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Article 1: Pressure Injury – Evolution and Challenges
LAW Siu Ming Susan, Vice-chairman, Hong Kong Enterostomal Therapists Association,
Guideline Governance Group Member, 2019 International Guideline of Pressure Injury/Ulcer
Prevention and Management, Nurse Consultant (Stoma & Wound Care), Princess Margaret Hospital

Background:
Over the years, the term used to describe “pressure ulcer” had evolved from “bedsore”, “decubitus ulcer”, “ischaemic
ulcer” and “pressure sore”. Since its use, “pressure ulcer” has been considered to be a better and accurately
description of “a localized injury to the skin and/or underlying tissue usually over a bony prominence, as a result of
pressure or pressure in combination with shear and/or friction [National Pressure Ulcer Advisory Panel (NPUAP),
2007]”. Hong Kong has a long history in adopting the NPUAP pressure ulcer definition, classification system and its
prevention and management guideline. The NPUAP is a multidisciplinary group of experts in pressure injury in
America. It serves as the authoritative voice for improved patient outcomes in pressure injury prevention and
treatment through public policy, education and research.
In 2009, the NPUAP and European Pressure Ulcer Advisory Panel (EPUAP) developed the “2009 Guideline on
Pressure Ulcer Prevention and Treatment” – the first collaboration work among wound experts from the United States
of America and Europe countries.
In 2012, the Pan Pacific Pressure Injury Alliance (PPPIA) was formed among 4 organization in the Pan Pacific - the
Australian Wound Management Association, New Zealand Wound Care Society, Hong Kong Enterostomal Therapists
Association and the Singapore Wound Healing Society. They developed the “Pan Pacific Clinical Practice Guideline
for the Prevention and Management of Pressure Injury” and the term “Pressure Injury” was first used as a response to
nurse clinicians in the Pan Pacific region having difficulties in relating a non-blanchable erythema of intact skin (stage
I) to a pressure ulcer - an open wound.
In 2014, the EPUAP, NPUAP and PPPIA joined together and developed the 2014 international guideline on pressure
ulcer prevention and treatment.
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Changes in Pressure Injury:
The United States National Pressure Ulcer Advisory
Panel (NPUAP) had announced the change of the
name, definition and staging system of pressure
ulcer in the year of 2016.
(1) Change of Terminology
Change from “Pressure Ulcer” to “Pressure Injury”
“Pressure Injury” is more accurate to describe intact
skin pressure injury such as Stage 1 and deep tissue
injury and ulcerated skin such as stage 2 or above
pressure injury
(2) Changes in Staging System
I. Change of Roman numerals to Arabic numbers

Stage I

Stage 1

Stage II

Stage 2

Stage III

Stage 3

Stage IV

Stage 4

ii. Remove “Suspected” from “Suspected Deep Pressure Injury”
Suspected Deep Tissue Injury Deep Tissue Injury
(3) New Definition
A pressure injury is localized damage to the skin
and/or underlying soft tissue usually over a bony
prominence or related to a medical or other device.
The injury can present as intact skin or an open
ulcer and may be painful. The injury occurs as a
result of intense and/or prolonged pressure or
pressure in combination with shear. The tolerance
of soft tissue for pressure and shear may also be
affected by microclimate, nutrition, perfusion, comorbidities and condition of the soft tissue.
(National Pressure Ulcer Advisory Panel, 2016)
Additional Pressure Injury Definition
Medical Device Related Pressure Injury
This describes the etiology of the injury. Medical
device related pressure injuries result from the use
of devices designed and applied for diagnostic or
therapeutic purposes. The resultant pressure injury
generally conforms to the pattern or shape of the
device. The injury should be staged using the
staging system.
Mucosal Membrane Pressure Injury
Mucosal membrane pressure injury is found on
mucous membranes with a history of a medical
device in use at the location of the injury. Due to
the anatomy of the tissue these injuries cannot be
staged.
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(4) Staging System describes the condition of skin
and tissue more clearly
Stage 1: Non-blanchable erythema of intact skin
Intact skin with a localized area of non-blanchable
erythema, which may appear differently in darkly
pigmented skin. Presence of blanchable erythema
or changes in sensation, temperature, or firmness
may precede visual changes. Color changes do not
include purple or maroon discoloration; these may
indicate deep tissue pressure injury.
Stage 2: Partial-thickness skin loss with exposed
dermis
Partial-thickness loss of skin with exposed dermis.
The wound bed is viable, pink or red, moist, and
may also present as an intact or ruptured serumfilled blister.
Adipose (fat) is not visible and deeper tissues are
not visible. Granulation tissue, slough and eschar
are not present. These injuries commonly result
from adverse microclimate and shear in the skin
over the pelvis and shear in the heel.
This stage should not be used to describe moisture
associated skin damage (MASD) including
incontinence associated dermatitis (IAD),
intertriginous dermatitis (ITD), medical adhesive
related skin injury (MARSI), or traumatic wounds
(skin tears, burns, abrasions).
Stage 3: Full-thickness skin loss
Full-thickness loss of skin, in which adipose (fat) is
visible in the ulcer and granulation tissue and
epibole (rolled wound edges) are often present.
Slough and/or eschar may be visible.
The depth of tissue damage varies by anatomical
location; areas of significant adiposity can develop
deep wounds. Undermining and tunneling may
occur.
Fascia, muscle, tendon, ligament, cartilage and/or
bone are not exposed. If slough or eschar obscures
the extent of tissue loss this is an Unstageable
Pressure Injury.
Stage 4: Full-thickness skin and tissue loss
Full-thickness skin and tissue loss with exposed or
directly palpable fascia, muscle, tendon, ligament,
cartilage or bone in the ulcer. Slough and/or eschar
may be visible.
Epibole (rolled edges), undermining and/or
tunneling often occur. Depth varies by anatomical

location.
If slough or eschar obscures the extent of tissue loss
this is an Unstageable Pressure Injury.
Unstageable: Obscured full-thickness skin and tissue
loss
Full-thickness skin and tissue loss in which the
extent of tissue damage within the ulcer cannot be
confirmed because it is obscured by slough or
eschar.
If slough or eschar is removed, a Stage 3 or Stage 4
pressure injury will be revealed. Stable eschar (i.e.
dry, adherent, intact without erythema or
fluctuance) on the heel or ischemic limb should not
be softened or removed.

Deep Tissue Pressure Injury: Persistent nonblanchable deep red, maroon or purple
discoloration
Intact or non-intact skin with localized area of
persistent non-blanchable deep red, maroon,
purple discoloration or epidermal separation
revealing a dark wound bed or blood filled
blister.
Pain and temperature change often precede
skin color changes. Discoloration may appear
differently in darkly pigmented skin.
This
injury results from intense and/or prolonged
pressure and shear forces at the bone-muscle
interface. The wound may evolve rapidly to
reveal the actual extent of tissue injury, or may
resolve without tissue loss.
If necrotic tissue, subcutaneous tissue,

granulation tissue, fascia, muscle or other
underlying structures are visible, this indicates a
full thickness pressure injury (Unstageable,
Stage 3 or Stage 4). Do not use DTPI to describe
v a s c u l a r, t r a u m a t i c , n e u r o p a t h i c , o r
dermatologic conditions.
At present, the Europe countries are still using
the term “Pressure Ulcer” and the “Category
system” for classification of pressure ulcer. It
may take some time or even years for countries
and organizations worldwide to accept and
make changes. New changes will continue
with new scientific evidences emerging, and we
should keep abreast of new trends occurring
internationally.
Another round of the international
collaboration work by the NPUAP, EPUAP and
the PPPIA in updating the next 2019
International Guideline on Pressure Injury/Ulcer
Prevention and Management has commenced
in 2017. Five members of the Hong Kong
Enterostomal Therapists Association (HKETA)
have joined the Guideline Small Working
Group to conduct critical appraisal and extract
data from reviewed articles and make
recommendations based on the relevant
evidence. They are Mr. Pang Chak Hau, Mr.
Chris Chong, Ms Pang Shuk Yi, Ms Chan Suk
Chu and Ms Ngan Hau Lan.

2019 Guideline Governance Group

3

! " " # $ % & ' ( ) * (National Pressure Ulcer
Advisory Panel - NPUAP) + 2016 ,-./「$%」2
3、56789:;<=>。@ABCDE*FGH
I,KLMNOPQRS;T。

WÃÄÅÆÇÈsÉÈ7ÃÊ,X©ËÌÈÃÊ
wjklm$YZ[\。

(R) 237VW

{;eko[ÍÎekÏÐ,\rÑÒÓÔÈsÔ
È、lmÕÖ,twcd7s×[7ØÙZÚÛ。Ü
Ý:j{lmÞÏÐ。ßàálm、âà:ãä。©
<[\åæefw×çiYè,³éê
{~ëY。 2 <wÄ¼¯+abìÕ56Z
7 e f [ \ (moisture associated skin damage,
MASD) ,"#$%&'() (incontinence associated
dermatitis, IAD) , " # $ % & ' (intertriginous
dermatitis, ITD) , ! " # $ % & ' ( ) * + , (medical adhesive related skin injury MARSI) ./-)
-0(*+2í\,î\,ï\)。

U 「 $ % 」 (Pressure Ulcer) V W X 「 $ Y Z [ \ 」
(Pressure Injury)
「$YZ[\」V]^_`ab/cdefg7$YZ
[\,h 1 <ijklm$YZ[\:neo[7pq
Z\r,h 2 <stu7$YZ[\。

()) ;<=>7VW
I. vt!7「"#$%」WX「&'($%」
I<

1<

II <

2<

III <

3<

IV <

4<

ii. -.「/jklm$YZ[\」7「/」0%
「/jklm$YZ[\」 「jklm$YZ[\」

(*) +,89
$YZ[\
$YZ[\wxefi / sylm7z{[\,|}~
+gs / Ks 6。nXcde
fspqZ\r,*。[\wv+
i / s<7$Y,s$YY。ylm
$YiY7Z、 、¡¢、
£t:ylm7¤¥¦§。
¨]7$YZ[\89
   5 6 $ Y Z [ \ (Medical Device Related
Pressure Injury)
©ª«ab/[\7¬。 56$YZ[\,
wxv+®¯+°±s²7 ³7$YZ
[\,[\{~´¤|}K ´¤R。©Rµ
[\t¶·;<=>¸¹;<。
º » $ Y Z [ \ (Mucosal Membrane Pressure
Injury)
x v + ® ¯      5 ¼ { ~ 7 º » (mucous
membrane) G$YZ[\。X©º»[\lm7
½¾¿À,©Rµ[\ÁÂ¸¹;<。

(9) ;<7:½V;<abef:lm7=¥
1 <$YZ[\:ÄÃ>7Ô?,efcd
z{efcd,GÄÃ>7Ô?,fÈ@jAB
ÒÄOÌÈ。åefÒÃÊC,*DGÔ?
*Ã>sE、efF+、G+èWÃ。H<7ÌÈ

4

2 <$YZ[\:{;eko[,ÍÎekÏÐ

3 DEF),-:34*+5,
34*+5,,789:;、=>?@ABC ñò¤7
óô (epiboly) 。+,-./01 / 234。56789
:;<=>?;@ABCDE;GHIJ;KLBMN
OP@;?Q。,RBSTUV2WX。YCZ[,\
0,\], õö,yi / s÷7ÏÐ。høâàs
ãäùúlmo[7û{,ëXÄ;<$YZ[\。
4 ^_`&>?:bc'(1<=d>
bc'(1<=d>e?Qfg2,hij.Z[、\
0、\]、 õö、ys÷。üýâài / sã
ä 。 } Ò  ñ ò ¤ 7 ó ô (epiboly) , U V
(undermining) 1 / 2WX (tunneling) 。56789:;
<=>?;@ABCDE。lm/0234no<=d
>;pq,rs5,t^_`&>?。
Ä;<$YZ[\: kefilmo[1ùú
uvw/01 / 34nobc'(1<=,5Rxy<=
d>;zA。{C|}/01 / 234~R>? 3
^ 4 ^。d 2;4'(Ts,
,2)52|}。
jklm$YZ[\: 237ÄÃ47jÔÈ,ÉÈs
ÇÈ7ef
2>;q'(ST ¡;5¢£;@¤,¥
¤2¦¤,2't§¨T©¤;?Qª2«¬。
®¯1°A¢±²³v´¤µ¢;ST。(¤P@¶
·,R¨T56´¤。¸¹>?uv i / s<
7$YiYå÷i5à6!!"#è。©\r
$%&'³ÏÐGlmo[7()*+,ü,%
-\³Ä*B.lm[\。høýç/lm、e0l
m、àálm、1»、2às3jk45,67©w
ek7$YZ[\(Ä;<、 3 ^2 4 ^)。¸t
^5,ºv»¼½、¾?、¿À&;?Q2'(Á。

References
National Pressure Ulcer Advisory Panel. (2016). Press release - National Pressure Ulcer Advisory Panel (NPUAP)
announces a change in terminology from pressure ulcer to pressure injury and updates the stages of pressure injury.
Available at www.npuap.org/national-pressure-ulcer-advisory-panel-npuap-announces-a-change-in-terminologyfrom-pressure-ulcer-to-pressure-injury-and-updates-the-stages-of-pressure-injury/ accessed on 31.05.2018.
National Pressure Ulcer Advisory Panel and European Pressure Ulcer Advisory Panel. Prevention and Treatment of
Pressure Ulcers: Clinical Practice Guideline. Washington, DC: National Pressure Ulcer Advisory Panel; 2009.
National Pressure Ulcer Advisory Panel, European Pressure Ulcer Advisory Panel and Pan Pacific Pressure Injury
Alliance. (2014). Prevention and Treatment of Pressure Ulcers: Clinical Practice Guideline. Emily Haesler (Ed.).
Cambridge Media: Osborne Park, Australia.

The implementation of a standardard prevention protocol helps to reduce
BIPAP device related pressure ulcers in HKSH
Chan Suk Chu Gillian RN BN MSc (MHC) FHKAN (Surgical)
Hong Kong Sanatorium & Hospital
UCSF Medical Center
Institute for Nursing Excellence
Purpose
The purpose of the project was to introduce a new Bilevel Positive Airway Pressure (BIPAP) Skin Protection Protocol to
prevent BIPAP device-related pressure ulcers and to evaluate the effectiveness of protocol implementation in preventing skin
injury.
Background
Medical Device Related Pressure Ulcers (MDRPUs) are pressure injuries associated with the use of devices applied for
diagnostic or therapeutic purposes wherein the pressure ulcer (PU) that develops has the same configuration as the device.
MDRPUs are reported as 25-29% of Hospital Acquired Pressure Ulcers (HAPUs). Many institutions have reported decreasing
incidence in sacral or heel PU incidence, but MDRPUs persist. Hong Kong Sanatorium and Hospital strove to prevent HAPUs
but found that MDRPUs increased in incidence while other high risk areas improved. The highest risk devices reported for
MDRPU are respiratory device-related pressure ulcers. Therefore, this project focused on BIPAP-related Pressure Ulcer
prevention using an evidence-based practice approach.
Methods
The intervention included education regarding MDRPUs prevention to ICU and Assisted Ventilation ward staff and a new
poster of BIPAP skin protection protocol to guide practice. The sample included patients requiring BIPAP to assist ventilation
under care in ICU and Assisted Ventilation Ward from May to October 2016 (total 24 weeks). Audits were completed after
initiating the new skin protection bundle to evaluate the practice change.
Results
A total of 67 patients from ICU and Ventilation Ward were audited after the intervention of using the BIPAP skin protection
protocol. Two BIPAP-related PUs were reported with a prevalence rate of 2.98% (2/67), decreased from the pre-intervention
rate of 7.81% (5/64), with an overall 64% reduction in MDRPUs with the intervention. (Further improvement and reduction
of prevalence rate to 1.26% after one year).
Conclusions
Adherence to the BIPAP skin protection protocol decreases the likelihood of PU development. The protocol can facilitate
early detection and prevention of MDRPUs. Hospital Acquired Pressure Ulcer is considered a quality indicator among
healthcare systems. Therefore, an evidence-based standardized prevention protocol becomes an essential component of
overall pressure ulcer prevention strategies. This BIPAP-related PU prevention project reduced the incidence by 60%,
increasing staff awareness and alertness in early recognition and prevention of skin injury. However continuous education,
training, and compliance audit in following the protocol and documentation are crucial to sustain the improvement, Wound
Care Link Nurses will take the lead to maintain a current guideline, collect feedback and monitor to promote skin integrity.
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Important Notice From Editor
Dear all HKETA members,
Thank you for the all along supports to HKETA newsletters. The newsletter is an essential tool to
share our good nursing practices in stoma and wound care from different workplaces. The editorial
sub- committees will continue our jobs to maintain this tradition. Nevertheless, as we are promoting a
green society now, an electronic version of newsletter is one of the effective way to attain such aim.
Therefore, we are decided that there will be no more paper format of newsletter from the next issue.
The electronic newsletter will be directly access in HKETA website. In order to allow you to adapt the
change, this issue of newsletter is the last issue in paper format and sending to your home by mail, as
the same time, you can also access it in our HKETA website: http://www.etnurse.com.hk/
Once again, thank you so much for the supports to us!
Sincerely Yours,
Pang Shuk Yi (Chairperson of Editorial Subcommittee)

