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Pressure ulcers

Epidemiology
Hospitals : - 11-28/1000 patient -days

- 4010% of patients admitted to acute
hospitals in the UK (Clark and Watts, 1994)

- BIOMED study (Belgium, 1996): 8 6 10 %

- in US: 2.5 10%/y pressure ulcers in acute care
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Hahnel. J Tissue Viability 2017; 26: 20
Syst. Rev. 65+, 74 records, 20 most common skin conditions



Causes & favouring factors

1. Pressure:

capillary pressure:

Pressure = W/surface :

0s ischium region, sitting:
sacrum region, lying down:

heels; lying down:

- first lesions after1 h'!

+32 mm Hg

> 300 mm Hg
/0 mm Hg
45 mm Hg



Causes & favouring factors

2. Consciousness: coma,CVA,postop, &

3. Circulation: hypotension, heart failure,
dehydration, anemia, Aa.
|l nsufficiency, &

4. Subcutaneous fat: obesity, cachexia

5. Maceration: transpiration, incontinence

6. Friction: surface ( abrasio, sticking)

7. Skin folds: folding Aa & blocking large vessels
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Fi¢ 6. Scanning electron micrograph of the lower side of abdominal Fic 7. Scanning electron micrograph of the undersurface of abdom-
epidermis from a 17-vr-old woman. Note the uneven surface and inal epidermis of & 92-yr-old woman, Compare Fig 7: the understructure
compare with Fig 7 (3 50). is largely flattened (X% 45}
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Montagna et al. J Invest Dermatol 1979; 73: 47



Common sites for pressure ulcers
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(Diagram couriesy of the Tisue Viability Society)
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Friction —= * =Pressure Points
As you may have observed, most pressure sores occur ovar & bovy prominence

(hagrare conriexy af whe Tioue Vialilioy Saciery)
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Pressure ulcers : Stages * 0

Melanacyte

Epidermis
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(2007 NPUAP staging) Sebaceous gland

Eccrine
sweat gland

LWBubcutaneous
tissue

Apocrine
sweat gland

Hair follicle

Stage I:Nonblanchable erythema of intact skin; the heraldiﬁé lesion ot skin ulceration.

Stage Il:Partial thickness skin loss involving epidermis and/or dermis. The ulcer is
superficial and presents clinically as an abrasiostdli or shallow crater.

Stage lIlI: Full thickness skin loss involving damage or necrosis of subcutaneous tissut
may extend down to, but not through, underlying fascia. The ulcer presents clinica
deep crater with or without undermining alfjacent tissue.

Stage IV:Full thickness skin loss with extensive destructiosugsnecrosis or damage to
muscle, bone, or supporting structures (for example, tendon or joint capsule). Not:
Undermining and sinus tracts may also be associated with Stage IV pressure ulce

*Agency for Health Care Policy and Research, Public Health Service, US
dept Health & Human Services, 1992



Stage 2

Stage 3 &4




NPUAP/EPUAP Pressure Ulcer Classification System
Category/Stage |: Nolanchable redness of intact skin

Intact skin with norblanchable erythema of adalized area, usually over a bony prominence.
Discoloration of the skin, warmth, edema, hardness, or pain may also be present. Darkly pigment
may not have visible blanchingurther description.The area may be more painful, firmer or softer, ¢
warmer or cooler than adjacent tissue. Category/Stage | may be difficult to detect in individuals w
dark skin tones. This may indicate arrigk individual.

Category/Stage Il: Partial Thickness skin loss or blister

Partial thickness loss of dermis presieg as a shallow open ulcer with a red/pink wound bed, witho
slough. It may also present as an intact or open/ruptured sefilled or seresanginousfilled blister.

Further description:Presents as a shiny or dry shallow ulcer without slough oribguig his
category/stage should not be used to describe skin tears, tape burns, incontiassoeiated dermatiti
maceration, or excoriation.

Category/Stage llI: Full thickness skin loss (fat visible)

Full thickness tissue loss. Subcutaneous fat mayiddele, but bone, tendon, or muscle are not expos
Some slough may be present. It may include undermining and tunneling.

Further description:The depth of a Category/Stage Il pressure ulcer varies by anatomical locatior
bridge of the nose, eancciput, and malleolus do not have (adipose) subcutaneous tissue, and
Category/Stage lll ulcers can be shallow. In contrast, areas of significant adiposity can develop e
deep Category/Stage 1l pressure ulcers. Bone/tendon is not visible or gipadpiable.

Category/Stage 1V: Full thickness tissue loss (muscle/bone visible)

Full thickness tissue loss with eged bone, tendon, or muscle. Slough or eschar may be present. |
often includes undermining and tunneling.

Further description:The depth of a Category/Stage IV pressure ulcer varies by anatomical locatiol
bridge of hie nose, ear, occiput, and malleolus do not have (adipose) subcutaneous tissue, and tr
ulcers can be shallow. Category/Stage IV ulcers can extend into muscle and/or supporting structt
(e.g., fascia, tendon, or joint capsule), making osteomyelitgsteitis likely to occur. Exposed
bone/muscle is visible or directly palpable.
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Stage 1 & 2




Stage 1 & 3; healing borders



