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Pressure Ulcer (PU) RED Day Review Tool

  To be completed when any new PU occurs, within current care setting - primary or secondary care.

	Clinical Area:

Date of admission to this clinical area:
	NAME:



	Date PU discovered:
OR
Date of deterioration:
	CHI:


	Assessment of Risk- answer all questions
	Y
	N
	Comments

	1
	Was a skin inspection completed and documented on admission to this area?
	
	
	

	2
	Was a pressure ulcer risk assessment carried out within 4 hours of admission for inpatients or at initial assessment for community nursing?
	
	
	If no, document here how many hours/days risk assessment was delayed for - 

	3
	Was the patient assessed as at risk of pressure ulcers on admission to your area/caseload?
	
	
	

	4
	[bookmark: _Int_ZwvjKbDV]Was pressure ulcer risk, reassessed? (daily for inpatients or as per clinical judgement and care plan for community nursing)
	
	
	

	5
	If the risk changed, was this reflected in the Care Plan?
	
	
	Additional interventions?



	For consideration, is there any concern this is a vulnerable person, and requires onwards escalation to Public Protection?

	SSKIN Interventions and Prevention - answer all questions

	6
	Was there a care plan in place to reduce associated risk of pressure damage?
	
	
	

	7
	Was a SSKIN Care Bundle for inpatients or a SSKIN Care Plan for community nursing, commenced as soon as risk was identified?
	
	
	

	8
	Could patient reposition independently?
	
	
	

	9
	Was mattress/equipment adequate? As directed by Pressure Redistributing Equipment Selection Guide.
	
	
	Provide date when mattress/pump was put in place and state what type of mattress/pump here.



	10
	If additional pressure redistribution equipment was required, was this available?
	
	
	Date of order (community nurses only):

Date installed (all areas):

	11
	Was “Preventing Pressure Ulcers – Information for patients and carers” booklet given, discussed and conversation recorded.
	
	
	

	12
	Was a nutritional assessment carried out?
	
	
	

	 Questions 13, 14 and 15 only to be answered if applies to your patient - or circle N/A

	13
	If patient up sitting, was there a pressure relieving cushion supplied (or built into chair).
	
	
	N/A

	14
	If pressure ulcer is to ankle/heel/foot, was CPR For Feet (Check/Protect/Refer) followed, and a referral made to Podiatry?
	
	
	N/A

	15
	If patient was incontinent – was there appropriate continence management in place?
	
	
	N/A


	If you have answered NO to any of the above, the delivery of care may be incomplete and should help you consider:  Was the PU Avoidable or Unavoidable (complete details on next page).


	Sharing Learning Points LocallyWhat happened? e.g., co-morbidities, pre admission history/falls, non-concordance issues 







What went well? e.g. interventions


What, if anything, could we improve?



[image: ]




What have we learnt? Action plan to prevent similar incident reoccurring.



	After review do you consider the Pressure Ulcer was (please tick)
Unavoidable (all care given and other contributory factors affected development - detailed above)
[bookmark: _GoBack]Avoidable - some aspect of assessment of care missing – potential Duty of Candour – Datix must be reviewed by this clinical area within 28 days of incidence (share Datix if patient transferred) final approval of Datix remains this clinical area’s responsibility.

	Names of persons involved completing the red day review (ideally should be more than one) 

	Signatures:
	

	Date:

	Save or Scan and upload to Datix report
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