
 

NJHA PRESSURE ULCER INITIATIVE 
PRESSURE ULCER PREDICTION, PREVENTION AND TREATMENT PATHWAY 

 
        STEP TWO: COMPLETE RISK ASSESSMENT TO 
STEP ONE: ASSESS SKIN CONDITION IDENTIFY RISK FACTORS AND CARE PLAN INTERVENTIONS 
 

Patient/Client/Resident is 
admitted or readmitted  

Head-to-toe skin assessment 
within 4 hours of admission 

Does the patient/client/resident 
have a pressure ulcer? 

Document 
 Length 
 Width 
 Depth 
 Location 
 Stage 
 Exudate 
 Tunneling 
 Necrosis 
 Granulation 
 Undermining 
 Sinus Tracts 

Document 
 Healed 

pressure ulcer 
 Color 
 Temperature 
 Moles 
 Bruises  
 Incisions 
 Scars 
  
  

Report 
findings 
to HCP 

Obtain order for 
treatment from 
HCP and obtain 
consultations as 

needed 

Notify 
family 

Go to 
Step Two 

Report  
abnormal 

findings to HCP 

Notify 
family 

Go to  
Step Two 

At Risk? 
Remember that those with a pressure 

ulcer are automatically at risk 

 Complete head-to-toe assessment 
 Acute care – every 24 hrs 
 LTC – at least weekly 
 Home care – every RN/PT visit 

Does the 
patient/client/resident 

have a pressure 
ulcer? 

Repeat skin risk assessment 
regularly and with significant 
change or per facility protocol 

Care plan 
actual skin 

problem 

Care plan 
potential 

skin problem 

Complete care plan problem statement: 
 
Skin integrity, impaired; actual as evidenced by (AEB) (wound-
specific description: location, stages, and measurement(s) 
related to (R/T) identified risk factors) 

Complete care plan problem statement: 
 
Potential for impaired skin integrity; as evidenced by 
(AEB); Risk assessment indicates that the patient/client/ 
resident is at risk for skin breakdown; relation to (R/T), 
identified risk factors 

Bed 
 Turn/reposition schedule 
 Pressure-redistribution device 
 PT/OT consult 
Chair 
 Reposition schedule 
 Pressure-redistribution cushion 
 Assessment of chair fit (wheelchair users) 
 PT/OT consult 

Friction/Shear 
 HOB in lowest position possible, unless contraindicated 

by medical condition 
 Protect/elevate heels 
 Prevent skin-to-skin contact – use pillows, dressings, 

padding 
 Use positioning devices – pillows, wedges 

Incontinence 
 Clean as soon as possible after soiling 
 Barrier cream 
 Incontinent pads/briefs 
 Routine peri care daily 
Moisture 
 Barrier cream 
 Fan 
   

Nutrition, fluids and body weight 
 Weekly weight; monitor for percentage change 
 Baseline height 
 Consults for dietician and speech therapist for nutrition, 

chewing and swallowing problems 
 Labs 
 Fluids offered as often as possible 
 Give food, vitamin/medication supplements as ordered 
 Feeding assistance 
 
 

Other 
 Develop interventions related to any other identified 

specific risk factors, (i.e., moisturize dry skin) 

Bed/Chair 
Mobility 

Friction 
and/or 
Shear 

Incontinence 
and  

Moisture 

Nutrition, 
fluids and 

body 
 

Other 
patient/client/ 

resident specific 
risk factors 

Complete  
Braden risk 
assessment

within 4 
hours of 

admission 

YES 
YES 

 

YES 

YES 

YES 

YES 

YES 

YES 

NO 
NO 

NO 

NO 

NO 

NO 

NO 

. 

Thanks to the Texas Medical Foundation for sharing their work on this document. 

  Ulcer Rx 
 Dressing and 

cleansing 
 Assess for 

infection, 
debridement 
 Document ulcer 

characteristics 
and status 
 Assess/manage 

pain 


