
PRESSURE 
INJURY 
PREVENTION & 
TREATMENT

Monifa Brooks, MD
Kessler Institute for Rehabilitation

Rutgers Health-New Jersey Medical 
School



San Diego

DISCLOSURE

Monifa Brooks has no financial 
conflicts of interest relevant to 
this activity. 



San Diego

LEARNING OBJECTIVES
At the conclusion of this presentation, the learner will:

Identify incidence and prevalence

Identify risk factors associated with pressure injury development

Discuss pressure injury prevention strategies

Accurately stage pressure injuries

Discuss pressure injury treatment options 
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PRESSURE INJURIES
• Major cause of morbidity and mortality
• Increase caregiver burden
• Increased direct and indirect healthcare costs
• Negatively impact quality of life



San Diego

**PRESSURE INJURIES**

• Tissue overlying a bony prominence may breakdown when pressure 
exceeds *32 mmHg in as little as 30 minutes

• Constant pressure of 70 mmHg for more than 2 hours leads to tissue 
ischemia and necrosis

• Relieving pressure in a cyclical fashion decreases tissue damage and 
improves pressure tolerance
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PRESSURE INJURIES
• May be caused by:

• Direct pressure-usually over a bony prominence

• Shearing/Friction forces
• may occur with head of bed elevation greater than 30 degrees
• may occur with improper patient transfer/repositioning
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Additional Risk Factors
• Incontinence
• Sensory impairment*
• Mobility impairment*
• Cognitive impairment*
• Depression
• Poor nutrition/hydration*

• *May be iatrogenic
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Risk Assessment
• Risk assessment must include full skin assessment
• Those at high risk should be treated more aggressively with more 

frequent observation
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**RISK ASSESSMENT**

• Systematic risk assessment for all patients
• e.g. Braden scale

• Documentation is essential
• Braden score of 18 or less indicates those at increased risk for developing a 

pressure injury

• Interventions should be adjusted for risk stratification
• Risk assessment should be ongoing as patient factors change
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**PRESSURE INJURIES**
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PREVENTION
• Patient/family education
• Vigilant monitoring
• Adequate seating system and appropriate sleep surface
• Regular pressure relief via repositioning
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PREVENTION-MATTRESSES

• Egg crate overlay
• Alternating air mattress
• Low air loss mattress
• High air loss mattress
• “Turning” mattress
• Air fluidized mattress
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PREVENTION-CUSHIONS

• Foam
• Low maintenance
• Difficult to clean
• Moisture retention

• Gel
• Moderate maintenance
• Gel may harden over time

• Hybrid (gel/foam)
• Air-filled

• Excellent pressure relief
• Higher maintenance
• Expensive
• Air pressure may fluctuate
• Some loss of “stability”
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PREVENTION
• Optimize nutrition/hydration
• Early mobilization
• Incontinence management
• Avoid excessive sedation
• Minimize shearing/friction forces
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**Pressure Injury Staging**

• Be familiar with NPUAP documentation guidelines

• Documentation is key 

• **NO REVERSE STAGING
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Non-blanchable erythema usually over a bony prominence.  
Can be difficult to  detect in darker pigmented skin.
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Partial thickness loss of dermis, wound bed without slough. May present 
as open/ruptured blister.
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Full thickness tissue loss. Subcutaneous fat may be visible, but does NOT extend 
to bone, tendon or muscle. 
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Full thickness tissue loss with exposed bone, tendon or 
muscle.
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Full thickness tissue loss with base covered by slough and/or eschar.
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Purple or maroon localized area of discolored intact skin or blood-filled blister due 
to damage of soft tissue from pressure or shear
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TREATMENT-STAGE 1

• Moisture barrier
• Effective pressure relief-minimizing direct pressure over wound area
• Consider polyurethane foam dressing
• Minimize friction/shearing forces
• Optimize nutrition and hydration
• Patient/family education
• Frequent observation and documentation
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TREATMENT STAGE 2

• Dry shallow ulcers-consider hydrogel to maintain moisture within 
wound bed

• Avoid excessive moisture/maceration of intact tissue

• Moist shallow ulcers-consider polyurethane barrier dressing
• Consider bacteriostatic dressing application if cross-contamination is 

likely
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TREATMENT STAGE 3 or 4

• Remove any devitalized tissue
• Enzymatic debridement
• Sharp debridement
• Mechanical debridement
• Biological measures

• Consider negative pressure dressing if wound comprised of granulation 
tissue
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TREATMENT STAGE 4

• Consider evaluation for osteomyelitis if bone is visible or directly 
palpable in wound bed

• Consider surgical consultation
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What about surgery?
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What about surgery?

• Consider surgical closure for:

• Very large wounds
• Highly motivated patients who desire more rapid healing of the wound
• Stage III or IV wounds that have not responded to conservative treatments
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**NUTRITION**

• Provide at least 30-35 kcal/kg body weight
• Provide 1.25-1.5 gm of protein/kg of body weight daily
• Achieve positive nitrogen balance
• High protein nutritional supplements if oral intake is inadequate
• Consider supplement enteral feeds as needed
• Monitor patient’s weight and adjust diet/supplements as needed
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TREATMENT-REVIEW

• Remove devitalized tissue
• Insure moist wound bed to promote granulation
• Consider bacteriostatic dressing if contamination is likely
• Optimize pressure-relief
• Optimize bowel/bladder management
• Optimize nutrition and hydration
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Documentation

• Documentation allows for objective assessment of the treatment 
intervention

• Documentation can be very helpful or harmful if there are questions 
regarding the quality of patient care provided



San Diego

REFERENCES

National Pressure Ulcer Advisory Panel, European Pressure 
Ulcer Advisory Panel and Pan Pacific Pressure Injury Alliance. 
Prevention and Treatment of Pressure Ulcers: Quick 
Reference Guide. Emily Haesler (Ed.). Cambridge Media: 
Osborne Park, Western Australia; 2018.



T H A N K  Y O U !
Mon i fa  B rooks
K e s s l e r  I n s t i t u t e  f o r  
R e h a b i l i t a t i o n
m o b r o o k s @ K e s s l e r -
r e h a b . c o m

and


	Slide Number 1
	Slide Number 2
	Slide Number 3
	PRESSURE INJURIES
	**PRESSURE INJURIES**
	PRESSURE INJURIES
	Additional Risk Factors
	Risk Assessment
	Slide Number 9
	**RISK ASSESSMENT**
	**PRESSURE INJURIES**
	PREVENTION
	PREVENTION-MATTRESSES
	PREVENTION-CUSHIONS
	PREVENTION
	**Pressure Injury Staging**
	Non-blanchable erythema usually over a bony prominence.  Can be difficult to  detect in darker pigmented skin.
	Partial thickness loss of dermis, wound bed without slough. May present as open/ruptured blister.
	Full thickness tissue loss. Subcutaneous fat may be visible, but does NOT extend to bone, tendon or muscle. 
	Full thickness tissue loss with exposed bone, tendon or muscle.
	Full thickness tissue loss with base covered by slough and/or eschar.
	Purple or maroon localized area of discolored intact skin or blood-filled blister due to damage of soft tissue from pressure or shear
	TREATMENT-STAGE 1
	TREATMENT STAGE 2
	TREATMENT STAGE 3 or 4
	TREATMENT STAGE 4
	What about surgery?
	What about surgery?
	**NUTRITION**
	TREATMENT-REVIEW
	Documentation
	REFERENCES
	Slide Number 33

