






rotation, but unless they are more rigid, they do not 

prevent it. Air boots are lighter weight and help lessen 

external and internal rotation, but again, they do not prevent 

it. Feet can sweat in air boots unless air holes are present 

to facilitate circulation. Some boots have a surface that 

allows them to slip around more on the bed surface; thus, 

it is important to allow for more frequent positioning 

checks. Straps need to be applied so the boot wilJ stay on, 

but straps should not be too tight as to cause pressure. 

Bootstraps can cause undue pressure on the lower leg and 

dorsum of the foot; thus, they need to be routinely removed, 

and the entire foot and leg assessed for signs of undue 

pressure. Clinicians must check to see that the patient is 

actually wearing the pressure-redistributing devices and that 

they are worn correctly. 

Heels can also be "floated," and pressure can be removed 

with a folded towel or blanket, or a pillow, particularly 

when in Buck traction. It is helpful to use a pillow along 

the entire length of the lower extremity to protect the knee 

and not to place the elevating device under the Achilles 

tendon. One can verify if the heels are actually floating 

by slipping a sheet of paper between the heel and bed 

surface without it touching the heel or by sJipping the 

clinician's hand between the heel and the bed surface. The bed 

knee gatch can be raised as long as the heel is floated and the 

Achilles tendon is protected. When the foot of the bed is 

elevated (eg, to reduce edema), remember to also elevate the 

patient's knee(s) to prevent suspending the leg by the heel 40 

Ascertain that foot drop is not present, which could allow for 

heel cord contractu res'" When possible, get the patient 

moving and minimize bed rest time. \iVhen feet are elevated 

to reduce edema, it is very important to have the patient flex 

his or her knees to prevent hyperextension and reduce 

pressure on the heels 40 

Skin Integrity of the Heel and Other Foot 
Bony Prominences 
Preserving the integrity of the skin is critical in preventing a 

PrU on the heel or other foot bony prominences. This can be 

accomplished by removing the pressure, by using lubricants 

and/or moisturizers, and by using protective dressings (film, 

foam, or hydrocolloid) or protective padding36.38.39 These 

dressings do not provide pressure relief With a Stage I heel 

PrU, relieving the pressure is often all that is needed for the 

tissues to recover. If a blister is present on the heel, do not 

break it. Merely elevate the leg and heel. If the PrU has eroded 

the skin (Stage II-N), a moldable dressing is appropriate to 

protect it, keep it clean, and maintain moist wound 

healing (eg, hydrocolloid, impregnated gauze, or foam). If 
infection is suspected, do not use an occlusive dressing that 

can hold bacteria in the wound and encourage spread76 

Twice-daily moist gauze dressings would be an alternative 

for this situation 76 Monitor the heel area for signs of 

deterioration, including erythema, odor, increasing drainage, 

color and type of drainage, fever, increasing pain, and/or 

exposed bone 4o 

Specific Heel PrU Treatment 
See Figure 1 for further elaboration on this topic. Treatment of 

a Stage III or N heel PrU remains controversial, and additional 

research is in order. The current consensus is to not remove 
3H 39stable eschar, allowing it to separate on its own . Heel 

vascularity underlying the eschar is essentially absent, with 

only a subcutaneous or fat tissue pad normally; thus, it is 

susceptible to infection with limited to no ability of the body 

to fight it. In the presence of eschar, wrap the heel in gauze 

and rdieve the p[-essure 76 Also assess it at least twice a day 

For changes, such as bogginess, edema, redness, drainage, 

or overt signs of infection The presence of infection 

necessitates a change in the treatment plan. As the eschar 

loosens from the underlying tissue, a qualified debridement 

clinician can trim the loosened eschar and nonviable tissue?6 

When the eschar is open or cracked or inFection is present, 

debridement of the tissue is in order38 Containment of drilin­

age is important83 

It is important to perform a nursing nutritional assessment, 

assessing both the nutritional and hydration status of the 

patient. If the patient is identified at nutritional risk or if the 

patient has a heel PrU, obtain a full nutritional evaluation and 

ensure adequate dietary intake to prevent malnutrition'lR..1'I As 

needed, the registered dietitian will recommend, and the 

physician will order, a nutritional supplementation if the 

patient has a PrU, has inadequate dietary intake (particularly 

protein), or is malnourished Treatment should include a 

balanced diet with good sources of vitamins and adequate 
87protein and calories as prescribed by the dietitian38

. 

Research has not yet documented that high doses of vitamin 

C will accelerate wound healing88 

CONCLUSION 
TIle heel, although currently the second most frequent body 

site for a PrU, is fast on the path to becoming the most 

common PrU site. Heel PrU prevalence is increasing and is a 

real and present danger, particularly in individuals with 

cognitive or sensory impairment and/or limited mobility. It 

is critical that all health care team members integrate 

prevention and early intervention strategies into their practice 

D
 

\Y\\Wwor', "AREI<Jl R" [ co~.; 



to prevent heel ulcers. Risk identification, comprehensive 

histories, daily or more frequent foot inspections, and 

immediate preventive interventions are all vital. Patients and 

health care workers need to know the latest strategies on 

preventing heel ulcers, identifying them at an early stage, and 

implementing appropriate measures for healing Each clinical 

setting needs to develop evidence-based protocols specific to 

its patient population. Heels of at-risk patients need to be 

assessed and floated. As the annual cost of treating 

nosocomial PrUs is estimated to be $2.2 to $3.6 billion 

per yearS" and the cost to treat a Stage IV PrU can be upward 

from $70,000,911 spending $35 or more per heel protection 

boot would seem to be a wise and cost-effective preventive 

investment. 
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