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February 13, 2012 
	TO: 
	Home and Community Services (HCS) Division Regional Administrators

Area Agency on Aging (AAA) Directors
Division of Developmental Disabilities (DDD) Regional Administrators

	FROM:
	Bill Moss, Director, Home and Community Services Division

	SUBJECT: 
	Skin Observation Protocol (SOP) Educational Material Updates

	Purpose:
	To update the SOP educational materials and electronic links.

	Background:
	The SOP includes educational materials from the University of Washington Spinal Cord Injury Center at the University of Washington Department of Rehabilitation Medicine.

	What’s new, changed, or

Clarified

 
	SOP educational materials posted in the Long-term Care Manual Chapter 24, Nursing Services, have been updated. Please see attached documents. 

	ACTION:
	Use updated educational materials, attached below.

	Related 
REFERENCES:
	

	ATTACHMENT(S):   
	Pressure Sores – Part 1: Causes and Risks:
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Pressure Sores – Part 2: Prevention:
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Pressure Sores – Part 3: Recognizing and Treating:
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Pain After Spinal Cord Injury:
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Bladder Management:
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Bowel Program Management:
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What do I need to know?
 Ninety-fi ve percent of all pressure sores are preventable! 


 After spinal cord injury, your skin requires daily care and a lot of atten-
tion. 


 You will need to spend time daily cleaning the skin, keeping it dry (from 
incontinence or perspiration), checking the skin for problems or changes, 
moving yourself so the skin will get proper blood supply, and drinking and 
eating properly so the skin can stay healthy. 


How can I avoid getting a pressure sore?


Do regular pressure reliefs (also called weight shifting, pressure redistribu-
tion and pressure reduction) 


 Pressure relief is moving or lifting yourself to take the pressure off areas 
that have been under pressure, usually from sitting or lying in one posi-
tion, so blood can circulate. 


 When sitting in your wheelchair you should do pressure reliefs every 15 
to 30 minutes for a duration of at least 30 to 90 seconds. Continue to 
perform pressure reliefs when sitting in a car or on other surfaces (such 
as on sports equipment). [For more information, read the fact sheet on 
“How to do Pressure Reliefs (Weight Shifts).”] 


 If you are unable to perform a pressure relief independently, instruct the 
person who helps you with your daily care (family, attendant) to con-
sistently, routinely move you and reduce pressure over areas at risk for 
pressure sores. 


 Your therapist or nurse will teach you how to do pressure reliefs before 
you leave the hospital. The methods and timing of pressure reliefs will 
vary somewhat according to your injury and skin tolerance. 


 Each person’s skin tolerance is different. Some people may need to relieve 
pressure very often, others may not need to do it very often—but they 
still need to do it! Building skin tolerance is a gradual process. [For more 
information, read the fact sheet on “Building Skin Tolerance for Pressure.”] 


 For pressure relief at night, see the recommendations described in “Pad-
ding, positioning and turning in bed,” below. 


Skin Care & Pressure Sores
Part 2: Preventing Pressure Sores 
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Skin Care & Pressure Sores, Part 2: Preventing Pressure Ulcers
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Skin inspection 
 Check your skin, or have your attendant or 
caregiver check your skin, a minimum of twice 
a day (morning and bedtime). 


 Look for changes in skin color (redness or 
darkening), blisters, bruises, cracked, scraped 
or dry skin. 


 Feel for hardness, swelling or warmth that may 
signal skin breakdown. 


 Closely inspect areas that are at especially high 
risk for pressure sores because in some areas 
of the body the bones are close to the surface 
of the skin; the skin that is directly over bone 
is at highest risk. [For more information, read 
the fact sheet on “Areas at High Risk for De-
veloping Pressure Sores.”]: 


 sacrum (lower back) 
 coccyx (tailbone) 
 heel of the foot 
 ischium (the base of the buttocks, “seat 
bones”) 


 trochanter (hip, from lying on side, some-
thing rubbing, or tight clothes) 


 elbow (from leaning on it) 
 knee (from spasms or side-lying with one 
knee on top of other) 


 ankle ( from lying on side) 
 toes and bony areas of foot (from tight-fi t-
ting shoes) 


 back of the head 


 Inspect areas of skin that are in contact with 
casts or braces twice daily. 


 Use a mirror to inspect skin in hard-to-see 
areas. Train the person who helps you to care-
fully and regularly check your skin. 


 Pay attention to fi ngernails and toenails: an 
ingrown toenail or cut along your nail bed may 
lead to a sore which can easily be infected. 


 As soon as you notice a discolored area, stay 
off the area until it returns to normal skin 
color. 


 If you suspect skin damage of any kind, read 
the fact sheet  “Skin Care & Pressure Sores, 
Part 3: Recognizing and Treating Pressure 
Sores.” 


Padding, positioning and turning in bed
 Use a regular schedule of turning at night. 
Depending on weight and skin tolerance, your 
turning schedule may vary from every 2 to ev-
ery 6 hours. Ask your health care provider for 
advice about a turning schedule. When turning 
and moving in bed, lift rather than slide across 
sheets. 


 Use pillows and foam pads (not folded towels 
or blankets) to protect bony areas. No two 
skin surfaces should rest against each other! 


 Unless your doctor tells you to do it, avoid 
elevating the head of your bed, which can 
put too much pressure on your buttocks and 
lower back areas. 


 For individuals at the highest risk for pressure 
sores, your health care provider may prescribe 
a special mattress, mattress overlay or bed for 
long-term use. 


Keep skin clean and dry
 Bathe daily with mild soap and warm water 
and rinse and dry thoroughly. Pay particular 
attention to keeping the genital area and skin 
folds clean and dry. 


 Immediately wash and dry skin and change 
clothing after any leakage of stool or urine. 


 Avoid harsh soaps, skin agents with alcohol, 
and antibacterial or antimicrobial soaps. Do 
not use powders. Use a moisturizer that has 
been approved by your health care provider. 


Get a proper seating evaluation at least every 
two years or sooner if your health or skin condi-
tion changes. 


 Make sure you have the proper cushion for 
your wheelchair and your seating tolerance. 


 Make sure you have the appropriate wheel-
chair, one that has been measured specifi cally 
for you and is compatible with your level of 
mobility, activities, work and associated equip-
ment. 


 The therapist doing the seating evaluation 
should place a pressure map above your 
cushion and under your buttocks to see where 
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your pressure-sensitive areas are. If at-risk 
areas on the pressure map are found, then the 
therapist may try a different cushion; alter the 
wheelchair seat, back or foot rest; or show 
you how to relieve pressure on the vulnerable 
areas by repositioning your body. 


 Pressure mapping is an excellent way to visu-
ally demonstrate the effectiveness of weight 
shifts. 


 If pressure mapping is unavailable, work with 
a seating professional and try several different 
cushions to see what works best for you.


Positioning and transferring 
 Sit as erect as possible in your wheelchair. 
Slouching can damage skin. 


 Perform safe transfers. Do not drag or scrape 
your bottom when moving in and out of your 
wheelchair. 


 If you need help during transfers, make sure 
the person who is helping you is very well 
trained to assist. 


Clothing, shoes 
 Wear properly fi tted clothing; avoid thick 
seams, rivets or bulky pockets and check for 
folds and wrinkles in areas of pressure.


 Shoes should be 1-2 sizes longer and wider 
than your pre-injury shoe size to allow for 
swelling of feet during the day. 


 Use shoes with stiffer toes for protection 
when you bump into objects with your feet.


 Do not carry anything (comb, wallet, etc.) in 
your back pockets. 


Hydration (fluid intake) 
 Drink enough water every day to give your 
body the fl uids it needs. Water intake may vary 
according to your bladder management rou-
tine— consult your health care provider for 
advice about how much water to drink. 


 Avoid caffeinated drinks like coffee, tea and 
soft drinks, which are dehydrating and may 
trigger bladder spasms.   


Nutrition
 Eat a balanced diet that includes adequate 
protein, fruits and vegetables (fresh if possible). 
Poor nutrition prevents the body tissue from 
rebuilding, staying healthy and fi ghting infection. 


 If there is any question about your nutritional 
status you may ask your doctor to order a 
blood test to check your protein, albumen, 
prealbumen, lymphocyte or hemoglobin levels. 


 If you have any conditions that may be affected 
by your nutrition (such as diabetes or hyper-
tension), please consult with your health care 
provider who may recommend a consultation 
with a dietician. 


 More information about nutrition and spinal 
cord injury:


 “Nutritional Guidelines for Individuals with 
Spinal Cord Injury.” Northwest Regional 
Spinal Cord Injury System. (2006) http://sci.
washington.edu/info/forums/reports/nutrition.
asp.  


 “Weight Management Following SCI - SCI 
InfoSheet #8.” Discusses the role of nu-
trition in an overall weight management 
program. Spinal Cord Injury Information 
Network (2005). http://www.spinalcord.uab.
edu/show.asp?durki=21481


Sun exposure
 Avoid getting sunburned. Some medicines 
make your skin more sensitive and may cause 
it to burn more easily. Use sunscreen and limit 
your time in the sun, or seek shade. 


Equipment 
 Use prescribed, individualized equipment when 
seated or lying down. Have a doctor or quali-
fi ed professional recommend what specialized 
equipment (seat cushion, mattress, pillows ) 
you need to protect your skin. 


 Check wheelchair, mattress, cushions and 
transfer boards daily for problems. Maintain, at 
a minimum, the manufacturer’s recommenda-
tions for maintenance of all equipment. 
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Temperature
 Compared to before your injury, you are more 
susceptible to frostbite in cold weather due to 
changes in circulation and lack of sensation. 


 You are also more susceptible to burns. Avoid 
contact with hot objects (metal pipes, fi replac-
es, heater in your home or car, hot water in 
the shower, microwaved dishes or food items 
you might want to place on your lap). 


Circulation
 Quit smoking! 


 Keep as active as possible. 


Source
Our health information content is based on 
research evidence and/or professional consensus 
and has been reviewed and approved by an edito-
rial team of experts from the SCI Model Systems. 


Authorship
This brochure was developed by the SCI Dis-
semination Committee in collaboration with the 
Model Systems Knowledge Translation Center. 
Portions of this document were adapted from 
materials produced by the SCI Model Systems. 


The Skin Care and Pressure Sores series:
 Part 1: Causes and Risks of Pressure Sores


 Part 2: Preventing Pressure Sores
Supplements:


 How to do Pressure Reliefs (Weight Shifts)
 Building Skin Tolerance for Pressure
 Areas of the Body at High Risk for Pres-
sure Sores


 Part 3: Recognizing and Treating Pressure Sores
Supplements


 Stages of Pressure Sores: Illustrations
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Pain after Spinal Cord Injury 
SUPPLEMENT: Activity Modifi cation for 
Musculoskeletal Pain
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  Almost everyone can benefi t from a fi tness program that includes re-
sistance training of the muscles that stabilize the shoulder. This will help 
prevent shoulder pain from occurring as well as treat overuse pain.  
Strong muscles are much less likely to be injured. Talk with your doctor 
or therapist about starting a program of resistance exercises that empha-
sizes those muscles that are often neglected during everyday activities, 
such as during transfers and wheelchair propulsion.


  For cardiovascular exercise, use upper limb ergometry equipment, such 
as a stationary bicycle powered by the arms, or a hand-cranked sports 
wheelchair. You can also box with a speed-bag instead of pushing a manual 
wheelchair for exercise. Such equipment will reduce stress on the shoul-
ders and wrists.


  Make sure your back and shoulder muscles are strong enough to support 
wheeling and transferring. It is especially important that there is a balance 
between your left and right sides. Ask your physical therapist to evaluate 
you and to prescribe strengthening exercises if you need them.


Using a Wheelchair
  Repetitive pushing of wheel rims is a major problem activity causing mus-
culoskeletal pain. Consider obtaining a power or power-assist wheelchair 
if you:


  Have signifi cant upper limb (shoulder, elbow or hand) pain. 
  Have tetraplegia (quadriplegia). 
  Have a prior injury to an upper limb. 
  Are overweight. 
  Are elderly.
  Live in a challenging environment such as on a steep hill or near very 
rough terrain. 


  If you use a manual wheelchair, make sure it is the lightest model (made 
from aluminum or titanium) you can afford or your insurer will pay for. 
Lighter models give you less weight to push around and can often be cus-
tomized to make it easier for you to propel the chair.


  If you do use a manual wheelchair, reduce the number of strokes you use 
per distance traveled. Rather than quick short pushes, use long smooth 
strokes. 


  If you use a manual wheelchair, make sure it is in good repair and set 
up in a way that allows you to get around with minimal effort. Ask your 
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therapist to check whether your seat is in the 
right position relative to your rear axle. Also 
have him/her check that the chair and cushion 
together give you good stability. 


  Get your wheelchair seating, posture and 
pushing technique evaluated by a rehab profes-
sional periodically since your needs, habits or 
activities may change over time.


  Keep your tires well-infl ated to minimize roll-
ing resistance.


  Wheel your chair over concrete and linoleum 
rather than through sand, grass or heavy car-
peting. The reduced resistance to your wheels 
lessens the load on your arms.


Shoulder Health
  Minimize the frequency of arm/hand tasks, 
especially tasks that involve lifting heavy loads 
higher than your shoulder. Let someone else 
get that book off a high shelf for you. 


  If possible, do not do tasks repetitively that re-
quire you to bring your hand higher than your 
shoulder. This may require reorganizing your 
house. Talk with your occupational therapist 
about ways to do so.


  Minimize lifting heavy loads. If you cannot get 
someone else to do the heavy lifting, hold 
whatever you need close to your chest rather 
than at the end of an outstretched arm.


  Avoid doing push-up pressure reliefs (weight 
shifts), which can harm your shoulder joint. 
Instead, perform side-to-side or forward-lean 
pressure reliefs. Work with a therapist to learn 
proper technique for these methods or see 
the MSKTC fact sheet “How to do Pressure 
Reliefs (Weight Shifts)” before discontinuing 
push-ups.


Transfers
  The heaviest thing you lift generally will be 
yourself. Reduce the number of transfers you 
do each day, and do them in a way that mini-
mizes risk of injury.


  Transferring from a high point to a lower 
one is not as hard on your wrists, elbows 


and shoulders as transferring from a low to 
a higher point. It is better to make two level 
transfers rather than one downhill transfer fol-
lowed by one uphill transfer.


  Use sliding boards and other assistive devices 
(such as lifts) in making transfers.


  When transferring, use a handgrip if available, 
rather than putting your hand on a fl at surface.


  When transferring, don’t spread your hand fl at 
and rest on it.  Make a fi st, and rest on your 
knuckles.


  When transferring, position your hands as 
closely to your body as possible so that your 
arms are straight up and down and your 
weight hangs between them.


  Alternate which one of your arms is the lead 
arm in transferring. Different muscles are used 
by the lead and trailing arms during transfers, 
and alternating the arms keeps muscles bal-
anced. 


  Maintain your ideal weight. Being overweight is 
hard on your shoulders, arms and wrists when 
you do transfers or push your wheelchair.


Reference
Consortium for Spinal Cord Medicine. Preserva-
tion of upper limb function following spinal cord 
injury: a clinical practice guideline for health-care 
professionals. J Spinal Cord Med 2005;28:433-70.


Authorship 
Please see the Spinal Cord Injury Model Systems 
Consumer Information publication Pain after Spi-
nal Cord Injury for information about authorship. 
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CONTINUED FROM OTHER SIDE


Authors: Ginger Kawasaki, CRRN, and Cathy Warms, ARNP


Spontaneous Voiding
The bladder muscles contract to start the bladder-


emptying process. This may be under your control 
(voluntary) or not (involuntary):
A. Normal Voiding. This is done under your con-


trol. When the bladder gets full, messages are sent 
to the sacral level of the spinal cord and carried 
to the brain. The brain sends messages back to the 
bladder to contract, and to the sphincter muscle 
to open, so you can void.


B. Sphincterotomy. This surgical process weakens 
the bladder neck and sphincter muscle to allow 
urine to flow out more easily. After this surgery, 
you will urinate involuntarily, and must wear a 
collection device.


C. Condom Catheter. These collection devices are 
worn by men for incontinence problems or after 
sphincterotomy (see above). They are made of 
latex rubber or silicone that covers the penis and 
attaches to a tube that drains into a collection bag.


Stimulated Voiding
Voiding is encouraged in one of several ways, 


such as:
A. Anal or Rectal Stretch. This method for 


relaxing the urinary sphincter is usually used 
along with an abdominal corset and valsalva (see 
below).


B. Credé. This method involves manually pressing 
down on the bladder.


C. Tapping. The area over the bladder is tapped 
with the fingertips or the side of the hand, lightly 
and repeatedly, to stimulate detrusor muscle con-
tractions and voiding.


D. Valsalva. This method involves increasing pres-
sure inside the abdomen by bearing down as if 
you were going to have a bowel movement.


Surgical Alternatives
A. Mitrofanoff.  A passageway is constructed  us-


ing the appendix so that catheterization can be 
done through the abdomen to the bladder.


B. Bladder Augmentation. Surgical enlargement 
of the bladder.


C. Sphincterotomy. See the description of this 
procedure in the "Spontaneous Voiding" section. 
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CONTINUED OTHER SIDE


THE URINARY SYSTEM
The Urinary System is made up of five major parts:


The Kidneys


The two kidneys filter waste and excess water from 
the blood and produce urine. Urine is being pro-
duced every minute of the day.


The Ureters
Each kidney has a thin, hollow tube that con-


nects to the bladder. Urine flows down the ureters 
from the kidneys and empties into the bladder. The 
ureters have one-way valves in them, so even if you 
were to stand on your head urine could not flow 
back to the kidneys from the bladder.


The Bladder
The bladder is a collapsible sac lying in the pelvis. 


It is able to stretch to hold urine until you are ready 
to urinate. The bladder walls are made up of a series 
of muscles known collectively as the detrusor muscles. 
When you are ready to urinate, the detrusor muscles 
contract (squeeze) to help push the urine from the 


bladder. The lower portion of the bladder, which 
funnels urine into the urethra, is called the bladder 
neck or bladder outlet.


The Sphincter Muscles
The internal and external sphincter muscles form a 


ring around the urethra to keep urine in the bladder. 
When you are ready to urinate, these muscles relax 
to allow urine to flow out of the bladder.


The Urethra
The urethra is a small tube that allows urine to 


flow from the bladder to outside the body. The male 
urethra is 8-10 inches long and the female urethra 
is 1-2 inches long. The external urethral opening 
from the body is called the meatus for both men and 
women.


VOIDING  (URINATION)
Normally, when the bladder becomes full (about 


1 -2 cups for most people), nerve endings in the 
bladder wall send a message to the brain via the 
spinal cord. The brain sends a message back to the 
bladder to contract the detrusor muscles and relax the 
sphincter muscles so you can void. If you can’t get to 
a toilet, the brain delays the messages until you are 
ready to void.


After spinal cord injury
The bladder, along with the rest of the body, un-


dergoes dramatic changes. Since messages between 
the bladder and the brain cannot travel up and down 
the spinal cord, the voiding pattern described above 
is not possible.


Depending on your type of spinal cord injury, your 
bladder may become either “floppy” (fl accid)  or “hy-
peractive” (spastic or refl ex).


The Flaccid Bladder
A floppy bladder loses detrusor muscle tone 


(strength) and does not contract for emptying. This 
type of bladder can be easily overstretched with too 
much urine, which can damage the bladder wall and 
increase the risk of infection.


Emptying the flaccid bladder can be done with 
techniques such as Credé, Valsalva, or intermittent 
catheterization. It is very important that you do 
not let your bladder get overfull, even if it means 
waking up at night to catheterize yourself more 
frequently.


The Refl ex Bladder
The detrusor muscles in a hyperactive bladder may 


have increased tone, and may contract automati-
cally, causing incontinence (accidental voiding). 
Sometimes the bladder sphincters do not coordinate 
properly with the detrusor muscles, and medication 
or surgery may be helpful.


BLADDER MANAGEMENT


Foley or Suprapubic Catheter
A tube is inserted through the urethra or abdomen 


and into the bladder, where a balloon on the end 
holds it in place. It remains in the bladder and drains 
constantly, so the bladder is never full.


Intermittent Catheterization
You drain your bladder several times a day by in-


serting a small rubber or plastic tube. The tube does 
not stay in the bladder between catheterizations.
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CONTINUED FROM OTHER SIDE


still no results, repeat the laxative the next evening. 
If there are no results in the morning, consult your 
health care provider.


Rectal Bleeding
Keep your stool soft. Be very careful to do digital 


stimulation gently and with sufficient lubrication, and 
keep your fingernails short. If you have hemorrhoids, 
you may treat them with an over-the counter hemor-
rhoidal preparation such as Anusol or Anusol HC. If 
bleeding persists or is more than a few drops, consult 
your health care provider.


Excessive Gas
Avoid constipation. Increase the frequency of your 


bowel programs. Avoid gas-forming foods, such as 
beans, corn, onions, peppers, radishes, cauliflower, 
sauerkraut, turnips, cucumbers, apples, melons and 
others that you may have noticed seem to increase 
your own gas. Try simethicone tablets to help relieve 
discomfort from gas in your stomach.


Bowel program takes a long time 
to complete


Try switching from a suppository to mini-enemas. 
Increase your intake of dietary fiber. Try switching 
your program to a different time, and be sure you 
schedule it after a meal to help increase intestinal 
peristalsis. Do your bowel program in the sitting po-
sition if you have been doing it in bed. Try exercising 
before your program.


Autonomic dysrefl exia during 
bowel program


Use xylocaine jelly (available by prescription from 
your health care provider) for digital stimulation. You 
may also need to insert some of the jelly into your 


What To Do If…


rectum before beginning the program. Keep your 
stool as soft as possible. If dysreflexia persists, con-
sult your health care provider. You may need medica-
tion to treat or prevent this condition.


Authors: Ginger Kawasaki, CRRN, and Cathy Warms, ARNP.
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CONTINUED OTHER SIDE


What To Avoid
Regular use of stimulant laxatives


Stimulant laxatives 
such as bisa codyl (Dulco-
lax) tablets, phenolphtha-
lein (Ex-Lax), cascara, 
senna and magnesium ci-
trate are not recommend-
ed for use as a regular 
part of a bowel program.  
An occasional small dose 
of a mild laxative, such as 
Milk of Magnesia or Miralax (polyethylene glycol), 
can be used to treat constipation if other measures 
have not worked. Some people may require a small 
daily dose of one of these mild laxatives. If you need 
to use laxatives frequently, discuss the problem with 
your health care provider.


Enemas
Any full-size enema (such as Fleet’s, soap suds 


or tap water) is too irritating to the bowel and can 
cause autonomic dysreflexia. A “mini-enema”, which 
has only a few drops of liquid stool softener, does 
not fall into this category and can be used regularly. 
Occasionally, your health care provider may pre-
scribe a full-size enema as preparation for a medical 
procedure or for treatment of severe constipation.


Skipping or changing the time of your 
program


Your bowels will move 
more predictably if your 
bowel care program is 
carried out on a regular, 
predictable schedule. 


Skipping your program 
can also result in constipa-
tion or  accidents.


Rushing.
The more tense you are, the more difficult it will 


be for you to empty your bowels. A hurried program 
will increase the likelihood of an unplanned bowel 
movement later in the day. People with upper mo-
tor neuron (reflexic) bowels should avoid straining 
(Valsalva) to push out stool because this can cause a 
contraction of the sphincter that will block passage 
of stool.


More than four digital stimulations 
at a time


This can cause trauma to the rectum, resulting 
in hemorrhoids or fissures (cracks or breaks in the 
skin).


Long fi ngernails
They can damage the rectal tissue and cause bleed-


ing, even through a glove.


What To Do If…
Stool is too hard (constipation)


Do your bowel program on a daily basis until 
constipation resolves. Add or increase the dose of 
a stool softener (such as ducosate or colace). Add 
or increase the dose of psyllium hydro-mucilloid 
(such as Metamucil or Citrucel). Increase your fluid 
intake (this is essential if you are increasing psyl-
lium). Increase your activity level and your intake of 
dietary fiber. Avoid foods that can harden your stool, 
such as bananas and cheese. (See the brochure titled 
“Taking Care of Your Bowels: The Basics” for more 
information about specific foods and their effect on 
the bowels.)


Stool is liquid or runny (diarrhea)
Temporarily discontinue the use of any stool soft-


eners. Continue your bowel program at the regular 


time and frequency. (If you are having accidents, 
increase the frequency of your program.) Try adding 
or increasing the dose of psyllium hydro-mucilloid 
(Metamucil, Citrucel), which adds bulk to liquid 
stool. If the diarrhea seems to be related to an acute 
viral or bacterial illness, change to a liquids only or 
very bland diet for 24 hours (avoid milk, however). 
If diarrhea persists for more than 24 hours or if you 
have a fever or blood in your stool, consult your 
health care provider.


A frequent cause of diarrhea is a blockage or 
impaction of stool (liquid stool leaks out around 
the blockage). Evaluate whether you may have this 
problem. Have you had small hard stools recently? 
Or have you had no  results from the past several 
programs? If you suspect impaction, consult your 
health care provider.


Frequent bowel accidents
Be sure your rectum is completely empty at the 


end of your program. Increase the frequency of your 
program (some people with a flaccid bowel may 
need to empty their bowels twice daily). Try using 
only half of a suppository or switching to a mini-en-
ema. Evaluate stool consistency — if it’s too hard or 
too soft, see above. Monitor your diet for any foods 
that may over stimulate your bowel, such as spicy 
foods.*


Mucous accidents
If you notice a clear, sticky, sometimes odorous 


drainage from the rectum, try switching from a 
suppository to a mini-enema or using only half of a 
suppository. Avoid hard stools.


No results for 3-4 days 
Treat constipation as recommended above. If 


there are no results in three days, take 30 cc. of Milk 
of Magnesia or a single scoop of Miralax at bedtime. 
Do your bowel program in the morning. If there are 
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How can I tell if I have a pressure sore?
 First signs. One of the fi rst signs of a possible skin sore is a reddened, 
discolored or darkened area (an African American’s skin may look purple, 
bluish or shiny). It may feel hard and warm to the touch. 


 A pressure sore has begun if you remove pressure from the reddened 
area for 10 to 30 minutes and the skin color does not return to normal 
after that time. Stay off the area and follow instructions under Stage 1, 
below. Find and correct the cause immediately. 


 Test your skin with the blanching test: Press on the red, pink or 
darkened area with your fi nger. The area should go white; remove the 
pressure and the area should return to red, pink or darkened color within 
a few seconds, indicating good blood fl ow. If the area stays white, then 
blood fl ow has been impaired and damage has begun. 


 Dark skin may not have visible blanching even when healthy, so it is im-
portant to look for other signs of damage like color changes or hardness 
compared to surrounding areas. 


 Warning: What you see at the skin’s surface is often the smallest part of 
the sore, and this can fool you into thinking you only have a little problem. 
But skin damage from pressure doesn’t start at the skin surface. Pressure 
usually results from the blood vessels being squeezed between the skin 
surface and bone, so the muscles and the tissues under the skin near the 
bone suffer the greatest damage. Every pressure sore seen on the skin, no 
matter how small, should be regarded as serious because of the probable 
damage below the skin surface. 


Stages of pressure sores
[Also see “Stages of Pressure Sores: Illustrations.”]


STAGE 1
 Signs: Skin is not broken but is red or discolored or may show changes 
in hardness or temperature compared to surrounding areas. When you 
press on it, it stays red and does not lighten or turn white (blanch). The 
redness or change in color does not fade within 30 minutes after pres-
sure is removed. 


 What to do: Stay off the area and remove all pressure; keep the area 
clean and dry; eat adequate calories high in protein, vitamins (especially A 
and C) and minerals (especially iron and zinc); drink more water; fi nd and 
remove the cause; inspect the area at least twice a day; call your health 
care provider if it has not gone away in 2-3 days. 


 Healing time: A pressure sore at this stage can be reversed in about 
three days if all pressure is taken off the site. 


Skin Care & Pressure Sores
Part 3: Recognizing and Treating Pressure Sores 


Sp
in


al
 C


or
d 


In
ju


ry
 M


od
el


 S
ys


te
m


s 
C


on
su


m
er


 In
fo


rm
at


io
n


Northwest Regional Spinal 
Cord Injury System


 
Department of Rehabilitation 


Medicine
 


University of Washington
Box 356490


Seattle, WA 98195
 


206-616-2183
nwrscis@uw.edu


http://sci.washington.edu/


Print this document:
http://sci.washington.edu/info/


pamphlets/SCI_skin3.pdf


This publication was 
produced by the SCI Model 


Systems in collaboration 
with the Model Systems 
Knowledge Translation 
Center (http://msktc.
washington.edu) with 


funding from the National 
Institute on Disability and 
Rehabilitation Research 
in the U.S. Department 
of Education, grant no. 


H133A060070.







Skin Care & Pressure Sores, Part 3: Recognizing and Treating Pressure Sores


Sp
in


al
 C


or
d 


In
ju


ry
 M


od
el


 S
ys


te
m


s 
C


on
su


m
er


 In
fo


rm
at


io
n


STAGE 2
 Signs: The topmost layer of skin (epidermis) is 
broken, creating a shallow open sore. The sec-
ond layer of skin (dermis) may also be broken. 
Drainage (pus) or fl uid leakage may or may not 
be present. 


 What to do: Get the pressure off, follow 
steps in Stage 1, and see your health care pro-
vider right away. 


 Healing time: Three days to three weeks. 


STAGE 3 
 Signs: The wound extends through the dermis 
(second layer of skin) into the fatty subcutane-
ous (below the skin) tissue. Bone, tendon and 
muscle are not visible. Look for signs of in-
fection (redness around the edge of the sore, 
pus, odor, fever, or greenish drainage from the 
sore) and possible necrosis (black, dead tissue). 


 What to do: If you have not already done so, 
get the pressure off and see your health care 
provider right away. Wounds in this stage fre-
quently need special wound care. You may also 
qualify for a special bed or pressure-relieving 
mattress that can be ordered by your health 
care provider. 


 Healing time: One to four months. 


STAGE 4 
 Signs: The wound extends into the muscle 
and can extend as far down as the bone. Usu-
ally lots of dead tissue and drainage are pres-
ent. There is a high possibility of infec-
tion. 


 What to do: Always consult your health care 
provider right away. Surgery is frequently re-
quired for this type of wound. 


 Healing time: Anywhere from three months 
to two years. 


SUSPECTED DEEP TISSUE INJURY *
 Purple or maroon localized area of discolored 
intact skin or blood-fi lled blister due to dam-
age of underlying soft tissue from pressure 
and/or shear. The area may be surrounded by 
tissue that is painful, fi rm, mushy, boggy, warm-
er or cooler as compared to nearby tissue. 


 Deep tissue injury may be diffi cult to detect in 
individuals with dark skin tones. Progression 
may include a thin blister over a dark wound 


bed. The wound may further evolve and be-
come covered by thin eschar (scab). Progres-
sion may be rapid exposing additional layers of 
tissue even with optimal treatment. 


UNSTAGEABLE *
 Full thickness tissue loss in which the base of 
the ulcer is covered by slough (dead tissue 
separated from living tissue) of yellow, tan, gray, 
green or brown color, and/or eschar (scab) of 
tan, brown or black color in the wound bed. 


* From: Pressure Ulcer Stages Revised by National Pressure Ulcer 
Advisory Panel (2007). <http://www.npuap.org>.


Possible complications of pressure sores: 
 Can be life threatening. 


 Infection can spread to the blood, heart and 
bone. 


 Amputations. 


 Prolonged bed rest that can keep you out of 
work, school and social activities for months. 


 Autonomic dysrefl exia. 


 Because you are less active when healing a pres-
sure sore, you are at higher risk for respiratory 
problems or urinary tract infections (UTIs)


 Treatment can be very costly in lost wages or 
additional medical expenses. 


Source
Our health information content is based on research 
evidence and/or professional consensus and has been re-
viewed and approved by an editorial team of experts from 
the SCI Model Systems. 


Authorship
This brochure was developed by the SCI Dissemination 
Committee in collaboration with the Model Systems 
Knowledge Translation Center. Portions of this document 
were adapted from materials produced by the SCI Model 
Systems. 
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Skin Care & Pressure Sores
Part 1: Causes and Risks of Pressure Sores
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What do I need to know?
 Individuals with SCI are at high risk for developing pressure sores. 
 Pressure sores can be life threatening. 
 Possible complications:


 Infections can develop and spread to the blood, heart and bone. 
 Amputations 
 Prolonged bed rest necessary for healing can keep you out of work, 
school and social activities for months.


 Because you are less active when healing a pressure sore, you are at 
higher risk for respiratory problems and urinary tract infections.


 Treatment can be very costly in lost wages or additional medical ex-
penses. 


 Up to 80% of individuals with SCI will have a pressure sore during their 
lifetime, and 30% will have more than one pressure sore. 


 Most pressure sores are preventable. 


What is a pressure sore? 
A pressure sore (also called pressure ulcer, decubitus ulcer, decubiti (plural), 
bedsore or skin breakdown) is an area of the skin or underlying tissue (mus-
cle, bone) that is damaged due to loss of blood fl ow to the area. Blood fl ow 
to the skin keeps it alive and healthy. If the skin does not get blood, it will die. 


Why do pressure sores happen?
Normally the nerves send messages of pain or discomfort to your brain to 
let you know when to move to relieve pressure, stay away from hot surfaces, 
or shift your weight. After injury, messages from the sensory nerves may not 
normally reach the brain. With little or no feeling, you have no warning signs 
to tell you that you have been in one position too long and that something is 
pressing against your skin causing it harm. 


How do pressure sores happen?
 Too much pressure on the skin for too long, as in sitting or lying too 
long in one position. Unrelieved pressure is the most common cause of 
pressure sores in SCI. The extended pressure cuts off the blood supply to 
the skin, leading to tissue damage, skin breakdown and a pressure sore. 
Common high-pressure situations: 


 Sitting too long without shifting weight. 
 Lying too long without turning. 
 Not enough padding in bed (to protect bony areas of the body, such as the 


heels). 
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 Clothing and shoes that fi t too tightly. 
 Sitting or lying on hard objects, such as 
catheter connectors and clamps, bulky 
seams, or buttons on mattresses. 


 Shearing occurs when the skin moves one 
way and the bone underneath it moves an-
other way. This can result from slouching while 
sitting, sitting at a 45 ° angle (as in bed), or 
sliding during a transfer instead of lifting your 
body. Shearing can also happen during spasms. 


 Trauma of any kind (cuts, bumps, burns, 
scrapes, rubbing)


 Abrasion or friction: Cut or scratch; 
sliding across sheets or transfer board with 
bare skin. 


 Bump or fall: Bumping toes into doorways; 
bumping your buttocks off the tire during 
transfers; bumping knees under desks.


What puts me at risk of getting a 
pressure sore? 


 Loss of muscle mass.  With paralysis the 
muscles tend to shrink, become less bulky and 
get smaller (atrophy). Muscle mass or bulk 
serves as a natural cushion over the bony 
areas. A decrease in muscle mass leads to less 
protection over bony surfaces and more pres-
sure on the thin skin layers. 


 Being over- or underweight. When you 
are underweight, you have less natural padding 
to protect your body areas, so your skin can 
break down from even small amounts of pres-
sure. But when you are overweight, it is harder 
to shift your weight and do pressure reliefs, 
and all that fat uses oxygen and nutrients that 
could be nourishing your skin. 


 Decreased circulation. 
 Blood fl ow to the paralyzed limbs 
decreases due to the lack of muscle 
movement and results in less nutrients and 
oxygen getting to the skin. The skin does 
not heal well if there is poor circulation. 


 Edema or swelling is caused by fl uid col-
lecting in the tissues, usually in a part of the 
body that is not moved frequently and is 
below the level of the heart (feet, legs and 
hands). Skin over areas of edema becomes 
thin and pale and injures easily. 


 Smoking is terrible for your circulation. 
 Diabetes, high blood pressure and high 
cholesterol decrease circulation. If you have 
these diseases, pay particular attention to 
your feet and ankles. They are farthest away 
from the heart and are likely to be affected 
fi rst or worst. 


 Illness or poor overall health. This includes 
fevers, infections (such as UTIs), poor nutrition, 
and chronic diseases such as diabetes. 


 Moisture. Wet skin (from urine, stool, sweat, 
water) is more likely to break down. 


 Dry, fl aky skin can crack and become infl amed 
and infected. 


 Aging causes skin to become thinner, dryer, and 
more fragile. You may need to adjust your pres-
sure relief schedule or switch to a different type 
of cushion when you get older.


 Previous skin breakdown. Scar tissue is more 
fragile than normal skin. 


 Spasticity can cause your arms or legs to bump 
against an object and be injured, or rub against a 
surface (such as the sheets on your bed), which 
could produce an open sore. 


 Extreme heat or cold. 
 Alcohol (or drug) use often causes people to 
neglect their pressure reliefs and other personal 
care needs. 


 Depression is also a risk factor for developing 
pressure sores. 


Source
Our health information content is based on research 
evidence and/or professional consensus and has been re-
viewed and approved by an editorial team of experts from 
the SCI Model Systems. 


Authorship
This brochure was developed by the SCI Model System 
Dissemination Committee in collaboration with the Model 
Systems Knowledge Translation Center. 
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