
Pressure Sore 
  

Siamakrakei deparment of surgery 



Chronic wounds mostly affect people 

over the age of 60.[ The incidence is 

0.78% of the population and 

the prevalence ranges from 0.18 to 

0.32%. As the population ages, the 

number of chronic wounds is 

expected to rise. Ulcers that heal 

within 12 weeks are usually classified 

as acute, and longer-lasting ones as 

chronic. 

https://en.wikipedia.org/wiki/Incidence_(epidemiology)
https://en.wikipedia.org/wiki/Prevalence_(epidemiology)
https://en.wikipedia.org/wiki/Old_age


 (فشاری زخم) بستر زخم

 معمول که است رفته کار به (بستر) فشاری زخمهای جهت متعددی های واژه

 .است Bedsore و Decubitus ulcer آنها ترین

 دراز معنای به Decumber دکومبر لاتین کلمه از Decubitus واژه

 درنتیجه صرفا زخمها این که دارد این بر دلالت و است شده مشتق کشیدن

 بروز bedsore نامگذاری علت .شوند می ایجاد طولانی مدت به خوابیدن

 .است تخت در بستری بیماران در زخمها این مکرر

 واژه است زخم ایجاد اصلی عامل فشار که جایی آن از  تعاریف به توجه با

pressure ulcer  برای واژه ترین مناسب و ترین صحیح فشاری زخم یا 

  .است ها زخم این توصیف



  :تعاریف

  آوردن وارد علت به که شود مي گفته زخمي به فشاري زخم
 مدت به (ميليمترجيوه32)مويرگها طبيعي فشار از بيش فشاري
 ناحيه نکروز موجب که گردد مي ايجاد پوست سطح بر طولاني

  .شود مي نرم بافتهاي از محدودي

 

 يا بستر زخم Bedsore  فشاري زخم يا  (Pressure sore) 
 اثر بر و پوستي زير هاي بافت و پوست در که است اي ضايعه

.ميشود ايجاد پوست بر مدت طولاني و ممتد فشار  

 



Objectives 
• An understanding of how pressure ulcers develop and 

what can be done to prevent and manage them 

• An understanding of the education and support that 
can be provided to patients to help them manage 
their own risk of pressure ulcers 

• An understanding of every trained nurse’s 
professional responsibility in relation to the 
prevention and management of pressure ulcers 

 









EPIDEMIOLOGY 

• In 1999 Amlung et al.l performed a I-day pressure ulcer 
prevalence survey of 356 acute care facilities and 42 817 
patients. The overall pressure ulcer prevalence rate was 14.8%; 
facility-acquired ulcers accounted for 7.1%.  
with dehydration, advanced age, moist skin, 
higher Braden scores, diabetes, and pulmonary disease all 
associated with higher rates of ulceration.  
 



تا  1377های  نفر که در طی سال 5973مطالعه انجام شده در ایران با حجم نمونه  14در 
 13: درصد95فاصله اطمینان )درصد  19اند، شیوع زخم بستر در ایران  انجام شده 1393

درصد،  38به ترتیب  3و درجه  2، درجه 1چنین شیوع زخم بستر درجه  هم. بود( 25تا 
، شیوع زخم بستر (ساکروم)ترین محل زخم بستر  شیوع شایع. درصد بود 9درصد و  41

 19درصد،  25درصد،  54در بیماران آسیب مغزی، آسیب حرکتی و کمایی نیز به ترتیب 
.درصد بود 46درصد و   







• Incidencewas highest in the acute care setting and 
associated with 
longer wait before surgery, ICU stay, longer surgery, 
and general    anesthetic.Spinal cord injury (SCI)  
 



Anatomic distribution  
 
• the most common site of occurrence was 

the sacrum (36%),  

• followed by the heel (30%). 

•  More recently VanGilder et a/.2 reported that the sacrum (28.3%) 
and the heel (23.6%) were the most common sites for pressure 
ulceration, 
followed by the buttocks (17.2%).  
 



Which areas are prone to pressure 
ulcers? 



As can be seen, the most likely areas of tissue damage are those that are 
situated over bony prominences. The precise areas that are at risk are 
dependent upon the position in which the patient remains. 
(Diagram courtesy of the Tissue Viability Society.)  





Pressure Areas In Wheelchairs 



Medical devices and equipment 



What is a 
pressure ulcer? 

A Pressure Ulcer is Defined as: 

 

  “an area of localised damage to the skin and 
underlying tissue caused by pressure, shear, 

friction and/or a combination of these factors”  

 

 

European Pressure Ulcer Advisory Panel EPUAP 

 
A service delivered on behalf of the NHS by Serco, 

South Essex Partnership University NHS Foundation 

Trust and Community Dental Services CIC. 

 



 افراد مستعد
افراد مبتلا به ضايعات نخاعي ، فلج عضلاني ، . 1 MS ،و ديگر  

.مشکلات عصبي که منجر به کاهش حس درد در آنها شده   
افراد با بستري طولاني مدت در بخش مراقبت هاي ويژه. 2  
افراد با دوران نقاهت طولاني پس از جراحي. 3  
افراد سالمند يا افراد ديگري که بهر دليل و بدون کمک ديگران . 4

قادر به تغيير وضعيت بدن خود نيستند و يا از صندلي چرخدار 
.استفاده مي کنند   

 



RISK FACTORS 

• Intrinsic: physiologic factors or disease states that 
increase the risk for pressure ulcer development 

 Age 

 Nutritional status 

 Decreased arteriolar blood pressure 

 

• Extrinsic: external factors that damage skin 

 Pressure, friction, shear 

 Moisture, urinary, or fecal incontinence 



FACTORS PREDICTIVE OF PRESSURE 
ULCER DEVELOPMENT 

• Age 70+ 

• Impaired mobility 

• Current smoking 

• Low BMI 

• Confusion 

• Urinary and fecal 
incontinence 

• Malnutrition 

• Restraints 

 

 

 

• Many other disorders: 
malignancy, diabetes, 
stroke, pneumonia, 
CHF, fever, sepsis, 
hypotension, renal 
failure, dry skin, history 
of pressure ulcers, 
anemia, lymphopenia, 
hypoalbuminemia 

 

Slide 23 



 عوامل موثر در پيدایش زخم هاي فشاري

عوامل خطرساز در پيدايش زخمهاي فشاري   -1  

فاکتورهاي زمينه ساز   -2  

 
:عوامل خطرساز در پيدایش زخمهاي فشاري  

A بي حرکتي    (  

b کاهش درک حسي    (  

c کاهش سطح هوشياري    (  

d گچ ،تراکشن، وسايل ارتوپدي و ساير تجهيزات    (  

E ساعت يا بيشتر  4جراحي با طول مدت (     

F )    مدت قرار گرفتن شخص در يک وضعيت 
G  )   بيماري هاي نورولوژيک 

 



ساز زمينه فاکتورهاي -2  

a شرينگ نيروي (  
  در و بگيرند قرار فشار تحت جلد زير خوني عروق که شود مي سبب شرينگ نيروي

.شود مي ناحيه آن در نکروز و خون جريان انسداد سبب نتيجه  

 b اصطکاک نيروي (  
•  که است خارجي مکانيکي نيروي حقيقت در اصطکاک

  ايجاد شود مي کشيده خنثي سطح روي بر پوست هنگاميکه
  .شود مي

• . پوست در خراش ايجاد و اپيدرم جداشدن  

 



c رطوبت    (  

•  رطوبت معرض در پوست.کند مي برابر 5 را فشاري زخمهاي تشکيل خطر رطوبت
  فاکتورهاي برابر در مقاومتش نتيجه در و شود مي نازک و نرم آب جذب اثر در

.يابد مي کاهش شرينگ نيروي فشار مثل فيزيکي  

d تغذیه سوء    (  

•  در کاهش و شديد عضلاني آتروفي اغلب هستند سوءتغذيه دچار که بيماراني در
شود مي ديده زيرجلدي بافت  

•  را کلوئيدي اسموتيک فشار توتال پروتئين سطح کاهش سرم آلبومين کاهش.
  رساني اکسيژن کاهش و بافتي ميان فضاي در مايع تجمع به منجر که داده کاهش

.گردد مي بافتها به  

•  را فرد و زند مي هم بر را بدن والکتروليت آب تعادل همچنين سوءتغذيه .
.کند مي زخم مستعد  

•   C ویتامين کاهش

 



e آنمي    (  

• بافتها به تحويل قابل اکسيژن کاهش  

• سلولي متابوليسم کاهش    

• زخمها بهبودي تاخير   

f کاشکسي     (  

•  نهايي مراحل و کانسر مثل شديد بيماريهاي در که بوده مفرط لاغري حالت
  جهت لازم چربي بافت کاشکسيک بيمار.شود مي ديده ريوي قلبي بيماريهاي

.دهد مي دست از فشار برابر در را استخواني ها برجستگي از محافظت  

 (gچاقي 

• .عروق خوني کمتري دارند و در نتيجه در برابر آسيبهاي ايسکميک زودتر تخريب مي شوند  

 



 (hعفونت 

• نيازهاي متابوليک بدن افزايش   

• هيپوکسيکايجاد   

• منجر به تعريق زياد مي شود که رطوبت پوست را افزايش دادهناشي از عفونت نيز تب   

  (iاختلال در گردش خون محيطي 
•  هيپوکسي 

•  مستعد تخريب ايسکميک

j سن  (  

•  فشاري زخمهاي مستعد و دارند چروکيده زيرجلدي،پوست بافت چربي تقليل.
.هستند  

 



Pressure 

Pressure is an external force where soft tissue is 
compressed between a bony prominence and a 
hard surface e.g. a mattress or a chair 

The capillaries become occluded and the tissues 
starved of vital nutrients and oxygen, and become 
ischaemic 

 If pressure is unrelieved, tissue necrosis will take 
place 

A service delivered on behalf of the NHS by Serco, 

South Essex Partnership University NHS Foundation 

Trust and Community Dental Services CIC. 

 



Shear 

Shear is an external force which causes distortion, 
stretching and eventual tearing of the blood vessels 

Shearing occurs if the patient slides down in the 
bed or chair 

The skeleton moves, but the skin stays still 

The tearing of blood vessels can also lead to 
ischemia and cell death 

A service delivered on behalf of the NHS by Serco, 

South Essex Partnership University NHS Foundation 

Trust and Community Dental Services CIC. 

 



Friction 

Friction is a surface force which occurs when two 
surfaces rub together e.g. 

 

dragging the patient up the bed 

rubbing vigorously when washing 
 

Friction leads to superficial damage 
 

the uppermost layers of epithelial cells are scraped off, 
leading to skin grazes 

 

A service delivered on behalf of the NHS by Serco, 

South Essex Partnership University NHS Foundation 

Trust and Community Dental Services CIC. 

 



Friction. 

• This is where two surfaces rub together, so this could 
be the skin and bed sheets, or a chair cushion, etc., 
or poorly fitting clothing or manual handling aids. 
Hot, moist skin is likely to experience even more 
damage from friction than more healthy skin. 

• POOR MANUAL HANDLING TECHNIQUES CAN 
RESULT IN PATIENTS EXPERIENCING ALL OF THESE 
FORMS OF PRESSURE AREA DAMAGE. 

 

  

MAIN CAUSES OF PRESSURE 
ULCERATION 3. 



Friction lesions 

  



The application of NICE guidelines: CG7 and 
CG29 

• Health professionals are expected to take them fully 
into account when exercising clinical judgment 

• NICE guidance does not override individual 
responsibility of health professionals to make 
decisions appropriate to the needs of the individual 
patient 

 

  



• A pressure ulcer is an ulcer related to some form of pressure 
and should not be confused with ulcers relating to disease (like 
cancer), vascular flow (venous or arterial) or neuropathy (like 
in persons with diabetes) 

• You should be able to see a “cause and effect” relating to 
pressure with the ulcer.   

• Redness or discoloration over a bony area related to sitting 
or lying 

• Redness or discoloration on the skin related to pressure 
from a device such as a brace or a wheelchair pedal 

 

  

Hints and tips on grading 



  

Pressure and shear 



Friction and Shear Forces 
 



As can also be seen, patients can be at risk even in a sitting position. We 
cannot afford to forget patients when they are sitting out – they are still at 
risk even though they are more mobile. 
Patients who have been on bed rest need to have their seating tolerance 
built up again!!! Do not put patients back out for long periods after bed 
rest – build them up. 



Etiology of pressure ulcers 

  Pressure ulcers are due to localized ischemia, a deficiency in the blood 

supply to the tissue.  

  The tissue is compressed between two hard surfaces, usually the surface 

between the bed and the skeleton,  when the blood cannot reach the tissue, the 

cells are deprived of  oxygen and nutrients, waste products of metabolism 

accumulate in the cells, and the tissue consequently dies. Prolonged, unrelieved 

pressure also damages the small blood vessels.  

 



After the skin has been compressed, it appears pale, as if the blood had 

been squeezed out of it. When pressure is relieved, the skin takes on a 

bright red flush called reactive hyperthermia. The flush is due to 

vasodilatation, a process in which extra blood supply to compensate 

for  the preceding period of impeded blood flow. 







Assessment factors1: 
• Intrinsic factors: 

• Reduced mobility 

• Sensory impairment 

• Neuropathy 

• Acute illness. 

• Level of consciousness. 

• Extremes of age. 

• Vascular disease. 

• Severe chronic or 
terminal illness. 

• Previous history of 
pressure damage. 

• Malnutrition and 
dehydration. 



Assessment factors 2: 

 

• Extrinsic factors: 

• Pressure. 

• Shearing. 

• Friction. 

 

 

• Other factors: 

• Medication. 

• Moisture to the skin.  

 



Risk Assessment 

 Effective risk assessment can prevent pressure ulcer 
development 

 The Waterlow Score is a risk assessment tool used 
throughout the country to identify patients who are at risk 
of developing pressure ulcers 

 Recognising patients at risk of pressure damage: 

enables resources to be effectively allocated, such as 
pressure reducing equipment 

 Holistic assessment increases the effectiveness of the care 
being delivered 

A service delivered on behalf of the NHS by Serco, 

South Essex Partnership University NHS Foundation 

Trust and Community Dental Services CIC. 

 



Risk Assessment 

 Initial risk assessment should take place within 6 
hours of admission using the Waterlow risk 
assessment tool and clinical judgement 
 

 If not at risk initially, reassessment should occur 
if there is a change in the patient’s condition 

 

 

 

 
A service delivered on behalf of the NHS by Serco, 

South Essex Partnership University NHS Foundation 

Trust and Community Dental Services CIC. 

 



Risk Assessment   

 

 level of mobility 

 sensory impairment 

 continence 

 level of consciousness 

 acute, chronic and 
terminal illness 

 Co-morbidity (blood 
supply, infection, pain, 
medication) 

 

 posture 

 cognition 

 previous pressure damage 

 extremes of age 

 nutrition and hydration 
status 

 moisture to the skin 

REMEMBER! 

Reassess on an on-going basis 

Risk factors include: 





  

Competency framework 



Waterlow scoring points 
Problems 

• Intuitive scoring – higher the score, higher the risk (cf 
Braden for instance) 

• Terminal cachexia 

• Perioperative care 

• Capacity and compliance of patient 

  

Competency framework 



Waterlow Reassessment. 
Following admission, a documented reassessment 

should occur: 
• On transfer between ward areas. 

• During the perioperative period 

• On any change in the patient’s condition which is likely to 
affect their risk of developing pressure ulceration. 

• Otherwise weekly. 

REMEMBER TO RECORD DISCHARGE  STATUS 

  

Competency framework 



• Grade 1: Non-blanchable erythema of intact skin. 
Discolouration of the skin, warmth, oedema, 
induration or hardness may be indicators, particularly 
with darker skin. 

• Beware BLANCHING erythema 

• Beware MOISTURE LESIONS 

• Grade 2: Partial thickness skin loss involving 
epidermis, dermis, or both. The ulcer is superficial 
and presents as an abrasion or  blister. 

 

  

Competency framework 

EPUAP grading. 



EPUAP grading 2 
• Grade 3:Full thickness skin loss involving damage to 

or necrosis of subcutaneous tissue that may extend 
down to, but not through, underlying fascia. 

• Grade 4: Extensive destruction, tissue necrosis or 
damage to muscle, bone of supporting structures, 
with or without full thickness skin loss. 

• Including intact ESCHAR, especially heels. 

  

Competency framework 



  

Competency framework 
EPUAP STAGE 1: 

Non-blanching.  



EPUAP STAGE 2: Broken skin 

  

Competency framework 



EPUAP STAGE 3: 
Sub-cutaneous involvement 

  

Competency framework 



 
EPUAP STAGE 4: 
Deep tissue involvement 

  

Competency framework 



  

Competency framework 

Grading issues 
• Necrosis/Slough – any pressure ulcer which has 

necrosis or slough where you cannot assess depth 
has to be graded as grade 4. 

• Blisters – blisters obscure the base of the wound. De-
roof, treat as a wound, and grade according to the 
state of the wound bed. 

• If in doubt, peer review and get two nurses to 
countersign. 

• Also, verbal descriptors in documentation and 
photography are necessary, and part of NICE 
guidance regarding pressure ulceration. 



Moisture lesion 

Causation: Usually moisture is 
present. 

Location: Less likely over bony 
prominences 

Shape and edge: Usually diffuse 
edging and shape 

Depth: Moisture lesions are 
rarely more than superficial 

Necrosis: Necrosis is never 
present 

 

   

Competency framework 

Pressure ulcer or moisture lesion? 
Pressure ulcer 

Causation: Usually pressure 
and/or shear are present 
Location: More likely over bony 
prominences 
Shape and edge: Usually 
distinct edging and shape 
Depth: Pressure ulcers can be 
superficial or deep 
Necrosis: Necrosis may be 
present 



Assessment of pressure ulcer 
Assess and document: 

• cause 

• site/location 

• dimensions 

• stage orAssess and document: 

• cause 

• site/location 

• dimensions 

• stage or grade 

• necrosis or slough 

• exudate amount and type 

• local signs of infection 

• pain 

• wound appearance 

• surrounding skin – including erythema, maceration, moisture damage 

• undermining/tracking, sinuses, tunnelling or fistulae 

• odour 

•  grade 

• necrosis or slough 

• exudate amount and type 

• local signs of infection 

• pain 

• wound appearance 

• surrounding skin – including erythema, maceration, moisture damage 

• undermining/tracking, sinuses, tunnelling or fistulae 

• odour 

• Support with 
photography and/ or 
tracings 

• Datix all pressure 
ulcers acquired or 
deteriorated under 
NHS care as a clinical 
incident 

• Pressure ulcers should 
not be reverse graded 



European Pressure Ulcer Advisory Panel 
Classification (EPUAP) 

Category/Stage I -  
Discolouration of intact 
skin (non-blanching 
erythema) 

  

A service delivered on behalf of the NHS by Serco, 

South Essex Partnership University NHS Foundation 

Trust and Community Dental Services CIC. 

 



Category/Stage II 

• Stage/Category II – Partial-
thickness skin loss or 
damage involving epidermis 
and/or dermis 

• The pressure ulcer is 
superficial and presents as a 
blister, abrasion or shallow 
crater 

 

A service delivered on behalf of the NHS by Serco, 

South Essex Partnership University NHS Foundation 

Trust and Community Dental Services CIC. 

 



Category/Stage III 

• Category/ Stage III – Full 
thickness skin loss involving 
damage of subcutaneous 
tissue but not extending to 
the underlying fascia 

• This presents as a deep 
crater with or without 
undermining of adjacent 
tissue 

 

A service delivered on behalf of the NHS by Serco, 

South Essex Partnership University NHS Foundation 

Trust and Community Dental Services CIC. 

 



Category/Stage IV 

• Category/Stage IV – Full 
thickness skin loss with 
extensive destruction 
and necrosis extending 
to underlying tissue 

A service delivered on behalf of the NHS by Serco, 

South Essex Partnership University NHS Foundation 

Trust and Community Dental Services CIC. 

 



Objectives 

Participants will  be able to: 

Assess Stage I-IV and Unstageable ulcers 

Choose the correct product based on the stage of the ulcer 

Document an accurate detailed  assessment in the ED Progress 
notes. 

Order the correct bed based on the stage of the  pressure ulcer. 

Correctly place a WOCN consult on the intranet when necessary. 

 



The Goal 

• To recognize all existing pressure ulcers and prevent skin breakdown 
on patients that are admitted to the Emergency Dept. 

• Provide optimal treatment for existing pressure ulcers and 
preventative care for those patients at risk.  

     



Why Prevent Skin Breakdown? 

• It’s the right thing to do! 

• Patient’s quality of life is        

    decreased.       

• Patient may have  increased pain and decreased function. 

• May be discharged to a Nursing home instead of their home. 

 

 



Why Preventing Skin Breakdown Is Important 

The number of hospital patients who develop pressure sores has 
risen by 63% over the last 10 years and nearly 60,000 deaths occur 
every year  from hospital-acquired pressure sores. 

 

The average stay for patients admitted to the hospital for treatment 
of hospital-acquired pressure sores was 13 days, with an average 
cost of $37,500 dollars per hospital stay. 



Why Preventing Skin Breakdown Is Important 

•Nonpayment by Medicare 
   Medicare  has made a provision that they will not pay for treatment 

of hospital acquired pressure ulcers. 

• This could result in millions of lost     revenue for the hospital. 

 



NICE Guidelines: 

• The National Institute for Clinical Excellence 
recommends the following in terms of pressure ulcer 
prevention: 

• Assessment of a patient’s risk of pressure injury within 
6 hours of admission to hospital for each episode of 
care, and regularly thereafter depending upon the 
severity of the issues identified. 



Assessment factors1: 
• Intrinsic factors: 

• Reduced mobility 

• Sensory impairment 

• Neuropathy 

• Acute illness. 

• Level of consciousness. 

• Extremes of age. 

• Vascular disease. 

• Severe chronic or 
terminal illness. 

• Previous history of 
pressure damage. 

• Malnutrition and 
dehydration. 



Assessment factors 2: 

 

• Extrinsic factors: 

• Pressure. 

• Shearing. 

• Friction. 

 

 

• Other factors: 

• Medication. 

• Moisture to the skin.  

 



Care Plans: 

• Use the body maps in the generic assessment 
documentation to record where there is skin damage. 

• Use the daily check charts to record on a daily basis 
that every area has been checked and if there is a 

pressure ulcer grade it accordingly. 
 



Care Plans 2 
• A patient who is unable to reposition themselves MUST have a 

repositioning plan. Plan on 2 hourly repositioning day and night. Include 
30° tilt on bed rest. 

• Repositioning regimes need to: 

• Minimise prolonged pressure on bony prominences. 

• Minimise friction and shear damage – ensure good manual 
handling with the correct equipment. 

• Specify that repositioning takes place regularly – even with 
pressure-relieving devices in situ. 

• Establish a means of recording when this repositioning takes place – 
YOU MUST RECORD EVERY INSTANCE OF REPOSITIONING 



Care Plans3: 
• Any patient with a pressure ulcer which is EPUAP 

grade 2 or higher should have a wound care plan. 

• Any equipment required, whether it has been already 
obtained, or, whether it has been requested, when 
and by whom. 

• Dates and times should be set for the evaluation of 
pressure ulcer and wound care plans so that regular 
updates can take place. 

 



Pressure reducing or relieving? 

• Pressure reducing mattresses distribute the patient’s 
weight more evenly across the surface of the mattress 

• Pressure relieving mattresses, such as alternating 
mattresses, are designed to completely remove the 
pressure from areas of the patient’s skin 



Pressure ulcer management. 

 

• Each pressure ulcer should have an individual care 
plan detailing the wound care and more general 
measures to reduce further risk. 

• Ulcers which develop to EPUAP grade 2 or above are 
NOT TO BE RETRO-GRADED. They become ‘healing 
grade 3 heel ulcers,’ or ‘healing grade 4 sacral ulcers.’ 



Pressure Ulcer Care plans. 
Pressure ulcer care plans should detail: 

• Where the ulcerated areas are. 

• What measures are currently being used to reduce risk, 
with special reference to nutrition, continence, pain 
management and mobility. 

• If a regime of turning the patient is in place, there must 
be a means of documenting each time that this is done, 
and by whom. 

• These care plans should set up review dates, and these 
need to be reviewed when indicated. 

 



Check Skin 



Patient involvement: 

Please encourage patients to maintain their nutrition: 
• Meat, fish, or alternatives. 

• Fruit and vegetables. 

• Bread, potatoes and cereals. 

• Cheese, milk and dairy products. 

• Plenty of fluids stop the skin becoming dehydrated and can 
reduce the risk of ulceration.  

 



Advice Regarding Skin Care 1: 

• Avoid massaging bony parts of the body. This can 
cause addition damage to skin which may already be 
delicate. 

• In bed, your position should be changed every 2 
hours. Bed sheets should have no creases. 

• If you cannot move yourself, ask for help. 

• Try to avoid dropping crumbs or other food debris in 
bed which you might lay on. 

 



Advice Regarding Skin Care 2: 

• If you can move around in your chair, try changing 
position every 15 minutes. 

• Avoid being dragged when you are lifted – dragging 
causes friction and increases risk. 

• Do not use ring cushions as these increase rather than 
reduce pressure. 

• Avoid staying in one position for more than 2 hours – 
try to spread your weight evenly.  



Advice Regarding Skin Care 3: 
• Use warm (not too hot) water and mild soap to 

cleanse. Use a moisturiser to avoid dry skin, and avoid 
cold or dry air. 

• If you have a problem with perspiration or 
incontinence, your skin should be cleansed as soon as 
you are aware of it. Using a soft cloth or sponge 
should reduce friction. 

• Check your skin at least once daily, or ask a carer to 
help. A mirror will help to see hard-to-reach areas. 
Attend especially to those areas where pressure is 
heaviest. 



Advice Regarding Skin Care 4: 

• Look out for skin changes: 
• Reddening on light skin. 
• Purple or bluish patches on dark skin. 
• Swelling, especially over bony parts. 
• Blisters. 
• Shiny areas. 
• Dry patches or hard areas. 
• Cracks, callouses, wrinkles or broken skin. 

• Let your nurse know if you notice any of these things.  

 



Mental Capacity 

• 2 stage process of assessment 

• If patient has capacity, then their wishes must be 
respected. In these situations, each and every 
individual refusal must be recorded. 

• If patient does not have capacity, care must be 
provided under ‘best interests’ provision of Mental 
Capacity Act. 



Delegating care 

• Under NMC code, it is the registered nurse’s 
responsibility to ensure that if we delegate care duties 
to non-qualified staff, that they are competent and 
confident to complete the tasks set out to the 
standard that we require. 

• This is of particular relevance in primary care when 
registered nurses are delegating this care to home 
carers or patient’s relatives….. 

 



RCA process 
  

It is now an NHS LA requirement that all GRADE 3 and 4 
pressure ulcers, wherever they occur within the Trust, 
are to be reported as a Serious Incidents Requiring 
Investigation and to be investigated in accordance 
with the Root Cause Analysis process and SIRI policy. 

 



Initial Assessment is Imperative 

A full assessment of the patient’s skin  must occur on any admitted 
patient! 

 

Documentation of any existing skin breakdown must be charted on 
admission to the ED. If this is not done the hospital will not be paid 
for pressure ulcer treatment because it will be assumed it was 
hospital acquired. 

 



Pressure Ulcer Risk Factors 

Age 

Lack of mobility 

Poor diet 

Unwanted 
moisture 

Pressure ulcers in 
the past 

 

Mental, 
neurological and 
other physical 
problems 

Friction & sheering 

Wrinkled sheets or 
hard objects left in 
the bed. 

 

 



Age 

• Normal aging process changes  the skin and circulation 

• Skin can become dry and very fragile 

• Skin can be easily irritated, break open in to a sore and can tear easily 

• Older patients may  have poor circulation- less O2 to the tissue 

 



Lack of Mobility 

Pressure ulcers can start within 

    1-2 hours. ED average length of stay is 4 hours. 

Pressure ulcers can form when a patient stays in a chair or wheel 
chair for a long time. 

Pressure ulcers form when a 

     patient is left in one position   

     in bed for  too long. 

 



Lack of Mobility continued 

• The weight of the body pushes against a bony area to cut off the 
blood and O2 to the area. 

• The sacrum, hips, spine, elbows, ears, shoulders, toes and heels are 
areas that can break down if  a pt is kept in one position for a long 
period of time. 

 



Poor Appetite 

• Pts  who are dehydrated  or have a poor appetite are at risk for 
pressure ulcers. 

• The skin and other tissues of the  body  do not get the food and   
nutrition they need to stay  healthy and to repair damaged skin. 

                                    



Unwanted  Moisture 

• Patients that are incontinent of urine or stool or those who sweat are 
at risk for a pressure ulcer. 

• Pts with draining wounds over areas of a boney prominence are at 
risk for pressure ulcers. 

 

 



Mental, Neurological and other physical problems 

• Confused or very sleepy patients may not turn themselves like alert 
patients. 

• People who have a lessened sensation to pain or  do not have the 
physical ability to turn are at risk for pressure ulcers. 

• Comatose patients are at HIGH risk! 

 



Friction and Sheering 

• Friction and sheering occur when a patient is pulled up in the 
stretcher, bed or chair. 

• These forces can irritate the skin and can cause the skin to break 
down. 

 



Bed Sheets and Objects left in Bed 

• Uneven pressure is created when sheets are wrinkled. This can lead 
to pressure ulcers. 

• Objects such as spoons, tissue boxes, food crumbs, and other hard 
objects left in the bed or chair can cause pressure ulcers. 

  



Pressure Ulcers in the Past 

•Patients who  have had a pressure ulcer 
in the past are at greater RISK  of getting 
another one. 

 
 



How do Pressure Ulcers Form 

• A warning sign of a pressure ulcer is when pink skin on a bony area 
turns deep red and is slow to blanch after pressure is relieved. 

• Blood cells have “rushed” to the area of pressure turning the skin  red 

 



 میکروبیولوژی 

.اغلب پلی میکروبیال است  

 

انتروباکتریاسه 

استافیلوکوک 

انتروکوک 

استرپتوکوک 

پروتئوس 

بیهوازی ها 



 ارزیابی میکروبیولوژی

•  سواپ ؟؟؟؟ کولونیزه یا عفونت  مفید نیست

•  آسپیراسیون سوزنی

•  بیوپسی بافت یا استخوان

•  کشت خون

•  کشت عمقی در اتاق عمل

 



 علایم عفونت

•  گرمی

•  اریتم

•  تندرنس موضعی

•  دیس شارژ چرکی

•  بوی بد 

•  تب و علایم سیستمیک اغلب اوقات وجود ندارد



 عوارض  عفونی

•  سلولیت

•  استئومیلیت

•  باکترمی

•  آبسه

•  آرتریت

•  اندوکاردیت

•  مننژیت



Complications  
• Cellulitis. This  causes pain, redness and swelling, all of which can be 

severe. Cellulitis can also lead to life-threatening complications, 

including sepsis and meningitis. 

• Bone and joint infections. These develop when the infection from a 

bedsore burrows deep into joints and bones. Joint infections (septic 

or infectious arthritis) can damage cartilage and tissue, whereas bone 

infections (osteomyelitis) may reduce the function of  joints and 

limbs. 

 

http://www.mayoclinic.com/health/bedsores/DS00570/DSECTION=complications


• Sepsis. It occurs when bacteria enters  bloodstream through the 

broken skin and spreads throughout the body — a rapidly 

progressing, life-threatening condition that can cause shock and 

organ failure. 

• Cancer. This is usually an aggressive carcinoma affecting the 

skin's squamous cells. 



Wound Infection 

Presentation: Foul odor, greenish drainage, dull white base 

(versus red granulation tissue). Can have cellulitis, with 

erythema, warmth, swelling, tenderness. 

Systemic bacteremia: Chills, anorexia, nausea/vomiting, 

fever, increased white count, mental status changes, glucose 

intolerance in diabetics. 

Signs of bacteremia/cellulitis- IV abx/possible debridement 



Wound cultures 

Should not be routinely performed, as the cultures will always be 

positive 

Exception- If antiseptic such as Betadine is used prior to local 

debridement, and an abcess or other sequestered collection is exposed 

Occasionally, cultures are taken for burn wounds 

Greater than 105  CFU’s- wound will not heal 

 



When are topical antibiotics indicated for pressure 
ulcers? 
 

• If a pressure ulcer does not heal after 2-4 weeks of 

optimal treatment, can try silver sulfadiazine or triple 

antibiotic ointment x 2-3 weeks 



Osteomyelitis 
 

• Must keep in mind , especially with a Stage IV pressure ulcer or if 

ulcer over a bony prominence 

• 25% of nonhealing ulcers have bone infection 

• Gold standard- Bone biopsy 

• Imaging- XRay, MRI 



Xray 

• Reactive bone formation and periosteal elevation 

=osteomyelitis 

• BONE SCANS ARE A POOR STUDY TO DETECT 

OSTEOMYELITIS! High false positive rate. 



MRI 

• 95% sensitive 

• On T2 weighted image, can demonstrate marrow edema  

• Can reveal soft tissue abnormalities such as perirectal 

fistulas 



 آنتی بیوتیک

•  بر اساس کشت

• ....(بیمارستان و -منزل -مرکز نگهداری)محل زندگی   

•  مقاومت میکروبی



 آنتی بیوتیک

• وانکومایسین -کلیندامایسین -سفازولین: موثر بر گرم مثبت  

• کینولون -جنتامایسین -سفتریاکسون: موثر بر گرم منفی  

• مترونیدازول و پنی سیلین  -کلیندامایسن:موثر بر بیهوازی ها  

• مروپنم -ایمی پنم: موثر بر هر سه گروه  
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MANAGEMENT: CONTROL OF INFECTIONS 

Wound cleansing and dressing are the keys 

  frequency when purulent or foul-smelling drainage is 
first observed 

 Avoid topical antiseptics because of their tissue toxicity 

With failure to heal or persistent exudate after 2 weeks of 
optimal cleansing, consider trial of topical antibiotics  

Avoid routine swab cultures 

If still no healing, consider possible cellulitis or osteomyelitis 

 Biopsy for culture of underlying tissue, bone 

 May need systemic antibiotics 

 




