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Pressure ulcers, commonly known as bedsores or pressure sores, are a significant concern in elderly
populations, especially among those residing in nursing homes or long-term care facilities. These wounds result
from prolonged pressure on the skin and underlying tissues, often over bony prominences, leading to localized
ischemia and tissue necrosis. In a 70-year-old male nursing home resident, the development of a dermal pressure
ulcer is a common yet preventable complication that warrants thorough understanding, prompt intervention,
and effective management.

This article explores the nature of dermal pressure ulcers, their most common causes, risk factors, stages,
preventive measures, and treatment options, providing comprehensive insights into this prevalent condition.

Understanding Dermal Pressure Ulcers

What Are Pressure Ulcers?
Pressure ulcers are localized injuries to the skin and underlying tissues that usually develop over bony areas
subjected to prolonged pressure, friction, or shear. They are classified into stages based on severity, ranging
from superficial skin damage to full-thickness tissue loss.

Common Locations
Pressure ulcers most frequently develop over:
- Sacrum and coccyx
- Heels
- Ischial tuberosities
- Greater trochanters
- Elbows
- Scapulae

In elderly patients, skin fragility and decreased tissue perfusion increase vulnerability, especially in these areas.

Why Are Elderly Nursing Home Residents at Increased Risk?

Age-Related Skin Changes
As individuals age, their skin becomes:
- Thinner and less elastic
- More fragile and prone to tearing
- Reduced collagen and elastin fibers

These changes diminish the skin's resilience against pressure and friction.



Comorbidities and Reduced Mobility
Many elderly residents have conditions such as:
- Parkinson’s disease
- Stroke
- Diabetes mellitus
- Cardiovascular diseases

which impair mobility and sensation, increasing the risk of pressure ulcer development.

Impaired Circulation and Nutrition
Poor blood flow and inadequate nutritional intake hinder skin healing and increase susceptibility to skin
breakdown.

Incontinence
Chronic moisture from incontinence can macerate the skin, making it more vulnerable to breakdown.

The Most Common Causes of Dermal Pressure Ulcers in Elderly
Nursing Home Residents

Prolonged Pressure
The primary cause of pressure ulcers is sustained pressure that exceeds capillary closing pressure (~32 mm
Hg), impairing blood flow.

Friction and Shear
Friction occurs when the skin rubs against bedding or clothing, while shear involves the sliding of skin over
underlying tissues, both damaging skin integrity.

Moisture and Skin Maceration
Excess moisture from sweat, urine, or feces weakens the skin barrier, increasing vulnerability.

Inadequate Repositioning
Failure to regularly shift the resident’s position leads to continuous pressure on vulnerable areas.

Risk Factors for Pressure Ulcers in the Elderly

- Immobility or decreased mobility
- Malnutrition and dehydration
- Incontinence
- Reduced sensation
- Chronic illnesses such as diabetes



- Poor skin hygiene
- Medical devices causing pressure or friction
- Advanced age-related skin changes

Stages of Pressure Ulcers

Understanding the staging of pressure ulcers guides treatment and prognosis.

Stage I
Non-blanchable erythema of intact skin. The area may be painful, firm, soft, or warmer than adjacent tissue.

Stage II
Partial-thickness skin loss involving the epidermis and/or dermis. Presents as a blister or shallow open ulcer.

Stage III
Full-thickness tissue loss with visible fat. The ulcer appears as a deep crater.

Stage IV
Full-thickness tissue loss with exposed bone, tendon, or muscle. Often associated with undermining and sinus
tracts.

Preventing Dermal Pressure Ulcers in Nursing Home Residents

Prevention is key in managing pressure ulcer risk, especially in vulnerable elderly populations.

Repositioning and Offloading
- Turn residents at least every two hours.
- Use repositioning schedules and assistive devices.
- Elevate heels off the bed to reduce pressure.

Skin Care and Hygiene
- Keep skin clean and dry.
- Apply moisturizers to prevent dryness.
- Use barrier creams for incontinence-related moisture.

Support Surfaces
- Utilize specialized mattresses, overlays, or cushions.
- Consider alternating pressure mattresses for high-risk residents.



Nutrition and Hydration
- Ensure adequate caloric, protein, vitamin, and mineral intake.
- Address hydration status regularly.

Managing Moisture and Friction
- Use gentle cleaning techniques.
- Employ protective dressings or moisture barriers.
- Avoid friction during repositioning.

Monitoring and Early Detection
- Regular skin assessments.
- Promptly address skin changes or injuries.

Management of Dermal Pressure Ulcers

Effective management involves a multidisciplinary approach, including wound care specialists, nutritionists,
and nursing staff.

Assessment
- Determine ulcer stage and extent.
- Identify infection signs or necrosis.
- Evaluate patient comorbidities.

Wound Care Strategies
- Debridement: removal of necrotic tissue via surgical, enzymatic, or autolytic methods.
- Appropriate dressings: hydrocolloids, foams, alginates, or antimicrobial dressings.
- Infection control: antibiotics if necessary.
- Maintaining a moist wound environment to promote healing.

Adjunct Therapies
- Negative pressure wound therapy (NPWT)
- Electrical stimulation
- Hyperbaric oxygen therapy (in select cases)

Addressing Underlying Factors
- Optimize nutrition.
- Manage comorbidities.
- Improve mobility.



Prognosis and Outcomes

The healing of pressure ulcers in elderly residents varies based on stage, comorbidities, and care quality. Early
intervention can significantly improve outcomes. However, advanced stages may result in complications such
as infections, sepsis, or osteomyelitis, especially in frail elderly patients.

Conclusion

A 70-year-old male nursing home resident developing a dermal pressure ulcer underscores the importance of
preventive care, early detection, and prompt management. These ulcers are most often caused by sustained
pressure over bony prominences, compounded by factors like immobility, poor nutrition, and skin fragility
inherent in the elderly. Implementing comprehensive prevention strategies—including regular repositioning, skin
care, nutritional support, and appropriate support surfaces—can significantly reduce the incidence of pressure
ulcers. When they do occur, multidisciplinary treatment focusing on wound management, addressing underlying
conditions, and supportive care is essential for promoting healing and preventing complications.

By understanding the causes, risk factors, and best practices in prevention and treatment, healthcare providers
and caregivers can improve quality of life for elderly residents and reduce the burden associated with pressure
ulcers.

Frequently Asked Questions

What are the most common causes of dermal pressure ulcers in elderly
nursing home residents?

Prolonged pressure on bony prominences due to immobility, reduced sensation, poor nutrition, and moisture are
the most common causes of dermal pressure ulcers in elderly nursing home residents.

Which areas are most frequently affected by pressure ulcers in elderly
patients?

Typically, the sacrum, coccyx, heels, hips, and sacral region are most commonly affected due to their
prominence and susceptibility to pressure when lying or sitting for extended periods.

How does immobility contribute to the development of pressure ulcers in
elderly patients?

Immobility leads to sustained pressure on certain skin areas, impairing blood flow and oxygen delivery to
tissues, which causes tissue ischemia and necrosis, resulting in pressure ulcers.

What are the stages of pressure ulcers most often seen in elderly nursing
home residents?

They are most often classified as Stage I (non-blanchable erythema), Stage II (partial-thickness skin loss), or
Stage III (full-thickness skin loss), with Stage I and II being most common initially.

What factors increase the risk of developing pressure ulcers in elderly



nursing home residents?

Factors include advanced age, limited mobility, poor nutritional status, incontinence, sensory impairment, and
medical comorbidities such as diabetes or vascular disease.

What preventive measures can be taken to reduce the risk of pressure ulcers
in nursing home residents?

Regular repositioning, use of pressure-relieving mattresses, maintaining good skin hygiene, ensuring proper
nutrition, and managing moisture are key preventive strategies.

How is a dermal pressure ulcer typically managed in elderly nursing home
residents?

Management involves relieving pressure, wound care with appropriate dressings, infection control, nutritional
support, and sometimes surgical intervention for severe cases.

Why are elderly patients more susceptible to developing pressure ulcers
compared to younger individuals?

Elderly patients have thinner skin, decreased subcutaneous fat, reduced blood flow, and impaired healing
capacity, all of which increase susceptibility.

What is the importance of early detection and treatment of pressure ulcers
in nursing home residents?

Early detection and treatment prevent progression to more severe stages, reduce infection risk, promote better
healing, and improve overall quality of life.

Additional Resources
Dermal Pressure Ulcer in a 70-Year-Old Male Nursing Home Resident: An In-Depth Analysis

---

Introduction

Pressure ulcers, also known as decubitus ulcers or bedsores, are localized injuries to the skin and underlying
tissue resulting from prolonged pressure, often over bony prominences. They are a significant concern in elderly
populations, especially among residents of nursing homes and long-term care facilities. This review aims to
explore the development of a dermal pressure ulcer in a 70-year-old male nursing home resident, emphasizing the
most common contributing factors, pathophysiology, prevention strategies, and treatment modalities.

---

Understanding Pressure Ulcers: Definition and Pathophysiology

What Are Pressure Ulcers?
Pressure ulcers are damage to the skin and underlying tissues caused by sustained pressure, often in individuals
with limited mobility. They typically occur over bony prominences such as the sacrum, heels, hips, elbows, and
scapulae.

Pathophysiology
The development of pressure ulcers involves a complex interplay of factors:



- Prolonged Pressure: Sustained external pressure exceeding capillary filling pressure (~12-32 mm Hg) impairs
blood flow, leading to ischemia.
- Friction and Shear: Mechanical forces that damage skin integrity and disrupt blood flow.
- Moisture: Excessive moisture from sweat, urine, or feces can macerate the skin, increasing vulnerability.
- Immobility: Reduced ability to shift weight or reposition accelerates tissue ischemia.
- Poor Nutrition: Deficiencies impair wound healing and tissue resilience.
- Comorbidities: Conditions like diabetes, vascular disease, or anemia exacerbate risk.

---

Epidemiology and Significance

Prevalence in Elderly Nursing Home Residents
Pressure ulcers are common among elderly individuals in long-term care, with prevalence rates reported between
10% and 30%. The risk increases with age, frailty, and the presence of comorbid conditions.

Impact
They contribute to significant morbidity, including:

- Pain and discomfort
- Increased risk of infections (cellulitis, osteomyelitis, sepsis)
- Longer hospital stays
- Elevated healthcare costs
- Diminished quality of life

---

Case Focus: A 70-Year-Old Male Nursing Home Resident

Patient Profile
- Age: 70 years
- Living Situation: Long-term care facility
- Medical History: May include hypertension, diabetes, limited mobility, or neurological deficits
- Presenting Issue: Development of a dermal pressure ulcer

Most Often: The development of pressure ulcers in such patients is most often linked to immobility, poor
nutritional status, and inadequate repositioning.

---

Contributing Factors in this Case

1. Immobility and Reduced Mobility

- Primary Cause: The inability to reposition oneself or shift weight regularly leads to sustained pressure over
bony areas.
- Impact: This continuous pressure impairs capillary blood flow, causing ischemia and tissue necrosis.
- Assessment: In nursing home residents, factors like stroke, Parkinson's disease, or cognitive impairment often
contribute to immobility.

2. Age-Related Skin Changes

- Thinning and Loss of Elasticity: Elderly skin becomes less elastic and more fragile.
- Reduced Collagen Content: Impairs wound healing.
- Decreased Vascularity: Slows tissue repair and increases susceptibility to ischemia.

3. Nutritional Deficiencies

- Protein, Vitamin C, and Zinc Deficiency: Critical for collagen synthesis and tissue repair.



- Malnutrition: Common in elderly or cognitively impaired individuals, impairing wound healing and skin integrity.

4. Incontinence and Moisture

- Maceration of Skin: Prolonged exposure to moisture from incontinence weakens skin defenses.
- Increased Infection Risk: Moisture fosters bacterial overgrowth, complicating ulcers.

5. Medical Comorbidities

- Diabetes Mellitus: Impaired microvascular circulation and neuropathy.
- Vascular Disease: Reduced blood flow impairs healing.
- Neurological Conditions: Altered sensation may delay recognition of pressure points.

6. Inadequate Repositioning and Care

- Staffing Challenges: Limited staff or training may result in infrequent repositioning.
- Lack of Support Surfaces: Absence of specialized mattresses or cushions exacerbates pressure.

---

Stages of Pressure Ulcers and Clinical Presentation

Stage I: Non-blanchable erythema of intact skin. Usually presents as redness over bony prominence.

Stage II: Partial-thickness skin loss involving epidermis or dermis. Presents as a blister or shallow open ulcer.

Stage III: Full-thickness tissue loss with visible adipose tissue. May have undermining or tunneling.

Stage IV: Full-thickness tissue loss with exposed bone, tendon, or muscle. Often involves extensive necrosis.

Deep Tissue Injury: Persistent non-blanchable purple or maroon discoloration. May evolve into a full-thickness
ulcer.

---

Diagnostic Evaluation

- History: Onset, progression, pain, or discomfort.
- Physical Examination: Location, size, depth, necrotic tissue, infection signs.
- Imaging: X-rays or MRI if osteomyelitis is suspected.
- Laboratory Tests: Wound cultures, blood counts, nutritional markers.

---

Prevention Strategies: The Cornerstone

Multifaceted Approach
Prevention is paramount and involves coordinated efforts:

- Regular Repositioning: At least every 2 hours for bedridden patients.
- Support Surfaces: Use of pressure-relieving mattresses and cushions.
- Skin Care: Maintain skin hydration, keep dry, and assess regularly.
- Nutritional Support: Adequate caloric, protein, vitamin, and mineral intake.
- Moisture Management: Use of barriers and absorbent products.
- Staff Education: Training on pressure ulcer risk assessment and care protocols.
- Risk Assessment Tools: Such as the Braden Scale to identify high-risk individuals.

---



Management of Pressure Ulcers

Goals: Promote healing, prevent infection, and prevent recurrence.

1. Wound Care

- Debridement: Removal of necrotic tissue via surgical, enzymatic, or autolytic methods.
- Dressing Selection: Moisture-retentive dressings (hydrocolloids, hydrogels, foams).
- Infection Control: Antibiotics only if infection is confirmed; signs include purulence, erythema, and systemic
symptoms.

2. Addressing Underlying Factors

- Optimize Nutrition: Supplementation with proteins, vitamins, and minerals.
- Improve Mobility: Physical therapy and assistive devices.
- Manage Comorbidities: Tight glycemic control, vascular management.

3. Advanced Therapies

- Negative Pressure Wound Therapy (NPWT): Promotes granulation tissue.
- Skin Grafts and Flaps: For large or non-healing ulcers.
- Emerging Treatments: Growth factors, stem cell therapy, or bioengineered skin substitutes.

---

Complications and Prognosis

Potential Complications:

- Infection: Cellulitis, abscess formation, osteomyelitis.
- Sepsis: Especially in immunocompromised or elderly patients.
- Chronic Wounds: Difficult to heal, requiring long-term management.
- Amputation: In severe cases with extensive tissue destruction.

Prognosis:
Dependent on ulcer stage, patient comorbidities, and quality of care. Early intervention improves outcomes.

---

Special Considerations in Elderly Patients

- Cognitive Impairment: May hinder cooperation with care plans.
- Polypharmacy: Some medications impair wound healing or increase fall risk.
- Psychosocial Factors: Depression or social isolation may impact motivation for self-care.
- Ethical and Palliative Care: For patients with poor prognosis, focus on comfort and quality of life.

---

Conclusion

The development of a dermal pressure ulcer in a 70-year-old male nursing home resident most often results from
a combination of factors, primarily immobility, poor nutritional status, and inadequate repositioning. Elderly
individuals are particularly vulnerable due to skin changes, comorbidities, and environmental factors within
care settings. Prevention remains the most effective strategy, emphasizing regular repositioning, skin care,
nutritional support, and use of pressure-relieving devices.

When ulcers develop, a multidisciplinary approach involving wound care specialists, nutritionists, physical
therapists, and nursing staff is essential for effective management. Early recognition, proper wound care, and
addressing underlying risk factors can significantly improve healing outcomes and reduce the risk of severe



complications. Ultimately, comprehensive and individualized care plans are vital in managing pressure ulcers and
enhancing the quality of life for elderly nursing home residents.

---
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