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Nosocomial pressure ulcers are skin breakdowns that were not present upon admission.  Please use the below definitions as a guide.  If a nosocomial pressure ulcer is discovered, follow this process:  
1)  RN completes page 1 of this form and contacts the WOC Nurse via epage.  
2)  RN places this form on the front of the chart for the WOC Nurse to review.  

3)  WOC Nurse gives this form to the Nurse Manager/Associate Nurse Manager to complete.
4)  Nurse Managers/Associate makes a copy of this form for their records and sends this form to the WOC Nurse, W106 Meadowbrook.
Stage I:  Intact skin, NON-blanchable erythema

Stage II:  Open skin, pink/red, shallow

Stage III:  Open to level of fatty tissue, red or yellow
Stage IV:  Open deep to muscle tendon or bone

DTI:  Intact skin NON-blanchable maroon/purple

Unstageable:  Open, nonviable tissue (NOT pink or red)
Nosocomial Pressure Ulcer Worksheet
	SECTION A:  Pressure Ulcer DETAILS--To be filled out by RN

	Date PU 
discovered:                                               
	Nursing Unit 
where discovered:


	Mark area of concern on body diagram and describe:  
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	Was the patient able to shift without assistance?   ⁭Yes  ⁭No

Did the patient refuse repositioning?   ⁭Yes  ⁭No

             If yes, why?

Did the patient have an unstable condition that prohibited repositioning?  ⁭Yes  ⁭No

             If yes, what?

	Was this a device related pressure ulcer?  ⁭No  ⁭Brace/Cast/AFO  ⁭Plexi pulse boot/SCD  ⁭Bi-pap/O2 mask  ⁭Personal Items  ⁭Teds  ⁭Tubes (specify):                         

⁭Other:  

	Why do you think the patient developed a nosocomial pressure ulcer?


	RN completing form:

	Checklist: To be completed by the RN

	⁭  Consult WOC Nurse Specialist to see patient (Wound Clinic on weekends).

	⁭  Assess, measure, and document wound(s).

	⁭  Ensure Pressure Ulcer Prevention Protocol is ordered in the EMR.
 

	⁭  Order protocol specific to type of skin breakdown (Stage I, DTI, Intact Blister, Partial Thickness, etc)

	⁭  Update the Care Plan.

	⁭  Pass on in report about discovery of pressure ulcer and any other skin concerns.



	SECTION B:  Confirming Pressure Ulcer--To be completed by WOC Nurse

	Admission date:                                                      
	Unit acquired:

	Stage:                                                                
	Location:

	Timely WOC notification (within 24 hours):  ⁭Yes  ⁭No

	Was a LAL mattress/overlay indicated?  ⁭Yes  ⁭No    If yes, date ordered:


	SECTION C:  Pressure Ulcer Details and BEST PRACTICE—To be filled out by Nurse Manager or Associate

	Patients BMI:

	Pressure Ulcer Prevention Protocol ordered and initiated prior to discovery?  ⁭Yes  ⁭No

	Braden Score on day of discovery:  ⁭Very High (< 9)     ⁭High (10-12)     ⁭Moderate (13-14)     ⁭Low (15-18)   ⁭Not at Risk (19-23)                 

	Was the following documented on admission and daily?  
Braden:

  On Admission  ⁭Yes  ⁭No              Daily ⁭Yes  ⁭No
Skin Inspection:
  On Admission  ⁭Yes  ⁭No              Daily ⁭Yes  ⁭No 

	Removal of devices were documented each shift?   ⁭Yes  ⁭No   ⁭NA

	Patients with impaired sensory perception, mobility, and activity as defined by the Braden scale had the following interventions documented:

Repositioning q 2 hrs


⁭Yes  ⁭No  ⁭NA
Heels off bed



⁭Yes  ⁭No  ⁭NA
Appropriate support surface

⁭Yes  ⁭No  ⁭NA

	Patients with friction/shear risk had HOB 30 degrees or less documented? ⁭Yes  ⁭No  ⁭NA 
If medically contraindicated, there was a MD order and alternative plan? ⁭Yes  ⁭No  ⁭NA

	Patients with incontinence have documentation of perineal cleanser and barrier use?  ⁭Yes  ⁭No  ⁭NA
 The underlying cause is addressed?        ⁭Yes  ⁭No  ⁭NA

	Does the patient have nutritional deficits as defined by the Braden scale?  ⁭Yes  ⁭No  

 Were dietary services following the patient once the deficit was identified?   ⁭Yes  ⁭No  ⁭NA

	Patient/family skin safety education and patient response was documented?   ⁭Yes  ⁭No

	Is there an inability to adhere to standard skin safety interventions (ie noncompliance) ⁭Yes  ⁭No  

Was there documentation with evidence of patient/family education and ongoing efforts to reeducate/modify care plan?  ⁭Yes  ⁭No  ⁭NA

	Did the patient have surgery/procedure during this hospitalization and prior to development of pressure ulcer? ⁭Yes  ⁭No (if yes, answer questions)
a. Date of surgery/surgeries:
b. Type of procedure:
c. Length of procedure:
d. Position of patient during procedure:
e. Length in PACU:

	Why do you think the patient developed a nosocomial pressure ulcer?


	Action steps:



	Nurse Manager completing form:


Nurse Managers/Associates:  Please make a copy of this form for your records and interoffice this form to the WOC Nurse, W106 Meadowbrook.
Label
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