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Prevention and Management of
Pressure Ulcers

Standards
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Skin structure

It has three main layers:

Hair

The Skin

Sebaceous Gland

1. the epidermis
2. the dermis
3. subcutaneous layer

Sensory Nerve Ending

- Epidermis

| ~Nerve

- Dermis

- Subcutaneous Tissue

Capillaries

Sweat Gland Fat, Collagen, Fibroblasts
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Scottish Adaptation of the European Pressure Ulcer Advisory Panel (EPUAP)

Pressure Ulcer Classification Tool

Early warning sign - Blanching erythema

Arexs of discoloured tissue that blanch when fingertip pressure s applied and the colour recovers when pressure rdeased,
Indicating damage Is starting to occur but can be reversed. On darkly pigmented skin blanching does not cccur and
changes to colour, temperature and texture of skin are the main Indicators.

Grade 1 - Non Blanchable Erythema

Intact skin with non-blanchable recdewess, wnually over a
bony prominencs

Darker shin fooes may not have viible Blanching but the
colour may differ fram the wercunding anca.

The atfected area may be paindul, fiomner, softer, wamner
or codler than the sumounding thsue

Grade 2 - Partial thickness skin loss

Loss of the epidermiy/dermis presenting as 3 shallow
open vicer with a eed/pink wound bed without slough or
bruising *

Muy abio present as an infact of open/ruptured blister.

Grade 3 - Full thickness skin loss

Subcutaneces fat may be visble but bone, tendon or
musche is not viskie or palpable

Slough muay be present but does not obscure the depith
of tisss boris, May include undermining or tunnelling, **

Grade 4 - Full Thickness Tissue Loss
Extensive destruction with exposed or palpable bone,
tendon or muscle, Slough may be present but does
not chscure the depth of tisue loss. Often includes
undermining or unneling ™

Suspected Deep Tissue Injury:

Epidermis will be irzact but the affected area can appear
purple or maroon or be a blood flled blister over a dark
wound bed. Over time this ton will degrade and develop
inlo deeper tasue loss,

Once grade can be established this must be documented.

Ungradable:

Full thickness skin / tissue loss whese the depth of the
ukcer is completely obscured by dough and / or necrotic
tissee. Until enough skough and necrotic tisue &
removed to expose the base of the wound the true depth
cannot be determined. it may be a Grade 3 or 4 once
detwided. Once grade can be established this must be
documented

Combination Lesions:

Thene are lesiorn where a combination of pevsure and mosture contribule 1o the tasue breakdown
They @l need o be graded i poesuare damage as above bul swieerss of other Caes and Dreatments is nended
Sev Excoriation & Masture Refated Skin Damage Tool
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, #|hubpu2017 Scottish Excoriation & Moisture Related Skin Damage Tool N H S
Skin damage due to problems with raostune can peetent n a rumber of ditterent ways. This tool aims to hidp you identify h~
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the cause 10 aid in dedision making for treatments. I
Moisture may be present on the skin due to incontinence {urnary and faecal), persprstion, wound exudete or other body G reater G asgow
fluids e.g. locis, ammvotic fluid, and CI)'de

Leslons caused by molsture alone should not be classified as pressure ubcers,
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Combination Lesions:

These are lesions where a combination of pressure and mosture contribute to the tissue
breakdown. They still need to be graded as pressure damage but swareness of other
Causes and treatrrents is neaded.

Sow Prasiure Ukwr Groding Jood

Molsture Lesions:

Wcontinence Related De titls (IRD) Sk darnage doe 10 expasune 10 wine, 1aeces or othwr body Thuids

Location

Located in penianal, gluteal
cleft, groin or buttock ares.
Not usually over a bony
PromERTCe

Mild

Erythema (redness) of
sun only. No broken
areas present

Moderate
Erythema (rednes),
with less than S0%

Shape
Duse often mudtiple lesions
May be ‘copy’, ‘miror’ or

broken shin. Wising’ leson on adjpcent
Oazing and/or bleeding buttock or anal-deft.

may be present, Linwar

Severe Edges

Erythema (redness), Defuse imeguler edges
with more than 50%

broken skin

Oazing and/or bleeding

may be present.

Treatment: Necrosls
Prevention,/ Mid IRD: No necrosis or slough.
Cleanse shin ¢.g. foam deanser or pH balanced May develop dough ¥ edection

product, Apply Moisturses «fof shin pratectant e.g. prewendt
barmer cream/film wiich does not affect absorbency
of comtinence products,

Moderate-Severe IRD:

Cleanse shin 0.g. foam deanser or pH balanced Depth

product. Apply liquid/spray skin protectent, OR Superficial partial thackness in

barrer preparation, if no mprovement refer to local foss.

guidelnes of seek specialist advwce Can enlarge or deepen if

infection prewent

NEB:

Obiserve for sgns of skin infection, e g, candidiags,

arvd trest accordingly (do not use barmer fime as thes

will recuce effectivenens of restment) Colour

S . NHS Colowr of redness may not be

. * < ‘\ “ o | uniarm. May have pink or white
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...S0 what Is a pressure ulcer?
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