


• A Pressure Ulcer is localized damage to the skin 
and/or underlying tissue, usually over a bony 
prominence (or related to a medical or other 
device), resulting from sustained pressure 
(including pressure associated with shear). The 
damage can be present as intact skin or an open 
ulcer and may be painful

• They account for the most common type of  harm in 
most Trust organisations

• Despite extensive prevention programmes, evidence 
suggests about 1,700 to 2,000 patients a month 
develop pressure ulcers in England

• Pressure damage costs the NHS more than £3.8 
million every day







Poor sensation

Poor 

circulation

Poor nutrition and hydration

Incontinence

Skin changes with

ageing process

Chronic diseases

Devices such as 

tubing and splints

Poor posture

Contractures





Check patient notes to 

ascertain co-morbidities

May score more than 

once in this section

Discoloured = C1 PU or DTI

Broken = C2, C3 , 

unstageable or C4 PU

Use clinical judgement 

to ascertain severity of  

Diabetes or Stroke e.g. 

stable Diabetes on diet 

may score 4, whereas 

unstable Diabetes on 

Insulin may score 6

Ongoing NG/PEG fed = 0





Pressure ulcers often occur 

over bony areas, like in the 

picture below. Look out for 

the signs of  pressure 

damage, document & 

escalate



Ischial Tuberosities 
Sacrum



Signs & Symptoms of  Pressure Ulcers
NB Present over a bony prominence (where the bone is 
immediately below the skin surface) or under a device 

Persistent 
Blanching 
Redness

Non-
Blanching 
Redness =

Category 1 
Pressure 

Ulcer

Discoloured 
Skin

Painful

Sore



Signs & Symptoms of  Pressure Ulcers
NB Present over a bony prominence (where the bone is 
immediately below the skin surface) or under a device

Warmer or 
Cooler SkinNumbness Deep itch

Skin feels 
Soft, 

Spongy, 
Boggy



Signs & Symptoms of  Pressure Ulcers
NB Present over a bony prominence (where the bone is 
immediately below the skin surface) or under a device

Hardened 
Skin

Swelling 
(Oedema)

Broken Skin Ulcers



Examples

Spongey
Boggy

Oedema



Skin Inspection Chart







If  a PU evolves / 

deteriorates & 

becomes 

another 

category –

re-Datix



Combined lesion – Datix as a PU

IAD exclusion = under 4 years 



Is it Incontinence Associated Dermatitis (IAD) or a Pressure Ulcer?

Incontinence Associated Dermatitis Pressure Ulcer

Shiny, wet skin from moisture History of prolonged exposure to 

pressure

Non-uniform blanching redness Usually circular non-blanching 

redness / halo-effect

Located in natal cleft, gluteal folds, 

perineum, posterior/inner thighs, near 

anus but not over a bony prominence. 

May develop mirror-image lesion either 

side of anus

Located over a bony prominence or 

from a medical device e.g. catheter 

tubing

Pink & macerated areas May become necrotic due to 

ischaemia

Superficial eroded areas & spots Can be superficial or deep. Often 

single lesion

Diffuse & irregular edges Defined edges & often circular





Ensure the patient has suitable Pressure Redistributing Equipment 

for 24/7 care





Reposition regularly to relieve pressure. Every 2 – 4 hours is often 

recommended, less if  sitting out. Use a slide sheet to reduce shear & 

friction. Consider the 300 tilt. Document that you have moved the patient on 

the repositioning schedule





Continence assessment is 

required. Find out cause. 

Encourage visiting the toilet 

every 1 – 2 hours. pH Cleanser, an 

appropriate Skin Barrier & 

Containment products are 

essential. Monitor & report back 

on effectiveness of  regime



Undertake a MUST screening assessment. If  you are unable to weigh, 

consider a mid upper arm circumference (MUAC). Check if  fluid intake is 

adequate. Have they lost any weight before admission? Where intake is sub-

optimal, use food diaries, fluid intake monitoring charts & red jug & tray. 

Consider fortified supplements & snacks if  nutritional intake is poor. If  the 

patient has lost weight document & escalate 




