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PURPOSE

To provide wound care practitioners with information comparing characteristics of perineal dermatitis and

pressure ulcers.
TARGET AUDIENCE

This continuing education activity is intended for physicians and nurses with an interest in wound care.

OBJECTIVES

After reading this article and taking this test, the reader should be able to:
1. Discuss the prevalence, etiology, characteristics, prevention, and treatment of perineal dermatitis.

2. Describe pressure ulcer pathophysiology and staging.
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istinguishing between various skin conditions
can be a difficult task, even for a skin and wound
care expert. If clinicians do not correctly diagnose
a skin problem, this may result in delayed or unneces-
sary treatment for the patient. For example, it is difficult
to determine if the redness observed on a patient’s
buttocks is perineal dermatitis (moisture-associated skin
damage) or a Stage I pressure ulcer. Both may present
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as an area of redness, often in the folds of the but-
tocks and even extending to the coccyx. Both usually
occur in very ill patients who are at high risk for ulcer
development.

To complicate the situation, the presence of moisture
that leads to perineal dermatitis may increase the risk for
friction- and shear-related skin breakdown. Consequently,
clinicians may need to treat one problem separately or,
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Figure 1.
PERINEAL DERMATITIS

i

Photo courtesy of Catherine Ratliff, PhD, APRN,BC, CWOCN.

in most cases, treat both problems simultaneously (Figures 1
and 2).

PERINEAL DERMATITIS

Data presented in the literature indicate that prevalence
estimates for perineal dermatitis range from 5.7% in nursing
home patients to 27% in hospitalized patients."” In a study of
nursing home patients who were identified with perineal

Figure 2.
STAGE | PRESSURE ULCER
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dermatitis, 73% were incontinent of urine, stool, or both.?
Consequently, incontinent patients need to be monitored
closely, especially if they wear a pad or containment brief
that holds the moisture against their skin. This moisture
raises the surface temperature and humidity and contributes
to maceration.

Called diaper rash in infants, dermatitis results when
there is damage to the epidermal barrier layer of the skin
allowing the effluent (urine and/or stool) and bacteria to
penetrate beneath this skin surface. Perineal dermatitis
presents as a diffuse area of erythema, and there may
be scaling of the skin with papule and vesicle formation.
These vesicles may open with associated “weeping’” of
the tissue and more continued skin damage. Prevention
includes elimination of excessive hydration (maceration),
minimizing the interaction of urine and feces and micro-
organisms, and maintenance of the skin’s slightly acidic
pH mantel.*

Types of perineal dermatitis that may be seen in the
incontinent population are irritant-associated dermatitis
and allergic contact dermatitis. Secondary infections of
the irritated skin may be caused by fungus or bacteria.
Partial-thickness skin loss caused by maceration of the
skin and friction may occur with either type of dermatitis
(Figure 1).

Irritant-associated dermatitis is an inflammatory process
caused by damage to the water-protein-lipid matrix of
the skin by prolonged contact with the effluent. The
exact mechanism of action is not completely understood.
It is thought that the inflammatory response causes the
release of inflammatory cytokines, which increases the

Figure 3.
STAGE Il PRESSURE ULCER
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Figure 4.
DEEP TISSUE INJURY

skin’s transepidermal water loss. This, in turn, compro-
mises the skin’s moisture barrier ability and elevates the
skin’s pH.”> Signs of irritant-associated dermatitis include

erythema, edema, blistering, skin erosion, weeping, itching,
and pain. Over time, the skin may even have the
appearance of sunburn and spread to the skin folds
between the buttocks and the inner thighs.

Allergic contact dermatitis may be caused by laun-
dry detergent residue in reusable containment or other
briefs. It may also be from contact with another allergen
from a barrier cream or ointment. In aging adults, the
skin’s Langerhans cells decrease, which translates to
mean a delayed response to allergens. Consequently, al-
lergic contact dermatitis of the perineum may appear
suddenly and be over a large area quickly. With allergic
contact dermatitis, finding the cause of the allergic re-
action and removing the offending agent are crucial for
treatment. Skin will appear erythematous with scaling
present. Papules and vesicles may be present at the con-
tact sites.

Fungal or yeast infection. This is a secondary infection
of the irritated skin. Candida albicans easily penetrates
the compromised epidermis and appears as a maculo-
papular rash with satellite lesions. The skin is usually
very erythematous and pruritic and may be tender and very
itchy. Lesions may take on a macular appearance from

Figure 5.
SCAN SHOWS DTI (SKIN OVER WOUND)
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friction, and the rash may extend from the groin into the
buttocks and thighs.*

Bacterial infection. Secondary infection by Staphylococcus
may also occur when the acid mantel of the skin is disrupted.
If this occurs, necrotizing fasciitis or cellulitis may result.*

Partial-thickness skin loss (often confused with pres-
sure ulcers) associated with moisture-related mechanical
damage occurs when the macerated skin is rubbed during
cleansing or patient movement. Transferring from the
bed may cause friction against the bed linens or contain-
ment brief. The skin loss may appear as shallow ulcers,
and the clinician may misdiagnose this as a Stage II
pressure ulcer.”® In reality, these are shallow abrasions
caused by mechanical injury, not pressure, and are erosions
of the skin surface without the presence of necrotic tissue
(Figure 3).

Older-Adult Concerns

Prevalence of urinary incontinence alone affects 26 million
people in the United States. In women older than 50 years,
there is a prevalence rate of 48.4% for urinary inconti-
nence, 15.2% for fecal incontinence, and 9.4% for both.”®
However, only 40% of the people who experience incon-
tinence seek medical treatment.”

The skin of older adults is particularly susceptible to
moisture-related damage. Skin becomes dryer, thinner, and
less elastic. The epidermis and dermis are no longer attached,
and friction-related tearing is common. Bladder changes
also occur. The bladder empties less effectively and
becomes less elastic. Women have a higher rate of incon-
tinence because of weakened pelvic floor muscles from
childbearing. Physiological changes in skin and bladder
function combined with multiple comorbid medical condi-
tions and age-related mobility problems contribute to the
scope of the problem.

When an individual experiences both fecal and urinary
incontinence, the skin is more susceptible to bacterial
growth. The combination of urine and stool allows the
high concentration of bacteria to convert urea to am-
monia, raising the skin pH and proving an ideal envi-
ronment for bacterial growth. Ammonia also reactivates
digestive enzymes found in stool and further erodes the
skin surface.*

Diagnosis

Review of clinical evidence, such as location and appear-
ance of reddened area, as well as the patient’s risk
factors and symptoms, should help with clinical diagnosis.

Figure 6.
SCAN SHOWS DTI (SACRUM NEXT TO WOUND)
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Figure 7.
SCAN SHOWS FRICTION-RELATED WOUND
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Friction-related wound

It is important to keep in mind that friction of the irritated
skin causes mechanical injury and may make the area
more susceptible to the effects of pressure and shear.
Perineal dermatitis may evolve into a pressure ulcer of the
sacrum or buttocks. Clinicians must reassess at-risk
patients frequently.

The majority of the information on nursing inter-
ventions to prevent or treat perineal dermatitis is based
on the pediatric literature. Little research has been done
in the adult population. Consequently, more studies
are needed to determine the safety and effectiveness
of commonly used products in adult patients. Factors
that have been studied in perineal dermatitis include
skin wetness, urine, ammonia, feces, skin pH, and
microorganisms.

Treatment

Treatment of perineal dermatitis includes the treatment
of any underlying incontinence and protection from further
exposure to irritants. This includes cleansing the patient’s
skin gently (with tap water and mild, unscented soap
or cleansing wipes) and then applying barrier ointments
to protect the skin from the constant moisture.'®!" Prod-
ucts should be applied according to the manufacturer’s
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directions after each incontinent episode. Keeping the
patient clean and dry, changing underpads or briefs
after soiling, and using barrier creams or ointments
are usually all that is required for perineal dermatitis to

Table 1.
ASSESSMENT TIPS

Dermatitis

» Moisture from incontinence, perspiration, or other
sources is present in the perineum, but friction and
pressure are not problems

* Itching and pain at site of redness

* Recent use of new lotions, soaps, detergent, or medication

» Sudden onset or spread to other areas not affected
by pressure

Pressure ulcer

* Redness is in area of pressure that does not blanche
when pressed

» Occurs in an area of pressure or pressure and shear,
usually over a bony prominence

» Moisture from incontinence, perspiration, or other
sources is present in the perineum, and friction and
pressure are problems.
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resolve.'> With allergic contact dermatitis, topical cortisone
ointment and oral antihistamines may be necessary after
removal of the offending agent to decrease purities caused by
the inflammatory response. If a secondary candidiasis infec-
tion is present, an antifungal powder should be used. Other
secondary bacterial infections should be identified, and an
organism-susceptible antibiotic prescribed.* Clinicians will
need to re-evaluate the area of redness and the patient’s
response to treatment so that care planning can be adjusted
as needed.

Pressure Ulcer

A pressure ulcer is defined as “localized injury to the skin and/
or underlying tissue usually over a bony prominence, as a
result of pressure, or pressure in combination with shear and/
or friction.”*® Pressure is the causative factor. Because a Stage
I or II pressure ulcer can develop in the same region as
perineal dermatitis, a differential diagnosis is difficult. A Stage
I ulcer was defined by the National Pressure Ulcer Advisory
Panel in 2007 as “intact skin with nonblanchable redness of a
localized area usually over a bony prominence. Darkly
pigmented skin may not have visible blanching; its color
may differ from the surrounding area.”*?

A Stage II pressure ulcer is defined as a “partial thickness
loss of dermis presenting as a shallow open ulcer with a red-
pink wound bed, without slough. May also present as an
intact or open/ruptured serum-filled blister.”*® Both Stages I
and II pressure ulcers are partial-thickness wounds, but
pressure (as opposed to moisture) is the defining element
(Figure 3).

Full-thickness pressure ulcers that involve deep tissue
injury (DTI) are often extensive areas of tissue damage. In
contrast to moisture-related or friction injury, DTI pres-
sure ulcers start well below the skin surface and are often
related to shear forces. High-frequency ultrasound tech-
nology has allowed for visualization of these changes
before observation at the skin surface. In a study of patients
newly admitted to a nursing home (n = 92), more than
57% had changes 1 inch below the skin surface, indi-
cative of tissue damage, compared with 18% documented
in the nurses’ notes.'* Figures 4 to 7 illustrate a DTI
and show ultrasound scans of a DTI and a friction-
related wound.

Standard of treatment for pressure ulcers means assess-
ment of all risk factors and then care planning specifically
for that risk. Factors that contribute to risk of pressure
ulcer development such as moisture, friction, shear, nutri-
tion, and activity/mobility need to be addressed regardless
of the overall risk assessment scale score. This means
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the use of pressure redistribution products for the bed
and chair as appropriate, nutritional consults and pos-
sible supplemental interventions, treatment of pain, and
turning and repositioning. Control of moisture issues
from any source including urinary or fecal incontinence,
or perspiration is important to reduce the potential of
both perineal dermatitis and friction-related injury. If a
pressure ulcer is present, selection of dressings/treatments
should maximize healing by maintaining moisture bal-
ance in the wound, controlling infection, and promoting
tissue healing.

SUMMARY

Skin assessment and treatment based on individual
risk are a priority in all hospitalized adults. Early re-
cognition with prompt implementation of prevention pro-
tocols is an essential care responsibility. An incontinent
patient may develop irritant or allergic contact der-
matitis and develop associated secondary skin infections
that need treatment. Skin that is macerated and irri-
tated from dermatitis potentiates the effects of friction/
mechanical injury and may result in a pressure ulcer. Table 1
illustrates assessment tips for perineal dermatitis and
pressure ulcers.

Treating the entire patient and his or her changing needs
are critical elements of quality care. ®
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