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1. POLICY STATEMENT 
 

This policy outlines strategies to reduce the risk of pressure injury (PI) development and minimise 
the occurrence and severity (stage) of skin and tissue damage to patients receiving treatment or 
care at South Eastern Sydney Local Health District (SESLHD) Services. 
 
Aboriginal people have been considered and engaged with the Aboriginal Health Unit in the 
development of this policy. 
  

2. AIMS 
The aim of this policy is to identify those at risk of PI and initiate intervention strategies to prevent 
and manage PI in patients deemed to be ‘at risk’ who are admitted to SESLHD hospitals and/ or 
provided care by staff of SESLHD organisations, including those providing care in community 
settings. This policy extends to all patients (adult or children) admitted or presented to SESLHD 
facilities including Emergency Departments (EDs), Operating Theatres (OT), ward areas, out-
patient clinics and community settings. The information provided must be used in conjunction with 
the clinical judgement of clinicians and the patients’ preferences, and Aboriginal Hospital Liaison 
Officer can be contacted if required. 
 
Wound management of pressure injuries is outside the scope of this business rule. For 
information on wound management refer to SESLHD Wound policies: 
 
SESLHDPD/146 - Wound-Antiseptic Dressing Policy 
SESLHDPR/297 - Wound – Wound Assessment and Management 
Wound Product Catalogue 
SESLHDPR/285 - Wound - Clinical Digital photography 
SESLHDPR/205 - Wound - Incontinence Associated Dermatitis (IAD) 

      SESLHDPR/437 - Wound - Managing Pain at Dressing Change   
SESLHDPD/136 - Wound - Negative Pressure Wound Therapy (NPWT)  
SESLHDPR/398 - Wound – Graduated Compression Therapy (GCT) in Venous Disease 
SESLHDPR/348 - Wound Debridement 
 

3. TARGET AUDIENCE  
SESLHD Medical, Nursing and Allied Health staff. 

4. RESPONSIBILITIES  
SESLHD Director Nursing and Midwifery Services, SESLHD Clinical Stream Director, Directors of 
Operations, Clinical Stream Directors and all staff who work in SESLHD regardless of location 
and position are responsible for preventing pressure injuries (1).  
 
An executive manager and/or a governance group in SESLHD facilities are responsible for 
monitoring compliance with the health service pressure injury policies, procedures and protocols, 
and ensuring there are systems in place to monitor and analyse pressure injury data and conduct 
relevant quality improvement activities (1).  
 

https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/87
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/87
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/87
http://sesinet/sites/Clinical-Products/Woundcare/_layouts/15/start.aspx#/SitePages/Home.aspx
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/87
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/87
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/87
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/87
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/87
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/87
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/87
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/87
https://www.seslhd.health.nsw.gov.au/policies-and-publications/functional-group/87
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4.1      Chief Executive of Local Health District/Network (LHD/N) is responsible for: 
Implementing best practice guidelines for the prevention and management of PI.  
Allocating resources to enable effective prevention and management of PI, including:  

• Delegating the day-to-day responsibility of establishing and monitoring the implementation 
of this policy to the relevant senior managers and/or governance group/committee. 

• Making appropriate education and training available to all clinical and support staff.  
 

4.2      Senior Health Management is responsible for: 
• Establishing local clinical practice which follows best practice guidelines, to support safe 

and effective prevention and management of PI.  
• Making appropriate education and training in PI prevention and management available to 

staff. Encouraging a culture of harm prevention and patient participation in their own care.  
• The availability and accessibility of necessary products and equipment to ensure safe and 

effective patient care for PI prevention and management.  
• Developing, implementing and monitoring the product and equipment strategies for the 

prevention and management of PI.  
 
4.3      LHD/N Clinical Governance Unit is responsible for: 

• Supporting and monitoring this policy in line with best practice guidelines for the 
prevention and management of PI.  

• Collecting, collating, analysing and evaluating relevant data to improve patient safety and 
supporting quality improvement activities.  

• Providing feedback to the relevant clinical unit/s validated information on outcomes in 
relation to this policy.  

• Supporting the audit tools (such as QARS) to assess compliance with the policy.  
 
4.4 Executive Sponsor is responsible for: 

• Promote a positive culture that supports PI prevention and management strategies in their 
facilities.  

• Provide support to Managers and PI committee to ensure that PI prevention and 
management strategies are embedded within their facilities.  

• Ensure that identified risks appropriately mitigated in a timely manner.  
 
4.5 Line Manager or Delegate is responsible for: 

• Promote a positive culture that supports PI prevention and management strategies in their 
clinical areas.  

• Ensure that any identified gaps in clinical practice communicated, reported and managed 
as per NSW Minister of Health policies (1, 2, 3)   

• Ensure that all clinical staff are compliant with mandatory education attendance.  
• Ensure that all clinical staff work within clinical practice.  
• Ensure that all clinical staff have access to appropriate resources.  
• Ensure that identified risks are appropriately mitigated in a timely manner.  

 
4.6 Clinical staff who involves in PI prevention and management is responsible for:  

• Promote a positive culture that support PI prevention and management strategies.  
• Complete PI risk screening and assessment of a patient presented to a SESLHD facility 

and identify staging of PI if any (Appendix A). Risk assessment tools used at SESLHD are 
Waterlow, Braden, Glamorgan Scale (Appendix B, C and D).  
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• Document risk assessment and management plans into the Electronic Medical Record 
(eMR), Electronic Record Intensive Care (eRIC), Surginet and FirsNet or equivalent in 
non-inpatient settings (Community nursing services, ambulatory facilities or clinics).  

• Conduction a Post Incident Bedside Safety Huddle with 24hours for all Hospital Acquired 
Pressure Injuries (Stages 1,2,3,4, Unstageable and Suspected Deep Tissue Injuries)(4).  

• Conduct PI risk assessment regularly based on identified risk on admission/presentation.  
• Commence PI management strategies based on identified risk.  
• Communicate PI risk assessment and management with patient/carer and multidisciplinary 

team members who involve in patient’s care regularly.  
• Mandatory completion of My Health Learning on-line learning pathway. The learning 

pathway includes three modules as;  
o Pressure Injury Risk Assessment (course code 115610702)  
o Pressure Injury Risk Management (course code 115610919)  
o Wound Assessment (course code 40063891)  

• Completion of hospital orientation sessions.  
• Maintain knowledge and skills through attendance at regular training sessions identified by 

each facility.  
• Participate PI related audits as communicated via line managers. Examples of PI audits 

are; documentation, equipment, risk assessment, risk management or point prevalence 
audits.  

• Communicate any faulty equipment with line managers and/or in-charge for maintenance 
and/or replacement for prevention of risk in a timely manner.  

• Ensure that PI related equipment usage according to manufacturer guideline.  
• Ensure that identified risk communicated, reported and managed as per policies (1, 2, 3)  

 

5. DEFINITIONS  
Active 
Support 
Surface 

A powered support surface that produces alternating pressure through 
mechanical means, providing the capacity to change its load distribution 
properties with or without an applied load. This generally occurs through 
alternating of air pressure in air cells on a programmed cycle time. Also 
called an alternating pressure support surface or a dynamic support surface 
(5).  

Bony 
prominence 

An anatomical projection of bone (5).  

Carers People who provide care and support to family members and friends who 
have a disability, mental illness, chronic condition, terminal illness, an 
alcohol or other drug issue or who are frail aged. Carers provide emotional, 
social or financial support (6). Carers provide support for activities of daily 
living and include parents and guardians caring for children (6).  

Classification 
of pressure 
injuries 

Pressure injuries are classified using the National Pressure Ulcer Advisory 
Panel (NPUAP) and European Pressure Ulcer Advisory Panel (EPUAP) 
2009/2014 classification system cited in the Australian Wound Management 
Association Pan Pacific Clinical Practice Guideline for the Prevention and 
Management of Pressure Injury, 2012(7). Classification of PI (Appendix A)  
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Community 
Services 

Services provided in the community setting and include but not limited to, 
Generalist Community Health Services, Palliative Care Services, Hospital in 
the Home, Child and Family Health Services, Chronic Care Services, 
Continence Services, Ostomy Services, Diabetes Services and Podiatry 
Services. 

Mucosal 
pressure 
injury 

Mucosal membrane pressure injuries are pressure injuries of the moist 
membranes that line the respiratory, gastrointestinal and genitourinary 
tracts. Mucosal pressure injuries are primarily caused by medical devices 
exerting sustained compression and shear forces on the mucosa. 
Classification systems for pressure injuries of the skin and underlying tissue 
cannot be used to categorize mucosal pressure injuries (5).  

NSW public 
health facility 

Any clinical unit or service that delivers public healthcare services. Health 
facilities include hospitals, multi-purpose services, emergency services, 
ambulatory care services, Aboriginal Medical Services and community 
health services and clinics. 

Plan of care Outlines the types and frequency of services required and the service 
provider details to meet care needs and mitigate identified risk factors. 

Pressure 
Injury (PI) 

Localised damage to the skin and/or underlying tissue, as a result of 
pressure or pressure in combination with shear and friction. Pressure 
injuries usually occur over a bony prominence but may also be related to a 
medical device or other object (5, 8).  

Pressure 
injury risk 
identification 

A process to support identification of an individual’s risk of developing a 
pressure injury.  
Risk screening must consider the three primary predictors of PI 
development: 
1) Mobility/activity and neurological status - which can be restricted by 
the following but is not limited to physical limitations, over/under weight, 
sensory deficits, impaired cognition, low affect, demotivation, 
medication/anaesthetic or pain. 
2) Perfusion – related to diabetes, peripheral artery disease, venous 
insufficiency, respiratory disease, organ failure, medication. 
3) Skin status (as reported by the patient or the carer): 
  a) General skin status relating to factors which may make the skin more  
      vulnerable to pressure injury, e.g., redness, moisture, dryness, oedema 
  b) Skin integrity including current and previous pressure injuries (9). 
Patients with a history of or if a current pressure injury exists may be at risk 
of developing further pressure injuries (1).  

Primary Care 
Provider 

Primary healthcare providers include but are not limited to – General 
Practitioners, nurses (including general practice nurses, community nurses 
and nurse practitioners), allied health professionals, midwives, pharmacists, 
dentists, and Aboriginal Health Workers. 

Risk 
screening 

A process to support identification of an individual’s risk of developing a PI 
(5).  
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Reactive 
Support 
Surface 

Powered or non-powered support surface with the capability to change its 
load distribution properties in response to an applied load (10).  

Skin 
assessment 

Examination of the entire skin surface from head to toe to check integrity 
and identify any characteristics indicative of pressure damage/injury. This 
entails assessment for erythema, blanching response, localised 
temperature changes compared to surrounding skin, oedema, induration 
and skin breakdown. Consider different skin tones. The skin beneath 
devices, prosthesis and dressings are to be checked when practical and 
safe to do so (5).   

Staff Any person working within the NSW Health system including clinicians, 
contractors, students and volunteers. 

Unavoidable 
Pressure 
Injuries 

Pressure injuries which occur despite consistent application of PI 
prevention interventions. The implemented interventions were consistent 
with the patient’s needs, goals, and recognised standards of practice, and 
there is evidence of monitoring and evaluation/revision of the interventions 
(11).  

Wound-related 
pain 

An unpleasant sensory and emotional experience associated with a PI. 
Patients may use different words to describe pain including discomfort, 
distress and agony (12). Patients with cognitive impairment or expressive 
dysfunction may be unable to communicate their pain. 

 
6. PRESSURE INJURY PREVENTION AND MANAGEMENT  
6.1      Pressure Injury Risk Screening and Assessment 

All inpatients, including paediatric patients under the age of 16 years, must be screened for PI risk 
as early as possible to SESLHD presentation/admission as: 

• Within 8 hours of presentation to inpatient and Multi-Purpose Service (MPS) long stay and 
Residential Aged Care (RAC) facilities 

• At the first home visit or presentation to non-inpatient (community services, ambulatory 
facilities or clinics with clients at high risk) services. 

Risk screening must consider the three primary predictors of PI development: 
1) Mobility/activity and neurological status - which can be restricted by the following but is not 
limited to physical limitations, over/under weight, sensory deficits, impaired cognition, low affect, 
demotivation, medication/anaesthetic or pain. 
2) Perfusion – related to diabetes, peripheral artery disease, venous insufficiency, respiratory 
disease, organ failure, medication. 
3) Skin status (as reported by the patient or the carer): 
     a) General skin status relating to factors which may make the skin more vulnerable to PI,  
          e.g., redness, moisture, dryness, oedema. 
     b) Skin integrity including current and previous pressure injuries (9).  
Patients with a history of or if a current pressure injury exists may be at risk of developing further 
pressure injuries (1).  
The PI risk assessment tools assist with identifying the level of PI risk. The PI risk assessment 
tools are used at SESLHD facilities are, for adult patients/clients Waterlow and Braden scale 
(Appendix B, C) and for paediatric patients/clients adapted ‘Glamorgan Scale’ assessment tool 
(Appendix D), for outpatient settings Modified Anderson tool or clinical judgement (Appendix E).   
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The following (Table 1) outlines PI screening and skin assessment requirements based on patient 
care setting as per NSW Health Policy (1). 

Table 1: PI screening and skin assessment based on patient care settings 
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After PI risk screening and assessment, PI prevention and management strategies must be 
implemented based on identified risk level and individualised care plan within two hours (1).   

Figure 1: PI Prevention and Management for adult hospital admissions (13) 
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6.1       Conduct skin assessment 
PI risk factor/s must be identified through the initial screening process and comprehensive skin 
assessment documented in clinical notes. If a skin assessment is outside of the clinician’s scope 
of practice, referral for skin assessment may be required. Ongoing regular skin assessment based 
on care setting (Table 1). 
 
In some situations, the patient may not give consent or is unsuitable to undergo a full skin 
assessment. The clinician must record in the medical record the reason why the skin assessment 
was not undertaken.  
 
In clinical situations when the risk of doing a skin assessment is outweighed by other risks to the 
patient or staff, the assessment is to take place as soon as practical after the risk is mitigated.  
Risks include: 

• Clinical instability e.g. acute spinal cord injury, unstable fractures, active bleeding 
• Medical device patency e.g. extracorporeal membrane oxygenation (ECMO), intraarterial 

lines/sheaths 
• Dressing wear time e.g. severe burn injury, negative pressure wound therapy.  
• Potential for physical harm to the patient or staff e.g. delirium, behavioural disturbance, 

psychological trauma, cultural sensitivity 
• Imminent death. 

 
Comprehensive skin assessment include a head to toe assessment especially over bony 
prominences,  such as occiput, shoulder, sacrum, coccyx or great trochanter, and under and/or 
around a device such as endotracheal tubes, intravenous lines or cast.  

 
Patients must be reviewed if 

• There is a change in patient’s health status or mobility 
• Pre-operatively 
• Post-operatively (as soon as feasible after surgery) 
• Postnatally prior leaving the birthing setting 
• At transition of care 
• Prior to discharge 
• If a pressure injury develops 

 
If a PI risk identified, the risk, skin assessment and plan of care must be reviewed and ongoing 
comprehensive skin assessment must be undertaken (1). 
 
PI prevention and management for inpatients, non-inpatients and Multi-Purpose Service Long 
Stay (MPSLS) Facility residents and NSW Health Residential Aged Care Facility as outlined in 
figures 2, 3 and 4 (14).  
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Figure 2: PI Prevention and Management for Inpatients 
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Figure 3: PI Prevention and Management for Non-Inpatient 
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Figure 4: PI Prevention and Management for MPS Long Stay and NSW Health Aged Care   
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6.2       Developing plan of care 
For patients/clients who are at risk of, or have an existing PI, the plan of care must:  

• Be developed with the person, and/or their carer (when able) and documented in their 
medical record. 

• Include strategies aimed at preventing PI and optimising healing and preventing 
complications of current PI. 

• Document how the patient and/or carer are involved in the PI prevention and management 
care planning process. 

• Have input from the interdisciplinary team about additional assessment, recommendations 
and treatment. 

• Be communicated via documentation in the medical record. 
• Be communicated during handover at the end of every shift in an acute, MPS long stay 

facility or NSW Health RAC facility, and within twenty-four hours of initial home visit for 
community services. 

• Have risk communicated, e.g. through the use of patient journey boards and care boards 
• Be verbally communicated during bedside handover, intentional-rounding, safety huddles, 

journey board meetings and at transition of care. 
 
6.3       Prevention Strategies 

Patients with PI risk factors, either with or without pressure injury, must have: 
• Evidence based prevention strategies implemented as a priority within two hours of risk 

identification.  
• Targeted interventions/strategies based on the risk factor(s) identified and reviewed 

regularly for their effectiveness. 
• Repositioning and/or early mobilisation schedule to prompt or assist repositioning as 

clinically indicated and using appropriate manual handling techniques and equipment. 
• Patients are to be educated and encouraged to perform independent, pressure relieving 

manoeuvres when able. 
• A 30-degree side lying position is to be used when repositioning individuals in bed. Keep 

the head of the bed as flat as possible at no greater than 30-degrees elevation unless 
clinically necessary to facilitate breathing and/or prevent aspiration and ventilator-
associated pneumonia (5).  

• The knee break function is to be used to prevent the patient from sliding down the bed to 
reduce shear forces. The torso to thigh angle is to be no greater than 30-degrees (5).  

 
Pressure redistribution: 

• Mattress support surfaces which meet individualised requirements (i.e. weight, moisture, 
temperature, width, static or active surface types) are to be considered and regularly 
reviewed. 

• Support surfaces (such as active and reactive) are to be used during care, including 
emergency departments, operating room, intensive care, dialysis units, and during 
transportation when clinically indicated and appropriate. 

 
NB: In unstable spinal or pelvic fracture, active support surfaces are contra-indicated. This is 
regardless of the patient having identified risk factors for PI or an existing PI. Patients with 
unstable spinal or pelvic fracture are to stay on the appropriate non-powered support surface and 
receive regular pressure relief through lifting, as per spinal and pelvic fracture protocols. 
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• Seating support surfaces which meet the individualised requirements are to be considered 
and regularly reviewed. 

• Other pressure redistribution and offloading equipment (e.g. repositioning devices or aids) 
are to be used according to individualised requirements and goals of care. 

• Heels, Achilles tendon and popliteal vein are to be offloaded completely to distribute the 
weight of the leg along the calf (5).  

 
Medical devices: 

• Devices/orthoses, compression therapy/stockings, casts/splint and other devices are to be 
correctly fitted, repositioned or removed regularly to have underlying skin inspected.  

• Devices and orthosis need to be checked within 1-2 hours of first application to ensure 
there is no pressure (8)  

• The paediatric population is at increased risk of device related pressure injury. 
 

Reduction of shear and friction: 
• Prophylactic dressings - note dressing products do not reduce pressure. 
• Appropriate manual handling techniques and equipment 

 
Pain Management: 

• Ensure patients have adequate pain management to support early mobilisation and 
repositioning. 

 
Education of patients/carers: 

• On risk factors, prevention strategies and the importance of regular repositioning. Patient 
education brochures are (Appendix G, H and I) and translated version of patient education 
brochures can be found at Clinical Excellence Website (14) 

https://www.cec.health.nsw.gov.au/keep-patients-safe/older-persons-patient-safety-
program/pressure-injury/information-for-patients  

• Patient education brochures on paediatric population (Appendix J)  
 
Skin protection and moisture balance: 

• Skin is cleaned and hydrate. 
• Skin is protected from excessive moisture with a barrier product. 
• Vigorous massage or rubbing of the skin is to be avoided as this can cause damage from 

shear and friction. 
 
Continence management for persons with incontinence: 

• A continence management plan is to be developed that facilitates individualised toileting, 
change of continence aids, and regular skin care.  

• Highly absorbent continence products to protect the skin in individuals with or at risk of PI 
who have urinary and/or faecal incontinence. These need to be checked and changed 
regularly.  

• Skin is to be cleansed after each episode of incontinence. 
 
Adequate nutrition and hydration, is to be provided, including: 

• Consideration of adequacy of total energy (calorie), protein, fluid, vitamin and mineral 
intake. 

• Screening for nutritional deficiencies.  

https://www.cec.health.nsw.gov.au/keep-patients-safe/older-persons-patient-safety-program/pressure-injury/information-for-patients
https://www.cec.health.nsw.gov.au/keep-patients-safe/older-persons-patient-safety-program/pressure-injury/information-for-patients
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• Nutrition assessment by a Dietitian (where available) if with or at risk of malnutrition or for 
those with severe pressure injuries (stage 3, stage 4, Unstageable and Suspected Deep 
Tissue). Risk factors for malnutrition may include unintentional weight loss, poor appetite, 
reduced oral intake, and increased gastrointestinal losses (e.g. diarrhoea, vomiting).  

• Consideration of high energy high protein supplements, and/or arginine if recommended 
by a Dietitian or Medical Officer.  

• Feeding assistance, if required. 
 

Referral to health disciplines are to be made as clinically indicated for additional assessment and 
treatment. 
 

6.4      Assess existing pressure injuries 
Pressure injuries are classified using the EPUAP/NPUAP 2009/2014 classification system 
(Appendix A). 
 
Classification and assessment of PI must occur,  

• when a PI is identified,  
• during serial wound management and  
• on transfer of care. 

 
Pain assessments are to be conducted to include pain management in the plan of care. 

 
6.5      Managing existing pressure injuries 

Management of pressure injuries when a PI is identified, plan of care should address risk factors 
and includes wound and pain assessment and management. The plan of care is to be reviewed 
by the multidisciplinary team within twenty-four hours of PI identification wherever possible.  
 
If a PI develops or an existing PI significantly deteriorates (progresses to a more severe stage) 
the patient is to be reviewed.  
 
Wound Management is to be provided or supervised by clinicians with knowledge, skills, and 
resources to provide treatment in accordance with best practice. 

 
6.6       Monitor and document 

The risk, skin assessment and plan of care should be documented on eMR, eRIC or relevant  
forms. Documentation as (17) 

• Immediate pre-admission history e.g. risk factors such as length of time on the floor, tissue 
damage present on admission to hospital  

• Results of risk screening and assessments on admission and regular bases  
• Details of interventions for patient /client identified at risk of PI  
• The type of mattress/cushion selected  
• Document whether equipment, e.g. mattress or cushion, is functioning correctly  
• Any healthcare professional consulted to manage PI prevention  
• Consultation with patient/ carer.  
• Monitoring of progress and review/ reassessment, as required.  
• Community nursing will record PI details in the Wound Assessment Treatment Evaluation 

Plan (WATEP) form on eMR.  
• PI care and end of life care pathway as per MDT goal of care.  
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Monitor and document pressure injuries; 

• in the medical record and complete wound chart(s) for PI, including if they were present on 
presentation or developed during the episode of care. 

• Documentation is to include a PI classification, anatomical location and dimensions.  
• PI reassessment is to occur as frequently as required, but at least weekly. Severe or a PI 

that is not healing as anticipated, i.e. 25% reduction in four weeks3 are to be reviewed by 
a clinician with expertise in wounds. 

• Capture and upload an image of the PI after gaining consent from a patient as part of the 
documentation to monitor outcomes.  

• Notify through the incident management system, IMS+, if the injury was acquired during 
the current episode of care (2).   

 
Consultations are to occur in a timely fashion with clinicians with expertise in wounds, medical or 
other health disciplines for their assessment, management and interventions. The use of virtual 
health to facilitate the consultation and reduce the need for patient or clinicians to travel is to be 
considered. 
 
Pain is to be assessed and managed using best practice guidelines (using a validated pain tool) 
and documented. 

 
Nutritional support is to be provided in accordance with NSW Health Nutrition Care Policy (18)  
 
Prevention of additional pressure injuries as patients with a pressure injury are at a high risk of the 
injury worsening or developing other pressure injuries (Refer section 6.3).  

 
6.7      Transition of Care 

Transition of care for a patient at risk or with a PI requires timely communication with health care 
providers taking over/resuming care, the patient and/or their carers, other community or 
residential services, equipment suppliers, and allied health clinicians.  
Communication of care is to occur: 

• In the medical record and complete wound chart(s) for PI, including if they were present on 
presentation or developed during the episode of care.  

• Goals of care (healing, maintenance, or palliation)  
• Classification, anatomical location and dimensions of the PI  
• Wound management  
• Ongoing prevention/management strategies  
• Follow-up care. 

 
Prevention strategies are to be used during transportation or transition of care for patients at risk 
or with an existing pressure injury (5).  

 
7         RESOURCES 

PI prevention products, devices and equipment are to be purchased/rented in accordance with 
NSW Health Procurement Guidelines and SESLHD Pressure Relieving Mattresses and Cushions 
Rentals guidelines (15) and used in accordance with: 

• The manufacturers’ instructions  
• NSW Health Infection Control Policies  
• NSW Health Workplace Health & Safety Policy. 
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8          EDUCATION AND TRAINING 

Clinical staff providing care to patients at risk of or with PI are to undertake training in PI 
prevention and management, modules are available on My Health Learning on-line learning 
pathway.  
The learning pathway includes three modules as:   

• Pressure Injury Risk Assessment (course code 115610702) 
• Pressure Injury Risk Management (course code 115610919) 
• Wound Assessment (course code 40063891) 

 
Targeted education for: 

• Follow-up care  
• Orientation and ongoing training programs related to PI prevention and management  
• Clinical coders on PI classification and condition onset  
• Auditors who conduct audits related to pressure injuries  

 
Recording of training sessions on PI prevention and management should be entered to HETI 
under relevant training codes and monitored by line managers.  

 
9          REPORTING  
9.1       PI Incidents Notification  

Incident notification in the incident management system (IMS+) must occur for  
• Hospital/health service-acquired PI, which have developed after eight hours of 

presentation and communicated to the admitting medical team or primary care provider.  
• PI that have deteriorated (progressed to a more severe PI) since admission.  

 
Unstageable pressure injuries and suspected deep tissue injuries require review for definitive 
staging (1). Where definitive staging is likely to occur after the transition of care, the health service 
is to communicate with the ongoing care provider to confirm staging. Definitive staging is to be 
entered into the medical record and the IMS+ particularly for unstageable pressure injuries or 
suspected deep tissue injuries that are staged as a stage 3 or stage 4.   
 
Stage 3, stage 4, unstageable and suspected deep tissue pressure injuries which are 
hospital/health service-acquired are to have a clinician with expertise in PI prevention and 
management or wound management on the Incident Review Team, where possible. 
 
Hospital/Health Service-acquired PI are reviewed and recommendations reported and monitored 
in accordance with the NSW Health Policy Directive Incident Management (PD2020_047) (2).  
 
When a PI occurs or deteriorates to a more severe injury during an episode of care, the patient 
and/or carer are informed in accordance with the NSW Health Policy Directive Open Disclosure 
Policy (PD2014_028) (16).  
 
Pre-existing PI do not require notification in the IMS+. These are to be documented in the medical 
record and wound chart. 

 
9.2       Monitoring 

Health services are to have systems in place to: 
• Identify PI that develop during the episode of care.  
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• Review PI data regularly, at a minimum quarterly  
• Ensure PI data is communicated to the health service executive and those responsible for 

governance of clinical care  
• Analyse PI data to inform care, quality improvement activities and monitor progress. 
• Conduct PI Point Prevalence Audit annually or as required.  
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Appendix A: Pressure Injury Classification System 
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Appendix B: Waterlow pressure injury risk assessment 
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Appendix C: Braden Scale 
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APPENDIX D: Paediatrics - Glamorgan Pressure Ulcer Risk Assessment 
Scale
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Appendix E : Pressure Injury Screening for Outpatient Departments & Clinics   
Stock code Product code  -  NHSIS1117 (Sticker) - ordered through Stream solutions 

 
If the patient scores 2 or greater on the initial pressure risk screening tool, the ‘Pressure Injury Risk 
Management Plan’ section of the tool must be completed 
 
Appendix F: Skin Assessment  
Stock code NHSIS0812 (sticker) – ordered through Stream solutions 
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Appendix G: Pressure Injury Prevention: Information for Patients and Families in Hospital 
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Appendix H: Information for People at risk 
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Appendix I: Caring for your skin 
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Appendix J: PI Prevention Information for Parents and Carers 
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Appendix K: Paediatric Pressure Injury Prevention and Management Plan 
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