

	Patient’s Name: 

DoB: 

Hospital No: 

NHS No: 

GP Details:
	[image: image1.emf]


7 day Investigation Tool for Grade 3 and 4 Pressure Ulcers 
	Date and time of admission / referral to your service

Date:                        Time:       
	Date and time PU(s) identified

Date:                      Time:       
	Incident no:

     

	Where was patient from? Please name the residential or nursing home/ward/hospital

	Own Home   FORMCHECKBOX 

	Residential Home  FORMCHECKBOX 

(Name):     
	Nursing Home  FORMCHECKBOX 

(Name):      
	Acute Hospital  FORMCHECKBOX 

(Name):  FORMDROPDOWN 

	Other  FORMCHECKBOX 

 FORMDROPDOWN 


	Does the patient have formal carers?  Yes   FORMCHECKBOX 
 No   FORMCHECKBOX 

District Nurses    FORMCHECKBOX 
 Other   FORMCHECKBOX 
 (details)      
	Informal carers e.g. family?  Yes   FORMCHECKBOX 
    No    FORMCHECKBOX 



	Site

(e.g. Sacrum)
	Wound Size  

(e.g. 1cm x 2cm)
	PU grade
	Site

(e.g. Sacrum)
	Wound Size  

(e.g. 1cm x 2cm)
	PU grade

	
	
	3
	4
	
	
	3
	4

	1.
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	2.
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	3.
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	4.
	     
	     
	 FORMCHECKBOX 

	 FORMCHECKBOX 


	Patient information: Relevant medical history, including medication & reason for current admission (to your caseload).

	Medical History: 

     

	Medication: 

     

	Reason for current admission:

     

	Date and Score of Waterlow / Braden or equivalent risk assessment prior to the PU incident occurring:

Date of first assessment:       
                       Score   FORMCHECKBOX 

         
NA   FORMCHECKBOX 

Subsequent review dates and scores:      
Date and score on day incident is reported as a grade 3/4     
Score   FORMCHECKBOX 



Date of next review:      
Is a skin inspection carried out each  appropriate intervention?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
 
Frequency      
Is the skin inspection carried out at each visit?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  
Family? Yes   FORMCHECKBOX 
  No  FORMCHECKBOX 


	Nutrition and Hydration:

MUST assessment completed and documented?:  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  NA   FORMCHECKBOX 
 
            Most recent date:      
MUST score:                                             Actions / Advice given:      
Peg Feeding: Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
            Dietician referral: Yes  FORMCHECKBOX 
  No   FORMCHECKBOX 
   Date:      

	Level of Mobility:                Independent  FORMCHECKBOX 
     Assistance of :   1  FORMCHECKBOX 
   2  FORMCHECKBOX 
    Bedbound  FORMCHECKBOX 
    Chair bound  FORMCHECKBOX 

Moving & Handling assessment completed and documented?     Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
   Most recent date:      
Approximate daily length of time in bed:      
     Approximate daily length of time in chair/wheelchair :      
Is there a pressure relieving cushion in use in wheelchair? Yes  FORMCHECKBOX 
   No  FORMCHECKBOX 

Repositioning schedule/chart?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
 
If no specify reason:       

	Elimination:     Continent  FORMCHECKBOX 
   Catheter   FORMCHECKBOX 
  
Incontinent of:  urine   FORMCHECKBOX 
   faeces   FORMCHECKBOX 
  both   FORMCHECKBOX 

Moisture lesion?  Yes   FORMCHECKBOX 
  No   FORMCHECKBOX 
  
Continence aids or other (please specify) :       


	Patient’s Name:      
DoB:      
Hospital No:      
NHS No:      
GP Details:      
	[image: image2.emf]


	Skin Integrity:

Was a skin inspection carried out prior to PU developing?  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 

Was this inspection documented and dated?                      Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 

Has appropriate care plan been completed?                       Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
 
Review Date:      
Pressure reducing equipment already in place?                  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 

Type:      
Date in place:      
Pressure reducing equipment required?                Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
 
Type:      
Has there been a delay in obtaining equipment?   Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
  
Please give reason:      
Patient Compliance to using equipment                 Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   
Please give reason:      
Information / advice given (e.g. repositioning regime, pressure relief care): by whom:      
                            Date:      
Was this information shared with: 

Carer?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
        Family?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
 

By whom:                                     
Date:      
Pressure ulcer Information leaflet advice given: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
   
By whom:      
                                           Date:      
Patient’s compliance to advice:  Yes  FORMCHECKBOX 
 No  FORMCHECKBOX 
 
Please give reason:      

	Has patient been referred to the Tissue Viability Service nurse?
Yes   FORMCHECKBOX 
  No FORMCHECKBOX 


	Patient outcome at time of 7 day update e.g. remained in-patient, transferred, stayed at home, died:
     

	Actions taken, wound care plan including any discussions with other care providers:

     

	What in your professional opinion were the root causes of this ulcer development? (eg dementia and non-compliant with repositioning regime leading to prolonged pressure)

     

	Please identify the contributory factors leading to the PU incident which could be any of the following : 

Arterial Disease  FORMCHECKBOX 
    Dementia  FORMCHECKBOX 
    Diabetes  FORMCHECKBOX 
    COPD  FORMCHECKBOX 

Any other contributory factors (eg: staff knowledge & training, temporary staff, communication, change in pt’s medical condition, time on trolley/floor, critical care, orthopaedic/prolonged surgery, organ failure, end of life, frailty, nutritional factors, previous skin condition including ulceration ):

     

	Signature: 
     

	Print Name:
     

	Organisation & Designation: 
     
	Contact telephone/ email:
     
	Date:

     

	Section to be completed by senior nurse/team leader or in conjunction with Tissue Viability Team

Was the pressure ulcer:   avoidable?   FORMCHECKBOX 
  unavoidable?   FORMCHECKBOX 
 

Comment (if appropriate):      
Does this incident need to be referred to  Safeguarding Adults team?   Yes   FORMCHECKBOX 
    No   FORMCHECKBOX 

If yes, has the referral been made?   Yes   FORMCHECKBOX 
    No   FORMCHECKBOX 

To whom?                                             Date:       
Is a full NPSA Root Cause Analysis Investigation required?   Yes   FORMCHECKBOX 
    No   FORMCHECKBOX 
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