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We have designed this leaflet to let you know about some of the skin 
changes and damage that can happen if you are not able to move and 
change position as much as previously. 

What is a Pressure Ulcer?
A pressure ulcer is damage to the skin and the deeper layer of tissue under the skin.  
It can also be referred to as a pressure sore or bed sore.  

If pressure is applied over a long period of time, particularly over a bony area of 
your body, such as your ears, heels, sacral area or spine, the skin and muscles can 
be damaged. This damage can show on your skin, or can occur deeper in your body 
and work its way out to your skin. 

Causes
Pressure ulcers are commonly caused by sitting or lying in one position for too long 
without moving. This is more likely to happen when you are feeling unwell, and/or 
you are experiencing pain, discomfort or tiredness, which is affecting your ability to 
change position regularly. 

For this reason, pressure ulcers can be very difficult to heal and treat. Without care, 
they can become very serious, resulting in increased pain as well as an increased risk 
of infection, which can lead to Sepsis. 

Pressure ulcer damage
Patient and Family Resources
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Warning 

The next two pages of this leaflet contain images of the different 
categories of pressure ulcer damage. Please continue to page six if you 
do not wish to view these images. 

Prevention is the key
•  �Keeping moving. Change position 2-4 hourly. This could be a big  

change such as turning in bed from the left side to the right, or a smaller 
turn such as using bed controls to alter the position of the headrest or 
knee raise. 

•  �Use pressure relieving equipment provided. Air mattresses and chair 
cushions are medical devices that will support your pressure area  
care needs. 

•  �Take care of your skin by keeping it clean and dry.  
Water based moisturisers can also help. 

•  �Eat well and keep hydrated if you can. 

•  �Tell your nursing team if you experience any changes in the condition  
of your skin, or discomfort over a bony prominence.
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Early warning signs
An early warning sign to look out for is a change in the colour of the skin - a patch of 
skin may be red, which occurs more with pale skin, or a patch of skin may become 
discoloured and turn purple or blue, which tends to happen with darker skin.
To check whether a change in skin colour is the early stages of a pressure ulcer, you 
can apply light finger pressure to see if it turns white. A pressure ulcer will not change 
colour. 

Categories of Pressure ulcer
Pressure ulcers fall into one of four stages depending on their depth, severity, 
and physical characteristics. 
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Pressure ulcer categorisation

Category 3: Full thickness skin loss 
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 3 pressure ulcer varies by anatomical location. The bridge of the nose, 
ear, occiput and malleolus do not have subcutaneous tissue, and Category 3 ulcers can be shallow. In contrast, areas of significant 

adiposity can develop extremely deep Category 3 pressure ulcers. Bone/tendon is not visible or directly palpable.Full thickness tissue loss. Subcutaneous 
fat is visible but no bone, tendon or muscle 

Category 4: Full thickness tissue loss
Full thickness tissue loss with exposed bone, tendon or muscle. Slough or eschar may be present on 
some parts of the wound bed. Often includes undermining and tunnelling. The depth of a Category 4 
pressure ulcer varies by anatomical location. The bridge of the nose, ear, occiput and malleolus do not 
have subcutaneous tissue, and these ulcers can be shallow. Category 4 ulcers can extend into muscle 
and/or supporting structures (eg fascia, tendon or joint capsule) making osteomyelitis possible. 
Exposed bone/tendon is visible or directly palpable.

This wound shows exposed muscle In this wound, the bone is clearly visible

Unstageable: depth unknown
Full thickness tissue loss in which the base of the ulcer is covered 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 is removed to expose the base of the wound, the 

true depth, and therefore category, cannot be determined. Stable (dry, adherent, intact 
without erythema or fluctuance) eschar on the heels serves as ‘the body's natural 

(biological) cover’ and should not be removed.

Although still firmly 
attached, there is a ring of 
demarcation where this 
eschar has been rehydrated 

This occipital ulcer is 
covered by softening 
necrosis 

This heel ulcer is covered 
by hard dry eschar

The necrotic cap on 
this heel has softened 
and started to separate 

Suspected deep tissue injury: depth unknown
Purple or maroon localised area of discoloured intact skin or blood-filled blister due to damage of underlying 
soft tissue from pressure and/or shear. The area may be preceded by tissue that is painful, firm, mushy, 
boggy, warmer or cooler compared to adjacent tissue. Deep tissue injury may be difficult to detect in 
individuals with dark skin tones. 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.

This heel ulcer appears as a linear area of 
deep purple black discolouration 

This heel ulcer appears as a dry blood 
blister

These images have kindly been supplied  by members of the NHS Improvement pressure ulcer categorisation group. Permission has been given by the patients for them to be freely reproduced.

To cite this poster please use: NHS Improvement Pressure ulcer categorisation group (2019) Pressure Ulcer Categorisation. Available from http://nhs.stopthepressure.co.uk/

Blanching erythema
Healthy skin may develop transient redness when subjected to pressure – for example, if the 
legs are crossed. To test if damage has occurred, light finger pressure should be applied to see if 
the skin blanches (goes white). In darker skin tones, redness may present as a darker area that 
is grey or purplish. This is not a pressure ulcer.

Example of skin blanch Blanch in darker skin

Category 1: Non-blanchable erythema
Intact skin with non-blanchable redness of a localised area, usually over a bony prominence. Darkly 

pigmented skin may not have visible blanching; its colour may differ from the surrounding area. The area 
may be painful, firm, soft, warmer or cooler compared to adjacent tissue. Category 1 may be difficult to 

detect in individuals with dark skin tones. May indicate ‘at risk’ individuals (a heralding sign of risk).
This redness is persistent and does not blanch This redness will not blanch when pressure is applied 

Category 2: Partial thickness skin loss
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 blister. Presents as a shiny or dry 
shallow ulcer without slough or bruising.* This category should not be used to describe skin tears, tape 
burns, perineal dermatitis, maceration or excoriation.
*Bruising indicates suspected deep tissue injury.

An intact serum-filled 
blister A shallow open ulcer with a 

red pink wound bed without 
slough A superficial ulcer with a 

collapsed blister

NHS England and NHS Improvement
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Category 3
A deeper wound that affects all 
the layers of skin. Subcutaneous fat 
may be visible, but bone, tendon 
or muscle are not exposed.

Category 4
A much deeper wound with full 
tissue loss and bone, tissue or 
muscle exposed.

Unstageable 
You may hear nursing staff refer to an 
unstageable pressure ulcer. This is when an 
area of skin has become dark purple or black in 
colour.

Category 1
The skin is still intact and the area may 
be painful, firm, soft, warmer or cooler 
compared to the tissue alongside it.

Category 2
The area continues to break down and 
becomes an open shallow wound. This 
can happen rapidly without movement.
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How we can support you
Nursing staff will discuss how to monitor your skin areas with you, so that a plan can be 
put in place to protect your pressure areas. Should a pressure ulcer develop, a member 
of the nursing team will advise on creams, dressings and pressure area care. In the 
community, a referral to the district nursing will be completed. 

Caring for pressure areas for people  
who are nearing the end of life
Pressure ulcer development is a higher risk at this time as people don’t tend to be able to 
move or change position as regularly, and may lose ability to control bowel or bladder 
movements, which can cause damage and discomfort. If a pressure ulcer occurs then the  
focus of care will be on ensuring comfort, rather than healing the area. 

Making a decision on pressure area care
The nursing team will talk to you about the importance of regular pressure area care to 
reduce the risk of pressure damage which can grow and become deeper, becoming, 
more painful and malodourous (smelly). 

The team will ensure that you understand the implications of not receiving this care,  
meaning a pressure damage could develop or become significantly worse. 

For some people the pain from a pressure ulcer can cause more discomfort than the 
symptoms of their condition. 

Care, particularly at the end of life, can be a balance between comfort and prevention of 
possible complications. The team will ensure that you have all the necessary information 
to make an informed decision and support your right to do so. They will be happy to 
review this decision with you should you change your mind. They will document this 
discussion in the nursing notes and ensure care plans are updated accordingly.
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01245 457300
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Comments
We are always pleased to hear any comments about the services we are providing.  
Your feedback helps us to maintain a high standard of service and we are really keen 
to hear from you. You can also complete our feedback survey via our website.  
Please visit: www.farleighhospice.org/feedback

Useful Numbers: 
General enquiries: 01245 457300
Inpatient Unit (IPU): 01245 457361

Advice Line: 01245 455478 (8am - 8pm)


