
FACTS ABOUT
PRESSURE
INJURY IN THE
INTENSIVE
CARE UNIT 

This factsheet is based on Chaboyer et al. (2018) Crit Care Med 46(11),e1074-e1081 and
the EPUAP/NPIAP/PPIA Clinical Practice Guideline, E. Haesler (ed.), Cambridge Media,
Osborne Park, Australia

Combining clinical judgement and risk assessment scores
is key to identify patients at risk.
Most utilised risk assessment tools are : 
Braden scale
Norton scale
Waterlow scale 

Rubbing the skin is NOT a good idea! It can damage the
skin due to friction.
The use of a hairdryer is NOT recommended to avoid
moisture, as it creates a dry environment for woundhealing.
Do NOT create floating heels  with waterbags, sand bags
or sponges, as it NOT relieves the pressure.

Nurses have an important role in de prevention of Pressure
injury. 
Generally, there is room for improving their knowledge on the
topic, but but they have a positive atttiude toward prevention.

 Internationally, about 16 to 25% of patients in the ICU
develop a Pressure injury. There is a 10 times higher
chance to develop a pressure injuries in ICU compared to
general hospital wards. 

ICU patients are more at risk, because they have numerous
intrinsic and extrinsic risk factors including but not limited
to
- limited mobility and activity
- mechanical ventilation
- use of vasopressors

1 P R E S S U R E  I N J U R Y  I S
C O M M O N  I N  I C U S

2 T O P  3  C O M M O N  S I T E S
In ICU patients the sacral region, heels and hips are the
most common sites where Pressure injuries present,
followed by ears and shoulders.

3 H O W  T O  A S S E S S  T H E  R I S K ?

4 R I S K  F A C T O R S

5 R E P O S I T I O N I N G
There is no generally recommended repostitiong shedule.
The patient's clinical condition determines the frequency,
as well as the need for revising the repostioning shedule. 

7 facts you need to know

S H A T T E R E D  M Y T H S

K N O W L E D G E  A N D  A T T I T U D E
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