
Pressure ulcer 
prevention & 
management



What is a pressure ulcer?

A pressure ulcer ( also known as pressure 
sores or bedsores) are injuries to the skin and 

underlying tissue, primarily caused by 
prolonged pressure on the skin, shear , friction 

and moisture damage

Research has shown 80 -95% are avoidable



Impact from pressure ulcers

• Pain

• Changed body image

• Increased immobility

• Loss of independence

• Sleep disturbance

• Depression

• Prolonged Hospitalisation

• Financial impact 

• Sepsis

• Death



What causes pressure ulcers?
O When a large amount of pressure is placed over an area of 

skin for a short time

O Also when less pressure is applied over longer period of 
time

O Shear and friction

O Usually occurring over bony prominences

O The skin becomes starved of oxygen and vital nutrients and 
starts to break down

O Moisture damaged skin is more vulnerable to pressure 
damage and layers become damaged and start to separate



What increases risk?
O Immobility

O Underlying illness such as diabetes where blood circulation is 
affected and neuropathy when sensations compromised

O Poor nutritional status

O Age

O Mental status, patients with dementia may struggle to 
understand instruction or communicate discomfort prompting 
position change

O Incontinence, moisture damage makes skin more vulnerable 
and pressure damage more difficult to spot



Where can they occur?



Where can they occur?

O Pressure ulcers can also be caused by 
appliances such nippy masks, catheters, 
shoes and glasses

O Areas where patients are constricted such 
as behind knees and crease of elbow can 
also be hot spots for damage which are 
difficult to see



Category 1 pressure ulcer

Intact skin with non-blanchable redness of a 
localised area, usually over a bony prominence



Category 2 pressure ulcer

Partial thickness  loss of dermis presenting as a shallow open ulcer 
with a red pink wound bed, without slough. May also present as an 
intact or open/ruptured serum filled blister.



Category 3  pressure ulcer

Full thickness tissue loss. Subcutaneous fat may be visible but 
bone. Tendon or muscle are not exposed. Slough may be 
present but does not obscure the depth of tissue loss.



Category 4 pressure ulcer

Full thickness tissue loss with exposed bone, tendon or 
muscle. Slough or eschar may be present on some parts of 
the wound bed. Often include undermining and tunnelling



Unstageable pressure ulcer

Full thickness tissue loss in which the base of the ulcer is 
covered by slough ( yellow, tan, grey, green or brown) and/or 
eschar (tan, brown, black) in the would bed.



Suspected deep tissue 
injury

Purple or maroon localised area of discoloured intact skin or 
blood filled blister due to damage of underlying soft tissue 
from pressure and/or shear. The area may be preceded by 
tissue that is painful, firm, mushy, boggy, warmer or cooler as 
compared to adjacent tissue.



The new NHSI poster



How can we prevent them?

A ssess risk (waterlow)

S urface

S kin

K eep moving

I ncontinence

N utrition

G iving information



Surface
O Ensure surface is considered regarding pressure and 

potential shear/friction. Use slide sheets , do not use 
fitted sheet on dynamic mattress

O Appropriate use of Mattress and offloading (although 
this is NOT AN ALTERNATIVE TO REPOSITIONING)



Skin inspection
O Visual Skin checks should be performed regularly 

and documented if patient declines
O Do not assume because patient is independent that 

they are not at risk of skin damage
O If medical devices are in place skin should be 

inspected under these at least twice a day 
O React to red
O React to pain, discomfort and areas of 

increased heat or cold in different skin tones 
or different texture and feel to the skin /tissue



Keep moving
O Encourage patients to move independently, a 

category 1 pressure ulcer can develop in as little as 
20 minutes

O Use repositioning charts
O Reposition patients 2 hourly if pressure damage 

present and high risk. Try to offload from any 
damaged areas

O Document all care and if care is refused



Incontinence and moisture

O Urine and faeces are toxic to skin and make pressure 
damage much more likely

O Use appropriate continence products like pads , 
conveens

O Protect the skin using barrier creams, starting with 
conotrane and working up if needed. 

O Make sure skin is washed with appropriate products 
and dried gently but thoroughly



Nutrition
O Wounds can take 500-1000 calories per day
O Adequate nutrition and hydration are essential to skin 

integrity and wound healing 

O Hydrated skin is less prone to damage

O MUST scores and regular weights

O Even if someone has a high BMI they still may be 
malnourished and require dietitian referral



Thank you for listening!
O NHS Improvement ( NHSI )

O European pressure ulcer advisory panel ( EPUAP )

O National pressure ulcer advisory panel ( NPUAP )

Martina Collins-Stiff,  Tissue Viability Nurse
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