Pressure Injury Assessment and Staging Clinical Decision Tree

No pressure injury after assessment

Is the person unable to independently reposition?

Does the person have cognitive impairment?

Does the person have neurological impairment?

Is the person significantly underweight or overweight?

Is the person incontinent?

Does the person have a device?

TIPS

Wound assessment should include:

Pain score
Wound characteristics

Edges: Flat, raised, rolled, undermined, colour
Peri-wound skin: Erythema, pigmentation,
induration

Temperature, macerated, dry

Infected or suspected biofilm

Prevention and management of pressure injuries
requires a multidisciplinary team approach
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* Exudate: Type, amount, colour, viscosity, malodour
.
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Optimise pressure redistribution, consider:

« Afive-layer silicone foam dressing on the sacrum
and heels where appropriate and consider context
High specification foam pressure redistributing
support surface or speciality alternating pressure
relieving support surface

Promote skin health: Assess skin and tissue with
every risk assessment

Implement a skin hygiene care plan that includes
cleaning and hydrating of the skin, cleansing after
incontinence episodes
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Pressure injury after assessment

Implement a
pressure injury

— BRES

prevention
plan*

*refer to local policy or guide

Maintain local

B g Pressure injury
prevention policy

o

Does the intact skin have any
of the following?
Red or pink dicolouration.
Not blanching on palpation
Serum or blood-filled blister
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Stage 2
Serum filled blister

of the skin that doesn’t blan

Suspected deep
tissue injury

NOTE: Persons with impaired
sensory perception or
cognitive impairment may not
be able to feel or report pain

NOTE: Consider that an injury
may be a result of changes to
the skin related to terminal
illness, end of life or skin failure

NOTE: On palpation does the
area feel hardened like an
under-ripe tomato or soft and
boggy like a marshmallow?
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Is there a ruptured blister

loss of dermis with no
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with no slough or eschar? Sl 6 e
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Stage 2
Blister ruptured

Unstageable

Is there only partial tissue

Is there full thickness
tissue loss with or without
undermining, but muscle,
bone or tendon is not
visible? Slough, if present
does not obscure the
depth of tissue loss?

Is there full thickness
tissue loss with or without
undermining or tracking,
and muscle, bone or
tendon is detectable?

Is the extent of tissue
loss obscured by eschar
or slough?
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