Mr. B is a 36 year-old physician with MS. Mr. B develops a Stage III pressure sore on R ischeal area. Mr. B. is wheel chair bound, had an air cushion in wheel chair that is less than a year old. He does not have a special mattress on his bed. Doing a nutrition evaluation, you find he eats three meals per day and takes a vitamin and mineral pill and additional vitamin C.

What is the cause of his pressure ulcer?

What interventions can we put into action?

Mr. G. is an attorney in active practice with the county government. He works full time. He has a foam cushion he used in his chair at work and in the wheel chair. Mr. G. develops a Stage III pressure ulcer. What questions do you ask as a part of your interview?

Mrs. K. is a 75-year-old female with a history of a recent stroke and left sided paralysis is admitted to your facility. Initial assessment indicates that she is at high risk for pressure ulcers because of her immobility. 

What steps should be taken to prevent a pressure ulcer from developing?

Ten days later Mrs. K has developed a Stage II pressure ulcer. Was this pressure sore preventable?

If yes, how could it have been prevented?

If no, why was it not preventable?

Mrs. C. is admitted to your facility. She recently had a hip replacement. Upon doing her initial assessment 24 hours after admission, you find a red area that does not blanch. Mrs. C. has been living by herself and not eating very well. She had difficulty getting to the kitchen to prepare her food. She tires easily and is short of breath with any exertion.

Is this considered a pressure ulcer?

If yes, what Stage is the wound?

Did this red area start in your facility?

If yes, give reason why. If no, give reason why.

Mr. A. is a 72-year-old male living with his 70-year-old wife in an apartment. He fell about 3 weeks ago. Mr. A. did not visit the physician. His wife has been caring for him. He has been unable to get out of bed and he developed a pressure ulcer. The wound is 3.5 by 4 cm. The wound bed is black and yellow.

What Stage is this wound?

Mrs. W. is admitted to your facility from the hospital. She had fallen at home and been down for at least a week on the floor. She is 5 foot 9 inches tall and weighs 350 pounds. The only food close at hand consisted of chocolate donuts and milk she had just purchased at the grocery store. She was found on the floor with the right snow boot off, coat on, and sitting in a pool of stool and urine. Mrs. W. has several wounds: coccyx and R buttock, R trochanter, R heel, L heel and top of foot.

What are potential causes of her pressure ulcers?

Coccyx and R buttock

R trochanter

L heel and top of foot

Mr. D. is a 70-year-old man admitted to your facility from the hospital. He recently underwent surgery for a ruptured bowel. He is slow to move and at times is a 2-person assist  to get up in the chair. He is able to feed himself and finishes the meals most of the time. He develops a shiny red area in the skin folds around the anus. He has 2 open areas that measure 2 x 3 cm and 1 x 3 cm next to the anus.

What is the cause of these wounds?

Mrs. M. is a 60-year-old female with a diagnosis of cancer of the throat. She is on tube feedings at bedtime for 8 hours and the amount of 2300 calories. The head of the bed needs to be at 40 degrees for her to breath. She arrives at your facility with a transparent dressing on the coccyx, buttocks, and sacral area. She does not have a wound. 

What is the purpose of the transparent dressing?

What other areas are potential for breakdown?

How can you prevent these areas from developing pressure ulcers?

Mr. O. is a 76-year-old male with a history of COPD. He has been on steroids off and on for the last 15 years. He needs assistance to stand up. You find him in the chair with blood soaking through the upper arm of his shirt.

Is this a pressure ulcer?

What is the cause?

How could this be prevented?

Mrs. M. is a 69-year-old female with a history of L fractured hip 5 days ago. The hip replacement was four days ago. She has a black area on her L outer heel. On the R curve area of the heel, is a dark red area.

What is the cause of the R heel redness?

How could this have been prevented?

What should your plan of care state?

Mr. I. is a 55 year old with a history of cancer of the lung for 5 years. He recently was diagnosed with a recurrence and has been living by himself at home. His mother died in a nursing home so he has been refusing to become a resident. He presents to you emaciated, weighing about 90 pounds and 5 feet 9 inches tall. On the sacral area is a wound measuring 2.5 by 3 by 1.5 cm. The wound edges are intact. The drainage is serous. No redness is around the wound. The wound bed is red and white. When you probe with a normal saline moistened q tip you feel something hard. After being in your care for 5 days, Mr. I. is also incontinent of urine. 

What is the Stage of this wound?

What steps do you take to assess the wound and urinary incontinence?

What would you plan of care involve?

