
Pressure Ulcer Prevention in Critical 

Care 

Collaborative Regional Benchmarking Group

Aim:      To provide guidance on Pressure Ulcer Prevention for patients in Critical Care 

Scope: All adult patients in Critical Care 

Standard Pressure Ulcer Prevention

1
Patients to be  assessed for pressure ulcer risk within 6 hours of admission. This should be 

documented in the patient's records

2
Patient to be on an appropriate pressure relieving surface that is plugged in and working correctly, 

according to Trust policy.

3
BESTSHOT (see below) areas have been inspected as per risk assessment or at least every 4 hours 

and documented. The documentation should note skin integrity / condition and any colour 

changes or discoloration. Particular attention should be focussed around medical devices

4
Medical devices such as endotracheal tube, nasogastric tube, indwelling catheters are 

repositioned as per risk assessment or at least every 4 hours.

5
Documented evidence that the patient has been repositioned as per risk assessment or at least 4 

hourly unless clinically contraindicated. (NB. Position changes or clinical contraindications to 

repositioning should be clearly documented)

6
The patient's skin must be kept clean and dry. Where this is not possible, are appropriate measures 

being taken to minimise /prevent moisture build up e.g. barrier creams /absorbent dressings.

7
A daily (MDT) review of nutrition and hydration status (e.g. ward round), including dietetic referral 

where appropriate.

Refer to local guidelines for more information  
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Pressure V’s Moisture Associated Skin Damage (MASD)

• Pressure damage will normally be over a bony prominence or caused by a device

• Pressure damage will have more defined edges and is likely to be a more regular shape

• MASD will be diffuse, with irregular edges shaped across both buttocks

• Elongated shaped damage to the natal cleft are most likely to be moisture 

• Pressure damage will be non blanching

• MASD can be caused by incontinence, oedema, leaking wounds/drains/stoma sites.

• MASD will increase the susceptibility to pressure damage

If pressure damage/MASD is present

• Discuss with your nurse in charge

and/or Tissue Viability Link nurses

• Increase repositioning schedule

• Commence wound care plan

• Consider using additional 

pressure relieving equipment e.g.  

mattresses, cushions, boots.

• Follow local guidance on 

reporting pressure 

damage/MASD (DATIX, RCA, 

Stop the line)

• Consider medical photography

Consider referrals to other 

members of the MDT

• Tissue Viability for advice and 

treatment plans 

• Dietician  for  high 

calorie/protein diet that will be 

required for wound healing.

• Consider commencing oral 

supplements.

• Physiotherapy to assist patients 

and staff with 

repositioning/mobility.

• Diabetic and vascular teams for 

advice
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