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ABSTRACT

Objectives Hospital-acquired pressure injuries (Pls) are a
source of morbidity and mortality, and many are potentially
preventable.

Design This study prospectively evaluated the prevalence
and the associated factors of Pls in adult critical care
patients admitted to intensive care units (ICU) in the UK.
Setting This service evaluation was part of a larger,
international, single-day point prevalence study of Pls in
adult ICU patients. Training was provided to healthcare
givers using an electronic platform to ensure standardised
recognition and staging of Pls across all sites.
Participants The characteristics of the ICUs were
recorded before the survey; deidentified patient data were
collected using a case report form and uploaded onto a
secure online platform.

Primary and secondary outcome measures Factors
associated with ICU-acquired Pls in the UK were analysed
descriptively and using mixed multiple logistic regression
analysis.

Results Data from 1312 adult patients admitted to 94 UK
ICUs were collected. The proportion of individuals with at least
one Pl was 16% (211 out of 1312 patients), of whom 8.8%
(n=115/1312) acquired one or more Pls in the ICU and 7.3%
(n=96/1312) prior to ICU admission. The total number of Pls
was 311, of which 148 (47.6%) were acquired in the ICU. The
location of majority of these Pls was the sacral area, followed
by the heels. Braden score and prior length of ICU stay were
associated with Pl development.

Conclusions The prevalence and the stage of severity

of Pls were generally low in adult critically ill patients
admitted to participating UK ICUs during the study period.
However, Pls are a problem in an important minority of
patients. Lower Braden score and longer length of ICU stay
were associated with the development of injuries; most
ICUs assess risk using tools which do not account for this.
Trial registration number NCT03270345.

INTRODUCTION

In 2014, the UK National Institute for Health
and Care Excellence (NICE) published a
document for prevention and management
of pressure injuries (PIs) in primary and

STRENGTHS AND LIMITATIONS OF THIS STUDY

= This is the first study ever completed to evaluate
the impact of pressure injuries (Pls) in the adult
population.

= Itis a robustly planned and executed study.

= Limitations are mainly due to the low incidence and
severity of Pls.

= The inability to link preventive measures used in
patients to the prevalence of Pls is also a limitation.

= The study was conducted in the pre-COVID-19 era
and majority of the patients were nursed in the su-
pine position.

secondary care in the UK.'* This document
was revised in 2019 and states that ‘pressure
ulcers are serious and distressing adverse
events that can represent a failure of care’.”
PIs result when an area of the skin and/or the
underlying tissues are damaged due to being
placed under sufficient pressure for a period
long enough to impair blood supply or when
shearing forces generate friction on the skin
during manual handling.1 ® An international
classification categorises the injuries into
stages 1-4, unstageable and suspected deep
tissue injury according to the extent of tissue
damage.”*

Pressure ulcers caused by both moisture
and shear stress are directly associated with
the quality of care provided as well as patient
outcomes.”™ NICE guidelines® state that
PIs consume significant resources and that
these should be preventable in the National
Health Service (NHS), which has therefore
employed tissue viability nurses (TVN) in the
majority of hospitals. TVNs provide expert
advice in the prevention and treatment of
wounds including PIs.
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Unfortunately, critically ill patients in intensive care
units (ICUs) are extremely vulnerable due to the severity
of their illness, immobility, sedation, poor tissue perfu-
sion, hypoxia and frequent haemodynamic instability.
The current prevalence of Pls in the UK ranges widely,
with estimates from 4.7% to 32.1% in ward areas, while in
the ICUs the prevalence is not known.”?”® The aim of this
service evaluation was to provide up-to-date information
on PIs within UK adult ICUs. The specific objectives were
(1) to provide a picture of the prevalence of PIs in adult
criticallyill patients, specifically in relation to the presence
of PIs on admission and PIs acquired within the ICU; (2)
to provide the characteristics of PIs in terms of severity
and anatomical distribution; and (3) to contribute data
to the international Decubitus in Intensive Care Units
(DecubICUs) study, of which this project formed a part.'

METHODS

Study design and participants

This service evaluation was conducted using a single-day
(midnight to midnight) point prevalence survey of all
adult ICU patients. A full description of the methods can
also be found in the DecubICUs global study report.1 The
study was registered at ClinicalTrials.gov (NCT03270345).

Patient and public involvement
There was no patient and public involvement in this study.

Data collection

The study website provides the protocol and an electronic
case report form (CRF; online supplemental appendix A
and https://www.esicm.org/trials-group-2/decubicus/).
Data were collected from all participating centres before
the study day. Anonymous data were collected in the CRF
on all adult patients present in the participating ICUs on
15 May 2018 (online supplemental appendix A). Admis-
sion data included patients’ demographic, type of ICU
admission (ie, medical, elective or emergency surgical,
or trauma/burns), principal diagnosis leading to ICU
admission, mechanical ventilation on admission and
whether the patient already had PIs at the time of ICU
admission. Data included PI assessment, which included
site and stage (generally referred to as ‘grade’ in the
UK),”® and whether injuries were present at ICU admis-
sion (specifically these were areas exhibiting PIs, rather
than discrete injuries; referred to as PIs for simplicity).
Injury risk was evaluated using the Braden Scale.” This
scale combines six subscales (mobility, activity, sensory
perception, skin moisture, nutritional state and friction/
shear) and scores range from 6 to 23, with lower scores
reflecting higher risk. Follow-up data gathered were
survival status and length of ICU and hospital stay until
hospital discharge, maximally at 12 weeks following the
study day (7 August 2018). An online training module
was developed for all clinical data collectors and was
published on the study website (protocol available in
online supplemental appendix A or online at https://

www.esicm.org/ trials-group-2/decubicus/; training
module available online on the European Society of
Intensive Care Medicine website at https://www.esicm.
org/wp-content/uploads/2018/04/Module-DecubICUs-
LR.pdf) prior to initiation in order to assist with consis-
tency of data collection. Hospital and follow-up data were
collected by clinical and research nurses and the site
study coordinator. Individual patient data were collected
by the bedside nurse by direct skin observation according
to international staging definitions.”™®

Statistics
Data were summarised as mean (SD) or median (IQR) as
appropriate; categorical data were summarised as propor-
tions (%). Overall PI prevalence was calculated as the
proportion of the sample who had at least one PI on the
study day. ICU-acquired prevalence was calculated as the
proportion of the sample who had at least one PI deter-
mined to be acquired in the ICU present on the study day.
Prevalence is reported as percentage with 95% CI.
Associations with ICU-acquired PI were explored using
a mixed multiple logistic regression analysis with the logit
link function and including a random intercept for site.
This method was chosen to balance potential effects
resulting from variability in care processes across the
participating sites. All demographic variables as well as
those related to acute illness and chronic conditions were
included. The variable ‘length of ICU stay before study
day’ was included based on both clinical judgement and
the literature on PI risk factors.®% As such, all variables
were included following an exploratory approach, irre-
spective of their relationship with PI in univariate anal-
ysis.11 Results are reported as OR with 95% CI. Statistical
analysis was performed using IBM SPSS for Windows
V.26.0 and R statistical software V.3.6.1.12

RESULTS
Ninety-four adult ICUs distributed across the whole of
the UK participated in this study. In 2018, the Scottish
Intensive Care Society Audit Group collected data from
72 adult ICUs,13 while the Intensive Care National Audit
and Research Centre report was based on data from 263
NHS adult ICUs in the rest of the UK."* The definition
of an ICU can be broad; however, for the purpose of this
study, the authors assumed that 28% (94 out of 335) of
ICUs participated in this study in the UK; 51% declared
themselves to be university-affiliated. The majority of
ICUs were mixed medical and surgical (75; 80%), and
the remainder were surgical of one type or another, with
one specialist burns unit. Four participating units did not
submit descriptive data. The ICUs had a median of 14
beds (IQR 10-20) and 68% declared themselves to be
‘closed’. There were six very large units with more than
40 beds.

Local investigators collected data from 1312 critically ill
patients, the majority of whom were cared for in university-
affiliated centres (67.3% of patients). The median nurse
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Table 1 Characteristics of patients o
Patients with ICU- Patients with -‘3

acquired pressure injuries ICU-acquired E"

Patients without and/or pressure injuries pressure o

All patients (N=1312, pressure injuries acquired prior to ICU injuries only °

Characteristics 100%)* (n=1101, 83.9%)* admission (n=211, 16%)* (n=115, 8.8%)* %
Age (years), M (IQR) 62 (50-72) 62 (49-72) 65 (54-74) 62 (52-73) g
Sex (male), n (%) 783 (59.7) 656 (59.6) 127 (60.2) 68 (59.1) g
Body mass index class, n (%) =)
Underweight (<18.5kg/m?) 57 (4.3) 42 (3.8) 15 (7.1) 10 (8.7) E
Nc2>rmal weight (18.5-24.9kg/ 464 (35.4) 381 (34.6) 83 (39.3) 49 (42.6) %
m°) 2.
Preobesity (25-29.9 kg/m?) 391 (29.8) 341 (31.0) 50 (23.7) 27 (23.5) ?;
Obesity class | (30-34.9kg/m?) 227 (17.3) 195 (17.7) 32 (15.2) 12 (10.4) S
Obesity class Il (35-39.9kg/m? 90 (6.9) 75 (6.8) 5(7.1) 11 (9.6) D\’
Obesity class Il (=40kg/m?) 83 (6.3) 67 (6.1) 6 (7.6) 6 (5.2) g
Mechanical ventilation on ICU 669 (51.0) 555 (50.4) 114 (54.0) 77 (67.0) g
admission, n (%) S
Type of admission, n (%) N
Medical 617 (47.0) 495 (45.0) 122 (57.8) 63 (54.8) Z
Elective surgery 279 (21.3) 260 (23.6) 9 (9.0) 11 (9.6) §
Emergency surgery 309 (23.6) 255 (23.2) 54 (25.6) 31 (27.0) g
Trauma and burns 107 (8.2) 91 (8.3) 6 (7.6) 10 8.7) %
Comorbidities, n (%) N
AIDS 6 (0.5) 5(0.5) 1(0.5) 1(0.9) é g
Chronic obstructive pulmonary 173 (13.2) 143 (13.0) 30 (14.2) 17 (14.8) é %
disease 28
Malignancy 164 (12.5) 137 (12.4) 27 (12.8) 14 (12.2) %
Cancer, solid tumour 118 (9.0) 102 (9.3) 16 (7.6) 8 (7.0) g
Metastatic cancer 32 (2.4) 27 (2.5) 5(2.4) 1(0.9) =
Haematological cancer 27 (2.1) 19 (1.7) 8 (3.8) 5(4.3) 2
Immunocompromised 104 (7.9) 79 (7.2) 25 (11.8) 15 (13.0) 5
Corticosteroid therapy 57 (4.3) 39 (3.5) 18 (8.5) 10 (8.7) }%
Immunosuppression 33 (2.5) 24 (2.2) 9 (4.3) 5(4.3) ;-3-
Chemotherapy 37 (2.8) 34 (3.1) 3 (1.4) 2(1.7) =
Cirrhosis 39 (3.0 27 (2.5) 12 (5.7) 7 (6.1) §
Diabetes 239 (18.2) 193 (17.5) 46 (21.8) 25 (21.7) =
Heart failure 130 (9.9) 102 (9.3) 28 (13.3) 15 (13.0) g
Impaired mobility 120 (9.1) 95 (8.6) 25 (11.8) 10 (8.7) g
Malnutrition 45 (3.4) 27 (2.5) 18 (8.5) 12 (10.4) 3
Peripheral vascular disease 41 (3.1) 27 (2.5) 14 (6.6) 5(4.3) *S
Renal failure 106 (8.1) 93 (8.4) 13 (6.2) 5(4.3) §
SAPS |l category, n (%)T o
<23 385 (29.3) 353 (32.1) 32 (15.2) 6 (13.9) 3
24-33 327 (24.9) 283 (25.7) 44 (20.94) 26 (22.6) f:
34-44 290 (22.1) 220 (20.0) 70 (33.2) 37 (32.2) g
>45 310 (23.6) 245 (22.3) 65 (30.8) 36 (31.3) <
Braden score categoryf, n (%) ._'9
Very high risk (<9) 110 (8.4) 9(7.2) 31 (14.7) 18 (15.7) %
Continued g

g
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Table 1 Continued
Patients with ICU- Patients with
acquired pressure injuries ICU-acquired
Patients without and/or pressure injuries pressure
All patients (N=1312, pressure injuries acquired prior to ICU injuries only
Characteristics 100%)* (n=1101, 83.9%)* admission (n=211, 16%)* (n=115, 8.8%)*

High risk (10-12) 370 (28.2) 284 (25.8) 86 (40.8) 51 (44.3)

Moderate risk (13-14) 236 (18.0) 194 (17.6) 42 (19.9) 27 (23.5)

Mild risk (15-18) 396 (30.2) 349 (31.7) 47 (22.3) 9 (16.5)

No risk (19-23) 193 (14.7) 189 (17.2) 4(1.9) 0 (0.0)
Length of stay in ICU prior to 4 (1-10) 3 (1-9) 8 (3-20) 12 (6-26)
study day (days), M (IQR)

Length of stay in ICU (days), M 9 (4-24) 8 (3-20) 19.5 (8-45.75) 26.5 (12-53)
(IQR)

Length of stay from ICU 18 (8-40) 16 (8-35) 33 (14.25-61.75) 42 (18-63.75)
admission to hospital discharge

(days), M (IQR)

Length of stay in hospital after 11 (6-28) 10 (5-24) 21 (9-41) 22 (10-42)
study day (days), M (IQR)

Patients still in ICU 3 months 2 (0.2 1(0.1) 1(0.5) 0 (0.0
after study day

Patients still in non-ICU ward 93 (7.1) 59 (5.4) 34 (16.1) (19.1)
3months after study day

Deceased during hospital stay 271 (20.7) 210 (19.1) 61 (28.9) 29 (25.2)
28-day mortality 196 (14.9) 157 (14.3) 39 (18.5) 15 (13.0)

*Total may not sum to 1312, 1101, 211 and 115, respectively, owing to missing values.
1The range of possible scores is 0—163; higher SAPS Il score indicates higher severity of disease and acute illness; scores are categorised

according to the sample’s quartiles.
FThe range of possible scores is 6-23.

ICU, intensive care unit; M, median; SAPS, Simplified Acute Physiology Score.

to patient ratio for the night shift on the survey day was
1:1 (IQR 0.8-1), reflecting the UK national standard
of 1:1 nursing for level 3 patients (these are individuals
requiring ventilatory and multiple organ support) and 1:2
for level 2 ‘high dependency’ patients. Only one hospital
reported that neither physiotherapy nor dietetic support
was available on the study day. Four units did not report
on this specification. A list of the preventive measures
used is provided in online supplemental appendix B
tables 1 and 2. Four units reported that they did not have
asection on the patient record for describing PI, and four
units entered no data. Of the units, 59 (63%) employed
the Waterlow Scale, 11 (12%) used the Braden Scale, 19
(20%) reported using a different PI risk assessment scale,
and 1 unit reported not using a scale (4 units entered no
data).

The characteristics of the patients included in the study
are shown in table 1; the majority were men (59.7%) and
the median age was 62 years (IQR 50-72). The median
number of days in the ICU before the study day was 4 (IQR
1-10), and 51% of these patients were requiring invasive
mechanical ventilation on ICU admission. The source of
admission to the ICU was the operating theatre in 34.2%
of cases, followed by the emergency room (30.5%) and

the general ward (23.3%). Of the patients, 992 (76%)
were known to be alive at 84 days, with 271 (20.7%)
known to have died (missing data on 49 patients).

The total number of PIs was 311, of which 148 (47.6%)
were acquired in the ICU and 154 (52.4%) prior to ICU
admission. Thus, 54.5% of patients with PIs acquired their
injuries following their ICU admission. Majority of the PIs
were classified as grade 1 or 2 (figure 1A). Of the patients,
115 had ICU-acquired PIs and 96 had injuries that were
pre-existing at the time of admission. The number of PIs
per patient varied from one to nine sites. Anatomical site
of 311 injuries (47.6% present priori to ICU admission)
were acquired in the ICU and 163 (52.4%) were prior
to ICU admission. The sacral area, along with the heels,
mouth and nose, appeared the most vulnerable, with the
sacral area and heels accounting for most of the higher
grade injuries; of 97 areas with injuries classified as grade
3 or above, 33 (34%) were sacral areas and 28 (29%) were
heels (figure 1B).

The mixed multiple logistic regression analysis iden-
tified the following factors as independently associ-
ated with ICU-acquired Pls: decreasing Braden scores
(OR=0.77 (95% CI 0.69 to 0.85), p<0.001) and increasing
prior duration of ICU stay (0-3 days as reference; 4-6 days
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Figure 1 (A) Grade of injury and (B) anatomical site of injury.

ICU, intensive care unit.

in ICU before study day, OR=2.29 (95% CI 1.06 to 4.95),
p=0.03; 7-9days in ICU before study day, OR=2.30 (95%
CI 0.91 to 5.84), p=0.08; 10-12 days in ICU before study
day, OR=7.77 (95% CI 3.42 to 17.69), p<0.001; >12 days in
ICU before study day, OR=7.73 (95% CI 3.94 to 15.15),
p<0.001; table 2).

DISCUSSION

This service evaluation identified that 16% of 1312
patients in a large sample of UK ICUs had an area
exhibiting pressure damage on the study day. Although
96 patients already had injuries on admission, 115 had
acquired them during their ICU stay. Generally, these
injuries were not severe; however, there were some that
were, and these injuries come with a human and insti-
tutional cost. The impact of PIs is not easy to measure
in terms of patient outcome and total cost. In 2004, the
estimated annual cost paid by the NHS for treatment
of PIs was between £1.4billion and £2.1billion a year. A

more recent estimate suggests that the cost of treating a
PI varies from £1214 (stage 1) to £14108 (stage 4 more
severe).’

Recently, Labeau et al' conducted a worldwide, prospec-
tive, point prevalence study comprising 1117 ICUs in
90 countries and found 6747 PIs in 3526 patients. The
proportion of ICU-acquired PIs was 59.2%. They iden-
tified several factors associated with ICU-acquired PlIs,
including older age, presence of organ support and high
severity of illness scores. This analysis of the UK data
identified a low prevalence of generally low severity of
PIs. However, having a lower Braden score and a longer
length of prior ICU stay were associated with a greater
likelihood of acquiring a PI in the ICU. The global study
(including data from many significantly lower resource
settings) identified numerous risk factor associations, but
the overall prevalence was greater (26.6%), as was the
total sample (n=13254)." Importantly, the global cohort
was able to identify that local factors, case-mix and espe-
cially the type of ICU admission (ie, medical, elective or
emergency surgery) were associated with ICU-acquired PI
risk."”

The locations of PIs were mainly the sacral area and
the heels, and the more severe injuries tended to be in
these areas. This clearly needs continuous focus on equip-
ment and practice development and education, along
with communication among the multidisciplinary team.
It is a reasonable assumption that the overwhelming
majority of the patients were nursed in the supine posi-
tion on the study day; nevertheless, there were reported
injuries to the nose, mouth and ears. The results might
have been different had the study been conducted
during the COVID-19 pandemic, during which there
was a widespread need for nursing patients in the prone
position.'™™ The prevalence and location of PIs likely
would reflect staff experience and training, positioning
of patients, and workload.”’ The mouth and the nose may
be damaged when using non invasive ventilation with
limited options for interface or suctioning.”” The nurse
to patient ratio was 1:1 for level 3 patients and this is a
reflection of UK standards of good care. Due to limita-
tions of the data collected, we cannot comment on the
detailed acuity which contributing units experienced
in the period running up to the study day. Similarly, we
cannot infer that staffing has an impact on the prevalence
of PIs; the impact of a period of inadequate staffing will
be reflected in PIs sometime later.

The study sought information on preventive measures
used.”* The NICE guidance does not cover the specific
issues relating to the critically ill patient®™; however, a
list of preventive measures used in the ICUs is provided
in online supplemental appendix B table 1. Data in this
table are reflective of current NICE guidelines, but the
lack of longitudinal data and the low prevalence of PIs
precluded exploration of the relative effectiveness of
such measures.

In the UK, the presence of ICU PIs generates a manda-
tory investigation generally initiated via adverse event

Rubulotta F, et al. BMJ Open 2022;12:€057010. doi:10.1136/bmjopen-2021-057010

5

1ybuAdoo
Aq persiold  Areiqry Aied 1e Zz0z ‘6 Jequiedsq uo /wod fwg-uadolwa//:dny woly pepeojumod "ZZ0z J8qWBAON €2 U0 0T0LS0-TZ0Z-uadolwa/9eTT 0T se paysignd 1suy :usdO [ING


https://dx.doi.org/10.1136/bmjopen-2021-057010
http://bmjopen.bmj.com/

Open access

3

Table 2 Mixed multiple logistic regression model

Variable OR (95% CI) P value
Days in ICU before study day

0-3days Reference

4-6days in ICU before study day 2.29 (1.06 to 4.95) 0.03

7-9days in ICU before study day 2.30 (0.91 to 5.84) 0.08

10-12 days in ICU before study day 7.77 (3.42 to 17.69) <0.001

>12days in ICU before study day 7.73 (3.94 to 15.15) <0.001
Age, years 1.01 (0.99 to 1.03) 0.27
Male sex 0.98 (0.61 to 1.56) 0.92
Body mass index, kg/m?

18.5-25 (normal weight) Reference

<18.5 (underweight) 1.97 (0.80 to 4.85) 0.14

25-30 (preobesity) 0.56 (0.32 to 1.08) 0.053

>30 (obesity) 0.60 (0.34 to 1.07) 0.08
Braden score 0.77 (0.69 to 0.85) <0.001
Admission type: medical 1.11 (0.47 to 2.60) 0.82
Admission type: elective surgery 0.83 (0.28 t0 2.47) 0.74
Admission type: emergency surgery 1.03 (0.41 to 2.54) 0.96
Chronic obstructive pulmonary disease 0.96 (0.50 to 1.88) 0.92
AIDS 3.67 (0.27 t0 50.17) 0.33
Heart failure 1.07 (0.51 to 2.22) 0.86
Peripheral vascular disease 0.97 (0.30 to 3.06) 0.95
Diabetes 1.22 (0.69 to 2.15) 0.49
Cirrhosis 2.25(0.83 10 6.17) 0.11
Malignancy 0.90 (0.42 to 1.93) 0.80
Immunocompromised 1.96 (0.91 to 4.20) 0.09
Vasopressor use 0.64 (0.34 to 1.21) 0.17
Sedation 0.77 (0.40 to 1.47) 0.43
Muscle relaxant use 1.13 (0.31 t0 4.12) 0.86
Mechanical ventilation on admission 1.34 (0.79 to 2.27) 0.28
Renal replacement 1.63 (0.83 to 3.22) 0.16
Simplified Acute Physiology Score Il score 0.99 (0.97 to 1.01) 0.46

ICU, intensive care unit.

reporting systems such as ‘Datix’ (https://rldatix.com).
This triggers investigation and challenge but may not
account the specific issues relevant to the critically ill.
The ability to differentiate which PIs were preventable
with appropriate measures and those which were not, due
to acuity, nutrition, vasopressors, hydration status, etc,
would ensure appropriate attention but cannot be eval-
uated with this study methodology. It has been acknowl-
edged that some PIs, particularly in a critical care setting,
are unavoidable.”

The mixed multiple logistic regression analysis iden-
tified decreasing Braden scores as associated with ICU-
acquired PIs. The Braden Scale includes largely static
factors, and a dynamic system which adjusts risk as time
goes on may be worth evaluating. This is even more

relevant given that prior length of stay has a significant
association with the incidence of PIs demonstrated in
both this and other studies.** The development of such a
scale including elapsed time as a variable would require
an extensive longitudinal study; it is not currently clear
whether the effort would be justified. Of note, the majority
of sites reported using the Braden Scale or the Waterlow
Scale; such scales would be the primary trigger for addi-
tional measures (online supplemental appendix B table
3); neither Braden or Waterlow has a notion of prior
length of stay. The importance of length of stay has been
highlighted previously, but this seems not to have trans-
lated into current risk assessment.” Although better risk
prediction can be valuable for comparative audit as part
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of quality improvement, we do not know if an improved
risk prediction score would translate into fewer PIs.

One potential limitation of the study is the sample of
ICUs contributing data; we estimate 28% of UK services
contribute and we cannot assume this to be a represen-
tative sample. However, the site data submitted and the
patient diagnostic data are in line with broader UK critical
care (online supplemental appendix B table 2).*° Conceiv-
ably, participating sites may have had greater interest in PI
or evaluative practice, which may be different from non-
contributing sites, and be reflected in the quality of care.
Finally, bedside nurses may perhaps have been inhibited
from reporting injuries over anxieties that this would be
regarded badly by managers. An important mitigation of
this is that PI reporting is mandatory in the UK and has
arguably become routine.

CONCLUSION

The prevalence and the stage of severity of PIs, both
ICU-acquired and non-ICU-acquired, were low in adult
critically ill patients admitted to UK ICUs. Nevertheless,
16% of patients had evidence of PI on the study day, and
this clearly represents an opportunity for improvement.
Decreasing Braden scores and increasing ICU stay were
identified as risk factors associated with the prevalence
of ICU-acquired PIs. The sacral area and the heels are
clearly very vulnerable areas with greater numbers and
are the sites of more severe injuries.
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