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APPLICABILITY: 

 

Carolinas HealthCare System Blue Ridge 

 

POLICY: 

 

The nursing staff will implement the Pressure Ulcer Prevention and Treatment Protocol based 

upon their assessment of the skin on admission and every shift. The nursing staff will develop a 

plan of care based upon these prevention and treatment guidelines and alter the plan of care 

based upon changes in the patient status. The nursing staff will document the education and 

assessment plan in the patient’s electronic medical record. 

 

PURPOSE: 

 

A head to toe skin assessment will be performed on admission and every shift. The risk 

assessment tool will be used to determine the need for prevention practices. 

 

PROCESS: 

 

A. Perform a head to toe assessment upon admission and every shift.  

B. Determine the Braden Scale for predicting pressure ulcer risk assessment on admission 

and at least daily. 

a. Patients with a Braden Score of 18 or less are at a higher risk for developing a 

pressure ulcer and other skin breakdown. Prevention measures will be 

implemented using CHS Blue Ridge Pressure Ulcer and Prevention Protocol. 

b. Treatment parameters will be initiated upon assessment of a pressure ulcer. The 

nurse will determine the stage of the pressure ulcer and use the interventions 

outlined in the CHS Blue Ridge Pressure Ulcer Prevention and Treatment 

Protocol. 
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C. Determine the plan of care based upon the CHS Blue Ridge Pressure Ulcer Prevention 

and Treatment Protocol and document in the medical record the plan and the 

interventions.  

D. Educate the patient and or family of any interventions or preventative measures used as 

outlined in the CHS Blue Ridge Pressure Ulcer Prevention and Treatment Protocol. 

E. Notify the physician or appropriate care provider of any notable changes in condition.    

 

DOCUMENTATION: 
  

A. Document prevention strategies used every shift and as performed.  

B. Document treatment interventions as performed. 

C. Document any patient or family education related to skin integrity. 

D. Document any notable changes in patient condition related to skin integrity issues and re-

evaluate risk assessment based upon changes. 
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