
Hospital Acquired Pressure 
Injuries (HAPIs)
For Traveler RNs 



What is a Pressure Injury?

• Localized damage to the skin and/or underlying 
tissue, as a result of pressure or pressure in 
combination with shear.  

• Usually occur over bony prominence but may 
also be related to a medical device or other 
object.



Bony prominences



What do pressure injuries look like?

• Skin can be intact or 
open

• Injury can vary in 
depth and size

• May be painful or in 
an area with 
decreased sensationStage 1

Intact skin, red, 
does not blanch

Stage 2

Partial loss of dermis, 
shallow, red or pink 
wound bed



Stage 3 Pressure Injuries



Stage 4 Pressure Injuries



Unstageable Injuries



Deep Tissue Injuries



Deep Tissue Injuries



What puts people at risk for pressure 
injuries?



PAMC Pressure Injury Guideline - RNs

4 eyes in 4 hours

• RN and 2nd caregiver do a head-to-toe skin check 
together, within 4 hours of arrival to the unit.

• RN documents skin assessment and Braden 
or Braden Q risk assessment within 4 hours of 
arrival to the unit.

• Start Braden based interventions.



Decreased Sensory Perception (Braden < 2)
Limited ability or complete inability to feel or communicate pain/discomfort



Pressure injuries from mechanical 
devices



Moisture (Braden < 2)
Skin occasionally moist, very moist, or constantly moist





Decreased Activity & Mobility(Braden < 2)
Activity: Walks occasionally, chair or bed fast.
Mobility: Makes frequent slight changes in body position to totally immobile



Repositioning with LEAF ICUs, PCU, 3W, 5N

Leaf Patient Monitoring System wirelessly monitors a 
patient's position, movement and activity.

If your patient is on LEAF you document “patient being 
monitored by LEAF” once per shift.

http://www.leafhealthcare.com/solution.cfm


Poor Nutrition (Braden <2)
Rarely eats complete meal, occasionally takes dietary supplement, inadequate tube 
feed intake, NPO or clears liquids > 5 days



Risk for Friction & Shear (Braden < 2)
Moves feebly/potential drag and shear with movement.  Min to max assist.  Pt 
slides down in bed or chair.  Almost constant friction from spasticity, 
contractures, or agitation.



Decreased Tissue Perfusion & 
Oxygenation (Braden Q for pediatrics)



PAMC Guideline – if you find a pressure 
injury:

• Cleanse with sterile water, sterile saline, or wound cleanser
• Stage it using NPIAP definitions
• Photograph injury for EPIC chart
• Cover with foam dressing until wound team makes care 

recommendations. 
• Eliminate source of pressure from injured area when possible.
• Order Wound Consult if stage 2 or greater
• Order Nutrition Consult
• Notify Charge Nurse.
• Notify LIP for all stage 2 and greater pressure injuries.
• Complete a UOR.
• Document interventions.



Wound Team
The Wound Team is comprised of Physical 

Therapists with specialized wound care training.
We have a Wound Therapist scheduled 7 days/week
They manage:
▫ Debridements
▫ Complex wounds
▫ Pressure injuries (stage 2 or greater)

▫ Wound Vacs
 Order a wound consult with stage 2 or greater 

pressure injuries 



Big Picture: How PAMC prevents HAPIs

• Assign NDNQI training for pressure injury 
staging

• Skin Integrity Council – members on each unit
• Monthly prevalence studies
• UORs
• Run at-risk reports, round on those patients 

more frequently
• Clinical Nurse Specialists track and report 

pressure injuries daily at Clinical Operations
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