
Pressure Area Management in Critical Care 
Aim:        To provide guidance on pressure area management for Critical Care patients. 

Scope:    Adult patients in Critical Care. This is to be used with Trust guidance on pressure ulcer prevention & management  

Academic Department of Critical Care 

Queen Alexandra Hospital Portsmouth 

Remember : the sicker the patient, the greater the risk of pressure areas 
Multi Organ Failure     Sepsis     Immobility     Inotropes     Poor Perfusion     Incontinence      

Hypovolaemia     Malnourished     Anaemia     Oedema     Neuropathy     Anti-Coagulants      Steroids       

 

 

S 

S  1. Assess and document pressure areas 
• Within 4 hours of admission. 

• At each turn and/or dressing change 

• Remove teds and dressings 

• Use mirrors to check heels and difficult 

      to view areas 

• Careful attention to high risk sites 

• Daily Purpose T scoring 

• Time and date stamp on CIS 

 

 If unable, document why  

2. Consider preventitive measures  
• Use pressure relieving  mattress (unless contra-

indicated e.g. spinal injury) or seat cushion  

• Consider repose boots for at risk patient 

(diabetic, vascular, on inotropes) 

• Repositioning 3-4 hourly, increased to 2 hourly if 

damage present 

• Re-positioning of medical devices 2 hourly 

• Breaks from NiV if appropriate 

• Aderma protection for vulnerable areas 

• Derma S barrier film for vulnerable areas 

• Patient education 

• Removal of unnecessary procedure pads 

 

 

 3. Document an action plan 
• Repositioning including time frame 

• Dressings used and time to renew 

• Time frame for evaluations 

• Consider medical photography 

 

 

4. Handover condition of skin 
• At change of shift physically review complex 

wounds / dressings at the bedside 

• Sign post to CIS dressing care plans  

• Free type onto the nursing discharge summary 

   5. Ongoing Evaluation 
• Short and long term goals? 

• Address the underlying cause? 

 

 

High risk sites for pressure damage 
• Back of head (particularly spinal 

patients) 

• Nose (NiV, NGT) 

• Mouth and neck (ETT securing) 

• Chin, chest, neck (hard collars) 

• Ears (ETT tapes, O2 masks,      

HHFO2) 

• Feet and legs (DVT prophylaxis) 

• Waist and legs (net knickers) 

• Medical devices  and monitoring 

• Proned patients have high risk areas 

(see proning SOP) 

 

 

 

 

 

 

 

 

Version:2      Date: 01 Sep 17        |     Revision Due: Sept 2019       |      Author: SR A Lewis 
 

The use of this guideline is subject to professional judgement and accountability.  This guideline has been prepared carefully and in good faith for use within the Department of Critical Care at Queen 

Alexandra Hospital.  No liability can be accepted by Portsmouth Hospitals NHS Trust for any errors, costs or losses arising f rom the use of this guideline or the information contained herein.  

Portsmouth Hospitals NHS Trust  © 2017 



Pressure v Moisture 

History of Moisture? Urine, faeces, 

perspiration 

• Diffuse superficial lesion 

• Irregular edges 

• Can be elongated in shape 

• Patchy non uniform redness 

• Macerated surrounding skin 

History of Pressure? Red, purple non 

blanching discoloration. Evidence of pressure 

involvement 

• Isolated circular wound 

• Regular shape, distinct edges 

• Over boney prominence 
 

 

 

 

Is skin damage present? …….. 

  1. Gather a history 
• From patient, relative, ward staff 

• Consider causation factors  

• Has pressure been a contributory 

factor? (please see guide page 5-6) 

• Is moisture involved? (please see guide 

page 5-6) 

• Does the skin blanch? 

 

 
 

  2. Wound assessment 
 

Tissue Presence of slough, 

necrosis, granulation, epithelial 

tissue  (please see page 4) 

Infection 

Moisture Exudate, colour, viscosity 

and volume 

Edges and surrounding skin 

 

  Blanching 
 

 

 

 

 

 

   3. Pressure area staging  Please    

      stage according to Trust guide (page 3) 

 

 

 If pressure damage is present  

• Inform NIC / consultant / matron 

• Create separate CIS note and label 

on the body map 

• TVN referral  

• SLER: All grades and record 

reference number on CIS 

• Safeguarding referral: Grade 3 or 4 

• Duty of Candor 

 

How to refer to the TVN team 
    Please make an electronic referral to: 

    tissueviablity@porthosp.nhs.uk 
 

    and ensure that a wound  

    assessment has been carried out. 

    Ext. 6985 

    Bleep. 0078 

 

 

  5. Consider 
 

If the area does not 

do this it is non-

blanching this 

indicates pressure 

involvement and at 

risk skin 

Press on the red, pink or darkened  

area with your finger. The area should 

go white, remove the pressure and 

the area should return to red, pink or 

darkened color within a few seconds, 

indicating good blood flow. 

Check all regions of the damaged 

skin.  

 

  6. Other Professionals to Consider 
• TVN 

• Dietician 

• Diabetic Nurse 

• Podiatry (Ulcers to feet) 

• Vascular Team 

 

Analgesia 

T 
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  4. Wound care 
• Use dressing selection guide SOP 

• Use senset cleansing foam and 

derma s film for moisture lesions. 

 

 

 



Category/Stage Illustration Example Definition 

 

Stage 1 

Intact skin with non-blanchable redness of a 

localized area usually over a 

bony prominence.  

  

 

Stage 2 

Partial  thickness loss of dermis presenting as 

a shallow open ulcer with a red pink wound 

bed, without slough. May also present as an 

intact or open/ruptured serum-filled or sero-

sanginous filled blister. Presents as a shiny or 

dry shallow ulcer without slough or bruising. 

Bruising indicates deep tissue injury 

 

Stage 3 

Full thickness tissue loss. Subcutaneous fat 

may be visible but bone, tendon or muscle are 

not exposed. Slough may be present but does 

not obscure the depth of tissue loss. May 

include undermining and tunnelling. The 

depth of a Category/Stage III pressure ulcer 

varies by anatomical location. Bone/tendon is 

not visible or directly palpable 

 

Stage 4 

Full thickness tissue loss with exposed bone, 

tendon or muscle. Slough or eschar may be 

present. Often includes undermining and 

tunnelling. The depth of a Category/Stage IV 

pressure ulcer varies by anatomical location. 

Category/Stage IV ulcers can extend 

into muscle and/or supporting structures 

(e.g., fascia, tendon or joint capsule). Exposed 

bone/muscle is visible or directly palpable. 

 

Unstageable/ Unclassified 

Full thickness tissue loss in which actual depth 

of the ulcer is completely obscured by slough 

(yellow, tan, grey, green or brown) and/or 

eschar (tan, brown or black) in the wound 

bed. Until enough slough and/or eschar are 

removed to expose the base of the wound, 

the true depth cannot be determined; but it 

will be either a Category/Stage III or IV. Stable 

(dry, intact without erythema) eschar on the 

heels serves as “the body’s natural (biological) 

cover” and should not be removed. 

 

Suspected Deep Tissue Injury 

(SDTI) 

Purple or maroon localized area of 

discoloured intact skin or blood-filled 

blister due to damage of underlying soft 

tissue from pressure and/or shear. Evolution 

may include a thin blister over a dark wound 

bed. The wound may further evolve and 

become covered by thin eschar. Evolution 

may be rapid exposing additional layers of 

tissue even with optimal treatment. 



Necrotic Tissue 
• A layer of dead tissue 

• Brown or black in color 

• Caused by inadequate blood 

supply or infection 

• Can be soft or hard on the surface 

• Can be of varying depth 

• May produce an offensive smell 

 

 
 

Epithelialising Tissue 
• Healing of the surface layer of the 

skin 

• Delicate new skin cells appear at 

the edges or middle of the wound 

as tiny pink specks.  

 

 

 
 

 Sloughy Tissue 
• Layer of dead tissue 

• Yellow or green in color 

• Maybe dry or wet on the surface 

• Varying depth 

• May produce an offensive smell 

 

 

 
 

Granulation Tissue 
• The development of new tissue 

from the wound base 

• Typically bright red in colour 

• Rough and irregular surface 

 

 
 

Definition of Wound Types 



Moisture v Pressure 

Damage 








