
A Guide to 
Pressure Injury 
Prevention and 
Treatment



• Screen all individuals for pressure injury (PI) risk as soon as possible after admission
• Use the screening outcome to select individuals who require a full risk assessment
• Include the individual, their informal caregivers and multidisciplinary team in care planning
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Conduct nutritional screening 
using a valid, reliable and 
appropraite tool

Conduct a 
pain 
assessment

Ongoing risk
assessment

This is a companion document to the 2019 International Guideline and does not include all recommendations. Refer to EPUAP/NPIAP/PPPIA 2019 International Guideline for 
considerations, qualifiers and guidance.
Reproduced with permission from Pan Pacific Pressure Injury Alliance. https://pppia.org/static/pdfs/PPPIA-preventandtreat-FLOWCHART-adults-simplified.pdf; accessed 23June2021.

DOCUMENT
All assessments

All management plans
All interventions

n Assess pressure injury risk using a structured approach and consider:
– Mobility and activity status
– Diabetes mellitus
– Perfusion/circulation status
– Nutrition, sensory perception, age skin moisture, blood tests,

general health
– Existing stage 1 Pls
– Existing other Pls
– Body tempurature

Strategies for adults at high risk
n Use a high specification foam pressure

redistributing support surface or alternating
pressure support surface or specialty
support surface for individuals with a PI

n Provide nutritional intake of 30-35kcal/kg
body weight and 1.2-1.5g protein/body
weight daily

PI Assessment
n Using a uniform and consistent method to

measure wound dimensions
n Determine microbial burden by tissue biopsy

or semi-quantitative swab + microscopy
n Evaluate for osteomyelitis with exposed bone

or failure to heal

Manage pain
n Individualise care
n Use non-pharmacological pain

management strategies
n Consider using a topical opioid
n Administer analgesia regularly

n Assess PI at least weekly
n Consider using validated tool to monitor healing

Strategies for adults at
lower risk
n Use a high specification

foam pressure
redistributing support
surface

n Optimise nutritional intake
of energy and protein

n Assess skin and tissue with
every risk assessment and consider:
– Eryhema and its cause
– Skin and tissue temperature
– Skin under devices and

prophylactic dressings
– Tissue consistency/oedema
– Vascular/perfusion status

YES

NO

Arrange for comprehensive  
nutritional assessment by a 
qualified health professional

Does
 individual have 

nutritional risk OR 
existing PI?

YES NO

YES

NO

Does 
individual have 

existing PI?

Does 
individual have high 

risk of PI?

Stage the PI using the 
NPUAP/EPUAP 2014 
PT classification 
system (available at 
pppia.org)

Strategies for adults at all risk levels
n Implement individualised repositioning based on activity, mobility, independence and other facors
n Implement a  SKIN HYGIENE  care plan
n Consider using  PROPHYLACTIC DRESSINGS
n Select appropriate and correctly fitted medical devices, regularly monitor securements
n Provide education, skills training and psychosocial support

  WOUND CARE
n Cleanse the PI and debride devitalised tissue if perfusion is adequate
n Use topical antiseptics to control microbial burden and in conjunction 

with debridement when biofilm is confirmed or suspected
n Select a wound dressing based on goals
n Consider using negative pressure wound therapy

PPPIA PRESSURE INJURY FLOW CHART FOR ADULTS (simplified)



Stages in pressure injuries

STAGE 1 
Intact skin with a localized area of 
non-blanchable erythema; may appear 
differently in darkly pigmented skin  

STAGE 4 
Full-thickness skin and tissue loss with 
exposed or directly palpable fascia, muscle, 
tendon, ligament, cartilage or bone in the ulcer.  

UNSTAGEABLE  
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. 

STAGE 3 
• 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.

Eschar Slough

National Pressure Injury Advisory Panel September 2016 

STAGE 2 
• Partial-thickness loss of skin with exposed

dermis
• Wound bed is viable, pink or red, moist,

and may also present as an intact or ruptured
serum-filled blister

– Adipose (fat) and/or deeper tissues are not
visible

– Granulation tissue, slough and eschar are not
present



DEEP TISSUE INJURY 
• 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.

• Discoloration may appear differently in 
darkly pigmented skin.

National Pressure Injury Advisory Panel September 2016 

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. These ulcers cannot be staged.

MEDICAL DEVICE-RELATED 
PRESSURE INJURY 
DEFINITION 
• Results 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/graded 

according to the pressure ulcer/injury 
classification system.

Stages in pressure injuries



Preventive skin care starts with 
good skin hygiene
Cleanse the skin1

• Keep skin clean especially after episode of incontinence
• Avoid using alkaline soaps and cleansers

Moisturize the skin with emollient1

• Preserves the skin’s barrier function

Apply skin protectant1

• Provides a barrier to penetration by water, urine, stool and associated irritants

PPPIA flow chart

References: 
1. European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and Treatment of Pressure Ulcers/Injuries: Clinical Practice 
Guideline. Emily Haesler (Ed.). EPUAP/NPIAP/PPPIA: 2019.

SECURA◊

Total Body Foam Cleanser 
and Personal Cleanser NO-STING SKIN-PREP◊ 

Skin Protectant

SECURA◊

Moisturisers
SECURA◊

Protectants

CLEANSE MOISTURIZE PROTECT
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ALLEVYN LIFE
Sacrum Dressing

ALLEVYN LIFE
Dressing 

ALLEVYN LIFE
Heel Dressing

ALLEVYN
GENTLE BORDER
Square Dressing

ALLEVYN
GENTLE BORDER
Sacrum Dressing

ALLEVYN
GENTLE BORDER

Heel Dressing

ALLEVYN
GENTLE BORDER
Multiuse Dressing

The ALLEVYN◊  LIFE difference
• Unique five layers construction re-distribute pressure, reduce friction and shear.1,2

• Improves dressing conformity and patient comfort3,4,5

• Proven to reduce risk of pressure injury when used as part of pressure injury protocol6

ALLEVYN◊  GENTLE BORDER 
Foam Dressings

• ALLEVYN GENTLE BORDER Dressings are versatile, conformable and easy to cut,7-11

 making it ideal to protect skin under medical-devices
• The multi-way stretch helps application on awkward areas and joints7-9,11

“Use a soft silicone multi-layered foam dressing to protect 
the skin for individuals at risk of pressure injuries.”18

2019 Guidelines for prophylactic 
dressing in Pressure Injury Prevention

 

ALLEVYN 
GENTLE BORDER LITE 

Square Dressing

ALLEVYN 
GENTLE BORDER LITE 

Rectangle Dressing

ALLEVYN◊ GENTLE BORDER 
LITE Dressings

ALLEVYN GENTLE BORDER 
LITE Dressings conform to the 
contours of the face12,13 and 
help protect skin exposed to 
pressure and friction.12,14-17

PPPIA flow chart



T.I.M.E. clinical decision support tool

†NPWT: Negative Pressure Wound Therapy. ‡ Level of exudate for wounds suitable for NPWT. § SECURA Range includes SECURA Moiturising Cleanser, SECURA Total Body Foam, SECURA 
Dimethicone Protectant, SECURA Extra Protective Cream, No Sting Skin Prep; PROSHIELD Range includes PROSHIELD Plus and PROSHIELD Foam and Spray. ∞ Biofilm wound care: Debridement, 
cleanse and use anti-biofilm agent. ++ Debride and cleanse and use effective topical antimicrobial as per local protocol.

References: 1. Schultz GS, et al. Wound Rep Reg (2003);11:1–28. 2. Leaper DJ, et al. Int Wound J 2012; 9 (Suppl. 2):1–19. 3. International Wound Infection Institute (IWII) Wound infection in 
clinical practice. Wounds International (2016). 4. Weir D, Schultz G. Assessment and Management of Wound-Related Infections. In Doughty D & McNichol L (Eds.). Wound, Ostomy and Continence 
Nurses Society Core Curriculum: Wound Management (p. 156–180). 2016. Philadelphia: Wolters-Kluwer. 5. Wolcott RD, et al. J Wound Care 2010;19(2):45–53. 6. Schultz G, et al. Wound Repair 
Regen 2017;25(5):744–757. 7. Ayello EA, et al. Wounds Int 2012;1–24. 8. Smith G, et al. Journal of Wound Care 2010;19(9):396–402. 9. Moore Z, et al. Journal of Wound Care, 
2019;28(3):154–161.  10. European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and Treatment of Pressure 
Ulcers/Injuries: Clinical Practice Guideline. Emily Haesler (Ed.) EPUAP/NPIAP/PPPIA: 2019. 11. Developed with the support of Glenn Smith8 and Moore et al. 20199

The products used in the T.I.M.E. clibical decision support tool may vary in different markets. Not all products referred to may be approved for use or available in all markets. Please consult 
your local Smith+Nephew representative for further details on products available in your market.

PPPIA flow chart

 

T
Tissue  

non-viable1,2

I
Infection and / or  
Inflammation1,2

M
Moisture  

imbalance1,2

E
Edge of wound 

non-advancing1,2

  

Restore moisture balance

Hydrogel*

ALLEVYN◊ GENTLE  
BORDER, ALLEVYN  

GENTLE, DURAFIBER 
PICO◊‡

INTRASITE GEL 
or INTRASITE 

CONFORMABLE 
Dressing

ALLEVYN LIFE,  
ALLEVYN LIFE Non-

Bordered, DURAFIBER  
or RENASYS◊

Foam, gelling fibre or NPWT†

Dry   

Promote epithelialisation and healthy periwound skin

NPWT and skin care**

PICO or RENASYS System 
SECURA◊  Range§

Non-advancing or abnormal wound edge

Spreading or  
systemic infection3,4

Manage bioburden

 

IODOSORB◊ 0.9% 
Cadexomer Iodine 

Ointment / 
IODOFLEX◊

Cadexomer Iodine 
Dressing

Biofilm wound care∞5,6 Local wound infection management++3,4,7

ACTICOAT◊ Antimicrobial Barrier Dressing 
ALLEVYN Ag  Silver foam dressing 

For spreading or systemic infection management, 
immediately refer to appropriate specialist 

Overt (classic)3,4Biofilm3-6 and/or 
covert (subtle)3,4Slough

Debridement

 Hydrogel*

INTRASITE◊ GEL 
or INTRASITE 

CONFORMABLE  
Dressing

Deslougher*

IODOFLEX◊ or  
IODOSORB◊ Range

Necrotic

 
Viable healthy 

wound bed

3. WOUND
MANAGEMENT

OUTCOME 

Optimal moisture 
balance

3. WOUND
MANAGEMENT

OUTCOME 

Non-inflamed, 
non-infected wound

3. WOUND
MANAGEMENT

OUTCOME 

Advancing edge 

3. WOUND
MANAGEMENT

OUTCOME 

of wound

 

EVALUATE and reassess the treatment and wound management outcomes
Evaluate: Record wound progression within given timelines.  

Flag if no change, go back to A, B, C and change treatment where indicated. Repeat pressure injury risk assessment as per your protocol.
E

D

A B C

  
ST

A
R

T 
H

ER
E ASSESS patient, wellbeing 

and wound9,10
BRING  in multi-disciplinary 
team (MDT) and informal carers 
to promote holistic patient care

CONTROL or treat underlying 
causes and barriers to wound 
healing 

 DECIDE appropriate treatment



INTRASITE◊ GEL
Hydrogel Wound Dressing
A non-adherent hydrogel that rehydrates necrotic tissue, 
promoting autolytic debridement.1-10,12,13,30 

Effective debridement and desloughing
Effective rehydrating action can produce rapid debridement 
of necrotic tissue3,6,20,21-26 whilst preserving the surrounding 
viable skin.5,9,11,18,19,27

Easy application
The unique APPLIPAK◊ system provides simple, 
directable and controlled application, 
even in awkward wound sites.1,2,6,9,12,13-18,28,29

Autolytic debridement can be carried out by any clinician
Also available as INTRASITE Autolytic debridement can be carried out by any clinician.

Also available as INTRASITE CONFORMABLE Conformable Hydrogel Dressing

VERSAJET◊ II 
Hydrosurgery System
VERSAJET reduces the need for radical wound excision, instead facilitating removal of 
necrosis and other unwanted material from the wound surface, thus preserving more 
viable tissue1-3

Helps enable a surgeon to:
• Preserve viable tissue and reduce number of debridement procedures1-3

• Effectively remove embedded contaminants1-4

• Create a smooth wound bed which may enhance graft take5

T.I.M.E. Portfolio Solutions



IODOSORB◊

0.9% Cadexomer Iodine Dressings

The unique dual action of IODOSORB is particularly effective in the disruption of biofilm:1-7

1. High absorptive property
• Dehydration of the biofilm matrix2

• Desloughing action8-9

• Promotes autolytic debridement10

2. Antimicrobial 0.9% Iodine
• Killing the exposed biofilm bacteria2 
• Sustained gentle release of iodine11,12

• Broad spectrum antimicrobial efficacy13-15

T.I.M.E. Portfolio Solutions

ACTICOAT◊ 
Antimicrobial Barrier Dressings
Our ACTICOAT range of dressings starts killing 
bacteria in as little as 30 minutes1-4 

With a sustained action of up to seven days 
for ACTICOAT 7 and ACTICOAT Flex7 
dressings9,10,13,15, and up to three days for 
ACTICOAT and ACTICOAT Flex 3.3.14,

• Fast acting1-4

• Releases silver into the wound14-16,18 for infection1-4

• Sustained action up to 3 or 7 days9,10,13-17



ALLEVYN◊ 
Foam Dressing
• Unique triple layer structure ensures optimal fluid handling for moist wound healing.1

• Absorbent hydrocellular foam core absorbs excess fluid while maintaining a moist wound environment, which promotes 
 faster wound healing.2-8

• High moisture vapour transmission top film, allows for transpiration of exudate. This top film is a barrier against bacteria 
including MRSA.9-11

• Non-adherent wound contact layer allows friable granulation tissue to stay on the wound bed, allowing wound healing 
 to continue undisturbed upon dressing removal.4-6,12,13

ALLEVYN◊ Ag 
Antimicrobial Foam Dressing
The silver sulphadiazine antimicrobial impregnated in the foam provides sustained release of silver to the wound bed, and is 
effective for up to 7 days (in vitro).14,15

• Effective against a broad spectrum of Gram-positive and Gram-negative bacteria, yeast and fungal wound pathogens (in vitro).9

• Effective against antibiotic resistant bacteria such as Pseudomonas, MRSA and vancomycin resistant enterococci (VRE).9

• Can stay in place for up to 7 days, dependent on wound type and patient exudate levels.5,12,16,20

ALLEVYN  Ag Adhesive ALLEVYN Ag Non-Adhesive

ALLEVYN 
Ag Gentle Border

 

 

ALLEVYN ADHESIVE 
Foam Dressing 

ALLEVYN NON-ADHESIVE 
Foam Dressing 

ALLEVYN◊ GENTLE BORDER
Foam Dressing
Versatile, patient-centric design helps you by caring for your patient1,2

Breathable top film to release moisture as 
needed to create a moist wound healing 
environment for optimum wound healing4-7

Hydrocellular foam core pad to absorb exudate3

Wound contact layer with soft silicone adhesive 
for easy application and minimal pain and trauma 
for the patient on removal4

T.I.M.E. Portfolio Solutions



ALLEVYN◊ Life
Foam Dressing
With its unique quadrilobe shape, wide borders and flexible 
five layers, the ALLEVYN◊ LIFE mode of action is designed to 
help patients get back to their real lives.3,8

 

 2

The foam layer quickly absorbs exudate 
vertically and transfers it away from the 
wound and peri-wound6,8,10.

The soft silicone adhesive wound contact 
layer provides the optimal balance of 
adherence and gentleness1,8,18,19, enabling 
the dressing to be lifted and repositioned 
on application5 and helping to minimise 
pain during dressing changes8.

 1

5

The breathable top film allows 
evaporation23 of fluid reducing the volume 
of fluid in the dressing. It also provides a 
moisture and bacterial barrier.

4

The EXUMASK◊ layer effectively minimises 
visual impact of absorbed exudate3,4,22. It 
also works as an indicator as to when to 
change the dressing, minimising clinically 
unnecessary dressing changes4.

3

The hyper-absorber lock-away layer with 
EXULOCK◊ Technology absorbs exudate 
and spreads it laterally across the 
dressing to utilise the entire dressing area. 
It locks in exudate helping to prevent 
leakage6,8,20,21.

T.I.M.E. Portfolio Solutions

DURAFIBER◊

Gelling Fibre Dressing
• Highly absorbent1

• Retains/locks in fluid, even under compression
• Minimises risk of pooling1-3,6

• Reduces dead space where bacteria may proliferate7,8

• Conforms intimately to the wound bed5,7

• Soft and highly conformable4,5

• Intact, one-piece removal5

• Can be left in place for up to seven days



PICO◊ Single Use Negative Pressure Wound 
Therapy System  

PICO 14
*Pump duration 14 days 

PICO 7
*Pump duration 7 days 

Anatomy of dressing
PICO multi-function dressings2 
provide you and your patients with 
the benefits of a gentle,3 absorbent2 
and evaporative2 dressing that has 
also been engineered to ensure 
effective negative pressure2 is 
delivered on to the wound.

Super absorbent core 
locking exudate away 
from wound2,4,5*

Pioneering AIRLOCK Technology 
transmits pressure evenly across 
whole wound bed2

Silicone adhesive layer 
protects the wound 
environment and helps to 
minimise pain on removal1,2

Top film layer has a high 
moisture vapour transmission 
rate2 and protects the wounds 
from external contamination1

Approximately 20% 
fluid still remains in 
the dressing

Absorption2*

Evaporation2*

20%
On average 80% of 
the exudate is lost 
by evaporation80%

T.I.M.E. Portfolio Solutions



RENASYS◊ TOUCH Negative Pressure 
Wound Therapy System
• Intuitive, user-friendly touchscreen interface for quick, easy-to-learn operation1,2

• Clinically effective for a range of chronic and acute wounds across a variety 
of care settings3

• Adjustable compression rate and variable intermittent mode allow for tailoring 
the therapy to an individual patient’s needs and comfort2

• The leak gauge is designed to aid clinicians in locating and resolving air leaks2 
• Easy-to-use onscreen quick reference guide supports device operation2,4

• Detailed pump activity log enables monitoring of patient concordance
• Up to 14 hours of battery life on a single charge5 pressure evenly 

across whole wound bed2

RENASYS◊ GO Negative Pressure 
Wound Therapy System
RENASYS GO is indicated for patients who would benefit from a suction device 
(negative pressure wound therapy) as it may promote healing via removal of 
wound exudate1

• Kits with Soft Port, -G Gauze Dressing Kits with Soft Port and all Drain Kits
• Key lock function which locks the device after 10 minutes to restrict 

accidential adjustment of therapy
• Compatible with RENASYS dressings kits: -F Foam Dressing
• Continuous and intermitent settings

RENASYS◊ EZ MAX Negative Pressure 
Wound Therapy System
RENASYS EZ MAX is indicated for patients who would benefit from a suction 
device (negative pressure wound therapy) as it may promote healing via 
removal of wound exudate7

• Two canister size options available 800ml and 250ml
• Incorporates a user-friendly display for quick and easy operation
• Allows the clinician to lock the prescribed pressure setting to prevent 

unintentional or accidental changes
• Compatible with all RENASYS dressings kits; -F Foam Dressing Kits with 

Soft Port, -G Gauze Dressing Kits with Soft Port, AB Abdominal Dressing 
Kit with Soft Port and Drain Kits

• Continous and intermittent. Intermittent mode the pump cycles ON for 
approx 5 minutes and OFF for 2 minutes (no vacuum)

T.I.M.E. Portfolio Solutions
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Singapore 138565
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Smith+Nephew does not provide medical advice. The 
information presented is not intended to serve as, medical 
advice. For detailed device information, including indications 
for use, contraindications, precautions and warnings, please 
consult the product’s Instructions for Use (IFU) prior to use. It is 
the responsibility of healthcare professionals to determine and 
utilise the appropriate products and techniques according to 
their own clinical judgment for each of their patients.
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