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Abstract

Pressure ulcers are a complication that becomes more complex when experienced by patients with multimorbidity
such as Congestive Heart Failure (CHF), Chronic Kidney Disease (CKD), and thrombocytopenia. These conditions
can lead to prolonged healing, high risk of infection, systemic complications, and even death. Interventions must
be accompanied by appropriate tools to evaluate wound healing optimally. The Pressure Ulcer Scale for Healing
(PUSH) is a tool for accurately, practically, and simply assessing the progression of pressure ulcers. However, its
use for evaluating pressure ulcers remains limited. To describe the use of PUSH in patients with pressure ulcers
and multimorbidity. This study used a case study design involving a 56-year-old patient with a grade III pressure
ulcer on the buttocks measuring 121.5 cm2 with granulation tissue, minimal necrosis tissue, pus, and active
bleeding. Wound progression was evaluated using PUSH over 4 days during wound care. Results: The PUSH score
increased to 16 with a wound size of 150 cm2 moderate exudate, and extensive necrosis tissue. This indicates that
the wound condition has not improved, prompting an evaluation of the wound care and factors hindering wound
healing. Although PUSH aids clinical decision-making, it has limitations in assessing wound depth and systemic
conditions as it only evaluates three parameters. Conclusion: The PUSH instrument is a simple and efficient tool
for monitoring the healing of pressure ulcers and has the potential to indicate changes in wound condition as a
result of an intervention, thereby aiding clinical decision-making. PUSH is recommended for routine use in clinical
practice, while continuing to evaluate systemic conditions comprehensively and involving a multidisciplinary team.
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Introduction

Patients with chronic diseases often require
hospitalization with prolonged bed rest,
especially in patients with immobilization.
Symptoms experienced by patients, such
as pain and edema in the lower extremities,
weakness, and fatigue, can make it difficult
for patients to perform activities and
spend a significant amount of time lying in
bed. Prolonged bed rest can impair blood
circulation, particularly in areas of the skin
that are frequently subjected to pressure and
overlying bony prominences. This leads
to tissue hypoxia and necrosis, known as
pressure ulcers (Riani et al., 2022)

The prevalence of pressure ulcers varies
considerably, with incidence rates ranging
from 2.2% to 23.9% in long-term care units,
0.4% to 38% in acute care units, and 0% to
7% in home care settings. Some hospitals
in the United States report a prevalence of
pressure ulcers ranging from 4.7% to 29.7%,
and in the United Kingdom, from 7.9% to
32.1%. Acute care facilities (nursing homes)
in Europe range from 3% to 83.6%, while
acute care and rehabilitation facilities in
Singapore range from 9% to 14% ((NPUAP,
2020). Data from the Ministry of Health
indicate that the prevalence of pressure
ulcers in Indonesia reached 33.3% in 2018.
This figure is higher than the prevalence in
Asia, which ranges from 2.1-18%, and in
the ASEAN region, which ranges from 2.1-
31.3% (Kemenkes, 2023). The prevalence
of pressure ulcers in West Java reached
11.44%, making it a significant health issue,
particularly among vulnerable groups and
patients with chronic conditions (Riskesdas,
2018). Pressure ulcers are also one of the top
ten most common diseases in Garut District
(BPS, 2018). Therefore, appropriate and
comprehensive management is essential to
prevent further complications.

Pressure ulcers are localized tissue damage
to the skin and underlying soft tissues that
typically occur in areas of the body that are
prominent due to prolonged or continuous
pressure, such as from hard surfaces like
bones, medical devices, or certain objects.
Pressure ulcers can present as intact skin or
open wounds that cause pain. This injury is
typically caused by prolonged high pressure

or pressure combined with friction. Due
to its slow healing process and tendency
to recur due to various inhibitory factors,
this wound is classified as a chronic wound
(Perdanakusuma, 2017). If not properly
managed, pressure ulcers can have serious
consequences, as they are associated with
complications that result in 60,000 deaths
annually. Pressure ulcers also increase the
risk of mobility limitations and reduced daily
activities, which can worsen the severity
of the wound and further deteriorate the
patient’s condition. Additionally, pressure
ulcers can increase the cost and duration
of patient care, reduce patient and family
satisfaction with hospital care, and negatively
impact the quality and standards of hospital
services (Agustina & Rasid, 2020; Walther et
al., 2022).

Patients with pressure ulcers and
multimorbidity such as CHF, CKD, and
thrombocytopenia will experience various
symptoms, including pain at the pressure
ulcer site, edema due to CHF and CKD,
which can impair mobility, shortness of
breath, fatigue, impaired tissue perfusion,
electrolyte imbalances, dry and itchy skin,
easy bruising, and others (Bauer et al., 2021).
This occurs because CHF causes a decrease
in cardiac output, resulting in reduced
peripheral tissue perfusion, including in
wound areas. Oxygenation and nutrient
supply to wound tissues are disrupted, slowing
the wound healing process. Additionally,
edema caused by fluid retention exacerbates
pressure on pressure-prone areas (Mervis &
Phillips, 2019). In CKD patients, metabolic
disorders, anemia, and accumulation of
uremic toxins can impair tissue regeneration.
Thrombocytopenia also disrupts hemostasis
and coagulation processes, making it difficult
for wounds to form initial blood clots, which
are crucial for the healing phase (Thomas,
2018). Therefore, appropriate interventions
are necessary for these patients to prevent
further complications.

Interventions provided to patients with
pressure ulcers must be accompanied by
appropriate tools to evaluate wound healing
optimally. The Pressure Ulcer Scale for
Healing (PUSH) is a tool for assessing the
progression ofpressureulcers. PUSH provides
a valid measure of pressure ulcer healing over
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time and accurately distinguishes between
healing and non-healing wounds. This tool
is clinically practical and evidence-based,
making it effective for monitoring changes in
the status of pressure ulcers (Gardner et al.,
2005). The use of the PUSH instrument has
been limited in previous studies, so this case
study contributes new insights to clinical
practice by highlighting a practical, quick,
and simple assessment tool that enables
healthcare professionals to easily monitor
wound progression.

PUSH has been proven valid and reliable
in several studies. A study conducted by
Thomason et al., (2014) compared the PUSH
instrument and the Bates-Jensen Wound
Assessment Tool (BWAT) with similar
results, both valid and reliable in monitoring
the healing of pressure ulcers. PUSH only
assesses three parameters: wound size,
exudate quantity, and tissue type, making it
simpler, more practical, and easier to use in
daily clinical practice. Therefore, PUSH is
recommended for routine monitoring, while
BWAT, which consists of 13 parameters,
is more appropriate for research or when a
more detailed wound assessment is required.
Zeigler et al., (2016) explains that systematic
PUSH measurements on pressure ulcers have
the potential to indicate changes in wound
condition as a result of clinical interventions,
thereby guiding effective decision-making.
This study aligns with Park, (2014), which
analyzed 309 cases of stage II pressure ulcers,
finding that PUSH provides consistent scores,
enabling comparisons between patients and
assessing the effectiveness of interventions.
PUSH helps determine care priorities and
modify interventions based on wound healing.
Furthermore, PUSH is not only effective
for evaluating pressure ulcers, research by
Hon et al., (2010) demonstrates that PUSH
is a valid and responsive evaluation tool for
monitoring and documenting the progression
of diabetic ulcers and venous ulcers.

This case study is important to report
because it illustrates the complexity of
managing patients with pressure ulcers
and multimorbidity, including CKD, CHEF,
and thrombocytopenia, which interact and
exacerbate the condition of the patient’s
wounds. Therefore, an appropriate wound
assessment tool is needed to monitor wound

healing optimally and assist in decision-
making regarding treatment. The use of the
PUSH instrument plays a crucial role in
evaluating wound progression, as it consists
of simpler indicators compared to other
instruments, thereby facilitating objective
and consistent monitoring of wound healing
progress. The objective of this case study is
to describe the use of the PUSH instrument
in patients with pressure ulcers and
multimorbidity

Research Methods

This study uses a descriptive case study
method, which specifically describes
individual cases of disease, treatment, and
patient responses that can provide new
insights for nursing education. The patient
in this case is a 53-year-old man diagnosed
with CHF, CKD, thrombocytopenia, and a
pressure ulcer who was receiving treatment
at a hospital in West Java. The pressure
ulcer was located on the buttocks, classified
as grade III with an area of 121.5 cm2 and
presented granulation tissue, slight necrosis,
pus, and active bleeding. The researcher
implemented nursing interventions including
wound care, mobilization every 2 hours, olive
oil for dry skin, and pain management, which
included deep breathing relaxation for wound
pain and cold compresses for pain associated
with hot edema.

This case study uses the Pressure Ulcer
Scale for Healing (PUSH) to assess the
healing progress of pressure ulcers based
on three components: wound size, amount
of exudate, and type of tissue at the wound
base. The total score is calculated from these
three components, with a score range of
0-17. A decreasing score over time indicates
improved wound healing. PUSH monitoring
is conducted during each wound care session
using honey dressing, starting with removing
the dressing, followed by cleaning the
wound and observing the exudate present
on the wound. The wound is then cleaned
with saline solution, and necrotic tissue is
removed through conservative debridement
to allow pus to drain. The length and width
of the wound are measured using a ruler,
and the type of tissue present on the wound
is observed and documented. The wound is
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then dressed with gauze impregnated with
honey. This honey dressing is applied once
daily, in the morning.

Data collection was conducted through
two main sources, namely primary data
and secondary data. Primary data was
obtained directly from patients through
comprehensive physical examinations and
interviews to identify their main complaints,
medical history, and subjective experiences.
Meanwhile, secondary data was obtained
from medical records, including medical
history, results of supporting examinations,
and treatments administered. Interviews
were also conducted with patient’s families
to supplement information about the patient’s
condition from the perspective of their
immediate environment. Data collection
was conducted over a period of 4 days from
September 25 to September 28, 2024. After
all data were collected, they were analyzed
using narrative analysis, which involves
the systematic and in-depth organization
and interpretation of data to provide a
comprehensive overview of the patient’s
clinical condition within the observed
context.

The ethical principles used in this case
study refer to informed consent, whereby
patients and their families are first given a
thorough explanation of the procedure, and
then asked to give their consent voluntarily
without pressure or coercion. Patient
confidentiality is maintained by using
initials, and during the intervention process
patients are treated ethically and with respect.
This case study was conducted in accordance
with procedural standards aimed at providing
benefits and minimizing risks or adverse
effects for the patient.

Case Description

A 53-year-old male patient was admitted
to a hospital in West Java with complaints
of worsening buttock wounds, swelling
throughout the body (anasarca edema), and
shortness of breath. Prior to admission, the
patient had been treated for two weeks at a
clinic for shortness of breath and anasarca
edema. However, after two weeks of
treatment, the patient’s condition worsened,
and severe pressure ulcers developed on the

buttocks, leading to referral to the hospital
in West Java. The patient has a history of
Congestive Heart Failure (CHF) in 2022 and
has been undergoing treatment and regular
monitoring, which improved the patient’s
condition. However, in August 2024, the
patient experienced recurrent shortness of
breath accompanied by generalized edema.
After examination, the patient was diagnosed
with pressure ulcers, Chronic Kidney Disease
(CKD), and thrombocytopenia.

The patient has an IV line in the left upper
extremity with 10 drops/minute of NaCl
solution, a nasal cannula at 6 liters/minute,
and a urinary catheter. Physical examination
findings include BP 142/88 mmHg, HR 75
beats/minute, RR 28 breaths/minute, SpO2
93% with nasal cannula support, temperature
37.4°C, CRT < 2 seconds, warm extremities,
decreased skin turgor, no cyanosis, no jugular
vein distension, symmetrical chest movement,
presence of accessory breathing muscles,
dry skin, tenderness on both extremities and
abdomen. There is grade III anasarca edema
with a depression of 4-6 mm and a duration
of > 1 minute, as well as a grade III pressure
ulcer on the patient’s buttocks with an area
of 121.5 cm?, with granulation tissue, slight
necrosis, pus, and active bleeding.

During treatment, the patient has not
undergone debridement or hemodialysis due
to unstable condition, such as decreasing
blood pressure when hemodialysis was about
to be performed. The patient received therapy
with Metronidazole 3x500 ml, Ceftriaxone
2x1 ml, Omeprazole 2x40 ml, Ketorolac 1x1
ampoule, Ranitidine 1x1 ampoule, Farsix
2x40 ml, Bisoprolol 1x1. 25 ml, Angintriz
2x35 ml, Albumin 2x20 ml, and Sagestam
3x/day. The patient underwent diagnostic
examinations such as a complete blood count,
ECG, scrotal ultrasound, and chest X-ray,
which revealed bilateral scrotal edema and
cardiomegaly with bilateral pleural effusion.
The results of the complete blood count
on September 20, 2024, were as follows:
Hemoglobin 14.1 g/dL, White Blood Cells
16,070/mm?, Platelets 118,000/mm?, Fasting
Blood Glucose 133 mg/dL, Urea 210 mg/
dL, Creatinine 2.73 mg/dL, SGOT 39 U/L,
Albumin 2.44 g/dL, Protein +1 (30 mg/dL)
g/L, Urobilinogen negative, Neutrophils
77%, Lymphocytes 8%, Monocytes 12%.
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Results

This case study used PUSH as an instrument to monitor wound development over a period of
4 days and was observed periodically during each wound care session. The patient’s pressure
ulcer was classified as grade 111, located on the buttocks with an area of 121.5 cm2, granulation,
slight necrosis, pus, and active bleeding. The following is the progression of the pressure ulcer
condition based on monitoring using the PUSH instrument

Table 1. Wound Development Based on the Pressure Ulcer Scale for Healing

Date Wound Score Exudate Score Type of Skin Score Total
Size Amount Layer PUSH
Score
25/09/2024  9x13.5= 10 Many 3 Granulation 2 15
121.5 cm2
26/09/2024 9x14 = 10 Many 3 Slough 3 16
126 cm?
27/09/2024  10x14 = 10 Medium 2 Slough 3 15
140 cm?
27/09/2024 10x15 = 10 Medium 2 Necrotic 4 16
150 cm?

Based on Table 1, the evaluation results using PUSH, which consists of wound size, amount
of exudate, and skin layer type, indicate that the wound condition has not shown significant
improvement. In terms of wound size, the score remained at 10, with the wound area increasing
from 121.5 cm? to 150 cm?. The amount of exudate decreased slightly from the “heavy” category
in the first two days to “moderate” in the next two days. However, the type of skin layer showed
a change indicating worsening, from granulation tissue to spreading necrotic tissue. The PUSH
score on the fourth day of treatment was 16, indicating that the wound was in a relatively severe
condition with fluctuations and no significant signs of improvement. Based on the PUSH score
in this case, it is recommended to re-evaluate the wound care interventions provided to prevent
further progression of tissue damage.
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Graph 1. Changes in PUSH Scores

The graph shows fluctuating changes in the total PUSH score from 15 on the first day to 16 on
the fourth day of treatment. These fluctuations indicate that the patient’s wound has not shown
significant healing. These changes in scores may indicate the presence of healing barriers, such
as uncontrolled medical conditions, infection, or limitations in the interventions provided.
Therefore, a comprehensive evaluation of the care plan is necessary, including the selection of
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wound care methods, management of comorbidities, and optimization of nutrition and patient

mobilization to support optimal healing.

y

Flgure 1. Condltlon of Pressure Ulcer
After Second Day of Treatment

On the fourth day, the PUSH score increased
to 16, indicating grade IV with extensive
necrotic tissue, yellowish slough, and
bright red areas indicating inflammation or
open granulation tissue. The wound edges
appeared irregular and began showing signs
of undermining. The wound was moist,
had a characteristic odor, and demonstrated
progressive destructive processes requiring
debridement and intensive multidisciplinary
management. Patients in this case study often
do not realize when they defecate, leading to
poor wound hygiene due to contamination
from feces. Therefore, monitoring of wound
dressings was increased to ensure prompt
wound care if dressings appear soiled, thereby
preventing more severe infections.

Discussion

The Pressure Ulcer Scale for Healing is a
wound assessment tool developed by the
National Pressure Ulcer Advisory Panel
(NPUAP) and used to monitor the healing
process of pressure ulcers. This tool has been
proven valid and reliable in various studies
and has become part of routine protocols in
healthcare facilities. This instrument assesses
three key elements of pressure ulcers: wound
size, exudate amount, and tissue type at the
wound base. Each component is assigned a
numerical score, which is then summed to
produce atotal (Zeigler etal., 2016). Its simple

Figure 2. Condition of Pressure Ulcer
After Fourth Day of Treatment

and systematic components allow healthcare
professionals of varying experience levels
to use it quickly and consistently without
requiring complex additional tools. A study
of the RMU, (2022) showed that after
training in the use of PUSH, the consistency
of its use by nurses reached 92.19%, and
all nurses (38 individuals) felt confident in
using the instrument. Therefore, PUSH is an
appropriate choice for routine monitoring of
the healing process of pressure ulcers.

Pressure ulcers are localized tissue damage
to the skin and underlying soft tissues that
typically occur in areas of the body that are
prominent due to prolonged or continuous
pressure, such as from hard surfaces like
bones, medical devices, or certain objects.
Pressure ulcers can present as intact skin or
open wounds causing pain (Perdanakusuma,
2017). In this case, the pressure ulcer
presents as an open wound on the buttocks,
classified as Grade III with an area of 121.5
cm2, showing granulation tissue, minimal
necrosis, pus, and active bleeding. Grade III
pressure ulcers carry a high risk of local and
systemic infections, including osteomyelitis
and sepsis, as the wound facilitates bacterial
entry into the bloodstream, particularly in
patients with multimorbidity such as CHF,
CKD, and thrombocytopenia (Espejo et al.,
2018).

The PUSH instrument is used periodically
to assess wound development, enabling
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consistent and continuous monitoring of even
minor changes in wound condition (Zeigler
et al,, 2016). In this case, wound healing
monitoring using PUSH was conducted
over 4 days. The total PUSH score showed
fluctuating values, with a score of 16 on the
fourth day of care, a wound size of 150 cm2,
moderate exudate, and extensive necrosis.
These fluctuating scores indicate that the
patient’s wound condition has not shown
significant healing. The increase in PUSH
scores may indicate the presence of healing
barriers, such as multimorbidity, infection, or
limitations in the interventions provided (Seo
et al., 2022).

Factors that exacerbate the condition of
pressure ulcers include intrinsic and extrinsic
factors. Intrinsic factors thatinfluence pressure
ulcers include the aging process, poor or
excessive nutritional status (underweight or
overweight), medical conditions that damage
blood vessels, and body hydration status. In
this case study, aging influenced the wound
healing process because the patient was 53
years old. With increasing age, physiological
changes occur in the skin, such as prolonged
epidermal cell regeneration cycles, decreased
elasticity and vascularization, weakened
inflammatory responses, and decreased serum
albumin levels (Chanif & Yuniasari, 2024).
Obesity in patients also leads to excessive
body fat, increasing the risk of infection in
wounds due to inadequate blood supply
to adipose tissue (Siswandi et al., 2020).
Patients also have a history of conditions that
damage blood vessels, such as hypertension,
diabetes, CHF, and CKD, which impair
tissue perfusion and result in inadequate
oxygen and nutrient supply to the wound area
(Ridwan et al., 2017). Meanwhile, extrinsic
factors influencing pressure ulcers include
non-ergonomic sitting positions, poor bed
hygiene, insufficient frequency of position
changes, improper body positioning, and the
presence of a urinary catheter (Anugrahwati,
2019; Geelen et al., 2021). Patients often
do not realize when they have a bowel
movement, leading to poor hygiene in the
wound area due to contamination from feces.
During hospitalization, patients are also fitted
with urinary catheters, further limiting their
mobility.

The PUSH instrument contributes to

patient care decision-making. A decreasing
PUSH score over time is a positive indicator
of wound healing, while an increase in the
score indicates the need for re-evaluation of
ongoing interventions (Zeigler et al., 2016).
Therefore, wound care was increased to 1-2
times per day to maintain wound dressing
cleanliness and prevent contamination
from feces, which could worsen infection.
Additionally, the presence of extensive
necrosis indicated the need for debridement;
however, thrombocytopenia increased the
risk of significant bleeding, so surgical
procedures were postponed and replaced
with an alternative method, conservative
debridement. The patient also required
hemodialysis as the primary therapy for
CKD; however, this procedure was also
hindered due to the risk of bleeding from
heparin use and the potential for intradialytic
hypotension, which could lead to more serious
complications (Futri et al., 2024). Therefore,
CKD management was conducted with a
safer approach until the patient’s condition
stabilized, including pharmacological therapy
such as dluretlcs beta-blockers, and albumin.
Additionally, laboratory results and clinical
signs are monitored, including urine output,
edema, and GFR. Urine output increased
from 230 ml on the first day to 300 ml on the
fourth day, while edema remained at grade 3
with GFR decreasing from 25.5 to 12.4 mL/
min/1.73 m?.

The consistency between the total PUSH
scores and the interventions provided
indicates the ease of application of PUSH
in monitoring the progression of pressure
ulcers. Its use is practical and efficient
in daily nursing practice, and facilitates
documentation and communication among
healthcare professionals. The study Zeigler
et al., (2016) explains that systematic
measurement of PUSH in pressure ulcers has
the potential to indicate changes in wound
condition as a result of clinical interventions.
This study provides an overview that clinical
assessment results using PUSH can guide
effective decision-making. This study aligns
with Park, (2014), which analyzed 309
cases of stage II pressure ulcers, finding that
PUSH provides consistent scores, enabling
comparisons between patients and assessing
the effectiveness of interventions. PUSH
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helps determine care priorities and modify
interventions based on wound healing.
Furthermore, PUSH is not only effective
for evaluating pressure ulcers; research by
Hon et al., (2010) demonstrates that PUSH
is a valid and responsive evaluation tool for
monitoring and documenting the progression
of diabetic ulcers and venous ulcers.

This case study demonstrates that PUSH is
an easy and efficient tool for monitoring the
healing of pressure ulcers and has the potential
to indicate changes in wound condition as
a result of an intervention, thereby aiding
clinical decision-making. However, PUSH
does not evaluate wound depth because it
consists of only three components: wound
size, amount of exudate, and wound bed
condition. PUSH also cannot assess pain
complaints and the patient’s systemic
condition comprehensively. Although there
was a significant reduction in pain from 6/10
on the first day to 4/10 on the fourth day, the
PUSH score onthatday did notchange because
the pain component was not included in the
assessment parameters. Therefore, PUSH
should be used as a supplementary tool, and
a comprehensive evaluation of the patient’s
condition should be conducted, including
physical examination and monitoring of
laboratory results, to ensure appropriate and
comprehensive wound management.

Limitations

This study only involved one patient with a
limited time frame of 4 days, so the results
cannot be generalized to a larger population
of patients with similar conditions. Therefore,
further research with a stronger design and
a larger sample size is needed to assess
the effectiveness of PUSH use in patients
with pressure ulcers and multimorbidity.
Additionally, this case study did not evaluate
the depth of the wound or the patient’s
systemic condition comprehensively due to
the limitations of the PUSH instrument, which
only assesses three components: wound size,
amount of exudate, and wound tissue.

Conclusion

PUSH is a simple and efficient tool for
monitoring the healing of pressure ulcers

because it consists of only three components:
wound area, exudate volume, and tissue type
at the wound bed. PUSH has the potential
to indicate changes in wound condition as
a result of an intervention, thereby aiding
clinical decision making in the care of patients
with pressure ulcers and multimorbidity. The
PUSH score in this case study increased
to 16 with a wound size of 150 cm2,
moderate exudate, and extensive necrosis.
This indicates that the wound condition has
not improved significantly, prompting an
evaluation of the intervention and factors
hindering wound healing. Although the PUSH
score was considered practical and easy to
use, it has several limitations that healthcare
professionals should note. The PUSH score
does not assess wound depth or systemic
conditions comprehensively. Therefore, the
PUSH instrument can be used routinely in
clinical practice as a supplementary tool, but
it is essential to continue evaluating systemic
conditions comprehensively and involve a
multidisciplinary team.

References

Agustina, E. N., & Rasid, H. Al. (2020). Peran
Keluarga Dengan Pencegahan Decubitus
Pada Pasien Stroke. Jurnal Ilmiah Wijaya,
12(1),2301-4113.

Anugrahwati, M. (2019).  Aplikasi
Penggunaan Matras Anti Decubitus Untuk
Mengatasi Kerusakan Integritas Kulit Pada
Pasien Stroke. Universitas Muhammadiyah
Magelang.

Bauer, Karen, Miles, J., Barsun, A., & Schank,
J. (2021). Practice Dilemmas: Conditions
That Mimic Pressure Ulcers/Injuries. Wound
Management & Prevention, 67(2), 12-38.
https://doi.org/10.25270/wmp.2021.2.1238

BPS. (2018). Jumlah Kasus 10 Penyakit
Terbanyak di Kabupaten Garut. Badan Pusat
Statistik Kabupaten Garut. https://garutkab.
bps.go.id/id/statistics-table/1/MzI41zE=/
jumlah-kasus-10-penyakit-terbanyak-di-
kabupaten-garut-2017.html

Chanif, C., & Yuniasari, L. (2024). Penerapan
Tindakan Alih Baring dan Pemberian Olive

142 Journal of Nursing Care - Volume 8 Issue 3 October 2025



Syifa Nurul Aulia: The Use of The Pressure Ulcer Scale for Healing (Push) in Patients

Oil untuk Mencegah Pressure Ulcers di
Ruang Intensive Care Unit (ICU). Ners Muda,
5(3), 273-281. https://doi.org/10.26714/
nm.v5i3.16420

Espejo, E., Andrés, M., Borrallo, R., Padilla,
E., Garcia-Restoy, E., & Bella, F. (2018).
Bacteremia Associated with Pressure Ulcers:
A Prospective Cohort Study. Fur J Clin
Microbiol Infect Dis., 37(5), 969-975. https://
doi.org/10.1007/s10096-018-3216-8

Futri, A. A., Ndruru, R. D., Siburian, L. S.,
Putra, I., Daeli, I. K., & Kaban, K. B. (2024).
Pengaruh Tindakan Hemodialisa Terhadap
Perubahan Tekanan Darah Pada Klien
Gagal Ginjal Kronik Di RSU Royal Prima
Medan. Malahayati Health Student Journal,
4(10), 4187-4194. https://doi.org/10.33024/
mahesa.v4i9.15346

Gardner, S., Frantz, R., Bergquist, S., &
Shin, C. (2005). A Prospective Study of the
Pressure Ulcer Scale for Healing (PUSH). The
Journals of Gerontology: Series A, Biological
Sciences and Medical Sciences, 60(1), 93-97.
https://doi.org/10.1093/gerona/60.1.93

Geelen, S. J., Giele, B. M., Veenhof, C.,
Nollet, F., Engelbert, aoul H., & Schaaf., M.
van der. (2021). Physical Dependence And
Urinary Catheters Both Strongly Relate To
Physical Inactivity In Adults During Hospital
Stay: A  Cross-Sectional, Observational
Study. Disability and Rehabilitation, 44(22),
6684—6691. https://doi.org/10.1080/0963828
8.2021.1970257

Hon, J., Lagden, K., McLaren, A. M.,
O’Sullivan, D., Orr, L., Houghton, P. E., &
Woodbury, M. G. (2010). A Prospective,
Multicenter Study to Validate Use of the
PUSH in Patients with Diabetic, Venous, and
Pressure Ulcers. Ostomy Wound Manage,
56(2), 26-36.

Kemenkes. (2023). Kombinasi Massage &
Alih Baring Cegah Dekubitus. Kementrian
Kesehatan Republik Indonesia. https://
yankes.kemkes.go.id/view_artikel/3486/
pentingnya-seribu-hari-pertama-kehidupan

Mervis, J., & Phillips, T. J. (2019). Pressure

Ulcers:  Pathophysiology, Epidemiology,
Risk Factors, And Presentation. Journal of
the American Academy of Dermatology,
81(4), 881-890. https://doi.org/10.1016/;.
jaad.2018.12.069

NPUAP. (2020). Heel Pressure Ulcers:
International Pressure Ulcer Prevention &
Treatment Guidelines. National Pressure
Ulcer Advisory Panel. http://www.npuap.
org/wp-content/uploads.

Park, K. H. (2014). A Retrospective Study
Using the Pressure Ulcer Scale for Healing
(PUSH) Tool to Examine Factors Affecting
Stage II Pressure Ulcer Healing in a Korean
Acute Care Hospital. Ostomy Wound Manage,
60(9), 40-51.

Perdanakusuma, D. S. (2017). Cara Mudah
Merawat Luka. In Airlangga University
Press.

Riani, R., Sufrianti, D., & Hastuty, M.
(2022). Studi Kasus Decubitus Dengan Tirah
Baring Lama di Wilayah Kerja Puskesmas
Bangkinang Kota. Jurnal Ners, 6(2), 194—
199.

Ridwan, M., Sukarni, & Usman. (2017).
Analisis Faktor-Faktor Penghambat
Penyembuhan Luka Kaki Diabetik di Klinik
Kitamura Pontianak. Jurnal ProNers, 3(1),
1-17.

RMU. (2022). Implementation of the Pressure
Ulcer Scale of Healing (PUSH) Tool in Long-
term Care Facility. RMU Learning Resource
Center.

Seo, Y., Oh, H., Na, Y., Kim, M., & Seo, W.
(2022). Prospective Study of Pressure Injury
Healing Rate and Time and Influencing
Factors in an Acute Care Setting. Adv Skin
Wound Care., 35(12), 1-9. https://doi.
org/10.1097/01.ASW.0000892488.90282.a4

Siswandi, A., Wulandari, M., Erianto, M., &
Mawaddah Noviska, A. (2020). Hubungan
Status Gizi dengan Proses Penyembuhan
Luka pada Pasien Post Apendektomi.
ARTERI : Jurnal llmu Kesehatan, 1(3), 226—
232. https://doi.org/10.37148/arteri.v1i3.66

Journal of Nursing Care - Volume 8 Issue 3 October 2025 143



Syifa Nurul Aulia: The Use of The Pressure Ulcer Scale for Healing (Push) in Patients

Thomas, D. (2018). The Role of Nutrition in
Prevention and Healing of Pressure Ulcers.
Clinicsin Geriatric Medicine,34(1),107-123.
https://doi.org/10.1016/j.cger.2017.08.005

Thomason, S., Luther, S., Powell-Cope,
G., Harrow, J., & Palacios, P. (2014).
Validity and Reliability of A Pressure Ulcer
Monitoring Tool for Persons with Spinal
Cord Impairment. The Journal of Spinal
Cord Medicine, 37(3), 317-327. https://doi.
org/10.1179/2045772313Y.0000000163

Walther,

F., Heinrich, L., Schmitt, J.,

Eberlein-Gonska, M., & Roessler, M. (2022).
Prediction of inpatient pressure ulcers based
on routine healthcare data using machine
learning methodology. Scientific Reports,
12(1), 1-10. https://doi.org/10.1038/s41598-
022-09050-x

Zeigler, M., Smiley, J., Jones, L. E., &
Moore, J. L. (2016). Use of the Pressure
Ulcer Scale for Healing (PUSH) in Inpatient
Rehabilitation: A Case Example. Journal of
the Association of Rehabilitation Nurses,
41(4), 207-210. https://doi.org/10.1002/
rnj.258

144 Journal of Nursing Care - Volume 8 Issue 3 October 2025



