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The Environmental Impact Report© (EIR©) is a document that sets out to give a structured process to the 
evaluation of environmental influencing factors with relations to pressure care. 

The paradigm shift in society to give greater individual choices in our lives is mirrored in the care setting.  

The advent of three and four section electric beds; recliners; Tilt and Recline wheelchairs; and other 
technologies has delivered a great deal more “living and lifestyle” for persons with disabilities or age 
related loss of function. Television and computers are accessible, interacting with those around you, being 
eye to eye with life. No longer the bed bound, body wasting patient of yesteryear.  

Whilst medicine and science have played a significant part in prolonging life, it would mean little if we were 
not given the opportunity to continue to “live” life. 

This has been, perhaps, the greatest shift in caring of the modern era. The ability to live your life with the 
abilities you have. 

This entitlement to living your life as richly as possible has put new demands on the support surfaces that 
are required to give those we care for the safety and security that will enable them to do just that. 

This change in the equipment we use to assist in enabling more access to the life around those in a care 
setting has introduced changed physical forces to what we have traditionally dealt with.  

As an example - If we just look at the bed surface and the use of the elevated bed head, then we see that 
products and solutions for supine lying may not be enough when the tangential forces of friction and shear 
are added to the pressure.  

Before the advent of this enabling technology if you had pressure issues you would be nursed flat, turned 
regularly and had skin tension reliefs often by onsite staff. Enter the new technology and cost/care models 
and the picture blurs somewhat. Yet we still see mattress manufacturers focus on the single dimensional 
forces and talk about average pressures. 

The EIR© deals only with the extrinsic forces and should not be used simply by itself but sits alongside the 
use of pressure care assessment scales such as Waterlow (http://www.judy-waterlow.co.uk) and Braden 
(http://www.bradenscale.com) which deal more with the intrinsic aspects of pressure care. 

After researching many articles for this presentation we believed that it would be clinically naive to accept 
the solutions that the articles or studies arrived at that simply agree with our ideas and concepts. Most of 
these are limited and are often based on an individual site or facility where a given range of equipment is 
available and staffing levels and experience is predetermined.  

http://www.judy-waterlow.co.uk/
http://www.bradenscale.com/


Both the Cochrane Review (http://www.cochrane.org) and the Royal College of Nursing 
(http://www.rcn.org.uk) have determined that the standard of evidence for a single technology is not 
sufficient to predetermine a product and its outcome on a technology basis. 

The Royal College of Nursing, in their “Principles of Practice” outline their headings as Person-centred care; 
A collaborative interdisciplinary approach to care; organisational issues and equipment safety.  

Based on this and our own experience we decided that we would allow for a framework where independent 
solutions are to be found that were not dictated by a previous clinical bias or technology solution simply 
because it was available or had history in the site or facility. 

We chose the risk Assessment outlines as notated in the EPUAP/NPUAP Quick reference guide to Pressure 
Ulcer Prevention 2009 to give the outline for carrying out a risk assessment. (Source: EPUAP/NPUAP: 
Prevention and treatment of pressure ulcers: Quick reference guide. Washington DC: NPUAP; 2009)  

This guide is a generic one that has no outcome or technology bias and is a collaboration from a number of 
clinicians over many years in the USA and Europe.  

The authors view these documents as starting points in assessing and managing pressure care risk and for 
broad for use on a day to day basis. They provide an overview and a basis on which to establish a working 
tool. 

These are available at  www.epuap.org/guidelines.html  

 

 
 

 

 

 

 

 

 

 

 

 

 

http://www.cochrane.org/
http://www.rcn.org.uk/
http://www.epuap.org/guidelines.html


Prevention and treatment of pressure ulcers:  

Quick reference guide 
An Excerpt from EPUAP/NPUAP: Prevention and treatment of pressure ulcers: Quick reference guide. 
Washington DC: NPUAP; 2009 

Risk Assessment 
 

Under “Risk Assessment” they list the approaches required in the application of the assessment. 

1. Establish a risk assessment policy in all health care settings 

2. Educate Healthcare professionals on how to achieve an accurate and reliable risk assessment 

3. Document all risk assessments 

4. Use a structured approach to risk assessment to identify individuals at risk of developing pressure 
Ulcers 

5. Use a structured approach to risk assessment that includes assessment of activity and mobility 

5.1 Consider individuals who are bedfast and/or chairfast to be at risk of pressure ulcer 
development 

6. Use a structured approach to risk assessment that includes a comprehensive skin assessment to 
evaluate alterations to intact skin 

6.1 Consider Individuals with alterations to intact skin to be at risk of pressure ulcer 
development 

7. Use a structured approach to risk assessment that is refined through the use of clinical judgement 
informed by knowledge of key risk factors 

8. Consider the following factors on an individual’s risk of pressure ulcer development 

a. Nutritional Indicators 

b. Factors affecting perfusion and Oxygenation 

c. Skin moisture 

d. Advanced age 

9. Consider the potential impact of the flowing factors on an individual’s risk of pressure ulcer 
development 

a. Friction and Shear (Subscale Braden Scale) 

b. Sensory perception (Subscale Braden Scale) 

c. General Health status 

d. Body Temperature 



10. Conduct a structured risk assessment on admission and repeat as regularly and as frequently as 
required by the individual’s condition. Reassessment should also be undertaken if there is any 
change in patient condition. 

11. Develop and implement a prevention plan when individuals have been identified as being at risk of 
developing pressure ulcers. 

Risk factors identified in a risk assessment should lead to an individualised plan of care to minimize 
the impact of those variables. 

 

 

To develop the guidelines for the use of the EIR tool we need to look at what we are to attempt to control.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Extrinsic Forces 
 

 

 

To fully understand the extrinsic forces that when applied to the body add to the contributing factors of 
pressure ulcers we must first look at all the external support surfaces that have an effect on the 
deformation of tissue. 

A pressure ulcer occurs when there are sufficient forces applied to the cellular structure that will cause the 
occlusion of blood at the cell level. This is the actual cause of a pressure ulcer. Everything else is a 
contributing factor. 

Often the Goal stated in designing a care/rehabilitation product solution for a patient is pressure relief.   

The actual laws of physics make this impossible. The person’s weight exists and so does gravity, and by 
extension and surface they contact will have pressure.  

In understanding that we cannot in fact reduce pressure. The key then is in pressure redistribution. Where 
does it go? It has to go somewhere. It is dealing with the transfers of the pressures that is the critical part 
of managing the environmental interface. 

In understanding the Environmental issues that provide many of the external factors we must first 
understand the physical characteristics that we should be looking for in order to assess their impact.  

One of the clearest definitions we have seen is the Wikipedia one, 
(http://en.wikipedia.org/wiki/Bedsore) 

 
 

 

 
 

 

 

 

 

 

 

 

 

 

Definition a : not forming part of or belonging to a thing : EXTRANEOUS  

b : originating from or on the outside; especially : originating outside a part and acting upon the 
part as a whole <extrinsic muscles of the tongue> Source: Mirriam Webster dictionary on-line 

 

 

Pressure, or the compression of tissues. In most cases, this compression is caused by the 
force of bone against a surface, as when a patient remains in a single decubitus position for a 
lengthy period. After an extended amount of time with decreased tissue perfusion, ischemia 
occurs and can lead to tissue necrosis if left untreated. 

Shear force, or a force created when the skin of a patient stays in one place as the deep 
fascia and skeletal muscle slide down with gravity. This can also cause the pinching off of blood 
vessels which may lead to ischemia and tissue necrosis. 

Friction, or a force resisting the shearing of skin. This may cause excess shedding through 
layers of epidermis. 

Moisture, from incontinence, perspiration or exudate. Over time, this excess moisture may 
 cause the bonds between epithelial cells to weaken thus resulting in the maceration of the 
 epidermis.  

Temperature is also a very important factor. The cutaneous metabolic demand  rises 
by13% for every 1°C rise in cutaneous temperature. When supply can't meet demand, necrosis 
therefore occurs.  

Other factors in the development of bedsores include age, nutrition, vascular disease, 
 diabetes mellitus, and smoking, amongst others. 

 

http://en.wikipedia.org/wiki/Bedsore
http://mw4.m-w.com/dictionary/extraneous
http://en.wikipedia.org/wiki/Decubitus
http://en.wikipedia.org/wiki/Perfusion
http://en.wikipedia.org/wiki/Ischemia
http://en.wikipedia.org/wiki/Necrosis
http://en.wikipedia.org/wiki/Fascia
http://en.wikipedia.org/wiki/Skeletal_muscle
http://en.wikipedia.org/wiki/Blood_vessels
http://en.wikipedia.org/wiki/Blood_vessels
http://en.wikipedia.org/wiki/Ischemia
http://en.wikipedia.org/wiki/Necrosis
http://en.wikipedia.org/wiki/Epidermis_(skin)
http://en.wikipedia.org/wiki/Urinary_incontinence
http://en.wikipedia.org/wiki/Perspiration
http://en.wikipedia.org/wiki/Exudate
http://en.wikipedia.org/wiki/Necrosis
http://en.wikipedia.org/wiki/Diabetes_mellitus
http://en.wikipedia.org/wiki/Tobacco_smoking


EIR – The Tool 

The Design 
 The EIR is designed to be used as a complete document through to training and reassessment. 

Using only the information and diagnostic front page may lead to inaccuracies in outcomes over 
time.  

 The setting of goals, trial outcomes, training, conclusions, referrals and follow ups are critical to the 
long term success of the outcomes themselves.  

 The EIR is only for use as a tool to review and remedy the External Environmental elements that 
impact upon the patient.  

 There are many different surfaces that a person may contact within their daily lives and it is how 
they interface or present to each of the surfaces that is critical to the safety of each patient. 

  Looking at wheelchair or bed in isolation from the rest of the environment is fraught with danger 
for the patient. 

Working the EIR 
 The EIR is designed to be a collaborative Multi Disciplinary team tool. Each member of the team will 

bring to the collection of information those aspects of care that interface with their speciality. The 
team itself is subjective and may include a range of professions and interested parties.  

 The EIR can be used as a preventative tool for assessing future risk when used alongside the tools 
used to assess intrinsic risk, such as the Braden or Waterlow scales. 

 The EIR can be used on admission or on review and is aimed at community and long term care 
facilities.  

Assembling the information 
 Who is on your team? 

 Client, Family/Carer, Dietician, Nurse/District Nurse, OT, Physio, Medical Specialist. The key 
question is not that they should all be involved all the time, but provide the essential data that will 
allow a plan to be made and executed. 

 Identify the key players and collaborate your information on the front page of the EIR in the spaces 
provided. 

 Patient history is critical to understanding how we got here – this needs to be available to the team. 
History of previous incidents or behavioral issues should be factored into the collection of 
information to allow for the care plan to be robust and provide the outcomes as stated in the Goals 

 

 
 



Current Care Plan 
 Review all contact surface areas 

◦ Not only is there a need to look at all contact surfaces we must also look at them as to how 
they are used, is the bedhead elevated, are pillows propping limbs etc.  

◦ Look through the full 24 hours and inspect the surfaces and record information from the 
stakeholders with regards to their area of care. Remember to include the patient. 

 Review activity levels 

◦ Eg. Meal times, therapy, entertainment, leisure, etc. What additional forces do these 
activities place on the contact surface that may increase loading or shear forces past a 
critical point for the period.  

 Ascertain time frame on each contact surface 

◦ A large amount of pressure over a short time can be just as damaging as a small amount of 
pressure over a long time. Remember it is the compression of the cell structure that we are 
looking at, both vertically and horizontally. 

 Review transfer techniques 

◦ Lateral movement can cause or exacerbate skin and wound bed tears and should be 
reviewed for all potential pressure ulcer clients 

 Review and qualify positioning support 

◦ Positioning products should add to the support of the patient as to function and to reduce 
the effects of muscular atrophy. Care is needed that they themselves do not limit the 
relocation of pressures in relation to pressure ulcer prevention or management. These 
products can be used effectively to redistribute pressures 

Current Risk 
 Collaboration of influences both intrinsic and extrinsic that affect level of risk. This background 

information allows us ascertain the equipment or support elements that may be required to assist in 
limiting these factors, eg. Making eating easier, controlling skeletal influences, reducing risk on 
known sites, etc. 

This is in relationship to the environmental aspects that we can influence and not a solution for the 
intrinsic aspects themselves. 

◦ Dietary statement 

 This may lead to the intervention of a nutritional assessment 

◦ Current risk/pressure ulcer sites 

 Is there a history of pressure ulcer 

 Is there any external signs that would lead us to believe there is greater pressure or 
friction/shearing taking place 

 What have we done in the past 



◦ Risk assessment score (Braden, Waterlow, etc) 

 What are the scores on these assessments?  

 A poor score combined with increased environmental risk may compromise patient 
safety 

 A good score may allow more risk in environmental solutions 

◦ Skeletal influences 

 What skeletal imbalances are there that are putting uneven pressure through the 
cells around a bony prominence 

 Can we simply correct these with repositioning devices? 

 What offloading techniques have been used 

 When elevated, what effect does gravity add to these conditions  

◦ Other external influences eg. Smoking, continence 

 What are we currently doing to limit the effects  

Environmental Interface 
 What are the key extrinsic elements we need to look at: 

◦ Pressure 

◦ Shearing 

◦ Friction 

◦ Moisture 

◦ Heat 

 Use the position of the areas of concern with their relationship to bony prominences to assist in 
discovering the cause of the problem and the effect on the patient/surface continuum  

 

Review Pressure Mapping Audit 
 Pressure Mapping is an objective tool that will assist in identifying cause and outcomes 

 Use pressure mapping if available to quantify results 

 It is not essential in the completion the EIR 

 The information page alone is often enough to establish a pattern of conditions that may 
lead to a pressure ulcer occurring 

 Pressure mapping provides excellent biofeedback for both patient and MDT  

 Using the mapping in the team environment can bring everyone onto the same care page 
very well as it leaves little argue about 



GOALS-What specific outcomes are required from Intervention 
 Client 

◦ The patient is an integral part of the solution and the source of inspiration 

◦ All solutions must be “patient centered” and therefore their input is critical 

◦ Most will not want to lay in bed for months on end and engaging their goals is critical to 
compliance 

 Carer 

◦ Who is the primary carer – the one who will actually ensure a plan is followed. 

◦ It may be a family member that is not immediately apparent who is managing the care, but 
not doing it themselves? Think about all possibilities.  

◦ Consider the carer and their abilities and limitations, especially to repositioning and 
transfers. 

◦ What is their motivation? Poorly motivated individuals do not follow plans well. 

◦ Their input into how they see the solution unfolding is critical to compliance 

 Facility/Organisation/Family 

◦ Ease of management, simplicity, safety, cost effectiveness, operational management and 
budget are areas of concern here 

◦ If the solution is not easy to manage compliance issues will arise 

Who Pays? 
 There is cost to care and there is no way to avoid that. There is a greater cost to do nothing 

 Is the product funded? If so, what rules are in place to have it supplied under the funding 
agreement 

 Will funded equipment be available in time to provide the outcomes in a timely manner? 

 Does the facility have the budget available for the best solution or a compromise solution  

 Will the family contribute to the outcomes? You won’t know if you don’t ask. 

 Set a budget with the stakeholders and work to provide your solution within the budget 

Current Equipment 
 Does it meet the projected goals? 

 With a change in application or training will the current equipment improve the patient’s 
condition  

 Will it keep them safe over 3-5 year period  

 Will it keep them in a safe functioning position? 



 Do we need to replace anything? 

 What products will meet the goals of all stakeholders? 

 Think NOW – 3 years and 5 years hence – solutions must be about tomorrow as much as 
today 

 Do we need to trial new equipment? 

 Contact suppliers who will add to the solution rather than only profit from it. They will 
generally be there for the after service and to assist long term 

 Some technologies are very complicated and the level of the carer must be considered 

 What training is available? Not only post purchase but when carer staff change several 
weeks, months or years into the future 

 Do we need a training programme to make better use of existing equipment? 

 The training programme for staff must be focused on the outcomes for the patient 

 The training will need a reinforcement aspect, and possibly an enforcement aspect 

 What equipment is available? 

 Is there anything available that can be reissued? 

 Is there anything that can be reallocated from someone whose condition has changed and 
requires something else 

 Caution: do not let the ease of using something you have ready access to cloud the teams 
clinical judgment, because its “easier” 

 Repositioning devices - Can they assist? 

 It may be that a repositioning bolster in a fixed position may alleviate the individual pressure 
on a bony prominence and therefore there may be no need to change anything else 

 Do NOT use pillows as supports as they crush and deform too readily to provide support 
over time – support must be Structural!! 

 Any new solutions can be pressure mapped to confirm the efficacy  

 These maps can be compared with the earlier outcomes to see if the solution has been 
effective with regards to pressure redistribution 

 Different solutions can be compared to see which meets the goals as set by the team. That 
may not mean the best or most expensive available, but something that meets the real 
needs as defined by the team. 

 

 

 
Remember:  Think about now; 3 years and 5 years into the future. 
    Life is a movie not a snapshot 

 



New Care Plan and Training  
 Training 

◦ Client 

 Empowering the patient to become part of the solution is always a powerful tool 

 Engaging the patient in the overview of their own care helps to ensure consistency 
when staff change 

◦ Carer 

 The Carer may be a family member or paid carer but their buy in to the cause of the 
problems and the outcomes are critical to success.  

 Training in new techniques and new equipment must be seen in “outcome terms” 

 Training must also have a review element soon after to ensure old habits are not 
returning and the efficacy of the outcome is clear for the carer to see 

◦ Facility 

 The leader of a facility or organisation managing the care must be responsible for 
the implementation of the new care plan and training.  

 Continuity of outcomes are the responsibility of the manager of the facility or 
organisation. Especially as staff or conditions change 

 New care plan 

◦ Noting what is new or the continued use of equipment will assist in checking the efficacy of 
the outcomes 

◦ If something has been working well ensure this is included in the new care plan 

◦ Define timeframes of outcomes that you have planned for 

◦ Any settings of equipment should be noted and recorded 

◦ What changes for activities or therapies must be noted 

 Management of care interface 

◦ This is managing the relationship between the equipment and the patient 

◦ Any monitoring responsibility must be given to an individual to manage or no one will 

◦ What do we do to make the equipment work better/equipment alone doesn’t solve problems 

Referral 
◦ Ongoing referral to Specialist disciplines may be indicated 

◦ Identify the urgency of need for time framing the referral  



Review 
◦ Date and time of the review must be recorded and then also recorded within the operating 

system of the facility or care organisation 

◦ It is crucial to reevaluate the new care plan and responsibility for the review must be to a 
named position consistent with date/time review above 
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We need to know here of 
any changes in either 
equipment; lifestyle; or 
traumatic events that may 
give us a clue (i.e. change 
of equipment; personal 
issues leading to stress 
etc.)

What are the existing 
conditions? 

What activities are 
happening on each surface?

What is the time spent on 
each surface during these 
activities?

Think clearly about each 
surface and PHYSICALLY 
review the client on each 
and question client and carer 
fully Are there any fixed skeletal 

conditions we should know 
about? 

Is the influence correctable? 

Think -Can we use simple 
positioning techniques or 
equipment to assist

Details that are 
required for your 
own identification 
or protocol

The pressure care history 
allows us to understand 
the most likely areas of risk 
and where we have to be 
extra careful is working 
through possible solutions

Mark the places with the 
number or letter that 
relates to it

This score gives us a 
platform to assess the 
intrinsic factors and risk

Note any other factors that 
may influence external 
conditions

Diet – is it sufficient

What are patterns like

Referral to a Dietician?

These factors all contribute to 
managing pressure care and will 
give us leads in types of 
technology required to limit their 
effects 

P

 

 

External Elements that need to be 
considered when looking to cause

The wound itself 
can give us a clue 
where to look as 
its position and 
shape will 
generally 
correspond to the 
cause

Forces can act on 
more than one area 
of the body at a time 
so look across all 
forces. External 
Friction often can 
lead to internal 
Sheer

Relate this to the 
charts above and 
think about the forces 
involved

Pressure mapping can 
assist in seeing the actual 
pressures.

Look only for Point 
Pressures

Look for skeletal shape 
that indicates lateral 
movement when combined 
with physical assessment 
from page 1

The cause may be from a 
combination of forces and 
activities so look carefully across 
all influences

Map each surface 
that you have 
identified as 
having influence

Make notes about 
what you see



 

 

Goal setting is absolutely critical 
and ensure that both the clients 
needs and the management 
needs are listed fully so the 
solution can deliver a long term 
outcome

What funds are available 
– There is little point in 
continuing without a 
commitment here

All the information gathered 
should be placed alongside 
what ever solutions are 
available – whether from 
existing inventory or looking at 
replacement

List the make and models of 
equipment trials and 
suppliers 

When choosing 
support surfaces 
think

Now

1 year on

3 years on

5 years on

Pressure map the new surfaces 
and compare them with the 
originals

Pressure mapping can 
assist in seeing the actual 
pressures.

Look only for Point 
Pressures

Look for skeletal shape 
that indicates lateral 
movement when combined 
with physical assessment 
from page 1

Teach the client positional 
changes and self help outcomes

Teach client to take “ownership” 
of the equipment outcomes

Teach the carer to “coach” 
the client into new 
behavioural patterns

Teach the carer to facilitate 
the equipment and the 
interface with the client

Ensure the facility/Org/family 
take a leadership role in 
problem solving and 
monitoring outcomes

This is where we put the detail 
of what needs to be 
Managed
Monitored
And time frames should be 
added for when things should 
happen
e.g. Weight shifts; turning 
cycles; product efficiency / 
efficacy checks

Note what outcomes or 
other activities that have 
been carried out – Write as 
if someone else is taking 
over tomorrow!!

There may be a need 
to refer to a specialist 
and providing this 
information will enable 
them to have enough 
information to give 
quick advice or 
instigate emergency 
action

Note when and who is to 
review the outcomes –
Often new training or 
personal patterns need time 
to bed in – give it time – but 
arrange to check!!!
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