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What are bedsores?
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Bedsores are injuries to the skin and tissue caused by sustained pressure, where
arterial blood supply of the very sensitive areas is blocked. If the pressure
continues for more than six hours, 1t may lead to tissue damage and dead skin
cell. Bedsores also can be caused by moisture, uneven underclothes, or improper
shearing

force.

Rk~ % . Bedsore grades:
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Grade 1: Skin of the pressure areas 1s permanently red but is not broken at all.
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Grade 2: Partial-thickness skin loss of the pressure areas involving damage of
the skin.
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Grade 3: Full thickness skin loss of the pressure areas involving damage of skin.
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Grade 4: Full thickness skin loss of the pressure areas involving damage of the
muscular layer, or bones and skeleton.
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Avoid shearing force:
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[f the patient is unable to move on his/her own, a pillow should be placed beneath
the knees 1f the patient is in a semi-lying position on the bed to avoid the
shearing force when the patient i1s slipping down.
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When the caregiver wants to move the patient up and down as well as to the left
or to the right, dragging the patient should be avoided. The caregiver should
use the bed sheet to help move the patient.
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A pillow should be placed between the feet and the foot pedal to prevent the
patient from slipping down.

BB g e+ ¢ High risk groups of bedsores:
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Dystrophy, anemia, edema, smoking, the elderly, unconsciousness, unable to roll
over on their own, diabetes, and incontinence all belong to high risk groups
of bedsores.

#E § v o kR - Bedsore wound care:
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Closely watch.skin conditions of the patient and make records: Particularly the
wound size, color and exudation. Length and width of the wound can be compared
using the transparent paper by drawing marks of the wound size to measure length
and width of the wound. Color and amount of the exudation also can be recorded,
such as clean water, seriflux, pus, blood, etc.
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Protection before touching the skin of the patient or ward: The caregiver must
thoroughly wash hands before and after performing physical care or changing bed

linen and clothing. If there is any possibility of touching fluid or blood of
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the wound,

the caregiver should wear gloves. Soap or lotion must not be applied to the skin

lesion area. Crust of skin lesion area must not be stripped off arbitrarily.
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Promote tolerance against pressure and damage to the skin:
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Balanced nutrition can prevent bedsores and promote healing of bedsore wounds.

Therefore, the caregiver should pay attention to eating conditions, and

supplement

nutrition when necessary.
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Keep the skin clean and dry; apply lotion or ointment to the skin when necessary;

massage the lotion or ointment to the skin to avoid skin dryness.
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[f the person being cared for is a patient of uncontrollable urination or

defecation, the caregiver should pay special attention to the cleanliness of

the skin to block skin

irritation caused by urine and bowel movement. Vaseline can be applied to the

skin around the anus after defecation when necessary.
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Massage can promote blood circulation of the skin, so it can be applied to the

redness of the unpressurized skin. The skin blood circulation can be promoted

by means of

massage. You may consult professional nursing personnel for detailed massage

steps.
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Use appropriate assistive devices, such as air beds or air cushions, which can
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relieve pressure on the skin; do not use an air sphere, because 1t will stop

the blood circulation of the pressure area.
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Organized by: Taipei City Foreign and Disabled Labor Office

Sponsored by: Taiwan Association of Family Caregivers
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