“An ounce of prevention
may be worth tons rather
than pounds of cure.
Although on the surface,
pressure relief/reduction
devices, high protein
diets, and appropriate
dressing materials appear
expensive, the actual cost
in nursing hours,
equipment, devices, and
consumable supplies
when caring for a client
with even one pressure
ulcer is far greater.”

(Motta, 2000,pp. 14-16)
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What is a Stage 4
Pressure Ulcer?

Fat

Muscle &
Tendon

Bone

Full thickness tissue loss
Exposed or directly palpable
bone, tendon or muscle.

Slough or eschar may be present
in some parts of the wound bed
Often involves undermining and
tunneling (NPUAP, 2007).

How do | know if
the Stage 4 is
healing?

SIGNS OF TROUBLE

Increases size or amount
of drainage.

HEALING
M The wound will get smaller.

Increases redness or black
(eschar) areas around the
wound.

M Pinkish tissue usually starts
forming along the edges of the
sore and moves toward the
center.

Drainage has a foul odor
and/or becomes a greenish
color.

MYou may notice either smooth
or bumpy surfaces of new
tissue. The patient develops a

fever.

*Call MD and/or
Wound Care RN

M Some bleeding may be present.
This shows that there is good 7

blood circulation to the area.




How do | know
what dressing or
barrier to use?

Take a look at these two tables: the top table explains the process of
selecting a dressing based on the staging; the bottom table explains
the pathophysiology behind each type of treatment.
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