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HOSPICE AIDE EDUCATION SERIES                Module 43:  Preventing Pressure Ulcers  

 

Overview & Objectives 

The key for hospice aides regarding pressure ulcers is to do as much as possible to prevent them from 

forming and allowing existing pressure ulcers to get worse.  This module discusses the role of hospice 

aides within their scope of practice.  It includes sections on the skin (integumentary system), the most 

common causes, and stages of pressure ulcers that hospice aides should be observing for when 

providing personal care to the hospice patient.  It covers the elements that should be reported to the 

nurse and education for caregivers, as well as the reasons why hospice patients are at higher risk for 

pressure ulcers.  This module contains the following learning objectives: 

 Review characteristics and functions of skin (integumentary system) 

 List the most common causes of pressure ulcers in hospice patients 

 List pressure points where pressure ulcers are most likely to occur 

 Discuss the signs and symptoms of early stage pressure ulcers 

 Describe the actions hospice aides can take to prevent pressure ulcers 

 Review examples of devices/products used to prevent and treat pressure ulcers 

 

Contents 

 Self-study Section 

 Module Extra:  Pressure Ulcer Devices/Products  

 Test Questions 

 Instructor Answer Key 

 Attendance Sheet 

 Evaluation Form 

 Certificate of Attendance 

 

Module Instructions: 

 

Each module should take approximately one hour. Successful completion requires hospice aides to study 

the self-study section, complete the test, and fill out the evaluation form.  Discussion topics, case 

studies, group exercises, and module extras are used to supplement learning.  A passing grade of 70% is 

required on the test.  The completed sign-in sheet, test, evaluation form, and certificate of attendance 

should be kept on file for auditing and compliance purposes.  A copy of the completed certificate of 

attendance should be given to the aide for their own records.  

 

Copies are permitted within the physical location of each organization purchasing modules 
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Module 43: 

Preventing Pressure Ulcers 

 

Introduction 

All hospice aides know that hospice patients are 

at high risk for pressure ulcers.  These types of 

skin breakdown are also called “decubitus 

ulcers” or “bed sores.”   The normal changes 

that occur in the skin due to aging increases the 

potential for pressure ulcers, but it is that much 

higher in hospice patients.  As their medical 

conditions worsen, they become much more 

vulnerable to the development of pressure 

ulcers.  Special care must be taken to observe 

the patient’s skin closely for early signs of a 

pressure ulcer developing.        

  

Since hospice aides are primarily involved in the 

hospice patient’s bathing and skin care, they are 

required to observe and report any skin 

changes that give the appearance of a pressure 

ulcer forming.  Hospice aides are also 

responsible for teaching caregivers how to 

reposition the patient and care for his/her skin.  

Caregivers should be instructed to report any 

changes in the patient’s skin as well. 

In this module the causes, characteristics, and 

prevention methods will be discussed, although 

pressure ulcers in hospice patients do not 

always heal.  Oftentimes, they can only be 

treated and maintained by the nurse without 

the goal of healing.  Nevertheless, the focus for 

hospice aides is the prevention of pressure 

ulcers and doing as much as possible (within 

your scope of practice) to prevent existing 

pressure ulcers from becoming worse.  The 

nurse case manager will evaluate and treat the 

patient’s pressure ulcer in conjunction with the 

physician.  It is the duty of the hospice aide to:  

 Identify and report skin changes early 

 Use effective techniques for preventing 

pressure ulcers  

 Have knowledge of pressure-reducing 

devices 

 Teach caregivers strategies for 

preventing pressure ulcers 

In order to understand pressure ulcers, it is first 

necessary to review characteristics of skin, also 

known as the integumentary system.  

The Skin/Integumentary System 

The skin is considered the largest organ in the 

body.  By itself, it accounts for 6-8 lbs. of a 

person’s body weight and has a surface area of 

more than 20 square feet.  It is made up of 

three primary layers and several sublayers, but 

they all function as a single unit.  Cells in the 

skin receive oxygen and nutrients through an 

extensive network of blood vessels.

 

As seen in the above picture, the three primary 

layers of the skin are: 
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 Epidermis (five sublayers) 

 Dermis (two sublayers) 

 Hypodermis (contains major blood 

vessels, lymph vessels, and nerves) 

Some interesting facts and functions of the skin 

include the following: 

 Hair and sweat glands help stabilize the 

skin’s structure and networks 

 Regenerates itself every 4 to 6 weeks 

 Serves as a protective layer against 

water loss and physical damage 

 Protects the body from infections when 

the skin is intact 

 Consists of collagen fibers for skin 

strength; elastin fibers for elasticity 

 Absorbs shock to the skeletal system, 

and moves easily over underlying body 

structures 

 Provides tactile (touch) sensation 

 Helps with fluid, electrolyte, and waste 

balances in the body 

 Allows for absorption of some 

medications directly into the 

bloodstream 

 Provides temperature regulation 

(thermoregulation) of the body 

 Synthesizes vitamin D when exposed to 

sunlight 

                   

Normal changes in the skin occur with aging.  

Layers of the skin become thinner.  Immune 

cells are less responsive.  Pigmentation changes 

occur and skin cancers develop.  Blood flow 

decreases, and the turnover rate of cells 

(regeneration) drops by 50%.  The skin becomes 

more susceptible to pressure ulcers under 

certain conditions, while healing may become 

more difficult.   

With these things in mind, it is easy to see why 

hospice patients are at a much higher risk for 

developing pressure ulcers.  Not only are they 

typically elderly, they are living with a terminal 

illness and other medical conditions that can 

make their skin that much more prone to 

pressure ulcers.  Hospice patients become less 

mobile, or bedbound, as they decline so the 

potential for pressure ulcers increases 

considerably.  As they eat less and lose weight 

there is even less protection from the skin.  The 

integrity of the skin becomes much more 

fragile, and skin tears occur more easily and 

frequently.                                     

      

Causes of Pressure Ulcers 

The most common cause of pressure ulcers in 

hospice patients is friction or shearing of the 

skin (soft tissue), especially over bony 

prominences, for prolonged periods of time.  

When there is pressure on the skin over a bone 

from the surface (mattress, chair, bedpan, 

linens, etc.) the patient is resting on, lack of 

blood flow deprives the skin of oxygen and 

nutrients.  This causes the tissue to die 

(necrosis).  Necrotic or dead skin breaks down, 

creating a sore.  The sore is very painful and 

creates an opening for infection to enter the 

body.     
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Pressure ulcers can be very superficial (at the 

surface of the skin) or all the way down to the 

bone.  The most common sites for pressure 

ulcers is the heels, ankles, knees, hips, toes, 

elbows, shoulder blades, ears, back of head, 

and along the spine.  These are called pressure 

points.  As hospice patients become thinner and 

more skeletal, skin in multiple sites is at more 

risk.                                                          

                    

Other causes that contribute to the 

development of pressure ulcers in hospice 

patients include: 

 Advanced age 

 Poor nutrition and hydration 

 Moisture – prolonged contact with 

water, urine, feces, or sweat 

 Heart conditions and blood 

circulation 

 Problems with respiratory function 

 Immobility, inability to change 

position, weakness 

 Infections  

Stages of Pressure Ulcers 

The National Pressure Ulcer Advisory Panel 

(NPUAP) is the most widely used system for 

staging pressure ulcers.  When the nurse 

evaluates a pressure ulcer, he/she is assessing 

the length and width, amount of drainage, and 

skin tissue type.  The type of skin tissue is 

described by the presence of: 

 Necrotic tissue (eschar: black, brown, or 

tan that adheres firmly to wound bed) 

 Slough (yellow or white tissue that 

adheres to ulcer bed) 

 Granulation tissue (pink or beefy red 

tissue with shiny, moist appearance) 

 Epithelial tissue (superficial ulcers, new 

pink or shiny skin that grows from outer 

edges of ulcer surface) 

 Closed or resurfaced (completely 

covered wound with new skin)  

 The stages of pressure ulcers are: 

 Suspected deep tissue injury 

 Stage I 

 Stage II 

 Stage III 

 Stage IV 

 Unstageable 

Hospice aides should be most familiar with the 

earliest stages (the first three listed above) to 

prevent the formation of a pressure ulcer.  The 

nurse should be notified if any of the following 

are observed during the patient’s personal care: 

Suspected Deep Tissue Injury:  This is a 

localized area of intact skin with purple or 

maroon discoloration, or a blood-filled blister.  

It may be painful, firm, mushy, boggy, warm, or 

cool compared to surrounding skin.  It may be 
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more difficult to detect in patients with dark 

skin tones.  

Stage I:  The skin is intact with redness of a 

localized area of skin, usually over a bony 

prominence.  In patients with dark skin tones its 

color appears different from the surrounding 

area of skin.  Compare the suspected area to 

the same region on the opposite side of the 

body (i.e. left hip versus right hip).  Differences 

in temperature (warm or cool), tissue 

consistency (firmness), and sensation (pain) are 

indicators of a Stage I pressure ulcer. 

Stage II:  At this stage the pressure ulcer may 

appear as a shallow, open ulcer with a red-pink 

wound bed.  It may also appear as an intact or 

open serum-filled blister.    

The nurse should also be notified if the 

following are observed: 

 The patient has redness over a 

pressure point that does not go away 

within five minutes 

 An area over a pressure point that was 

previously red and has become pale, 

white, or shiny 

 An area over a pressure point that was 

previously red has become warm/hot 

to the touch or painful 

 A pressure ulcer that has changed in 

size or depth 

Because pressure ulcers can have serious 

consequences, the nurse is responsible for 

assessing each patient’s risk for developing 

pressure ulcers, and any existing pressure 

ulcers.  He/she will monitor the pressure ulcer, 

apply dressing changes, provide pain 

medications, and work with the medical team 

to develop a plan of care that will optimize 

healing as much as possible.              

                                

           

Hospice Aides and Prevention 

Hospice aides play a very important role in the 

prevention and caregiver education for 

preventing pressure ulcers.  Pressure ulcers are 

painful and more difficult to treat in hospice 

patients, and can, in fact, hasten the death of a 

hospice patient if infection develops and 

overwhelms their already fragile system (i.e. 

sepsis).  Every effort should be made to keep 

the patient’s skin as healthy as possible. 

Do not allow the patient to remain in one 

position for a long period of time.  Patients in a 

bed or wheelchair should be repositioned at 

least every 2 hours or more frequently as 

needed (the nursing care plan will determine 

how often they should be repositioned).  The 

patient should not be left sitting on a bed pan 

or allowing skin to remain in contact with urine, 

stool, sweat, or other wet surfaces. 

Observe for skin changes during personal care.  

Look carefully at the patient’s skin, especially 

bony areas that bear the patient’s weight.  Be 

gentle when bathing the patient, and make sure 

the skin is dried well. Use lotion to keep the skin 

surface healthy and promote circulation.  Clean 

and dry areas where there is skin to skin 

contact.  Provide good perineal care. 

   Suspected Deep Tissue Injury 
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If the patient is able, encourage mobility.  If 

possible, have the patient ambulate every two 

hours (or according to the nursing plan) to 

increase circulation.  If the patient is bed or 

wheelchair bound, the nursing plan may include 

passive range of motion exercises to promote 

circulation and flexibility.  

Use anti-pressure devices.  There are many 

items and products that can be used to reduce 

pressure on the patient’s skin, especially at 

pressure points:  Pillows, rolled up 

blankets/towels, booties, elbow pads, gel foam 

pads, foam cushions and wedges, and 

specialized beds and bed pads.  For example, 

use pillows or foam wedges to keep bony 

prominences (i.e. knees, ankles) from direct 

contact with each other.  For short term use, 

place pillows under the calves to raise heels off 

the bed; for long term use, apply booties or 

heel-suspension boots.  Elbow pads can be used 

to prevent friction injuries caused by skin 

rubbing against the sheets.  Show caregivers 

how to use anti-pressure devices, and instruct 

them to reposition and inspect the patient’s 

skin regularly.  Use specialized mattresses and 

chair cushions for patients at risk.  

Other ways to prevent pressure ulcers and 

teach caregivers include: 

 Encourage good nutrition and hydration 

if hospice patient can tolerate it 

 Keep sheets and linens dry and wrinkle-

free 

 To prevent sliding, do not elevate the 

head of the bed more than 30° 

 Anticipate toileting needs 

 Instruct wheelchair bound patients to 

shift weight every 15 minutes if they 

can 

 Create a written repositioning schedule 

 Use lifting devices (i.e. trapeze, bed 

linen) to move patients rather than drag 

them during position changes or 

transfers 

The key is to avoid allowing pressure ulcers to 

form, and to educate caregivers who are with 

the patient around the clock.  Show caregivers 

how to provide good skin care and 

repositioning, and have them do return 

demonstrations so you know they understand.  

Report any concerns about the patient’s skin to 

the nurse case manager, and follow the nursing 

care plan for hospice aides. Document any 

specialized skin care that the patient needs, and 

any instructions given to caregivers, including 

the outcome.   

Although we cannot stop the progression of a 

terminal illness, we can do our best to prevent 

secondary conditions, such as pressure ulcers, 

from occurring. 
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Module Extra:  The images below are various examples of medical devices used (not including 

pillows, linens, etc.) to treat/prevent pressure ulcers throughout the body.  Hospice aides 

should be trained to use them and be able to teach caregivers how to use them. 

FEET/HEEL 
PROTECTORS 

        
ARM/ELBOW 
PROTECTORS 

    
WHEELCHAIR 
CUSHIONS 

     
LEG/KNEE 
PROTECTORS 

    
DRESSINGS 
(Dressing changes 
must be done by 
nurses) 

There are many types of dressings used to treat pressure ulcers.  Depending on the 
type and stage of the wound, a variety of dressings are used. 
Absorb moisture:  alginates, gauze, foam, hydrocoilloids, wound fillers 
Neutral moisture:  Composites, transparent films, biologicals, collagen dressing 
Add moisture:  Sheet hydrogels, amorphous hydrogels   

 

     

Alternating Pressure Bed:  Supports the patient through a series of 
compartments that fill with air and then deflate on a rotating basis.  It shifts 
areas of pressure from place to place, which helps to improved blood flow to 
skin and underlying tissues.  It also helps to prevent pressure ulcers from 
forming.  Protective covers should be used and wiped clean when the bed is 
soiled.  Consult with nurse supervisor about training to use specialty bed. 
 

 

      

Airflow Bed:  Supports patient on a fabric-covered layer of tiny ceramic beads.  
The beads are kept in constant motion through the use of air currents, like a 
waterbed effect.  This motion relieves pressure on bony prominences.  A bed 
protector is needed to prevent fluids/soils from collecting in the beads.  These 
beds are particularly good for terminally ill patients with watery diarrhea or 
weeping wounds, for example.  Consult with nurse supervisor about training to 
use specialty bed. 
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TEST QUESTIONS                                            Module 43:  Preventing Pressure Ulcers 

NAME__________________________________   DATE____________   TEAM_______________ 

 

1.  Another name for pressure ulcers is ____________________________.  

 

2. All of the following can contribute to the formation of a pressure ulcer except: 

a. Malnourishment & dehydration c.  Being in one position for short periods of time 

b. Immobility & weakness  d.  Terminal heart conditions 

 

3. Areas of the body that are most likely to develop pressure ulcers are all of the following except: 

a. Knees & hips   c.  Ankles and toes 

b. Back of head and spine d.  Front of pelvis and abdomen 

 

4. In Stage I of a pressure ulcer, the skin is intact. 

a. True 

b. False 

 

5. Hospice aides are responsible for knowing which types of dressings should be used on pressure ulcers. 

a. True 

b. False 

  

6. A suspected deep tissue injury has all of the following characteristics except: 

a. Yellowish discoloration at the site  c.  Purple or maroon discoloration of the skin 

b. May appear as a blood blister  d.  More difficult to detect with dark skin tones 

 

7. Bony prominences underlying pressure ulcers are called _______________________. 

 

8. All of the following are proper actions for preventing pressure ulcers except: 

a. Repositioning every 2 hours c.  Elevate head of the bed to 90° to prevent sliding 

b. Providing good skin care  d.  Regular and close observation of patient’s skin 

 

9. If a patient has redness over a bony prominence that does not go away by five minutes, it should be 

reported to the nurse. 

a. True 

b. False 

 

10.  Education for caregivers includes all of the following except: 

a. Reposition the patient at least every 2 hours or more frequently if ordered 

b. Keep a written schedule for repositioning the patient 

c. Do not allow patient’s skin to remain in contact with urine, feces, or sweat 

d. Encourage nutrition/hydration if the patient can tolerate eating and drinking 

e. All of the above should be taught to caregivers 
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Instructor Key – Test Answers                     Module 43:  Preventing Pressure Ulcers 

 

1.  Decubitus ulcers, pressure sores, or bed sores 

 

2.  C 

 

3.  D 

 

4. A – True.  The skin can be broken in deep tissue injuries or Stage II. 

 

5. B - False.  It is the duty of the nurse to manage dressing changes for pressure ulcers.     

 

6. A 

 

7. Pressure points 

 

8. C – Head of the bed should not be elevated more than 30° to prevent sliding. 

 

9. A – True.  

 

10. E 
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Attendance Sheet                                          Module 43:  Preventing Pressure Ulcers 

DATE:           LOCATION: 
PRINTED NAME SIGNATURE 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 
 

 

 

INSTRUCTOR:  ____________________________________________   DATE_______________________ 
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HOSPICE AIDE EDUCATION SERIES 

EVALUATION FORM 

Module 43:  Preventing Pressure Ulcers 

 

Instructor: 

Date: 
                   Strongly                                        Strongly 

                    Agree        Agree         Neutral      Disagree     Disagree 

CONTENT:        

1. Module was relevant to hospice aide practice  ⃝ ⃝ ⃝ ⃝ ⃝ 

2. Information was current and up-to-date   ⃝ ⃝ ⃝ ⃝ ⃝ 

3. Information was well-organized    ⃝ ⃝ ⃝ ⃝ ⃝ 

4. Information was easy to understand   ⃝ ⃝ ⃝ ⃝ ⃝ 

5. Time spent to complete module was appropriate ⃝ ⃝ ⃝ ⃝ ⃝  

 

INSTRUCTOR: 

1. Gave clear instructions to complete module  ⃝ ⃝ ⃝ ⃝ ⃝ 

2. Used teaching methods appropriate for hospice aides ⃝ ⃝ ⃝ ⃝ ⃝ 

3. Was knowledgeable of the subject matter  ⃝ ⃝ ⃝ ⃝ ⃝ 

4. Was engaged in the participants learning  ⃝ ⃝ ⃝ ⃝ ⃝  

5. Related content to practical situations in hospice ⃝ ⃝ ⃝ ⃝ ⃝ 

 

OUTCOMES: 

1.  Did you gain new knowledge or skills related to this module? 

 

2.  How will you apply what you learned in this module to your work? 

 

COMMENTS: 

1.  What did you like best about the module/presentation? 

 

2.  What changes would you make in the module/presentation? 

 

3.  What other hospice aide topics are you interested in? 

 

 

THANK YOU FOR COMPLETING THIS EVALUATION.  YOUR FEEDBACK IS HIGHLY VALUED! 
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