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Welcome. Thank you for joining us today.

We are just setting up. Please do mute yourselves while joining or
during presentations. (We may mute you on entry — this is not an
audio fault, and you can of course unmute yourself any time).

Please infroduce yourself in the Chat Box by full name and
organisation and please make use of it throughout for Q&A.
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Item Presenter(s)

Julia Russell, Senior Clinical and Quality

Welcome and Introductions .
Improvement Manager, Hospice UK

Wound Care Strategy updates Jacqui Fletcher OBE
National Wound Care Strategy Senior Clinical Advisor
Programme - The AHSN Network The ASHN Network

Purpose T Risk Assessment Case study Faith Slater
Clinical Practice and Quality Improvement Nurse
St Wilfrid’s Hospice

Lynn Cornish
Tissue Viability Lead
St Margarets Hospice Care

Pressure Ulcer — Ql project

Carina Lowe
Questions about a Falls Audit Hospice Lead Nurse
Katherine House Hospice

Julia Russell, Senior Clinical and Quality
Improvement Manager, Hospice UK

Patient Safety Data

Julia Russell, Senior Clinical and Quality
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https://www.ahsnnetwork.com/programmes/wound-care/national-woundcare-strategy-programme/

Jacqui Fletcher OBE
Senior Clinical Advisor Stop the Pressure
Programme / National Wound Care

Strategy
NHS England
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Pressure Ulcer
Update

Jacqui Fletcher

Clinical Lead Pressure Ulcers

Working in partnership with

The AHSNNetwork NHS



Overview of activities

» Clinical pathway and recommendations

* PSIRF Changes

« Stop the Pressure activities




Clinical recommendations and pathway

 The clinical pathway identifies what good looks like and offers an
evidence-informed standardised pathway of care to guide care to
prevent and manage pressure ulcers in England.

* It demonstrates what best practice should look like and is based on

» the NICE Clinical Guideline: Pressure ulcers: prevention and management,

» the NICE Quality Standard: Pressure ulcers and updated using

* the EPUAP Pressure Ulcer Guidelines




The recommendations

« Changes the language about categories

« Recognises the treatment of pressure ulcers needs to be
evidence based

* Highlights the need to focus on PU healing as well as prevention




National Wound Care Strategy Programme — Pressure Ulcers
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Strategy Programme
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Consider level of mobility and risk factors sssociated with reduced mobility.

Consider the range of available moving and handling equipment, including
the mechanism of action, benefits and associated risks.
. l'he aSSKINg Framework e e
g handling risk assessments to balance the risk from other harm.
Consider the impact of reduced mobilty on an individual's posture,
engsgement in actvities of daily living (ADL) and psychosocial functioning
(mood, isolation, social engagement
K . ) Safely use a range of appropriate equipment to promote self mobilisation
-actlc \€EP MOVING  and good posture - hoists and slings, standing hoists and frames,
BetEE - electronic bed frames, eppropriate seating and mobility aids, sleep
systems, wheelchairs etc - to promote individualised plan of mobility and
N " - . P - assisted transfers.
: o vy FURPOSE TIv2 Consider risk factors associated with compromised skin integrity. Refer e team throughout the
ressure Ulcer Risk Assessment — N _ . lanning joumey, including discharge planning.
Akt e (- e L and nisk using the PURPOSE T S
| ‘ H E ‘l ‘ = i a Consider the individual’s usual daily routine when planning repositioning or
screening and risk assessment tool or similar evidence-based and activity schedules.
Step 1 reening validated tool which contains as a minimum, the same risk elements. Identify, understand snd, where possible, address the cause of any change.
[T err— [y r— = a Assess risk Frs i oftheir Tl e L L
[ — Gureat PU category 1orsbover
- ‘ eparens stz m o 207 atrisk Be aware of safeguarding policies and take appropriste action when Identify the cause of moisture-related skin demage ie. incontinence, sweat,
Sxenss o arne oy
necessary.
e o ‘ Isdlcal gevics caimng " Where possible, address the cause of the moisture.
o prioss o - . . A o
S — ‘ Bt |0;mesk HoTuR = e B Document risk status and timing of review in the clinical record. Goneidor whether incontinence-rolated skin damage ie an issuc.
WimoUt walEing alds Mormal skin s vmeea s . ;.
e Differenti associated with
T paka e it oo to tepz et 1 orincreased  Consider how increased moisture increases the risk of skin damage
Garmy out & comprehensive skin assessment including skin under moisture caused by skin and friction.
Step 2 — full assessment devices where it is safe to do =0. Implement approprists prevention and management strstegies.
Analysis of independent movement i o i iration, urine, . N Refer to continence services where necessary.
response faeces or exudate Consider colour, texture and temperature of the skin.
Tk e spptcabie box et - p:E L — ! Kesp the skin clean, dry and well hydrated.
S — P o proiem o BrobismJ Qccestanl P . » .
e e mez | Dot Sibtocation el Do | | capentts uname o ee1snaror [—————— Ask the individual to identify any areas that are painful, tchy, Maintain hydration.
v WO o | [ O e uncomfortable o numb.
CVA, neuropathy, epidural N . P - . Consider the impact of key nutritional elements in wound healing
S o - o O [ r— s Skin = Consider risk factors associated with impaired skin integrity. % i =
SEns e Netdotetc as5055mol TR 0
o . . i pact of disease on nutriional need and nutrient
= o u vy and skin care Identify complex health conditions that affect skin integrity. sbsomption,
[ — [ I — i (P PUjag Keep the skan clean, dry and well hydrated. Usiise the relevant tools and documentation which should include food and
oo
blanchabl L " R fuid charis, Je, food diarics, MUST, BMI, MUAC, bloods, feed
ropmeEn remesn o sraviem redness et perssts, dynes: Implement evidence-based skin interventions to promote skin integrity. n:'ks:n: PE;’::::;:;:’ e ooss fesdng
Createn 23 e, et e AT e Wesizaiasice causmg hin, moist i i i
- o ot e =l Document the presence of vulnerable skin, including where there is a N N Advise on food fortfication, nutritionsl suppiementation and moderstion of
e Lo B44 ez than 18.%) TR Caﬁ',‘.:ﬂ:\gma;'e,ﬂdnﬁd intact change in colour, temperature or texture or patient reported changes dietary restrictions in event of pressure ulceration.
Vescuis orerio dmcase i i
High SWI (20 o more) s man o In sensation. Collaborste to deliver appropriste care with relevant members of the
= 5 y teams (MDT) . speech therapist,
=5 3 (o= R T o ) accupational therapist).
r Mo known PU Bistory Consider risk factors associated with & range of support surfaces
H . . . Consider the. ical el of e d hydr
E H - 8 i . 2 fFH. | oo including but not limited fo beds, mattresses, chairs, cushions, sy ol s 'Z‘:"“ iy ”d“‘""”" ) iﬂ"w‘
B L f i i i s s LHE . including poriion sizing, food texture, access and ease of use
= FH L (E] P 1 E FRH 2 B Number of previcus pressare wikceris) wheelchairs and in vehicle systems. implements and good dentititon,
ssenum L] R L R SR L ‘Dt of previous P 0 mare thas 1 previous PU She . B .
s N . . e teveeap| | 35158 o1 U hetieh o scaror worst stegor) Consider the impact of offioading devices such as boots or ather
Lsumaze 0 LHzz 0 s e e et s |20 e -
L | R - 3 o orthoses. "
Lischis n vaae (0] n . . . ) . . . . increase awareness and faclitate concordance and engagement with
. O . O O e A e Consider the impact of medical devices and their contact with the skin, pressure ulcer prevention strategies.
el L] i L] L] Consider the range of available equipment, including the Consider the patient’s level of capacity and perform the necessary checks.
S Surface mechanism of action, benefits and associated rizks. - ) “ e
use effectively for
wany v -'»T:--gl omy yotowand bus boxe a1 g e e mit \dentify and undertake relevant seating and moving and handiing risk patient, family and within the MDT.
e - assessments. i s
' ' . . nsider the role of su surfaces an ui on the patient's Promote effective pressure uicer prevention approaches.
Consider the role of rt surfa d it on the patient
o aependence e managing e sk cf pressure uicet - v s hcsion s sl s o
development. IO mation | s o et
ot vty a sk gy ) ) )
Refer to appropriate members of the inter-professional team throughout (P S e e S i
e ‘”“"“'“" - n the patient journey, including discharge planning. necessary.
FURPOSE T vemen 20 Cemmant Gl ey prmy Usethe o - the o of
information is available to ail members of the MDT.
language ical record can be
used for coding/anslytc purposes.
When i has been

obtsined.




Review of risk, care
delivered, status and healing

Care following

Risk Assessment and diagnosis Ongoing care

healing

‘----------------.

Ildentification of g ‘I
ofmps;fnztl.ﬁi:s No pressure ulcer and not | Preventative care
outside of health O ..' + Implement and review the aSSKINg Bundle
or social care * Record outcome « Skin assessment and skin care
+ Agree and record review process + Surface
+ Keep moving

¥

Manage immediate

+ Incontinence and moisture
No pressure ulcer and at risk + Nutrition and hydration

+ Giving information or getting help

risks and seek | 1 * Wheh l-'i_pgmpﬁate. assessment Formal review of risk status and interventions
assistance from a Pressure Ulcer Loteg mu" . # and initiation of Self-Management

health or care Category 1 or | orscarring | + Re-assess risk if condition changes

professional el e ) » Onward roiass sialigl corvices,

scarring from

previous Category 2,
pressure ulcer Category 2, or

¥

SCreen/ASSesSment/ g

AT LTt rD

Escalate interventions

Reassessment if deterioration in skin
Pressure ulcer risk or wound status noted
assessment using
PURPOSE T tool
Formal review .
of healing Improving
+ Wound bed cleansing and debridement  Reglilar review and S —
+ Risk factors include: = Peri-wound skin cleaning monitoring of healing : R N
. . o ) eview/Escalate
= Immobility or reducing mobility B piE il AR Static
) ) * Measure « If unhealed at 12 S Step up
« Early signs of skin damage . . Y preventative care
Record weeks, detailed .
+ Presence of a medical device which is against the skin Deteriorated

» Onward referral to specialist services,
- Long lie as needed

+ Rapid deterioration in physical or mental health * Review effectiveness of treatment plan
« Existing pressure ulcer

reassessment \ Refer for surger

= Onward referral to p
specialist services, as Death
needed -

Data collection and feedback using point-of-care, NHS-compliant mobile digital technology
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When does the clock

NWCSP UP

Mational Wound Care Siralegy Programme

(NWCSP)  pressure  uheer  (PU)  elindeal
recommendations and clinical pathway. There were
187 people from across England who completed
the consultation (Figure [). The respondents
were mostly from  acule or community Lrusis,
with a small number of responses from general
practice, eare homes, commercial companies,
c issioni isati as well as patients

In April this year we consulied on the new

start for 6 hours from
admission?

and what constitutes
assessment

Categories

National Wound Care
Strategy Programme

and their carers.

The feedback generally  confirmed  that
the pathway was easy to follow and that the
sugpested changes were mostly welcome and
long overdue. There were also a good number
of strong and well thought through challenges,
which have led o some minor amendments

National Wound Care Strategy update:
pressure ulcer consultation

People admitled o hospital or @ care home
wilh mursing have a  pressure uwleer sk
assessment within six hours of admission’

However, no further detail is provided within
the NICT quality standard. The aim is to add
clarity by recommending thal in the acule selling,
the six hours begins al the point that the patient is
ficet sowm by 4 regictosed hetheans proficsional
This brings the statement in line with the NICE
quality standard for community assessment which
is ‘at first visit!

To illustrate, for patients admitted via the
emergency department, this means that risk
assessment should be completed within six hours
from when the palient is seen by a regislered
clinician (most likely the triage nurse). There is

in the rec dations and hening of
the explanations.

Broadly speaking, these challenges related 1o
cight key themes:

wWhen does the clock start for risk assessment
in arute organisations (and how moch of
the assessmenl must be compleled o meel
this eriteria)?

wConcerns around virual assessment

wConcems about the move to different risk
assessment tool

wl inties about fi of

no i for the triage nurse to complete
the whole asscssment, but within the following six
hours the remainder of the risk assessment process
should be completed. So, if the triage nurse uses
step 1 Screening of the PURPOSE T tool (Figure 1)
and licks only blue boxes, which identifies that
they are on the green pathway (nol at risk), then
that completes the assessment. 1, however, they
identify pink or yellow boxes, this indicates that
Step 2 full risk assessment shoubd be completed
sn, 1o achieve the risk assessment within six hours,
the full must he leted within that

wLinceriainty aboul PL calegorisation

wUncertainties aboul the definition of deviee-
related  pressure uleer (DRPU) or  medical
device-related pressure uleer (MDRPU)

wConeerns ahout referral to surgeons for hard to
heal PUs

wlIssues relating to ‘every contact counts’.

'When does the clock start?
The 1 thal risk shoukd

Lime frame.

Virtual assessment

The NWCSP dinical recommendations state that it
should be documented whether assessments were
in person or virtual {contact via telephone or video).
Some respondents were vehemently opposed 1o the
use of virtual assessments in the community, but
the recommendations do nol suggest that virtual
ol either risk or skin should be a normal

be eompleted within six hours of admission comes
from the National Institute for Health and Care
Excellence (NICE) quality standard (NICE, 2015)
‘which recommends that:

practice, but that for a small number of patients it
may not be possible to do an in-person assessment.
This may be due to the patient's mental health, o
a safety concern for the healthcare professional.

Wounds UK | Vol 19| No | 2025

Reassessment intervals

Every contact




Single risk assessment tool

» Understandably this is challenging in practice.
« Many organisations struggling to digitise

« Some organisations reluctant to change where their system is
working well.

* We have amended the language to say

the PURPOSE T risk assessment tool or other risk assessment tool that as a minimum contains the
same items




Theoretical schema of proposed causal pathway for PU
development

Other Potential
Indirect Causal Factors

Key Indirect Causal Factors | Direct Causal Factors |

| et S

I Immobility
| Older age == | == == == : @ Poor Sensory ey
[ perception &
| response
I — —_— I
?— = Medication — = =~ t .  /
| Diabetes L
I d
” L =" \ Skin / PU Status Outcome
:— Pitting oedema -——————_—= - Pressure Ulcer
|
°®
| = -1
l Chronic wound X = Moisture '— ?
-
SO ! on | !
S |_ #  Poor nutrition )
mfection 4
Acute illness | _1 L ATl .
Raised body —'—> Poor perfusion
temperature | L e e e e e /

Coleman etal 2014 b JAN

O\ PURPOSE




PURPOSE T Pathways

- If you do not use PURPOSE T-the [

colour coded pathways are generic
and still applicable

° The QUidance ShOU|d St|” be PU Category 1 or above or scarring from
fOI |0W6d previous pressure ulcers




Reassessment intervals

* It was felt that there was some conflict between differing
statements about reassessment

* |f condition changes

At the preplanned interval

At regular intervals (and what is regular)




Reassessment intervals

* This is a hierarchical process

* Priority is:

 reassess if there is a change in that individual’s condition, circumstances or environment

* If there is no change, reassess at the preplanned interval

* Our recommendation for the minimum of what this should be is:
At least once a week in acute settings

At least once a month in community or care homes

 But the preplanned interval is very dependent on the risk and risk
indicators so should be individualised to that patient



Categories

» Unstagable is as a minimum a category 3

ICategory 3: Full thickness skin loss

Full thickness tissue loss. Jubcutaneous fat may be visible, but bone, tendon or muscle are not exposed. Slough may be present but does
not obscure the depth of tissue loss.

IJnstageabIe: depth unknownl

Full thickness tissue loss jn which the base of the ulcer is covered by slough (yellow,

* Do not use DTI

* Full thickness tissue loss can be expected in only 9-14% of DTl cases
(Wynn 2021)



DTI

* Our understanding of DTl is poor
* True DTI occurs in the muscle

* Most of what is reported as DTI does not!

* In some ‘DTI' you may never see skin breakdown due to the
resilience of the skin




" EVOLUTION OF DEEP
NFIAP 3iS3UE PRESSURE INJURY

-10 DAYS

7
AFTER INTACT SKIN COLOR CHANGE
48 Hou Rs AﬁEﬁgACﬂKQCHOEZHSANGE Unstageable

(RANGE 24-48 HOURS)

AFTER PRESSURE EVENT DTP| This involves muItipIe
(RANGE 24-72 HOURS)

DTPI ' : episodes of reclassification

' > DTI

» Unstageable

» Then whatever
evolves...

If the Deep Tissue Pressure
0 . Injury becomes necrotic,
Classify discolored skin with classify it as an Unstageable
epidermal blistering as a Deep Pressure Injury
Tissue Pressure Injury

Deep tissue pressure injury remains one of the most serious ferms of pressure injury. The pressure is exerted at the muscle-bone interface, but due to the resiliency of
the skin, the color change is not immediate, in contrast to a bruise. The process leading to deep tissue pressure injury precedes the visible signs of purple or maroon
skin by about 48 hours. Then about 24 hours later, the epidermis lifts and reveals a dark wound bed. This phase of deep tissue injury evolution is often confused with
skin tears. Within another week, the wound bed is often necrotic. The lag between the “pressure event” and the change in color of the skin makes the root cause analysis
complex. The National Pressure Injury Advisory Panel (NPIAP) has created the photographic timeline shown above to help clinicians more reliability determine the events
leading to deep tissue pressure injury. It is important to be aware that 48 hours prior to the patient’s skin being deep red, maroon, or purple, he/she may not have been
in your facility.



Deep Tissue Injury

» Concern re lack of care provision if not identified as a DTI

» Should be classified as vulnerable skin

. Current Detailed Skin Assessment = sor ¥ pan, someness o disco
| For gach skin site fick appicable colamn — aither vulnerabie skin, narmal skin or i

E§i|i ! ; E§i|g

Step 1 — screening

| Mobility Status s at assicasie Skin Status - e ar E 2
Needs the help of another Current PU categary 1 abowe? |
person io walk = | . Sacrum D | R Hip D
Reported hissary of ghevious PLU? b
Spends all or the majarity of 1l L Buttock D | L Hegl D
time: in bed or chair Wulnerable skin n |
TS ————— Mesdical device causin 5 |: R Buttock [ ] | R Heet { ] |
for lang perods i MUY pressuns/shear at skin sfe eg. I OMLY |
0, mask, NG tube L Ischial | L Ainkde
Walks ind=pendensy with or e [— LD L] | Ll |
without walking aids B Mol i | itk A Ischial [ ] | R Ak [ | |
If AN yellow baxes ars J L If ANY yeilow ar pink bakes H | | |
ticked, o to Step 2 4 are ticked, go to Step 2 ti == L E e ’.L.Elm - E e |
s s | [




DRPU vs MDRPU

* This has been an issue for a long time

« Many reports in the literature of patients developing PU from items such
as TV remote controls

* In this context we are o
Current PU category 1 or above?
* Discussing assessment of risk Reparted istory o previous PLI?

Yulnerable skin

Medical devicos causing

* ldentifying if this could reasonab'ry’lfve' B NG e




Medical device

* A medical device is
« Something that is used intentionally

« Something where risk can be predicted

* We cannot say this for the myriad other things that may cause a
PU such as TV remote controls

* You cannot control for everything




PSIRF and PU

* More information can be found here:
https://soundcloud.com/nhsengland/considering-pressure-ulcers-
in-psirf-planning




Levels of harm and PU

2. Can category of pressure ulcer be matched to a LFPSE degree
of harm?

* No, the degree of harm depends on the actualimpact for this patient as a result of the patient safety
incident and does not corelate with the category of pressure ulcer. For example, a patient with a category
3 pressure ulcer could fall into moderate harm because they needed additional healthcare for 3 months.

* However, if the same ulcer was on the heel and expected to affect mobility even after healing, then that
would be graded as severe harm. Each pressure ulcer must be assessed for degree of harm, using
category of pressure ulcer only as a guide and the reason for the level of harm selected should be
demonstrated in the free text description of the incident.

* If a patient has multiple pressure ulcers that developed by the same mechanism, then only one incident
need be recorded. The harm associated with this incident would be the actual level of harm to the
patient (i.e., the highest level of harm the patient has incurred from any or all of the pressure ulcers).

* If a patient has multiple pressure ulcers which developed due to different mechanisms (i.e, one develops
due to a monitoring device, and the other is related to profiling bed equipment), two distinct incidents
have occurred and should be recorded as such
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Stop the pressure week

Our theme for the week

‘Every contact counts’

+ Every contact with a clinician, healthcare professional or carer can help prevent pressure ulcers
¢ Every contact with a bed, chair or other surface can help prevent pressure ulcers

+ Every contact with leaders in healthcare can help prevent pressure ulcers

+ Every contact on social media or traditional media can help prevent pressure ulcers




Stop the Pressure

C-O-N-T-A-C-T

C — START THE CONVERSATION, CONNECT, COMMUNICATE, SHOW THAT YOU CARE
O - CONSIDER OPTIONS, OBSERVE, DISCUSS, AGREE

N — BE NEEDS LED, NOTICE WHAT'S IMPORTANT

T - TEAMWORK, TALKING TO PEOPLE, LISTENING, ENGAGING AND TEACHING

A — ASK QUESTIONS, ADJUST AND ADAPT TREATMENT PLANS

C — BE CLINICALLY CURIOUS - ADJUST, CHALLENGE, CHANGE

T — TAKE ACTION, BE THE CHANGE THAT IS NEEDED

EVERY
CONTACT

COUNTS

TO STOP THE
PRESSURE




EVERY

ions — - CONTACT
20 Questions — pressure ulcer quiz COUNTS

. . . TO STOP THE
Test your knowlege in our quick quiz PRESSURE .

Word search WORD SEARCH

. . EAOPTTIONSNNOCC EVERY
Online version EUSSITNUGOBOGODODO opoprunar
OAOUTCOMESTPHMN
How quickly can you complete our on-line Every Contact Counts word search? EUDTAETITCETIPTPVY CARE
OTAACTTCNCCOAE  comecr
Take a screen shot of your time and post on oneofnu.rsocial platforms (you must_usethetag. CLSIPECENNERSHRH R TOALsEsmECE
#ever_y(.:ontactcountswordsearch‘) for the chance to win a £25 Amazon voucher (prize only available to KUOURTANCAVTSS I::g:g:g:
practicing UK healthcare professionals). A m R als wEmI Y RIRIUTZ A s
CVCITDK KU ORETENOT TNIosTs:sE
oon]mw"'d“""h STNUOCACELSTINT S
S UTTEWUTTIVOBTTO ng:;S
OLOTTESTET®OYUN OUTCOMES
Paper version NAASSURESSETON o
M AETCOURAGETEETESFVY e

Or here's a traditional pdf version if you'd prefer to print and complete whilst you have a cuppa ©

o Paper word search

PLAY ONLINE AT HTTPS//THEWORDSEARCH.COM/
PUZZLE/5902707/EVERY-CONTACT-COUNTS/

: Nati | Wound Ca
of TlS sue Stra:;;ay Pr:;ramm':

. Viability
13 -17 NOVEMBER 2023




Win a conference place

Competition

We are offering the opportunity for you to win registration and a travel bursary to the joint EWMA and
Society of Tissue Viability 2024 conference being held on 1-3 May in London

Submit your Every Contact Counts learning rescurce via hello@societyoftissueviability.org.

Closing date — 24 November 2023

Terms & Conditions

+ Conference registrations and travel bursaries are non-transferrable and cannot be exchanged for their
monetary value or similar

* Reimbursement of any travel expenses of up to £100 will be payable upon receipt of proof of purchase

« It is not the responsibility of the Society to organise and purchase travel insurance. If needed, thisis to
be arranged by the individual



Connect with us \\\%

@ www.nhationalwoundcarestrategy.net

, NatWoundStrat

@ NatWoundStrat@yhahsn.com



https://twitter.com/NatWoundStrat
http://www.nationalwoundcarestrategy.net/
mailto:NatWoundStrat@yhahsn.com

How does everyone feel about the removal of DTI and
classing these areas vulnerable skin?

What is the consensus? How will Hospices be capturing
this data?

hospice



Faith Slater
Tissue Viability Lead
St Wilfred's Hospice



&) StWilfrid's Hospice

Making a difference to local lives

PURPOSE T Risk Assessment
& how we use it at
St Wilfrid’'s Hospice

By Faith Slater - Clinical Practice and Quality Improvement Nurse

Pty




=) St Wilfrid's Hospice

Making a difference to local lives

Purpose T is an evidenced based pressure ulcer (PU) risk
assessment developed by Leeds university.

It identifies adults at risk of developing a PU and supports the
nurses decision making to reduce the risk (primary
prevention).

It also identifies those with existing pressure ulcers that
require secondary prevention and treatment.

The use of colour indicates the most important risk factors
and forms a three step assessment process.

Permission for use needs to be gained from PURPOSE-T
Registration - CTRU Leeds Research Portal

What is Purpose T?

Pressure Ulcer Risk Assessment - PURPOSE T (V2)

Step 1 — screening

Mobility status - scxae acowace Skin stabus - vox 0 aopicase Clinical Judgment - No pressure
tick a2 appilcabi ulcer not

NEE05 e Nelp of anather Current PU eategory 1 or aoove? Contions/treatments -

persan ta walk Reported NiSTOry of previous PU? which significantly Impact s

Spends al or the majority of : e patient’s PU sk e.g. atrisk

fime In bed or ehair Vunerzci ski POCF pErTUSIN, Speourais, T

Femains In the same position Medcaldevos causng :":":e;"‘e"’“‘ appiicable

o a5 pressure/shear at skn stz e.g.

T e Lo ERS = T

WUt Waiking 3iE Isicked | Normal skin 5 ke kucseq  3trisk

1T ANY YEIOW DONEE are I ANY yE10W OF PIK boves I ANY yesow DOEE are

ficked, go to Step2 are tcked, go fo Stap2 ficked, go to Step 2

Step 2 — full assessment

Analysis of independent movement

Complete AL L sections

Moisture due to perspiration, urine,
faeces or exudate - sck as appicacie

No protlem / Occaslonal
Fresquent (2—4 timeas 3 aay)

Sensory perception and

Extentorall
Tha the appilcabie box oo oo
it . kel Do=SMt  SIgNTpOSTON M3Cr postion
exent categories mest)

3::'" ) ‘AISCOMTON fTOm Precsure 2.9, Canstant
Frequancy S L Diabetes - s anicasis
e tame
e NiA | Diabetic
T
NO propiem o probiem

Conaitons arfeciing central
circulaon =g, snosk, heart Unplamned weight loss
Talure, nypatension Poor tritional Intake:
Conditions afrecting perigheral
circulation e.g. peripheral
Vascular  arterial dssase

Low BMI less than 18.5)

High BMI (30 or more)

c Skin = o2 az sppuzazre.| | Previous PU history - s sz amicasie
3 3 3 No known PU history
2 il 2 il : )] ¢ T —
g 3 8E §= g ] = E= g HEE] 2 Eg Naurmiser of previous pressure icer(s)
Sacrum ] RHp ] R Eow 0 Detal o revious U (Tmare than 1 pravious FU give
L Butiock g L el g Wﬂxmmmumﬂ e e g scar
R B RHesi
O
Lisenial L] L Anki L L o et o o requrec:
R soNE 0 RAMmE O u
LHIp 0 L Emow ] u

Step 3 —assessment decision

It ANY PINK DoXes are lIckea/compieted., the.
patent Nas an exisling PEGSUre UICer of 5Carmng
TTOM ravious pressure ulcer.

ITANY orange boxss are

T only yallow and bius DOXes 362 1CKEd, Me NUTSe mast
SONGI0eN e rIEK Profie NSk Faciors pracent) to decice
whether the patient is at risk or not currently at risk.

No pressure ulcer but at risk

Primary pravention patnway

Wires signates ”m ”T!me |

PURPOSE T Version 2.0 Copymight & Clinlcal Trisis Research Unit, Universiy of Leads and Leeds Teaching Hosphals NHS Trisst, 2017 (Do not use without permission)
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Making a difference to local lives

« We moved over to Purpose T from the Waterlow risk assessment in 2021.

« We had used Waterlow for years on the ward. The primary aim of the Waterlow was
looking at patients at risk rather than looking at patients with pressure ulcers or scars
from previous pressure ulcers.

« We recognised that Waterlow didn’t work for our patients at the hospice. They would all
score high and there was an element of ‘so what'.

« We recognised that by moving over to this risk assessment this would enable us to
identify patients at risk and aim to prevent them by:
« Identifying those with existing pressure ulcers that needed management and treatment.

« Aiding a clearer assessment of patients at the end of life and facilitating a plan of care that was suitable
to meet their needs.

« Enabling the nurses clinical judgement to be utilised.

Why did we move to Purpose T ?
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Making a difference to local lives

| put together some pressure ulcer prevention training and as part of this we introduced
Purpose T and explained what it was, why we were changing and completed it using some
case studies.

» A Purpose T care plan was added to S1 but at this point we were still completing paper
copies and then uploading to the patients notes.

» We set a date for the change over and let everyone know.
« | moved every patient over to Purpose T so there was a baseline to start with.

 Following the change over date | made sure | was on duty over a period of shifts and went
through it with each member of the nursing team.

It was tough as there was a delay from the training to implementing due to COVID.
« The team worked hard and kept going with it.
« We ensured we supported them through this change and process.

How did we implement it?
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Making a difference to local lives

« We complete Purpose T risk assessment within 6hrs of admission (NICE,
2015)

« Qur nursing team have grown in confidence.
« We are now completing Purpose T digitally on S1.
« We are recognizing and reporting pressure ulcers consistently.

« We continue to develop and improve the our Purpose T and aSSKINg
care plans for our patients.

« We have developed a digital way in which to document the repositioning
of our patients.

« We continue to learn from incidents and drive forward quality
improvement .

How we have developed and moved forward since 2021?
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* Over the next few slides we will complete a Purpose T risk
assessment for a patient with a pseudonym of Mary.

* | have used red ticks to highlight and be clear where we are ticking

Case Study
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Mary is immobile and in bed 95% of the time- ticks yellow in two of the mobility status

Due to this we can go straight to our full assessment.

If she had ticked blue we would have gone to the skin status and so on

Step 1 — screening

Moblllty status — tick all applicable

Needs the help of another
person to walk

Spends all or the majority of
time in bed or chair

v

Remains in the same position

for long periods If ONLY
: 8 blue box
Walks independently with or is ticked

without walking aids

If ANY yellow boxes are
ticked, go to Step 2

Skin status - tick all applicable
Current PU category 1 or above?
Reported history of previous PU?

Vulnerable skin

-

Medical device causing

pressure/shear at skin site e.g. If ONLY
0, mask, NG tube blue box
Normal skin BildE

If ANY yellow or pink boxes
are ticked, go to Step 2

Clinical Judgment - ‘
tick as applicable
Conditions/treatments

which significantly impact

the patient’s PU risk e.g.

poor perfusion, epidurals,
oedema, steroids

No problem

If ONLY

blue box
is ticked

If ANY vellow boxes are
ticked, go to Step 2

=

No pressure
ulcer not
currently

at risk

Tick if
applicable u

Not currently
at risk
pathway

Step 1 - screening
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Step 2 - full assessment Complete ALL sections

Analysis of independent movement Sensory perception and Moisture due to perspiration, urine,
Sfit ol s et e FeSPONSE - fick as applicable faeces or exudate - tick as appiicable
Tick the applicable box Relief of all pressure areas No problem No problem / Occasional

(where frequency and 5 't Shight positi Mai i
extent GEtEgDIiES mEEt) oesn ight position ajor position Fraquent (274 times a day)

° e 1 H H [o) H move changes changes atient is unable to feel and/or
Mary is immobile and in bed 95% of the time . Y : eS| | Patent s unabletofee anc/ \{Gmm

— NiA N/A discomfort from pressure e.g.
s . CVA, neuropathy, epidural
* Cannot reposition herself independently Freauency yyooe Diabetes - tor as sopioasie
of position el NIA ] [ |
. changes Not diabetic
* She can communicate and ask for help but Moves iR n _
frequently Diabetic
unable to respond appropriately to pain or | perfusion - it smmicasie Nutrition —secarappicevie | Medical device - ickas _
applicable Vulnerable skin descriptor (pr_ecursor toPU)eg. .
. . No problem No problem " N :lgu";hable redness that persists, dryness, paper thin,
discomfort on the skin Conditions affecting central Unplanned weight loss © provem NPUAP / EPUAP PU Classification (2009)
circulation e.g. shock, heart Wemcal device causing Vga:; gont—hl\?sclzahle regnelss of mllacl sé(lm‘
al artial ICKNess sKin 10ss or clear blister
. T e 2 d . a bet- c failure, hypotension Poor nutritional intake :res(s)ur;f;?:a&;lusj:g site Cat 3 Full thickness skin loss (fat visible/slough present)
yp I I Conditions affecting peripheral 99 : Cat 4 Full thickness tissue loss (muscle/bone visible)
circulation e.g. peripheral Low BMI (less than 18.5) Cat U (Unstageable/Unclassified): full thickness skin

vascular / arterial disease or tissue loss - depth unknown

« She has poor nutrition High BMI (30 or more)

Current Detailed Skin Assessment - tick if pain, soreness or discomfort present at any skin site as applicable.  Previous PU history — tick as appiicate

b H as h e a rt fa, I l_u re For each skin site tick applicable column — either vulnerable skin, normal skin or record PU category
> = = No known PU history
. . o : I 2 + 2 2 V
* Has a catheter and a syringe driver % - FEE : Bl G B ¢ [ TTT——
£ s St £ c EcME: | < = ScEME:
H . . f l w E >='5 E 2 s ® l'&.ﬂ >=fn‘ 2 g AR E ;ﬁ E '.9 ﬁ Number of previous pressure ulcer(s)
°
as previous scarring from a pressure utcer | c..um N2 R Hip Vv R Elbow ] Vv o e — S p——
L Buttock q L Heel D V Other as applicable (may be medical device site) detail of the PU thatleft a scar onworst category).
A date Sit PUcat S
* Mary has a category 2 pressure ulcer to Reutosc | | I R Heel -V = Al « M
Sac r m L Ischial D L Ankle D V D Other relevant information (if required):
u Rischial £/ | R Ankle ] v ]
L Hip ? L Elbow [ ] \/ (]

Step 2 - full assessment
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* Mary would be RED as she has a
existing category 2 pressure
ulcer.

« She would then require a plan
of care to manage the current
pressure ulcer, reduce further
deterioration and prevent
further pressure ulcers to other
areas of her body.

Step 3 - Assessment decision

Step 3 - assessment decision

If ANY pink boxes are ticked/completed, the If ANY orange boxes are If only yellow and blue boxes are ticked, the nurse must
patient has an existing pressure ulcer or scarring ticked (but no pink bowes), consider the risk profile (risk factors present) to decide
from previous pressure ulcer. the patient is at risk. whether the patient is at risk or not currently at risk.

$ $ 4 ¥

PU Category 1 or above No pressure ulcer but at risk

No pressure ulcer not currently at risk

or scarring from previous pressure ulcers

Tick if applicable

Tick if applicable
Tick if applicable : Primary prevention pathway
Secondary prevention and treatment pathway
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Making a difference to local lives

« Red - We complete the Purpose T risk
assessment, aSSKINg care plan and wound
assessment every 3 days.

— We complete the Purpose T risk
assessment, aSSKINg care plan and wound
assessment every every : days

« Green - We complete the Purpose T risk
assessment, aSSKINg care plan and wound
assessment every every 7 days ( we hardly ever
have a green patient)

« We complete and update the traffic light system

in the patient room.
« We putin a plan of care.

What do we do after our assessment decision?
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t Wilfrid's Hospice

PURPOSE T Risk Assessment Outcome

The nursing team care very much about your skin.

This tool enables us to identify which level of care your skin needs.
Please tick, sign and date decision for each patient- review at least weekly.

No skin concerns.

Try to move at least every 4 hours to
maintain your healthy skin.

Skin at risk of deteriorating.

Try to move every 2 to 3 hours. The
nurses will help you with this.

The nurses are very concerned about
your skin and moving every 2 hours is
essential to prevent further damage
to your skin.

The nursing team will help you
change position.

Traffic Light System for patients rooms
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7" ASSKING (AMBER/RED pathway)
Care Plan ‘
? Guidance - Press.
Pressure ulcer assessment & Support surface needed for pressure relief
=il =i
S S conation and care K eep moving
i =1
| Incentinence N nutrition
i 51 3
. The aSSKINg Framework (nationalwoundcarestrategy.net)
Giving Information
=

Consent
? Mental Capacty Questionnaire

Evaluation

a Repeat PURPOSE T every 3 days (Red patients)
= PURPOSET Assessment Repeat PURPOSE T every 4 days (Amber patients)
Repeat PURPOSE T weekly (Green patients)
All patients repeat PURPOSE T if condition changes

Review of care plan

Event Details Information Print Suspend m Cancel Show Incomplete Fiel

aSSKINg framework on SystmOne



https://www.nationalwoundcarestrategy.net/wp-content/uploads/2023/10/The-aSSKINg-Framework.pdf
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7 Wound 1

her Detalks.

Exactdate &time »  Thu02Nov2023 - 1003 [ X

‘Changing the consultation date will affect all other data entered. To avoid this, cancel and press the "Next' bul

TouT T

ither Details. Exactdate &time » Thu02MNov2023 ~ 10:03

X

Changing the consultation date will affect all other data entered. To avoid this, cancel and press the 'Next' but]

Assessment | Care Plan |

Follow the TIMES
(Wounds Uk 2017)

entinel completed

o

ody Front (Male)

model to complete
our pressure ulcer

wound assessment.
Photograph wound

X0 ——.

as shows

improvement and
deterioration.
| am currently -

writing a wound
care formulary to
aid the assessment
and plan for the
patients.

eriviound skin

o ¢
Length of wound mm
Width of wound mm
Depth of wound mm

Gain patient's consent to photograph wound. Attach image to recard.
Patient consented to wound photography a
Photograph taken [m] B Attach photo to record

Assessment of wound bed, edge and periwound skin

[ cat 1 - Hon blanchabile erythema &
[ cat 2 - Partial thickness skin loss.

[ cat 3 - Full thickness skin loss.

[ cat 4 - Fullthickness tissue loss.

[ unstageable depth unknown

[] Suspected pressure injury of desp tissue

Exudate

Wound edge.

Factors delaying healing

jAssessment | Care Plan

Aimigosl

Prescribed care - review every 3 days MANDATORY

Informad consent given for treatment

? Mental Capacity Assessment

Nursing care performed

Review of care plan

Wound Care plan on SystmOne
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7 REPOSITIONING AND SKIN ASSESSMENT 7" Repositioning and skin assessment 1

 We needed to document our Other Detais.. Exactdate &time ¥ Thu02Nov2023 ~ 10:03 [ X Other Detals..  Exactdale &time ~  Thu02Nov2023 - 10:03 [ X
re position i ng more Changing the consultation date will affect all other data entered. To avoid this, cancs CTETETE TR BT GRS TR O T 88 BRI 2 s Y
accurately. -

« | worked with the IPU, and P -
community teams across et | &
days and nights to identify a 2 Repostioning and skin assessment Patient posiion I
way we could do this.

« | listened to their worries 5 Reposiioningand ki assssament2 Postionofhecs s 8
and what they needed that ki asscesmant 2 &
would work for them.

+ They did not want more & Repostiring and sk assessrient3 pressum s e eeastoncent
paperwork. Application of cream to skin P dll=i

* Its working well! 5 Reposiioning and skin assessment 4 Lovel of assistance required =

« The team like using it and
find it easy to use. T o

+ Always room for
improvement but
doEumentation is far better rorrstn | (e ) (sowrs | (D (s =] e

than it was.

Documenting repositioning on SystmOne
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Thank you,
any questions?
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Lynn Cornish
MSc Wound Healing & Tissue Repair, BSc
Hons,
Tissue Viability Lead
St. Margaret’s Hospice Care
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Reducing Pressure Injuries
within a hospice In-Patient-
Unit

Bringing about permanent change

Lynn Cornish MSc Wound Healing & Tissue Repair, BSc Hons,
Tissue Viability Lead
St. Margaret’s Hospice Care

Somerset.
Email: lynn.cornish@st-margarets-hospice.org.uk



mailto:Lynn.cornish@st-margarets-hospice.org.uk

Background % Fatame

Over 700,000 patients in the UK are affected
with a pressure injury each year ..

It is estimated that the incidence within
palliative care is 11.7% ..

Evidence demonstrates that education can
reduce the incidence of new pressure ulcers ..

Improvements made will only be temporary
without cultural change.



Programme for improvement 2013

Whole team Feedback/reflectio
engagement with . s n
Induction day all decisions: Emphasis on UETLE L On what we have
. . Lead presence on .

+ Developing new prevention - use of the IPU for achieved, and how

annual update formulary. prophylactic ST to continue with

TV training days Equipment dressings PP eg encouraging
Documentation results.
StMargaret’s

Hospice Care




Pressure injuries acquired at hospice
per 1000 OBDs

Chart Title

2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 2020/21 2021/22 2022/23

12

10

(o]

[&)]

S

N

o

B Our Hospice  ® Medium-size hospice average



- g 2 StMargaret’s
Conclusion %;%/g :

Healthcare assistants have proven to be
indispensable in the prevention and management
of pressure ulcers.

Regular education/training at the same level for
all staff has shown to bring about consistent
excellent long-term results.

Cultural change has been maintained and
embraced.

Feedback demonstrates that patients, relatives
and staff alike have benefitted from the changes.
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Nichola Smith and Georgia Wood
Katherine House Hospice
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embracing life and living

Falls — Audits and Quality Indictors

Senior Hospice Manager- Nichola Smith
Senior Staff Nurse- Georgia Wood
Occupational Therapist- Shona

Our Vision...
“People live well and

die with dignity in a
place of their choice”

www.khhospice.org.uk Registered Charity 1011712
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E;’SSEJW’&' Falls: Audits and Quality Indictors
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Discussion:

Now we are moving away from bench marking-

how can we identify trends from incidents and
ensure that the quality indicators we have in place

are effective

www.khhospice.org.uk Registered Charity 1011712



Patient Safety Incident Data
self-reported by Adult
Hospices
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Data Submissions: Years and
Quarters

130

120

]

100

Number of participating hospices
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w
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2017118

Number of hospices providing monthly reported incident data
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Non-Random Signals on Run Charts

= Rule 1 Rule 2
=l A Shift: 2, A Trend
= 6 or more ; §“ﬂ 5 or more
= =51
- .\ I ?
‘i o — - P (;\_—“\\
= _V Median 11 w ="\ _— W
=4l S ;! Median
= m:

o o i - 0 oee—— e B . f—t =

-.23{‘e?a%tnﬂutﬂﬁﬁ’:ﬂﬂmazzzaz-lﬁ 1 2 3 4 5§ 8 T 8 59 DA 0¥ 56 68 F 158 B0 22IDMI
RI.I:&3 Rule 4
25

= Too manyor |- |
'§25 ' pamtine cr{  to0 few runs S |
=20 { pisst i - | An astronomical data
= 1 o 1 .
— Median 11.3 = —
;m;/'_,\/" £
E 3 g s
=0 =
= 1 2 3 4 5 5 ? E 9 ﬂ} = 1 a3 5-. ; 2 m <] "5_1;_ - 21 23

Evidence of a non-randomsignal if one or more of the circumstances depicted by these four
rules are on the run chart. The first three rules are violationsof random patterns and are
based on a probability of less than 5% chance of occurring just by chance with no change.

The Data Guide, p 3-11
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Level 1 falls over time

Rate of reported level 1 falls (no harm)
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Level 2 falls (low harm) over time

Rate of level 2 falls (low harm)
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Level 3 falls (moderate harm)over time

Rate of level 3 falls (moderate harm)
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Level 4 (severe harm) falls over time

Rate of reported level 4 falls (severe harm)
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Level 5 (death) falls over falls over time

Rate of level 5 falls (death)
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Rate of medication incidents; no harm -
incident prevented (adults)

occupied bed days
= N w » o o
o o o o o o

Number of reported medication errors per 1,000
o
o

201718

Rate of reported medication errors (no harm - incident prevented)
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Rate of medication incidents: no harm
(incident not prevented)

Rate of reported medication errors (no harm - incident not prevented)

Number of reported medication errors per 1,000
pied bed
D
o
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Rate of medication incidents; low harm

Rate of reported medication errors (low harm)
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Rate of medication incidents; moderate
harm

Rate of reported medication errors (moderate harm)
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Rate of medication incidents: death

Rate of reported medication errors (death)
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TISSUE VIABILITY

hospicev



New Pressure Ulcers
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Rate of new Cat 1 & Cat 2 Pressure ulcers

Rate of reported new category 1 pressure ulcers
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Rate of new Cat 3 & Cat 4 Pressure ulcers

Rate of reported new category 3 pressure ulcers
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Rate of new DTl’s & US Pressure ulcers

Rate of reported new deep tissue injuries
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Rate of new MASD & MDA Pressure ulcers

Rate of reported new MASD
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Pressure Ulcers on
Admission
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Rate of Cat 1 & Cat 2 Pressure ulcers

Rate of reported category 1 pressure ulcers on admission
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Rate of Cat 3 & Cat 4 Pressure ulcers

Rate of reported category 3 pressure ulcers on admission
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Rate of DTl & US Pressure ulcers

Rate of reported deep tissue injuries on admission
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Rate of MASD & MDA Pressure ulcers

Rate of reported MASD on admission
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PSIRF TEAMS CHANNEL

Please contact Julia if you'd like to join.
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Get ready for

&'y

#MedSafetyWeek

6-12 November 2023

hospicev

How to get involved:

Follow MHRA social media channels during the week — repost, retweet, share
new patient safety messages encouraging Yellow Card reporting

Organise local events to raise awareness about the importance of reporting
suspected problems with healthcare products to the Yellow Card scheme.

Yellow Card website resources section contains downloadable materials to help
you raise awareness locally and encourage reporting, such as:

* Banners (email, Facebook, Twitter, Linkedin)

« A4 downloadable poster to print and put up in waiting areas or exhibition
stands

« Digital screen advert to display on TVs or screensavers.

« Encourage colleagues to complete CPD accredited Yellow Card training
courses:_e-learning modules




Childrens Hospices:

SteriFeed Colostrum Collection device and risk of choking due to infant
airway occlusion, DS1/2023/010

The SteriFeed colostrum collection device is intended to be used only to collect
and store colostrum. It should not be used as an infant feeding device as the cap,
if not removed, can easily get dislodged and become stuck in the baby’s throat.

*Remove the cap before using the device.

*When instructing parents on using the device, remind them to always remove the
cap from the tip of the syringe prior to use.

*Advise parents on how to feed the collected colostrum to the baby.

SteriFeed Colostrum Collection device and risk of choking due to infant airway
occlusion, DSI1/2023/010 - GOV.UK (www.gov.uk)
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NHS

Insulin pen safety needles updates and resources from TREND gngland

L]

TREND have recently produced a useful document as part of their Injection Technique Matters
resources,

Whilst there are many manufacturer resources for how to use both active and passive devices
safely, there may be under-recognition for access to active insulin pen safety needles as these are
possibly considered second generation when compared to passive devices that were initially
introduced after the implementation of the EU Directive 2010/32/EU Prevention from sharp injuries
in the hospital and healthcare sector.

Both types of safety engineered needle devices (SENDs) have different modes of action with regards
to mechanism of use, which with regards to usability, should be considered when purchasing to
ensure staff awareness of how they are used to support accurate dosing.

Use of any device for insulin administration must consider wider system factors in who is performing
administration and the impact that frequent staff changes or reliance on transient staff may have on
education and training in use.

If there are supply disruptions with one type of SEND it must be recognised that an alternative may
have a different mechanism of action. Failure to understand this prior to accepting alternatives for
use, may result in patient harm unless supported by education and training.

Education and training in use of both active and passive insulin pen needles is of utmost importance
to ensure accurate insulin dosing and appropriate management of diabetes care.

hospicevx
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NHS

Insulin pen safety needles updates and resources from TREND England

Passive insulin pen safety needles: consistent pressure has to be RRp—

----------

applied on contact with the skin (to puncture the skin) and BeforeUse -~ After Use

throughout delivery of the medication. Once pressure is reduced the vt beeroo
y /8

safety mechanism deploys and contact with the patient is lost,
meaning any undelivered medicationaﬁ'{@c either in the device or

on the patient’s skin. ®
\@@ &~

Active insulin pen safety rzedles: mechanism for skin puncture and

delivery is similar to the technique for insulin pen delivery via a B
conventional (non-safety) pen needle. However, reliance is on the ° u
user to activate the safety device to protect the user and promote o
safe management of sharps. \Qrf_-?
-x‘|~t -
>
- -
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Sharing Current Scottish Practice

The SPPC Autumn Season 2022 featured an online poster exhibition of 55
osters sharing work and research underway across Scofland. Each month,
our blog highlights a few of these posters. This month, we're highlighting:

Views of Care at End of Life: An action research study exploring the best
ways of elicifing patient and family views of end of life care and qivinq real
time feedback In acute hospitals

Views of Care at End of Life: Using Care Opinion to explore end of life
experiences

When Sage and Thyme met Zoom
Working as a true multi-disciplinary team

The SPPC blog is a space to share practice currently underway in Scotland. If
you have practice you'd like to share, please get in touch.
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https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31264&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=avaYrQShf0BtKwTKEbyUHgow94fZFGV9ROAiAEBRhzY%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31265&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=rnXT%2FyPANtTF0JLyY%2Fl4Cvi7%2FYkTtN9KBCX1bKbnPhk%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31266&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=WL8Dea7kYA8W1oGXLGhljeU0339gSo0rb4K3teVXmNg%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31266&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=WL8Dea7kYA8W1oGXLGhljeU0339gSo0rb4K3teVXmNg%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31266&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=WL8Dea7kYA8W1oGXLGhljeU0339gSo0rb4K3teVXmNg%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31267&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=X4nH2%2B3x7kkD0QCHOPgboUjjDfMZlDawUfjmb8frlnE%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31267&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=X4nH2%2B3x7kkD0QCHOPgboUjjDfMZlDawUfjmb8frlnE%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31268&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=mvbkhwD315D7xUvwcbnxIni4TOxoP77VrMht7k9S1xM%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31269&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=9XpYLkExBCUgcdUPCKM7tEk64rg6ws4c96emHhHBJd0%3D&reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fwww.palliativecarescotland.org.uk%2Fgo.php%3Fid%3D31270&data=05%7C01%7Cj.russell%40hospiceuk.org%7C57579217e2b2473526a308dbda367b9c%7C3d58065990c2456bbbe991fe5aea98de%7C0%7C0%7C638343699761414714%7CUnknown%7CTWFpbGZsb3d8eyJWIjoiMC4wLjAwMDAiLCJQIjoiV2luMzIiLCJBTiI6Ik1haWwiLCJXVCI6Mn0%3D%7C1000%7C%7C%7C&sdata=9bjLJwzAdbJO8FUjfUm%2B2YquFXYf39STjZ2CvaTlmm4%3D&reserved=0

Next Meeting:

y

W l4February

Please get in touch if you would like the
opportunity to present on medication safety
or would like to suggest guests to join us.
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https://www.england.nhs.uk/long-read/improving-patient-safety-culture-a-practical-guide/

https://www.hospiceuk.org/innovation-hub/clinical-care-

support/quality-improvement/patient-safety

Submission

deadline

Final reports
circulated

Ql Apr, May, Jun 14 July 2023
Q2 Jul, Aug, Sep 13 Oct 2023
Q3 Oct, Nov, Dec 12 Jan 2024
Q4 Jan, Feb, Mar 12 Apr 2024

request a copy of the submission links:

https://www.hospiceuk.org/professionals/clinical-and-care-

28 July 2023
27 Oct 2023
26 Jan 2024

26 April 2024

support/quality-improvement/patient-safety-project/request-

submission-links

hospicev



https://www.hospiceuk.org/innovation-hub/clinical-care-support/quality-improvement/patient-safety
https://www.hospiceuk.org/innovation-hub/clinical-care-support/quality-improvement/patient-safety
https://www.hospiceuk.org/professionals/clinical-and-care-support/quality-improvement/patient-safety-project/request-submission-links
https://www.hospiceuk.org/professionals/clinical-and-care-support/quality-improvement/patient-safety-project/request-submission-links
https://www.hospiceuk.org/professionals/clinical-and-care-support/quality-improvement/patient-safety-project/request-submission-links
https://www.hospiceuk.org/professionals/clinical-and-care-support/quality-improvement/patient-safety-project/request-submission-links

Thank you
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