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POLICY 

 

The Vermont Psychiatric Care Hospital (VPCH) multidisciplinary treatment teams recognize that 

maintaining skin integrity is an integral factor in overall health maintenance and will promote 

skin integrity and prevention of pressure injury for hospitalized individuals.  

 

DEFINITIONS   

 

Pressure Injury: A pressure injury is localized damage to the skin and/or soft tissue. It usually 

occurs over bony prominences such as heels, ankles, hips, and coccyx. It can also occur 

anywhere on the body because of sustained pressure, or shear.  Nutritional status and medical co-

morbidities may affect skin integrity. Pressure injuries may appear as intact skin, or open ulcers.  

Pressure injuries may or may not be painful.   

 

Skin Assessment: An inspection conducted as a head-to-toe assessment of an individual’s bony 

prominences, skin folds and creases that may be at risk of skin breakdown.  

 

Skin Tear: A skin tear is a wound caused by shear, friction, or force that results in separation of 

the skin layers. A skin tear may involve a separation of the epidermis and the dermis (partial 

thickness) or a separation of the epidermis and dermis from underlying structures (full 

thickness).   

 

Risk Assessment: An assessment that identifies the potential risk that a hospitalized individual 

will develop skin breakdown.   

 

PROCEDURE 

 

Risk Assessment  

 At the time of admission, and at least once per shift thereafter, the assigned Registered 

Nurse (RN) will perform a risk assessment using an evidence based risk assessment tool.  

 As part of this assessment, at least once per shift the RN shall observe the visible aspects 

of the skin and notify a provider of any skin abnormalities or concerns regardless of the 

outcome of the risk assessment.  

 Individuals with an existing pressure ulcer shall be considered at-risk for an additional 

ulcer regardless of routine risk assessment indicators.  

 Provider notification shall occur each time an individual is assessed to be at a moderate-

severe risk for skin breakdown. 

 When moderate-severe risk is determined, risk for skin breakdown shall be noted as a 

problem to be addressed in the individual’s treatment plan. Corresponding interventions 
and progress shall be documented in the treatment plan in accordance with VPCH 

policy.  
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Skin Assessment  

 Any individual providing care at VPCH shall monitor visible skin areas for the skin 

condition of hospitalized individuals and notify the assigned RN of any observed new or 

abnormal condition so the RN can perform an assessment of the skin. 

 Upon admission the admitting RN will complete a skin assessment and document this in 

the Skin Integrity section of the Nursing Assessment Flow Chart.  

 Skin assessment shall then be conducted and documented by an assigned RN at a 

frequency dictated by provider order. 

 If the individual refuses a skin assessment, the assessing RN shall assess and document 

the parts of the skin that are visible and the refusal must be documented specifying the 

skin areas not assessed. 

 Upon identification of skin breakdown or abnormal skin appearance (abrasion, blister, 

bruising, erythema, laceration, rash, skin tear, wound), a provider shall be notified and a 

wound assessment shall be completed.  This wound assessment shall be documented in 

the Wound Flow Chart along with corresponding interventions and provider notification. 

 A VPCH event report and High-Risk Note shall also be completed in accordance with 

VPCH policy.  

1.  
Attachments 

 

Attachment A: The Braden Scale  

1. Attachment B: Treatment Plan Considerations  

 

References 

AHRQ’s Safety Program for Preventing Pressure Ulcers in Hospitals retrieved from: link.  

National Pressure Ulcer Advisory Panel (NPIAP) Pressure Injury Stages retrieved from: link. 
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Appendix A: The Braden Scale 
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Appendix B: Treatment Plan Considerations  

 

The attending provider, in collaboration with the medical consultant, will direct care, facilitate 

communication and treatment planning, order assessments, interventions, and treatments, and 

reviews results. 

 

In developing the Treatment Plan, consider: 

o Medical and psychiatric symptoms being experienced. 

o Current state of skin integrity 

o Cultural practices that impact the health or integrity of the skin 

o Risk for pressure ulcer development / skin breakdown. 

 

Plans for maintenance of skin integrity may include: 

o Frequency of cleansing and moisture management 

o Recommended movement and activity focused on pressure redistribution of bony 

prominences that may lead to tissue break down. 

o Identification of risk factors that compromise skin integrity (medication, nutritional 

status, pre-existing skin wounds) 

o Evidence based interventions to improve the overall integrity of the skin such as 

protective creams, barriers, coverings, or pressure reduction devices 

 

Interventions for hospitalized individuals with identified risks may include: 

o Frequent turning / repositioning schedules 

o Keeping the head of the bed at (or below) 30 degrees to reduce friction and sheer 

o Strategies to maximize the hospitalized person’s mobility 

o Using pressure reducing support surfaces if the individual is restricted to bed or chair 

o Providing foam wedges for positioning support of bony prominences and extremities 

o Minimizing nutrition deficits 

 

Additional considerations:  

o A referral to a wound care specialist for consultation may be considered as part of the 

treatment plan. 

o The results of the medical consultant’s clinical analysis and recommended treatments 

shall be documented/ordered in the hospitalized person’s medical record. 

o Registered Dietician: Adequate dietary intake is vital to ensure healing.  A nutritional 

assessment, plan and interventions will be ordered and included in the treatment plan.  

o Treatment plan: The treatment plan will be updated to the presence of pressure injury, 

interventions, and response.  

 

 

 

 

 

Docusign Envelope ID: A10B1578-AF5B-4CC3-A04F-6968BD2A927A


		2024-09-26T03:43:12-0700
	Digitally verifiable PDF exported from www.docusign.com




