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PRESSURE ULCERS

Pressure ulcers are skin injuries that result from constant pressure. This pressure
reduces blood flow and eventually causes skin breakdown, and an open wound
develops. These ulcers can develop in a short time in patients who are immobile,
sometimes in just a couple of hours. If the pressure is not relieved and infection
treated, the damage will spread to deeper layers such as the muscle, tendon and
bone. Bony prominences are the most vulnerable to pressure ulcers, such as the
sacrum (tailbone), buttocks, heels, back of the head and elbows.

Common Locations of Pressure Ulcers
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PREVENTION AND TREATMENT OF PRESSURE ULCERS

Causes of skin breakdown:

People who can’t reposition themselves on their own

Sustained pressure, especialy in areas with little fat/muscle underneath the skin

Other causes:

0 Wrinkled sheets

Crumbsin bed
Wheelchair with an uneven tilt
Perspiration rivets or creases in clothing
FRICTION- body rubbing against another surface when turning or
transferring
SHEAR- skin moves in one direction, while the underlying bone movesin
another direction. Occurs when sitting in bed, and slides down. This
stretches and tears skin cells and blood vessels
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Prevention:
Reposition in bed every 2 hours
Reposition in wheelchair every %2 hour
0 Encourage lifts or tilts
0 Pressurerelief cushions
0 Padded footrests and arms
0 Prevent feet from dliding off foot rests
Keep off bony prominences
Protective loose clothing
Eliminate friction and shear
0 Never drag a person across a bed/sheet
0o AlwaysLIFT
0 Keep head of bed 30 degrees or less to prevent shear
Keep skin clean, dry and moisturized
Protect areas of dry skin
Specialized mattresses
Balanced diet: high in protein, vitamins A, C, E and Zinc if tolerated
Adequate hydration
SKIN MUST BE CHECKED EVERY DAY (See Braden Scale)
0 Report any broken skin, open sores
o Immediate attention if any signs of infection fever, drainage, foul odor,
increased hesat or redness.



o |If patient will not allow you to check, get them to sign a statement,
refusing to allow medical treatment.

Use the modified Braden Q Scale for children <5y of age. 2

If patient will not allow you to check, get them to sign arefusal to allow medical
treatment.

Once an ulcer develops, treatment may be needed for several months:

Antibacterials (local and/or systemic)
Periodic Debridement (trimming away dead tissue)

Surgery may be needed to cover the area with a flap or graft of tissue or to
divert urine or fecal material from the area.



STAGING PRESSURE ULCERS

http://www.npuap.org/resources.htm

*Use of drawings is permitted for educational purposes only.

"R STAGE 1

Stage 1

Skin is red or darker in color, but no breaks in the surface. Should heal within 2
months, if properly treated.
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Stage 2 skin breakdown, and an ulcer forms
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PN STAGE 3

Stage 3
ulcer goes deeper. Usually not painful, since nerves are damaged.



_EANEL_ STAGE 4

Stage 4
Deeper crater, now involves muscles, tendons and bones. Patient may
develop sepsis (blood infection) or osteomyelitis (bone infection).
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Braden Risk Assessment Tool
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