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Clinical guideline

Clinical guidelines are based on best available evidence concerning effective, feasible, appropriate and/or meaningful interventions in patient’s or client’s care.

- from evidence to outcomes 



1 Based on the international guideline: National Pressure Ulcer Advisory Panel, European Pressure Ulcer Advisory Panel and Pan Pacific Pressure Injury Alliance. 
 Prevention and Treatment of Pressure Ulcers: Clinical Practice Guideline. Emily Haesler (Ed.). Cambridge Media: Osborne Park, Western Australia; 2014.

 The guideline literature has been supplemented with a systematic review of the literature regarding pressure ulcer prevention and identification on 1st Aug 2013-31st May 2014

 Page numbers in this guideline are referring to original international guideline1 unless otherwise indicated.
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Introduction

P
ressure ulcers, formerly called decubitus, are 
common in health care patients. They are 
defined as localised injuries in the skin and/or 
underlying tissue. Pressure ulcers are usually 
located on bony prominence, and are caused 
by pressure or a combination of pressure and 
shear. Pressure ulcers and their severity are 

classified into four stages and two additional categories. Each 
stage is defined according to the injuries visible in the skin and 

the underlying soft tissues. 
Pressure ulcers cause patients pain and suffering, impede the 

ability to function, and lower their quality of life. Related compli-
cations may include wound infection, sepsis, and at worst, even 
risk of death. Treating pressure ulcers is time-consuming, which 
adds to the duration of hospital stays. More than half (60%) of 
pressure ulcers go undetected in health care. On the other hand, 
there are difficulties in identifying pressure ulcers, which may be 
confused with e.g. skin injuries caused by incontinence. To pre-
vent pressure ulcers, it is essential to identify the patients at risk 
for pressure ulcers and to minimise or eliminate pressure and 

shear at the sites of protruding bones. 

Aim of the guideline

Prevention and identification of pressure ulcers in adult patient care is an 
evidence-based guideline, with gathering the best evidence possible on the 
subject as its principal aim. With the help of this evidence, patients at risk 
for pressure ulcers may be identified at a stage where preventive measures 
are effective, meaningful, and safe for the patient, and cost-effective for both 
the patient and society. Preventive care activities are a part of each stage of 

care. Simultaneously, the prevalence of pressure ulcers decreases.

Delineating the topic

The guideline concerns the prevention and identification of pressure ulcers 
in adult patients, addressed in this guideline under the titles of risk assess-
ment, repositioning, choice of support surfaces, assessment of skin status 
and skin care, nutrition, and documentation. The guideline does not address 
treatment of pressure ulcers. The national guideline serves as a practical 
nursing tool in both institutional and home environments. The target user 
groups comprise health care professionals, teachers and students, patients 

as well as their next of kin.
 

The full guideline can be found at: 

http://hotus.fi/hotus-fi/suositukset (in Finnish)
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Risk factors and risk assessment 

Risk assessment must be performed using a validated instrument and with  

a clinical assessment as soon as the patient arrives for treatment, or within  

eight hours of arrival at the latest.   4, p. 41 

• Risk assessment is repeated as needed, in case the patient’s state changes significantly.   4, p. 41  

 

Risk assessment must include assessment of activity, mobility, and skin condition. 

B 4, p. 43 In addition, other risk factors must be considered. Regardless of the 

instrument used for risk assessment, clinical assessment is necessary.  4, p. 42 

• When using a risk assessment instrument, the instrument must be valid and reliable for the patient group in question. 
  4, p. 54, 34 

 Warning: The assessment of a patient’s risk for pressure ulcers must not be based on a risk assessment instrument alone. 
  4, p. 51, 33

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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Skin and tissue assessment

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 

Social and health care organisations must have operational guidelines regarding 

assessment of risk for pressure ulcers, including a skin and tissue assessment 

procedure. The care unit must agree upon appropriate assessment procedures for 

skin assessment: observations concerning different parts of the body and carrying 

out assessments in different stages of the care process.  4, p. 60 

Education must be used to ensure the sufficient competence of the care staff in 

performing a comprehensive skin and tissue assessment: identification of redness 

of blanching/non-blanching skin, localised heat, swelling, and induration. 4, p. 60 

Patients at risk of pressure ulcers must undergo a comprehensive skin assessment 

immediately after arriving for treatment or within eight hours at the latest. In 

home care, assessment is performed during the first home visit. In addition, skin 

assessment is performed in conjunction with each pressure ulcer risk assessment 

according to the individual care plan, and whenever the patient relocates to another 

place of care or is discharged from one.  4, p. 60
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Skin and tissue assessment 

Skin assessment includes changes in redness, temperature and swelling of skin and 

firmness of tissue in relation to surrounding skin and tissue. 4, p. 61 

• During skin assessment, the patient’s localised sensation of pain should be assessed. C The patient’s sensation of pain in the 
part of the body subjected to pressure has been identified as predictive of pressure ulcer development. 

The skin of a patient at risk of pressure ulcers with urinary or faecal incontinence 

must be assessed on a daily basis and each time the skin is cleaned of excretions. 

Particular attention must be paid to elderly and intensive care patients.  

In case the patient is using a medical device in contact with the skin, the skin must 

be examined at least twice a day.  4, p. 64 

During repositioning, placing the pressure of the patient’s body on parts of the skin 

that are red must be avoided.  4, p. 66

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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Skin and tissue assessment 

The skin must be kept clean and the moisture balance of the skin optimal, and  the 

skin must thus be protected from excess moisture.  4, p. 66 

Once the patient’s risk for pressure ulcers has been identified, his/her skin must not 

be massaged or rubbed.  4, p. 67 

Treatment/management of the patient’s incontinence can reduce the risk of 

developing pressure ulcers.  4, p. 67 

In choosing  a support surface for the patient, attention should be paid to the 

effects on skin moisture and temperature, i.e., skin microclimate. Heat intensifies 

metabolism, causes sweating, and decreases tissue resilience. Moisture makes skin 

susceptible to injuries. The choice of materials used in support surfaces can partly 

influence the speed of evaporation of skin moisture and heat.  4, p. 71–72

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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Skin and tissue assessment 

The patient’s linen should primarily consist of silk-like fabrics in order to reduce 

friction and shear. 4, p. 73 

Heaters, such as heating pads or bed warmers, must not be placed in direct contact 

with a skin or pressure ulcer.  4, p. 72 

In preventing pressure ulcers, wound dressings may be employed on parts of the 

body susceptible to friction and shear in order to protect the skin. Considerations in 

choosing the dressing include the effect of the dressing on microclimate, anatomical 

location of the site of the dressing, size of the dressing, ease of application and 

removal, and possibility of regular assessment of the skin. The use of a dressing 

does not remove the need of regular and thorough skin assessment.  4, p. 72–73

To prevent the development of pressure ulcers, the skin and the appropriateness of 

the dressing must be assessed each time the dressing is changed, or at least once 

a day. The dressing must be changed if it becomes damaged, detached, loose, or 

significantly wet.  4, p. 73

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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Nutrition 

The patient’s  nutritional status must be assessed using a reliable screening 

method for malnutrition risk assessment, such as NRS 2002, MNA, or MUST. The 

assessment must be performed on all patients at risk of pressure ulcers, all pressure 

ulcer patients in outpatient care, and all patients arriving at a care unit. In addition, 

the assessment must be performed in case significant changes take place in the 

patient’s state of health or in case the healing of the pressure ulcer stops.  4, p. 78 

Patients at risk of pressure ulcers and patients with pressure ulcers must have 

a personalised nutritional treatment plan recorded in the care plan that is to be 

followed.  4, p. 80 

In appraising the patient’s nutrition, particular attention must be paid to energy 

intake, involuntary weight loss, stress, and neuropsychological problems and their 

assessment.  4, p. 78–79 

• Malnutrition increases the risk of pressure ulcers. Out of malnourished patients, 39% had pressure ulcers.

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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Nutrition

In the case of a patient at risk of pressure ulcers and/or malnutrition or already 

exhibiting pressure ulcers, sufficient energy intake must be ensured.  4, p. 80

The pressure ulcer patient must receive nutrition with enough protein to maintain a 

positive nitrogen balance.  4, p. 82

The daily fluid intake of a patient at risk of or exhibiting pressure ulcers must be 

encouraged and supported.  4, p. 84 

The protein requirements of a patient at risk of pressure ulcers and malnutrition 

must be attended to in the same way as with pressure ulcer patients. The suitability 

of large amounts of protein requires a clinical assessment of the patient’s kidney 

function.   4, p. 82

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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Nutrition 

In patients at risk of pressure ulcers and malnutrition, sufficient intake of energy 

and nutrients must be ensured by supplementing normal food with high-energy 

and high-protein clinical nutrition supplements  as needed, in case food ingested by 

mouth is insufficient in relation to need.  4, p. 82

In pressure ulcer patients with a stage III or IV pressure ulcer or multiple pressure 

ulcers, with nutritional needs that cannot be met by ordinary high-calorie, 

high-protein nutrition, nutrition must be supplemented with clinical nutrition 

supplements high in protein, arginine, and trace minerals. 4, p. 83

The pressure ulcer patient must be supported in following a balanced diet.  4, p. 85 The 

same principles apply to the patient at risk of pressure ulcers.  4, p. 85 In case nutrition 

by mouth is insufficient, tube feeding or intravenous nutrition should be considered 

as additional nutrition in accordance with the aims of the patient’s care.  4, p. 83

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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Repositioning and early mobilisation

The position of the patient at risk of pressure ulcers must be changed, provided  

that his/her state of health allows it.  4, p. 89 

In changing positions, the patient’s activity and mobility, skin condition, and tissue 

resilience to pressure must be considered. If the patient’s state of health does not 

allow for a change of position, a pressure-redistributing support surface preventing 

high-risk pressure ulcers should be used.  4, p. 90 

Change of position should reduce or redistribute pressure on the patient’s  

tissues.  4, p. 91

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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Repositioning and early mobilisation

In the case of bedridden patients, repositioning is carried out with the help of 

cushions, at a 30-degree angle with the patient on his/her right or left side, or using 

a supine or prone position, provided that the patient’s state of health allows for 

change of position.   4, p. 92 

When using a prone position, a pressure-redistributing support surfaces hould be 

employed to alleviate pressure on the face and body.  4, p. 93 

When seated, the patient should be able to hold his/her balance, which feels good 

and minimises pressure and shear on the skin and soft tissues.  4, p. 94 

While raising the heels of the patient, the use of synthetic sheepskin cushions, round 

or doughnut-shaped equipment, or protective gloves filled with water must be 

avoided.  4, p. 97

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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General recommendations regarding support surfaces

The support surface is chosen on a case-by-case basis according to the  

patient’s needs.   4, p. 104 

The appropriateness and functionality of the support surface is assessed  

in the case of each patient and care environment.  4, p. 104–105, 66 

Complications due to the use of a sleeping pad should be identified in order to 

prevent them by choosing the right support surface and using it appropriately.  

• Motorised mattresses may cause movement and generate heat.  4, p. 105 

The patient’s repositioning continues despite the used of a pressure-redistributing 

support surface.  

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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General recommendations regarding support surfaces 

The number of bed sheets and bed protection pads is limited as needed.  4, p. 105 

In the case of patients at risk of pressure ulcers, a high-quality foam mattress  

is to be preferred over a regular foam mattress.  4, p. 106–108 

In the case of high-risk patients unable to undergo regular repositioning,  

a dynamic support surface should be used. 4, p. 108 

In the case of patients with limited mobility, a pressure-redistributing seat  

cushion should be used. 4, p.112

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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Prevention of medical device-related pressure ulcers 

Medical devices should be chosen so that they cause minimal damage due to 

pressure and/or shear. 4, p. 117–118 

• While attaching any tubes, focus should be on avoidance of subjecting tissues to pressure.

The position of both the patient and of medical devices  should be changed so that 

pressure is evenly distributed and shear is alleviated. If possible, patient should not 

be placed directly on top of any medical devices.  4, p. 120 

• The position of medical devices is adjusted and altered when possible.  

• Warning: Always check that the depth of the intubation tube remains unaltered whenever handled.

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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Special populations

Individuals in the operating room 4, p. 218–222

Particular procedure-related risk factors must be considered.  

In the case of surgical patients at risk of pressure ulcers, pressure-alleviating  

and -redistributing support surfaces should be used on the operating table. 

During the operation, the patient should be positioned so as to minimise the  

risk of pressure ulcers.  

While on the operating table, the patient’s heels should be slightly elevated,  

provided there is no hindrance.  

The patient’s position and pressure distribution must be observed both  

prior to and after the operation.  

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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If necessary, a patient with weakened local and systemic oxygenation and tissue 

oxidation should be provided with a pressure-redistributing support surface. The 

choice of support surface reduces shear and improves pressure distribution as 

well as management of heat and moisture balance.  

If necessary, a patient who cannot be turned over for medical reasons should be 

provided with a new support surface whenever necessary.  

Turning the patient over by degrees or in small steps, leaving enough time for  

vital functions to stabilise, should be considered if possible.  

Special populations

Intensive care patients 4, p. 207–211

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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The heels of the patient should be lifted off the surface of the bed using a foam 

cushion placed under the calves. 

In the case of critically ill intensive care patients, prone-positioning therapy used to 

improve oxygenation increases the risk of pressure ulcers. 

In lateral rotation, the patient is supported with cushions designed for the purpose. 

These are used to prevent sacral shearing. The aim is to reduce shearing due to 

lateral rotation. 

The skin must be examined for shear damage on a regular basis. 

Special populations

Intensive care patients 4, p. 207–211

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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Special populations

Individuals with spinal cord injury 4, p. 236–241

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 

Patients with spinal cord injuries and their next of kin should receive information 

and constant guidance regarding the prevention and treatment of pressure ulcers.  

During acute care, a health care professional must be consulted as early as possible 

for an assessment of the situation: 1) when can the patient be transferred from the 

hard transport board (spinal board), 2) when can the adjustable supportive collar 

used in First Response care be replaced with a softer, yet still supportive collar. 

A wheelchair and/or seating surface along with related equipment are chosen by an 

expert, paying attention to position and pressure distribution. 

While seated, proper position and posture are important. Footrests and armrests 

should be adjusted so as to maintain proper posture and distribution of pressure. 



Nursing Research Foundation  |  Clinical guideline |  Pressure ulcer prevention and identification in adult patient care    22

Special populations

Individuals with spinal cord injury 4, p. 236–241

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 

With both manual and electric wheelchairs, seating with the option of adjusting 

strain on the seating area should be used. 

The patient should be encouraged to adjust his/her position independently both 

in bed and while seated. Use of assistive equipment supports independence. 

A schedule is drawn up for pressure alleviation, defining the frequency and 

duration of weight relocation.  

In the case of spinal cord injury patients, the use of electrical stimulation may be 

considered on anatomical locations at high risk of pressure ulcer development. 
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The BMI of the patient must be calculated. A dietician should be consulted or, 

alternatively, a multidisciplinary working group set up in order to assess the 

patient’s nutrition and draw up a weight-management plan.  

Special populations

Obese patients 4, p. 202–206

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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The fragile skin of the older patients must be protected against damage  

caused by shear and pressure.  

It should be ensured that other types of skin damage, such as incontinence-

related dermatitis or tearing of the skin (e.g. caused by adhesive tape) are 

distinguished from pressure ulcers. 

While deciding on changes in position, the patient’s condition as well as the 

pressure-distributing support surface in use should be considered. 

Special populations

Older adults 4, p. 212–217

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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During pressure ulcer risk assessment, the Marie Curie Centre Hunters Hill Risk 

Assessment Tool for pressure ulcer risk can be employed. 

Regular repositioning is carried out, listening to the patient’s wishes and 

considering his/her tolerance level and well-being. Pain medication is 

administered prior to repositioning. 

The patient’s support surface is changed when necessary to improve comfort level 

and pressure distribution. 

Records are kept of repositioning carried out, as well as the patient’s wishes and 

medical requirements affecting decision-making regarding repositioning. 

The aim is to maintain sufficient nutrition and hydration despite the patient being 

unable to eat or refusing to eat due to his/her illness. 

Special populations

Individuals in palliative care 4, p. 223–229

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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Documentation of  pressure-ulcer care in a structured manner may promote  

the uniform recording of pressure ulcers, which in turn improves the follow-up  

of nursing results and efficiency. This improves both nursing efficiency and level  

of knowledge regarding possible uses for the information.  

• The records kept regarding pressure ulcer care must be structured and coded, in order to make the data applicable to further 
use. The nursing terminology should in particular support the recording of nursing activities, nursing-sensitive information 
and nursing results. 

• An official pressure ulcer risk assessment instrument should be in use, and staff should be educated in how to use it. The 
results received from the pressure ulcer risk assessment, including any pressure ulcers as well as preventive measures, must 
be documented in the patient’s personal care plan. 

• The pressure ulcer risk assessment instrument should be implemented into the electronic patient record system.  

• The reuse and application of information produced in a structured manner is possible once the nursing information that is 
recorded in a structured manner is aligned with / linked directly to the risk instrument. 

Documentation of pressure ulcer care

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 
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The knowledge and attitudes of the professional staff regarding pressure ulcer 

prevention should be appraised systematically, using reliable and valid scales for 

competence assessment applicable to clinical nursing.  4, p. 250 

The organisation must have an evidence-based education plan for the staff 

fulfilling assessment-verified competence requirements regarding pressure ulcer 

prevention.  4, p. 250 

Education must be carried out on a regular basis, taking the competence 

requirements of the organization and staff into consideration.  4, p. 251

Health professional education 

Degree of evidence   

 Strong evidence   

 Moderate evidence   

 Weak evidence   

 No evidence 


