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DISCHARGE ABSTRACT DATABASE (DAD) CODES INCLUDED IN THIS CLINICAL 

CATEGORY: 

A08: Pressure Ulcer 

Concept Any stage of pressure ulcer identified during a hospital stay. 

Selection criteria  

L-89.- Identified as diagnosis type (2) 

Codes Code descriptions 

L89.–   Decubitus (pressure) ulcer and pressure area 
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OVERVIEW AND IMPLICATIONS  

A pressure ulcer is a localized injury to the skin and/or underlying tissue, usually over a bony 
prominence as a result of pressure, or pressure in combination with shear and or friction (IHI, 
n.d.; RNAO, 2011). A number of contributing or confounding factors are also associated with 
pressure ulcers; the significance of these factors is yet to be elucidated (European Pressure 
Ulcer Advisory Panel et al., 2019). Pressure ulcers cause considerable harm to patients, 
hindering functional recovery, frequently causing pain, and the development of serious 
infections. Pressure ulcers have also been associated with an extended length of stay, sepsis, 
and mortality (IHI, n.d.).  

Pressure ulcers are also known as bed sores and are categorized in four stages:  

Stage I The skin is a slightly different colour, but there are no open wounds 

Stage II The skin breaks open and an ulcer forms 

Stage III The sore becomes worse and creates a crater in the tissue 

Stage IV The sore is very deep causing extensive damage; these sores can harm 
muscle, bone, and tendons 

Any stage III or stage IV pressure ulcer acquired after admission to hospital are designated as 
‘Never Events’. Stage III and IV ulcers can lead to serious complications such as infections of 
the bone or blood (sepsis) (CPSI, 2015). 

Pressure ulcers (PU) continue to be a significant health concern as the population ages and the 
complexity of care increases across all care settings (RNAO, 2011). A literature review done in 
Canada in 2004 found that the overall prevalence of pressure ulcers across all institutions 
studied was 26 per cent. Although 50 per cent of these were Stage 1 ulcers, this data is still 
disturbing (Woodbury & Houghton, 2004). The total net adjusted hospitalization cost of a 
hospital-acquired PU in Ontario was CA $44,000 to $90,000, compared with CA $11,000 to 

$18,500 for a pre-admission PU (Chan et al., 2013). 

Accreditation Canada has included pressure ulcer prevention as a Required Organizational 
Practices (ROP) in its 2020 handbook, the guidelines specify that pressure ulcer prevention 
strategies require an inter-disciplinary approach and support from all levels of an organization. It 
is useful to develop a plan to support comprehensive education on pressure ulcer prevention, 
and to designate individuals to facilitate the implementation of a standardized approach to risk 
assessments, the uptake of best practice guidelines, and the coordination of healthcare teams 
(Accreditation Canada, 2020). 
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RISK FACTORS

Assessment of certain categories of patients requires that the clinician be aware of 
and assess for specific factors that may increase risk for skin breakdown or affect healing 
of pressure injuries. Advancing age, decline of general nutritional and mental status, decreased 
mobility, sensory perception deficits, incontinence and the changing characteristics of the skin 
have been identified as a predictor of pressure-related injuries. Risk is increased for those with 
hypotension, contractures, or a history of cerebral vascular accident. Pressure injury incidence 
and prevalence rates remain higher in critical care areas due to the numbers of severely 
compromised patients. In the severely obese it can be challenging to assess skin and visualize 
all bony prominences. Surgical patients have an especially high risk of developing intra-
operative pressure injuries due to the prolonged pressure from immobility during the intra-
operative and immediate post-operative periods. In many terminally ill patients, multiple factors 
and co-morbid conditions increase their risk for the development of pressure injuries and need 
to be identified (Norton et al., 2018).  

GOAL 

To reduce the incidence of new or worsening pressure ulcers in hospital. 

IMPORTANCE TO PATIENTS AND FAMILIES 

Patients rightfully expect safe care, and healthcare providers strive to deliver care that results in 
better health and safe, effective outcomes for patients. Unfortunately, events that harm patients 
do occur while care is being provided, or as a result of that care. While risk is an inherent part of 
care, we know that many of these events that cause harm can be prevented using current 
knowledge and practices. (CPSI, 2015).  

Patients and families are aware that pressure ulcers are painful and slow to heal; and that 
ulcers are often seen as an indication of poor quality of care. When caregivers practice the best 
care every time, patients can avoid needless suffering (IHI, 2012).  

Patient Stories 

The Swans’ Story (patient video) (NHS Midlands and East, 2012) 

Richard developed an avoidable pressure ulcer during respite at a nursing home. The 
experience has inspired him, together with his caregiver and wife Doreen, to help inform and 
educate in the hope that together we can eliminate avoidable pressure ulcers. 

Pressure Injury Prevention – Jessie’s Story (patient video) (AHS Channel, 2019) 

Jessie tells his story of his spinal cord injury leading to his experience with multiple pressure 
injuries and prevention. 

https://www.youtube.com/watch?feature=player_embedded&v=IJ8FEhE561Y
https://www.youtube.com/watch?v=crh9ALyiC5Y
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Healthcare acquired pressure injuries (HIROC 2020) 

Case Study 1 

An elderly patient was admitted to hospital from a nursing home for treatment of lateral ankle 
pressure injuries. At the time of admission, the patient was assessed to be at low risk for the 
development of pressure injuries despite risk factors (pre-existing pressure injury, limited 
mobility, and urinary incontinence). The patient was discharged to the nursing home three 
weeks later with sacral and heel ulcers. Expert review of the hospital’s nurses was not 
supportive, noting that the team did not complete a skin breakdown assessment, initiate 
preventive interventions such as a special mattress, use barrier creams, or consult with a 
nutrition expert or wound specialist. Further, experts were critical of the team’s failure to 
incorporate the patient evolving risk factors into the care plan, including the need for more 
frequent turning and hydration. 

CLINICAL AND SYSTEM REVIEWS, INCIDENT ANALYSES 

Given the broad range of potential causes of hospital associated Pressure Ulcers, clinical and 
system reviews should be conducted to identify latent causes and determine appropriate 
recommendations. 

Occurrences of harm are often complex with many contributing factors. Organizations need to: 

1. Measure and monitor the types and frequency of these occurrences.
2. Use appropriate analytical methods to understand the contributing factors.
3. Identify and implement solutions or interventions that are designed to prevent recurrence

and reduce risk of harm.
4. Have mechanisms in place to mitigate consequences of harm when it occurs.

To develop a more in-depth understanding of the care delivered to patients, chart audits, 
incident analyses and prospective analyses can be helpful in identifying quality improvement 
opportunities. Links to key resources for conducting chart audits and analysis methods are 
included in the Hospital Harm Improvement Resources Introduction. 

If your review reveals that your cases of Pressure Ulcer/Injury are linked to specific processes 
or procedures, you may find these resources helpful: 

• Agency for Healthcare Research and Quality (AHRQ) https://www.ahrq.gov/
o Chou R, Dana T, Bougatsos C, Blazina I, Starmer A, Reitel K. et al. Pressure 

ulcer risk assessment and prevention: comparative effectiveness. Rockville, MD: 
Agency for Healthcare Research and Quality (AHRQ); 2013.
http://www.ncbi.nlm.nih.gov/books/NBK143579/

o Preventing Pressure Ulcers in Hospital (content last reviewed 2014)
https://www.ahrq.gov/patient-safety/settings/hospital/resource/pressureulcer/tool/
index.html 

• British Columbia Provincial Nursing Skin and Wound Committee.
https://www.clwk.ca/communities-of-practice/skin-wound-community-of-practice/ 

https://www.patientsafetyinstitute.ca/en/toolsResources/Hospital-Harm-Measure/Improvement-Resources/Pages/How-to-Use-the-Hospital-Harm-Indicator-and-Resource-Library-for-Improvement.aspx
https://www.patientsafetyinstitute.ca/en/toolsResources/Hospital-Harm-Measure/Improvement-Resources/Pages/Learning-from-Harm-2016-10.aspx
https://www.patientsafetyinstitute.ca/en/toolsResources/Hospital-Harm-Measure/Improvement-Resources/Pages/default.aspx
https://www.ahrq.gov/
http://www.ncbi.nlm.nih.gov/books/NBK143579/
https://www.hiroc.com/resources/risk-reference-sheets/healthcare-acquired-pressure-injuries
https://www.ahrq.gov/patient-safety/settings/hospital/resource/pressureulcer/tool/index.html
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o Guideline: Prevention of Pressure Injury in Adults & Children, BC; 2018.
https://www.clwk.ca/buddydrive/file/guideline-prevention-of-pressure-injuries-
2017-november-final/

o Guideline: Prevention of skin breakdown due to pressure, friction, shear, and
moisture in adults & children. BC; 2016.
https://www.clwk.ca/buddydrive/file/guideline-prevention-of-skin-breakdown-
2016-october/

 Ontario Neurotrauma Foundation https://onf.org/
o Houghton PE, Campbell KE, CPG Panel. Canadian Best Practice Guidelines for

the Prevention and Management of Pressure Ulcers in People with Spinal Cord
Injury: A Resource Handbook for Clinicians. Ontario Neurotrauma Foundation;
2013. https://onf.org/wp-
content/uploads/2019/04/Pressure_Ulcers_Best_Practice_Guideline_Final_web
4.pdf

 National Pressure Injury Advisory Panel https://npiap.com/
o Prevention and Treatment of Pressure Ulcers/Injuries: Clinical Practice

Guideline. The International Guideline 2019 (available for purchase)
https://npiap.com/page/2019Guideline

o National Pressure Injury Advisory Panel. NPIAP COVID-19 Related Resources
for Pressure Injury Prevention. Published April 2, 2020.
https://cdn.ymaws.com/npiap.com/resource/resmgr/press_releases/NPIAP_CO
VID_Resourcesnew.pdf

o Munoz N, Posthauer ME, Cereda E, Schols JMGA, Haesler E. The Role of
Nutrition for Pressure Injury Prevention and Healing: The 2019 International
Clinical Practice Guideline Recommendations. Adv Skin Wound Care.
2020;33(3):123-136. doi:10.1097/01.ASW.0000653144.90739.ad
https://cdn.ymaws.com/npiap.com/resource/resmgr/The_Role_of_Nutrition_for_
Pr.pdf

 NICE National Institute for Health and Care Excellence https://www.nice.org.uk/
o National Institute for Health and Care Excellence (NICE). Pressure ulcers:

prevention and management. NICE clinical guideline 179. NICE; 2014.
https://www.nice.org.uk/guidance/cg179/chapter/1-
recommendations#/prevention-adults

o National Institute for Health and Care Excellence (NICE). Clinical audit tools.
NICE clinical guideline 179. NICE; 2014.
https://www.nice.org.uk/guidance/cg179/resources

 Registered Nurses  Association of Ontario www.RNAO.ca

o Registered Nurses’ Association of Ontario (RNAO). Assessment and
Management of Pressure Injuries for the Interprofessional Team, Third Edition.

https://onf.org/wp-content/uploads/2019/04/Pressure_Ulcers_Best_Practice_Guideline_Final_web4.pdf
https://cdn.ymaws.com/npiap.com/resource/resmgr/press_releases/NPIAP_COVID_Resourcesnew.pdf
https://cdn.ymaws.com/npiap.com/resource/resmgr/The_Role_of_Nutrition_for_Pr.pdf
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RNAO https://rnao.ca/bpg/guidelines/pressure-
injuries?_ga=2.217886358.1660361549.1612547869-2064009347.1608227925 

o Registered Nurses’ Association of Ontario (RNAO). Risk Assessment and
Prevention of Pressure Ulcers. RNAO; 2011.
https://rnao.ca/bpg/guidelines/risk-assessment-and-prevention-pressure-ulcers

 STOP THE PRESSURE http://nhs.stopthepressure.co.uk/index.html

MEASURES 

Vital to quality improvement is measurement, and this applies specifically to implementation of 
interventions. The chosen measures will help to determine whether an impact is being made 
(primary outcome), whether the intervention is being carried out (process measures), and 
whether any unintended consequences ensue (balancing measures). 

In selecting your measures, consider the following: 

 Whenever possible, use measures you are already collecting for other programs.

 Evaluate your choice of measures in terms of the usefulness of the final results and the
resources required to obtain them; try to maximize the former while minimizing the latter.

 Try to include both process and outcome measures in your measurement scheme.

 You may use different measures or modify the measures described below to make them
more appropriate and/or useful to your setting. However, be aware that modifying
measures may limit the comparability of your results to others.

 Posting your measure results within your hospital is a great way to keep your teams
motivated and aware of progress. Try to include measures that your team will find
meaningful and exciting (IHI, 2011).

GLOBAL PATIENT SAFETY ALERTS 

Global Patient Safety Alerts  provides access and the opportunity to learn from other 
organizations about specific patient safety incidents including alerts, advisories, 
recommendations, and solutions for improving care and preventing incidents. Learning from the 
experience of other organizations can accelerate improvement. 

Recommended search terms: 

 Bed sore
 Decubitus ulcer
 Deep tissue injury
 Pressure area
 Pressure injury
 Pressure sore
 Pressure ulcer

http://www.globalpatientsafetyalerts.com/
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SUCCESS STORIES 

Implementation of Turning Clocks for Pressure Ulcer Prevention and Management  

The use of an individualized repositioning schedule is a recommended strategy for prevention 
and management of pressure ulcers. As individuals’ needs differ, it is often a challenge to 
communicate specific repositioning schedules to care staff, which may result in inconsistent 
positioning. The literature suggests that using a visual cue, or diagram with body positions, may 
be a helpful reminder of resident positioning schedules (HSO, Leading Practices Library). 

 

https://healthstandards.org/leading-practice/implementation-of-turning-clocks-for-pressure-ulcer-prevention-and-management/
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