by MAHC Wound Care Team referencing from www.npuap.org April 2020
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Appendix C- MAHC Pressure Injury Prevention Protocol
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Appendix D – Surface Selection for Braden Score and Pressure Injury
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Appendix E – Patient Information: Bed sore and Pressure Injury Prevention


