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PURPOSE: 
 
This policy and procedure establish guidelines for the assessment of risk, early detection, 
prevention, and identification of occurrence of skin breakdown in hospital patients.  It also 
describes interventions, management and documentation of potential or actual cases of 
alteration in skin integrity during the patient’s hospital stay. 
 
POLICY: 
 
The Department of Health Services and its facilities are committed to providing quality care to 
all its patients. 
  
Risk for pressure injury development will be evaluated upon admission to a nursing care unit 
as indicated using the age appropriate Braden scale, appropriate tool, or procedure.  Based on 
assessment, a plan of care will be developed and implemented using appropriate prevention 
and treatment interventions (see appendices).  The primary care provider shall be informed of 
patient skin integrity issues and documented in the patient’s medical record. 
 
PROCEDURE: 
 

1. Assessments/Reassessments: 
a. Use age appropriate Braden Scale (Appendix A), on ALL patients, to assess 

pressure injury risk. 
i. On Admission 
ii. Daily 
iii. Transfers 
iv. PRN (example: decline in patient condition) 
v. After prolonged procedures/surgeries 
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b. Skin assessment, on ALL patients, which includes a head-to-toe physical 
inspection of the skin> 

i. Frequency Minimum (May do more frequently based on patient condition) 
• Every 4-hours (ICUs) 

a. Adult 
b. Pediatric 
c. Neonatal 

• Every 8-hours (Level 1 & 2 Nursery/Rooming-in/Ward/progressive 
Care) 

a. Adult 
b. Pediatric 
c. Newborn/Infant 

• Daily (Behavior Health) 
ii. On Admission and Transfer, “Four Eyes with licensed professionals” (Two 

RNs or One RN/One NP, MD, or PA) 
iii. Preventive/Protective padding placed over intact, non-broken skin are 

temporarily removed when performing a skin inspection. 
iv. Therapeutic/Immobilization devices, e.g. cervical collars, trach collar, 

boots, braces, halo vests, and thoracic lumbosacral orthoses (TLSOs), 
may require a physician’s order prior to removal.  The device is still to be 
checked for tightness around skin and bony prominences, moisture, 
surrounding skin status, and patient comfort. 

v. Return from prolonged procedures/surgeries 
vi. When there is a decline in patient’s condition 
vii. Per primary care provider order 

 
PLAN OF CARE: 

 
RNs initiate Interdisciplinary Plan of Care (IPOC), related to skin integrity, for patients 
with actual or at risk for (Braden Score of 16 or less) impaired skin integrity.  LVNs, NA, 
RA, and SNWs are to collaborate with the RN ensuring the plan of care compliments 
the patient’s needs and interventions are carried out. 

 
PRESSURE INJURY PREVENTION INTERVENTIONS: 
 

a. Braden Scale for Predicting Pressure Sore Risk © (Appendix A) 
b. DHS: SSKIN-MED Pressure Injury Prevention Bundle (Appendix B) 
c. DHS Heel Offloading Criteria (Appendix C) 
d. DHS Pressure Redistribution Cushion Criteria: WAFFLE® Cushion Usage 

(Appendix D) 
e. DHS Bed Criteria: WAFFLE® Overlay Usage (Appendix E) 
f. DHS Bed Criteria: WAFFLE® Overlay ED Usage (Appendix F) 
g. DHS Bed Criteria: Facility Owned (Appendix G) 
h. DHS Bed Criteria: Rentals (Appendix H) 
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TREATMENT/EQUIPMENT INTERVENTIONS: 
 

a. Treat the underlying wound etiology. 
b. For Wounds: start initial treatment based on DHS Facility Wide Wound Care 

Quick Reference Guide (Appendix I) 
c. When “Do Not Turn” orders are in place: 

i. Reassesses the patients’ stability to be turned, if patient tolerates, notify 
provider to discontinue “Do Not Turn” order. 

ii. Attempt micro shifts or offloading of any bony prominences and/or any 
existing pressure injuries (PIs) while “Do Not Turn” order is in place, as 
patient’s condition allows. 

d. DHS Pressure Redistribution Cushion Criteria: WAFFLE® Cushion Usage 
(Appendix D) 

e. DHS Bed Criteria: WAFFLE® Overlay Usage (Appendix E) 
f. DHS Bed Criteria: WAFFLE® Overlay ED Usage (Appendix F) 
g. DHS Bed Criteria: Facility Owned (Appendix G) 
h. DHS Bed Criteria: Rentals (Appendix H) 

 
PHOTOS: 
 

a. On admission when admitted with skin impairment, upon discovery of a new skin 
impairment, when significant changes occur and within a week of discharge or 
transfer to outside facility. 

b. Include Medical Record Number (MRN), Date and Time. 
 
NOTIFICATIONS: 
 

a. Primary Care Provider (Not Limited To): 
I. Wound/Skin abnormalities present on admission and upon discovery 
II. Deterioration of existing wound/skin abnormality 
III. Need for possible debridement 
IV. Signs of infection 
V. Orders for wound treatment 

 
CONSULTS: 
 

a. Wound Nurse (WN) for Community Acquired Pressure Injuries (CAPI) 
 Stage 2 and Deep Tissue Pressure Injuries (DTPI) 

b. WN for Hospital Acquired Pressure Injuries (HAPI) 
 Stage 2 and Above 

 
COLLABORATE:  with providers for interdisciplinary consults, as appropriate. 
 
DOCUMENTATION: 
 

a. In accordance with “Documentation” standards 



Title of Policy: DHS Pressure Injury Prevention & Wound Management Policy Rev ision Date:  
 

Christina R. Ghaly, M.D., Director of Health Services, County of Los Angeles PAGE 4  OF 7 

 
 
 

b. Interdisciplinary Plan or Care (IPOC) 
c. All pertinent information related to skin abnormalities 
d. Pressure injury prevention interventions 
e. Bed Type/Surface 
f. Photos taken 
g. Provider that was notified 
h. Patient/Care Giver/Family Education 

 
ATTACHMENTS/FORMS:  
 
DHS PIP & Wound Management Algorithm (Attachment I) 
Braden Scale for Predicting Pressure Sore Risk © (Appendix A) 
DHS: SSKIN-MED Pressure Injury Prevention Bundle (Appendix B) 
DHS Heel Offloading Criteria (Appendix C) 
DHS Pressure Redistribution Cushion Criteria: WAFFLE® Cushion Usage (Appendix D) 
DHS Bed Criteria: WAFFLE® Overlay Usage (Appendix E) 
DHS Bed Criteria: WAFFLE® Overlay ED Usage (Appendix F) 
DHS Bed Criteria: Facility Owned (Appendix G) 
DHS Bed Criteria: Rentals (Appendix H) 
DHS Facility Wide Wound Care Quick Reference Guide (Appendix I) 
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