Pressure Sore Information Sheet
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Pressure Sore (Decubitus Ulcer) Risk Factors 
The usual mechanism of forming a decubitus ulcer is from pressure. However it can also occur from friction by rubbing/ shearing against something such as a bed sheet, draw sheet, cast, brace, etc., or from prolonged exposure to cold possibly. Any area of tissue that lies just over a bone is much more likely to develop a pressure area. Refer to this list of risk factors:
· Aging

· Confined to bed or wheelchair

· Debilitation

· Dehydration

· Diminished reflexes

· Discolored, thin, torn, or swollen skin

· Diseases like diabetes

· Disorientation/ dementia/ confusion or decreased mental awareness to discomfort and pain
· Edema

· Immobilization/ motor dysfunction
· Incontinence

· Infection

· Medication like sedative or strong alangesics

· Obesity

· Poor circulation

· Poor nutrition

· Prolonged contact with moisture

· Prolonged pressure

· Subject to shearing and friction

· Very thin
Common Sites for pressure
A. Bed bound 

· Buttocks

· Dorsal thoracic areas

· Elbow

· Heels or anywhere the leg touches the bed even the toes

· Lateral knee

· Occiput or back of head

· Rim of ears

· Sacrum and coccyx

· Shoulder

· Side of head

· Trochanter and Ischium
B. Wheelchair bound

· Back of the upper and lower arm

· Buttock

· Coccyx

· Feet, especially the heels and toes

· Hand, wrist, and elbow

· Shoulder blades and spine

Signs and Symptoms of Pressure Sore Development  or injury. Other diseases include motor dysfunction, nutritional deficiencies and or injury. Other diseases include motor dysfunction, nutritional deficiencies and

· Discoloration: In light-skinned people, the skin may turn red or dark purple. In dark-skinned people the area     
may  become darker than normal.

·  There may be a bad smell from the area

·  Redness or warmth around the sore 

·  Swelling around the sore

·  Tenderness, pain around the sore

·  Thick yellow or green pus

·  Size of pressure sores are variable, they can go down into the muscle, or even to the bone.

·  Further reduction in mobility

 Pressure Sore Prevention
Relieving pressure: Position must be changed on a regular basis, at least every two hours, and in the very frail at least every hour would be better.
Good Diet: A good and balanced diet contributes to healing, as well as avoiding severe nutritional and weight loss
Skin Care: Keep the skin clean. Moisture should be minimized. Skin care products should be used that moisturize the skin but do not make it wet or soggy.
Use continence aids if a person is unable to control their bladder or bowels. Pads, diapers, convenes or catheterizing.
Inspect the skin to see if any redness or breaks in the skin are developing.
Use products to relieve and treat pressure sores; airbeds, alternating pressure mattresses, foam bed, gel pillows or mattresses, bed and chair protectors, chair products, continence aids can all contribute to avoiding of bed sores. 

Acquiring Prompt Help
Nursing Assistants should understand the principles of how to avoid pressure sores and to find out about appropriate products.  It is responsible care to learn about the products used and to recognize the adverse reactions that might occur.
Alert a doctor or nurse immediately if you notice signs of infection. Signs and Symptoms include a raised temperature, fever, chills, mental confusion or difficulty concentrating, rapid heartbeat, weakness , increased pain. Antibiotics, IV hydration, 

Treating Pressure Sores
·  Relieve pressure regularly: Turn bed-bound patients every 2 hours!
·  Do not sit or lie on a pressure sore

· Use pillows or other similar positional products such as foam wedges to support, keep pressure off an area and to encourage different positions.

· Wheelchair users should try to keep as upright a position as possible 
Cleaning a pressure sore:

 Pressure sores need to be kept clean and free from dead tissue. A saline solution can be used and a dressing applied. The dressing should be renewed daily unless it is a specialized dressing product, such as a hydrocolloid dressing, or a film dressing. The doctor will order the appropriate length of time.
Medical advice and intervention is advised to help in the assessment and treatment of pressure sores. There is always a danger that a person who is malnourished and therefore has a less effective immune system, may succumb to infection to the sore entering the blood stream, a condition known as septicemia. The bacteria can cause irreversible damage to internal organs, leading to death.

Stages of Wounds     (wounds caused by pressure or burns)
Stage I 

This stage is characterized by a surface reddening of the skin. The skin is unbroken and the wound is superficial. This would be a light sunburn or a first degree burn as well as a beginning Decubitus ulcer. The burn heals spontaneously or the Decubitus ulcer quickly fades when pressure is relieved on the area.

The key factors to consider in a Stage I wound is what was the cause of the wound and how to relieve pressure on the area to prevent it from getting worse. Improved nutritional status of the individual should also be considered early to prevent wound from getting worse. The presence of a Stage I wound is an indication or early warning of a problem and a signal to take preventive action(s).

Treatment consists of turning or relieving pressure in some form or avoiding more exposure to the cause of the injury as well as covering, protecting, and cushioning the area. Soft protective pads and cushions are often used for this purpose. An increase in vitamin C, proteins, and fluids is recommended. Increased nutrition is part of prevention.

Stage II

This stage is characterized by a blister either broken or unbroken. A partial layer of the skin is now injured. Involvement is no longer superficial.

The goal of care is to cover, protect, and clean the area. Coverings designed to insulate and absorb as well as protect are used. There is a wide variety of items for this purpose.  For more information…use the internet or resource books…..
Skin lotions are used to hydrate surrounding tissues and prevent the wound form worsening. Additional padding and protective substances to decrease the pressure on the area are important. Close attention to prevention, protection, nutrition, and hydration is important also. With quick attention, a stage II wound can heal very rapidly.

A wound can appear to be a Stage I wound upon initial evaluation, and actually be reevaluated as a Stage II wound during the course of care. Quick attention to a Stage I pressure wound will prevent the development of a Stage III  pressure wound. Generally pressure wounds (sometimes called decubitus ulcers) developing beyond Stage II is from lack of aggressive care or intervention when first observed as a Stage I. 

Stage III

The wound extends through all of the layers of the skin. It is a site for a serious infection to occur.

The goals and treatments of relieving pressure and covering and protecting the wound still apply as well as an increased emphasis on nutrition and hydration.

Medical care is necessary to promote healing and to treat and prevent infection. This type of wound will progress very quickly if left untreated. Infection is a MAJOR concern.

Stage IV

A Stage IV wound extends through the skin and involves underlying muscle, tendons and bone. The diameter of the wound is not as important as the depth. This is very serious and can produce a life threatening infection, especially if not aggressively treated. All of the goals of protecting, cleaning and alleviation of pressure on the area still apply. Nutrition and hydration is now critical. Without adequate nutrition, this wound will not heal.

Stage IV wound requires medical care by someone skilled in wound care. Surgical removal of the necrotic tissue is often used on wounds with a larger diameter. A skilled wound care physician, physical therapist or some nurses can sometimes successfully treat a smaller diameter wound without the necessity of surgery. Surgery is the usual course of treatment. Amputation may be needed sometimes.

Stage V
This is classification is old and may not be used everywhere. A stage 5 wound is a wound that is extremely deep, having gone through the muscle layers and can involve underlying organs and bone. It is almost impossible to heal. Surgical removal of the necrotic (decayed) tissue is the usual treatment. Amputation may be necessary as a last resort.
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Fill in this Chart:

	Integumentary System


	Functions
	Structures


Answers for Instructor:



	 Integumentary system  (Skin)

 membrane 

organ

system
	Functions:

Absorption

body temperature  regulation

Excretion

Production (vit. D)

Protection

Sensory Perception

Storage


	Structures:

epidermis

dermis

subcutaneous fascia or hypodermis

sebaceous glands

sudoriferous glands

hair shaft, follicle, papilla

sweat gland

nerve/fiber




