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Abstract

The aim of this national cross-sectional study was to explore the prevalence of

pressure injuries and incidence of hospital-acquired pressure injuries, and the

relating factors in somatic-specialised inpatient care in Finland. The study was

conducted in 16 (out of 21) Finnish health care organisations offering spe-

cialised health care services. Data were collected in 2018 and 2019 from adult

patients (N = 5902) in inpatient, emergency follow-up, and rehabilitation

units. Pressure injury prevalence (all stages/categories) was 12.7%, and the inci-

dence of hospital-acquired pressure injuries was 10%. Of the participants, 2.6%

had at least one pressure injury at admission. The risk of hospital-acquired

pressure injuries was increased for medical patients with a higher age, the

inability to move independently, mode of arrival, being underweight, and the

absence of a skin assessment or pressure injury risk assessment at admission.

For surgical patients, the risk was associated with the inability to move inde-

pendently, mode of arrival, and lack of skin assessment at admission, while

being overweight protected the patients. Overall, medical patients were in

greater risk of hospital-acquired pressure injuries than the surgical patients.
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An assessment of the pressure injury risk and skin status should be carried out

more systematically in Finnish acute care hospitals.
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Key Messages
• pressure injuries are frequent events that are mostly preventable. They

increase both morbidity and mortality and hospital costs, while they reduce
the quality of life of patients

• the aim of this national cross-sectional study was to explore the prevalence
of pressure injuries and incidence of hospital-acquired pressure injuries, and
the related factors in somatic-specialised inpatient care in Finland

• a higher age, inability to move independently, mode of arrival, being under-
weight, and the absence of a skin assessment or pressure injury risk assess-
ment at admission increased the risk of hospital-acquired pressure injuries
for medical patients. For surgical patients, the risk was associated with the
inability to move independently, the mode of arrival, and the lack of a skin
assessment at admission, while being overweight protected the patients

1 | INTRODUCTION

Pressure ulcers/injuries (PUs/PIs, hereafter called as pres-
sure injuries, PIs) are frequent events, which are mostly pre-
ventable. The aetiology of PIs has been described as follows:
‘A pressure injury is defined as localized damage to the skin
and/or underlying tissue, as a result of pressure or pressure
in combination with shear. Pressure injuries usually occur
over a bony prominence but may also be related to a medi-
cal device or other object’.1 PIs are injuries of the skin and
subcutaneous tissue, which increase both morbidity and
mortality.1-3 PIs reduce the quality of life of patients and, in
hospital settings, increase the length of stay (LOS).4,5

Besides causing harm to the patients, PIs impose a signifi-
cant financial burden on health care.6-8 The costs of PIs
vary from 1.4% to 4% of the health care costs.1 The Finnish
figures are assumed to be the same, thus corresponding
with the monetary value of 295 to 844 M€ in the fiscal year
2018.9 Treating PIs is even more expensive than PI preven-
tion costs, which can importantly affect hospital budgets.6

Therefore, to manage cost increases, it is important for hos-
pitals to invest in quality improvement, prevention efforts
for hospital-acquired pressure injuries (HAPIs), and the
early detection of PIs.7,8

The prevalence rate in different countries worldwide
varies between 6% and 18.5% in acute care settings.10 A sys-
tematic review11 of European studies showed PI rates that
varied from 4.6% to 27.2% depending on the country, while
a systematic review and meta-analysis of African studies
showed a point prevalence that varied between 3.4% and
18.6%.12 Large studies from different countries have found

the following prevalence rates: in United States and Canada
9.2%,13 in Australia 8.7%,14 in Italy 17%,15 and in Portugal
5.76%.16

When we examine research on PIs in other Nordic
countries than Finland, studies show PI prevalence rate to
vary from 2% to 18.2%.17-21 Only two studies17,19 have
reported rates of HAPIs, which vary between 7.6% and 15%.
In previous studies in Finland, the PI rate varied from 4.6%
to 12.9%22-24 in acute care settings. However, there are no
large PI prevalence study results from Finland.

Older age and comorbidities increase the PI risk.1

Latimer et al25 studied over 65-year-old patients with lim-
ited mobility and found that every year of age added to
the risk of getting PI in 36 hours after hospitalisation.
Older age has found to be a PI risk factor also in many
other studies.14,16,17,26-29 Additionally, some studies have
shown that the PI risk is greater for men5,15,16,27 but there
are conflicting research findings,26 as well as studies in
which no connection between gender and the PI risk
have been found.17

Furthermore, being underweight (BMI < 16 kg/m2)
appears to be a PI risk factor.15 In a previous study,30 a
BMI either less than 18.5 or over 40 was significantly
associated with PI prevalence, as was malnutrition. Addi-
tionally, a U-shaped relationship between BMI and HAPI
has been found, where the likelihood of having superfi-
cial or severe PI was highest for patients with a low or
high BMI. However, the U-shaped relationship does not
increase before the BMI is over 50.5 Some studies have
shown only low BMIs to be a significant risk for PI.26,28

Additionally, recent studies have identified comorbidities
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in patients with a PI. More often found comorbidity was
diabetes15,16,25,26,28,31 and cardiovascular disease or con-
gestive heart failure.16,25

In summary, in hospital settings, patients suffer from
different diseases, undergo varied treatments, and have
varying abilities to function, and these elements expose
them to risks of PIs. To prevent HAPIs, practices must
include a PI risk assessment and inspection of the skin
status as well.1

There is no reliable information about the PI preva-
lence and HAPI incidence in Finnish hospitals because
there is no systematic follow-up in use. Earlier studies
have been conducted in individual organisations. This
study fills the information gap in Finland.

1.1 | Aim

The aim of this national cross-sectional study was to
explore the prevalence of pressure injuries (PIs) and inci-
dence of hospital-acquired pressure injuries (HAPIs), and
the related factors in somatic-specialised inpatient care in
Finland. The objectives were to draw an overall picture
of the PI and HAPI situation in Finnish specialised inpa-
tient care, and to model risk factors relating to HAPIs.

The research questions were as follows:

• What is the PI prevalence in somatic inpatient units in
specialised health care?

• What is the PI incidence in somatic inpatient units in
specialised health care?

• What factors relate to the HAPI incidence in somatic
inpatient units in specialised health care?

2 | MATERIALS AND METHODS

This study followed a multicentred, repeated cross-
sectional observational study design. The study was con-
ducted in 16 (out of 21) Finnish health care organisations
offering specialised health care services. The study orga-
nisations are presented in Table 1 (situation at the end
of 2019).

On 15 November 2018 and on 21 November 2019, on
the annual International Prevent Pressure Ulcer Day, all
adults from somatic inpatient units, emergency follow-up
units, and rehabilitation units were recruited to partici-
pate in the study. The eligible sample included the total
number of patients (N = 11 252) in the above-mentioned
units (N = 534) on the data collection days. No exclusion

TABLE 1 Description of study organisations

The study organisations, year 2019

Data describing study organisations as a whole in 2019
Beds in study
units (prevalence
day 2019)

LOS
(mean)

Nursing
staff, all

Nurses
(RNs) Beds

Helsinki University Hospital 4.0 14 310 12 387 2805 1401

Kuopio University Hospital 3.2 2962 1702 556 405

Oulu University Hospital 3.6 4157 2961 829 479

Tampere University Hospital 3.8 4116 2354 1226 687

Turku University Hospital 3.2 4248 2987 981 596

Central Finland Central Hospital 2.4 2209 1908 405 199

East Savo Hospital District 2.9 325 236 97 81

Hospital District of South Ostrobothnia 3.4 1802 1025 365 195

Joint Authority for Päijät-Häme Health
and Social Care

3.7 1775 1363 413 259

Joint municipal authority for North Karelia
social and health services

4.3 1874 1236 865 224

Lapland Central Hospital 3.0 1359 1034 276 164

Satakunta Hospital District 2.7 1886 1283 381 266

Social and Health Services in Kymenlaakso 3.4 1453 1252 418 113

South Karelia Social and Health Care District 4.1 3335 1244 215 197

Vaasa Central Hospital 3.3 1443 778 320 194

Total - 48 273 33 750 10 152 5460

Abbreviations: LOS, length of stay, in somatic care; RN, registered nurse.

TERVO-HEIKKINEN ET AL. 3



criteria were set for the enrolment. The enrolment cov-
ered 55% of the eligible participants (n = 6160 partici-
pants who gave their informed consent).

Two kinds of patient data were collected. (a) The obser-
vational data included an assessment of the skin of each reg-
istered inpatient who gave consent to participate in the
study. The outcome of the assessment was documented on a
data collection form, as were the categories and locations of
the observed PIs and information on whether the participant
had the PI upon admission or not, and whether the PI was
medical device-related or not. (b) Participant background
information was retrieved from the electronic patient record
(height, weight, age [in years], gender, smoking [or use of
other tobacco products], mobility, mode of arrival to hospital
[eg, emergency], primary diagnosis [or reason for admission],
surgical procedure [surgical patients], and potential malnutri-
tion risk). Additionally, information about PI risk assessment
and outcome and the assessment of skin conditions at admis-
sion were gathered. In addition to the patient-related data,
background information for the study units was collected,
including the number of beds and number of inpatients on
the data collection days, for example.

The potential PIs were categorised by using the quick
guide for PI staging by the Finnish Wound Care Society,

which follows the guidelines of the international
NPUAP/EPUAP pressure ulcer classification system.1

Each study organisation had their own study coordinator
responsible for the data collection. In all study organisa-
tions, the same information material and data collection
manual were used. Depending on the study organisation,
the data were collected by designated nurses or by nurses
participating in the patients' bed-side care. No compe-
tency testing was conducted.

After the data collection, the information was entered
into a data matrix by the organisational study coordina-
tor. The participants' personal identity codes were rep-
laced with artificial codes. Additionally, the information of
the participant's actual unit of care was replaced by a unit
type classification developed by the consortium for the
national benchmarking of nursing-sensitive outcomes.
Next, the data matrices were saved in a protected software
program designed and administered by one of the study
organisations for sharing data sensitive documents. The use
of the software requires user identification.

All data were cleaned and entered in IBM SPSS Statis-
tics for Windows, Version 25.0 (IBM Corp: Armonk, New
York) for analysis. Figure 1 shows the construction of the
research data. Before the analysis, further data cleansing

FIGURE 1 Research data and data

cleansing
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was performed. Data on participants from wrong unit
types (mother-child [n = 7], intensive care [n = 19], day
surgery [n = 39], psychiatry [n = 1], operating depart-
ment [n = 1]), participants under 18 years (n = 11), and
missing data (one hospital) were excluded.

The research data covered 15 hospitals, 503 units, and
5902 participants. The 503 units were classified into
19 different unit type categories. For the analysis, the
data were divided further into two groups: surgical
patients (including patients in women's units) and medi-
cal patients (including rehabilitation patients). There
were 280 medical units, of which the most common were
as follows: general medical units n = 105 (37.5%), neurol-
ogy n = 39 (13.9%), cardiology n = 33 (11.8%), and oncol-
ogy/haematology n = 32 (11.4%). Of the 223 surgical
units, the most common types were gastroenterology/
urology n = 53 (23.8%), orthopaedic n = 44 (19.7%), gen-
eral surgery n = 32 (14.4%), and thoracic and vascular
surgery n = 19 (8.5%).

A total of 5902 patients were included in the study
(range by organisation n = 62 [1.1%]-n = 1387 [23.5%]).
Of the participants, 3020 (51.3%) were men, and the
mean age was 65.5 years (SD 16.5). About half (54.2%,
3147/5802) of the participants were treated in the medical
units, and half of the participants were admitted to the
hospital for emergency care. The most common primary
diagnoses were circulatory system-related (n = 872,
14.8%), neoplasms (n = 805, 13.6%) and injury, poison-
ing, and certain other consequences of external causes or
accidents (n = 591, 10.0%). When exploring the back-
ground variables by medical and surgical patients, signifi-
cant differences were found in relation to age group,
mobility, and mode of arrival, for example. In medical
patients, a bigger portion was in the age group over
80 years (724/3115, 23.3%) than in surgical patients
(365/2611, 14.0%). Medical patients used more wheel-
chair or were bedridden (527/3130, 16.8%) than the surgi-
cal patients (364/2643, 13.8%). Further, of the medical
patients, 15.1% (470/3109) were admitted to hospital as
elective cases, while the corresponding portion in surgical
patients was 48.3% (1276/2644). Table 2 shows the partic-
ipants' demographic data.

The PI prevalence or HAPI incidence was calculated for
all PI/HAPI categories and just for categories II to IV
([number of patients with a PI or a HAPI per assessed
(ie, all) patients of study] * 100). HAPI is defined as PI
recorded during the hospital stay. If a nurse had recorded
that the PI had occurred before admission, but the patient's
skin condition had not been assessed at admission, PI was
classified as HAPI. For patients with more than one PI or
HAPI, the most severe category was used for the analysis.

Descriptive statistics such as frequencies and percent-
ages were used to analyse the participants' demographic

data. Cross-tabulation and a Pearson's chi (χ2) test and
Fisher's exact test were used to analyse univariate associ-
ations between variables and HAPIs (including all cate-
gories). For the analysis, the risk scores of the Braden
scale were classified into three categories: ≤12; high risk,
13 to 14; moderate risk; and ≥15; low risk.

A logistic regression was performed to examine the
differences between the variables. In the analysis, only
variables that were statistically significant in the χ2 anal-
ysis (P < .05) were used. For a logistic regression analysis,
the data were split for medical and surgical patients.
HAPI was a dependent variable including all categories
(yes/no). First, the univariate logistic regression for each
variable was analysed, and the variables that showed sta-
tistical significance were included in further analysis. A
multivariable logistic regression model was performed by
counting the HAPIs as the dependent variable and mobil-
ity, mode of arrival, BMI, evaluation of PI risk at admis-
sion, and age as independent variables. The goodness of
fit test for the model was >0.05 according to the Hosmer-
Lemeshow test in both models. The results were shown
as odds ratio (OR) with 95% confidence intervals (CIs).

According to national legislation, in a multicentred
research project, only one statement by a research ethics
board is needed, and this was obtained from the primary
investigator's organisation (HUS/1921/2018; 6.7.2018).
After this, permission to conduct the study was given by
each study organisation. Participation in the study was
voluntary, and written informed consent was obtained
from each participant. In case of situations such as acute
confusion, written informed consent was asked from the
patient's closest relative (or significant other or legal rep-
resentative). The participants had the right to interrupt
their participation at any point and the right to withdraw
their consent to participate.32

3 | RESULTS

The PI prevalence was 12.7% (747/5902) including all cat-
egories and 4.4% (591/5902) including categories II to
IV. The overall incidence of HAPI (all categories) was
10.0% (n = 591/5902), and 3.0% (n = 117/5902) including
categories II to IV. Of the participants, 2.6% (n = 156/
5902) had at least one PI at admission. There was no sta-
tistical significance between university and central hospi-
tals for PI prevalence, HAPI incidence, or PIs at
admission. PI prevalence and HAPI incidence in univer-
sity and central hospitals are presented in Table 3.

The PI prevalence (all categories) varied from organi-
sation to organisation from 6.5% (60/1387) to 24.9%
(223/897) [X2, P < .001]. HAPI incidence (all categories)
varied by organisation from 4.3% (59/1387) to 22.1%
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(198/897) [X2, P < .001]. The prevalence of PIs at admis-
sion varied from 1.0% (2/201) to 9.7% (6/62) [X2,
P = .001]. Statistical significance was found between
medical and surgical units in PI prevalence (all catego-
ries) as well as in HAPI incidence (all categories) so that
the rates in the medical units were higher (Fisher's exact
test, P < .001). When exploring separately medical and
surgical patients in university and central hospital, there
were statistically significant differences between the
groups so that medical patients had a higher PI preva-
lence (all categories) and HAPI incidence (all categories)
rate (Fisher exact test, P < .001). No statistical

significance was found concerning the PI at admission.
PI prevalence and HAPI incidence by medical and surgi-
cal units are presented in Table 3.

The HAPI rate was highest among participants over
80 years of age (14.7%, 166/1128), bedridden participants
(25.2%, 129/511), and underweight participants (20.6%,
40/194). Tables 2, 4, and 5 describe the background char-
acteristics of all participants with and without HAPI.
HAPI incidence (all categories) was most common in the
following primary diagnoses: Certain infectious and para-
sitic diseases (A00) 17.6% (60/340), diseases of the genito-
urinary system (N00) 13.7% (38/278), diseases of the

TABLE 2 The background characteristics of all participants with and without HAPI

Variables
All participants
n (%)

Without
HAPI n (%)

With HAPI, all
categories n (%) P-value

Type of hospital

University hospital 3684 (62.4) 3309 (62.3) 375 (63.5) .59a

Central hospital 2218 (37.6) 2002 (37.7) 216 (36.5)

Total 5902 (100.0) 5311 (100.0) 591 (100.0)

Specialty of units

Surgical units 2655 (45.8) 2455 (47.0) 200 (34.3) <.01a

Medical units 3147 (54.2) 2764 (53.0) 383 (65.7)

Total 5802 (100.0) 5219 (100.0) 583 (100.0)

Gender

Male 3020 (51.3) 2707 (51.1) 313 (53.2) .33a

Female 2866 (48.7) 2591 (48.9) 275 (46.8)

Total 5886 (100.0) 5298 (100.0) 588 (100.0)

Age, years

<40 554 (9.5) 528 (10.1) 26 (4.4) <.01b

40-65 1882 (32.3) 1736 (33.1) 146 (25.0)

66-80 2258 (38.8) 2011 (38.4) 247 (42.2)

>80 1128 (19.4) 962 (18.4) 166 (28.4)

Total 5822 (100.0) 5237 (100.0) 585 (100.0)

BMI (body mass index)

Underweight <18.50 194 (3.5) 154 (3.1) 40 (7.1) <.01b

Normal 18.50-24.99 1930 (34.4) 1710 (33.9) 220 (39.1)

Overweight 25.00-34.99 2923 (52.2) 2673 (53.0) 250 (44.5)

Obese >35.00 556 (9.9) 504 (10.0) 52 (9.3)

Total 5603 (100.0) 5041 (100.0) 562 (100.0)

Smoking

Yes 966 (16.5) 875 (16.6) 91 (15.6) .41a

No 4504 (77.0) 4037 (76.7) 467 (80.0)

Total 5470 (100.0) 4912 (100.0) 558 (100.0)

Note: Chi-square or Fisher's exact tests were calculated between HAPI yes/no and variables.
aFisher's exact test.
bChi-square tests (χ2).
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respiratory system (J00) 13.3% (55/415), and diseases of
the circulatory system (I00) 11.5% (100/872).

Table 6 describes the results of the univariate logistic
regression analysis by each variable. All variables except
gender and type of hospital (P > .05) were included in
the models. In addition, the type of surgical procedure
was associated with HAPIs in univariate analysis in sur-
gical patients (surgical operation OR 4.23 [CI 95%, 1.03-
17.36; P = .045], investigative procedure OR 7.24
[CI 95%, 1.26-41.52; P = .026]) and medical patients
(investigative procedure OR 2.71 [CI 95%, 1.17-6.25;
P = .020]) but did not fit the models.

Malnutrition risk was not significant in the models,
although the variable was statistically significant in a uni-
variate logistic regression; surgical patients had an OR of
6.66 (CI 95%, 1.76-25.22; P < .005) and medical patients
had an OR of 3.14 (CI 95%, 1.70-5.82; P < .005). For med-
ical patients in the multivariable logistic regression
model, the risk of HAPI was increased by a higher age,
the inability to move independently, mode of arrival,
being underweight, and the absence of a skin assessment
or PI risk assessment at admission. For surgical patients
in the multivariable logistic regression model, the HAPI
risk was associated with the inability to move indepen-
dently, mode of arrival, and lack of skin assessment at
admission, while being overweight protected from
HAPIs. Table 7 describes the results for both models.

4 | DISCUSSION

In this national study, we explored the prevalence of Pls
and the incidence of HAPIs, and the related factors in

somatic-specialised inpatient care in Finland. The total
prevalence of PIs (all categories) was found to be 12.7%
and 4.4% for category II and above. The total PI preva-
lence varied between the study organisations from 6.5%
to 24.9%. Correspondingly, the HAPI incidence in this
study was 10% (all categories) and 3% for categories II to
IV, and it varied from 4.3% to 22.1% by the study organisa-
tions. The results do not substantially differ from previous
Finnish,22-24 Nordic,17-21 European,11,15,16 or global12-14

results. The small differences may be explained by the fact
that even within the Nordic countries, the health care sys-
tems are not similar. Globally, state governance over health
care services differs from country to country. For example,
in Finland, there are no financial incentive programmes to
reduce hospital-acquired conditions such as PIs as the US
has.33 Further, there are no state-wide PI prevention and
management strategies as in Australia.14 Additionally, in
Finland, there is no national quality register including indi-
cators such as PI prevalence and HAPI incidence. Thus,
care protocols addressing PI prevention, for example, may
be missing or may be randomly used in Finnish health
care organisations and, consequently, systematic follow-up
of indicators describing PI prevalence and HAPI incidence
vary between the organisations.

Recently, the consortium for the national benchmarking
of nursing-sensitive outcomes has started to collect monthly PI
prevalence. Currently, nine organisations and approximately
250 units are participating in PI data collection and
benchmarking. The interest in benchmarking is strongly based
on Magnet Hospital concept, which focuses on continuous
follow-up of nursing-sensitive outcomes. A study by Ma and
Park34 found that units in Magnet hospitals had 21% lower
odds of having HAPI than units in non-Magnet hospitals. In a

TABLE 3 Prevalence and incidence of pressure injuries in University and Central hospitals, medical, surgical, and all participants

PI prevalence
(all categories)
% (n)

PI prevalence
(II-IV category)
% (n)

HAPI
(all categories)
% (n)

HAPI
(II-IV category)
% (n)

PIs at
admission
% (n)

All hospitals 12.7 (747/5902) 4.4 (260/5902) 10.0 (591/5902) 3 (177/5902) 2.6 (156/5902)

Medical 15.0 (472/3147) 5.3 (168/3147) 12.2 (383/3147) 3.7 (117/3147) 2.8 (89/3147)

Surgical 10.0 (266/2655) 3.2 (86/2655) 7.5 (200/2655) 2.1 (55/2655) 2.5 (66/2655)

University
hospitals

12.9 (474/3678) 4.2 (154/3678) 10.2 (375/3678) 2.9 (106/3678) 2.7 (99/3678)

Medical 15.2 (300/1972) 5.0 (99/1972) 12.3 (242/1972) 3.6 (71/1972) 2.9 (58/1972)

Surgical 10.2 (174/1706) 3.2 (55/1706) 7.8 (133/1706) 2.1 (35/1706) 2.4 (41/1706)

Central
hospitals

12.4 (264/2124) 4.7 (100/2124) 9.8 (208/2124) 3.1 (66/2124) 2.6 (56/2124)

Medical 14.6 (172/1175) 5.9 (69/1175) 12.0 (141/1175) 3.9 (46/1175) 2.6 (31/1175)

Surgical 9.7 (92/949) 3.3 (31/949) 7.1 (67/949) 2.1 (20/949) 2.6 (25/949)

Abbreviations: HAPI, hospital-acquired pressure injury; PI, pressure injury.
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further analysis, they found that the significant effect was
because of the unit's work environment rather than the
Magnet status alone.34

Of the participants, 2.6% (n = 156) had at least one PI
at admission, and most (45.5%) of them were admitted to
hospital as emergency cases. Further, admission through

emergency care was associated with a higher risk of
HAPIs for medical patients. Additionally, other modes of
arrival, for example, a transfer from another health care
facility, increased the odds of HAPIs 2-fold both in surgi-
cal and medical patients (Table 7). In a previous study by
Gardiner et al,35 transfer from another health care facility

TABLE 4 The variables of care process of all participants with and without hospital-acquired pressure injury (HAPI)

Variables
All participants
n (%)

Without
HAPI n (%)

With HAPI, all
categories n (%) P-value

Mode of arrival

Emergency care 2901 (49.6) 2595 (49.2) 306 (52.5) <.01a

Elective 1765 (30.2) 1671 (31.7) 94 (16.1)

Other 1187 (20.3) 1004 (19.1) 183 (31.4)

Total 5853 (100.0) 5270 (100.0) 583 (100.0)

The primary diagnoses (ICD-10)

Diseases of the circulatory system (I00) 872 (15.7) 772 (15.5) 100 (17.8) <.01a

Malignant neoplasms (C00) 805 (14.5) 733 (14.7) 72 (12.8)

Diseases of the nervous system (G00) 229 (4.1) 218 (4.4) 11 (2.0)

Certain infectious and parasitic diseases (A00) 340 (6.1) 280 (5.6) 60 (10.7)

Symptoms and abnormal clinical and laboratory
findings (R00)

533 (9.6) 476 (9.6) 57 (10.2)

Injury, poisoning, and certain other consequences of
external causes (S00)

591 (10.7) 534 (10.7) 57 (10.2)

Diseases of the respiratory system (J00) 415 (7.5) 360 (7.2) 55 (9.8)

Diseases of the digestive system (K00) 525 (9.5) 480 (9.6) 45 (8.0)

Diseases of the musculoskeletal system and
connective tissue (M00)

535 (9.6) 496 (10.0) 39 (7.0)

Diseases of the genitourinary system (N00) 278 (5.0) 240 (4.8) 38 (6.8)

Diseases of the skin and subcutaneous tissue (L00) 89 (1.6) 79 (1.6) 10 (1.8)

Endocrine, nutritional, and metabolic diseases (E00) 86 (1.6) 81 (1.6) 5 (0.9)

External causes of morbidity and mortality (V01) 71 (1.3) 66 (1.3) 5 (0.9)

Mental and behavioural disorders (F00) 42 (0.8) 38 (0.8) 4 (0.7)

Diseases of the ear and the eye (H60) 67 (1.2) 64 (1.3) 3 (0.5)

Pregnancy, childbirth, and the puerperium (O00) 67 (1.2) 67 (1.3) 0 (0.0)

Total 5545 (100.0) 4984 (100.0) 561 (100.0)

Surgical procedure during hospitalisation

Yes 2124 (36.0) 1955 (36.8) 169 (28.6) <.01b

No 3778 (64.0) 3356 (63.2) 422 (71.4)

Total 5902 (100.0) 5311 (100.0) 591 (100.0)

Risk of malnutrition

No 626 (63.6) 606 (65.5) 20 (33.9) <.01b

Yes 358 (36.4) 319 (34.5) 39 (66.1)

Total 984 (100.0) 925 (100.0) 59 (100.0)

Note: Chi-square or Fisher's exact tests were calculated between HAPI yes/no and variables. ICD-10; International Statistical Classification of Diseases and

Related Health Problems.
aChi-square tests (χ2).
bFisher's exact test.
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increased the risk of HAPIs 3-fold compared with admis-
sion as an emergency case or admission from home.

Our study showed that mobility was related to Pls for
both medical and surgical patients. For bedridden medi-
cal patients, the odds of HAPIs were over 5-fold, and for
surgical patients, wheelchair increased the odds 4-fold.
Earlier research supports the findings.1,36 Being under-
weight was a risk factor for medical patients suffering
from HAPIs, while being overweight protected surgical
patients. These findings are supported by earlier studies
where BMI < 19 increased the odds of having HAPI
nearly 3-fold,35 and likelihood of having a PI was highest
for low and high BMIs.5 In the study by Kayser et al,
BMIs of 45 and 40 minimised the probability of having a
PI.5 In the current study, there were only 52 participants
with BMI more than 35, and the highest BMI value was
74. The factors explaining the protective nature of obesity
are unclear.1

Older age was additionally a risk factor for medical
patients, which can be related to ageing-associated dis-
eases, such as type 2 diabetes and cardiovascular dis-
eases, and patients being less mobile and fragile
because of ageing.37 In an earlier study, for over

65-year-old patients with limited mobility, every year of
age added to the risk of getting PI in 36 hours after
hospitalisation.25 In the current study, the timeframe of
PI development was not studied. Yet, HAPI risk
increased by older age groups both in medical and sur-
gical patients (Table 6), but in multivariate logistic
regression models, age was a significant factor only for
medical patients (Table 7).

In an earlier study, older patients with multiple com-
orbidities and admitted for a surgical diagnosis-related
groups (DRGs) were at greater risk of a HAPI.35 In this
study, 28.6% (169/591) of the participants with a HAPI
had had a surgical procedure. For surgical patients, a sur-
gical procedure increased the odds of having HAPIs
4-fold. However, in multivariate logistic regression
models, either for medical or surgical patients, surgical
procedure was not a significant variable. Overall, in these
data, medical patients were in greater risk of HAPI
than the surgical patients, which differs from results by
Gardiner et al, for example.35 This may be explained by
the differences between medical and surgical patients in
relation to age, mobility, and mode of arrival, for example.
Gender was not a significant PI risk factor in this study.

TABLE 5 Mobility and nursing assessments of all participants with and without hospital-acquired pressure injury (HAPI)

Variables
All participants
n (%)

Without
HAPI n (%)

With HAPI, all
categories n (%) P-value

Mobility

Independent 3832 (65.2) 3584 (67.8) 248 (42.1) <.01a

Need of assistance to move 1136 (19.3) 987 (18.7) 149 (25.3)

Wheelchair 394 (6.7) 331 (6.3) 63 (10.7)

Bedridden 511 (8.7) 382 (7.2) 129 (21.9)

Total 5873 (100.0) 5284 (100.0) 589 (100.0)

PI risk assessment < 8 hours after admission

Yes 1121 (19.0) 1070 (20.1) 51 (8.6) <.01b

No 4781 (81.0) 4241 (79.9) 540 (91.4)

Total 5902 (100.0) 5311 (100.0) 591 (100.0)

Assessment of skin status < 8 hours after admission

No 4156 (70.4) 3626 (68.3) 530 (89.7) <.01b

Yes 1746 (29.6) 1685 (31.7) 61 (10.3)

Total 5902 (100.0) 5311 (100.0) 591 (100.0)

PI risk at admission

High risk 67 (7.3) 62 (7.1) 5 (11.4) .10a

Medium risk 181 (19.7) 168 (19.2) 13 (29.5)

Low risk 671 (73.0) 645 (73.7) 26 (59.1)

Total 919 (100.0) 875 (100.0) 44 (100.0)

Note: Chi-square or Fisher's exact tests were calculated between HAPI yes/no and variables.
aChi-square tests (χ2).
bFisher's exact test.
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TABLE 6 Characteristics of inpatients in medical and surgical units

Unadjusted
Medical Surgical

Variables P-value OR [95%CI] P-value OR [95%CI]

BMI (body mass index) (n = 2971) (n = 2550)

Normal 18.50-24.99 (reference)

Underweight <18.50 <.001 2.22 [1.39-3.55] .107 1.72 [0.89-3.32]

Overweight 25.00-34.99 .101 0.82 [0.64-1.04] .006 0.64 [0.47-0.88]

Obese >35.00 .832 1.04 [0.71-1.54] .025 0.51 [0.28-0.92]

Age, years (n = 3115) (n = 2655)

<40 (reference)

40-65 .039 1.93 [1.03-3.60] .183 1.50 [0.83-2.71]

66-80 <.001 2.75 [1.50-5.03] .017 2.03 [1.14-3.64]

>80 <.001 3.89 [2.11-7.17] .004 2.55 [1.36-4.80]

Gender (n = 3140) (n = 2651)

Male (Female = reference) .933 0.99 [0.80-1.23] .103 1.27 [0.95-1.70]

Mobility (n = 3130) (n = 2643)

Independent (reference)

Need of assistance to move <.001 2.43 [1.86-3.19] <.001 2.00 [1.39-2.88]

Wheelchair <.001 2.03 [1.40-2.94] <.001 4.61 [2.76-7.70]

Bedridden <.001 5.46 [4.01-7.42] <.001 4.24 [2.87-6.29]

Mode of arrival (n = 3118) (n = 2536)

Elective (reference)

Emergency care <.001 2.59 [1.68-4.00] .006 1.58 [1.14-2.18]

Other <.001 3.40 [2.17-5.33] <.001 3.37 [2.22-5.11]

Type of surgical procedure (n = 632) (n = 1824)

Other procedure (reference)

Surgical operation .643 1.20 [0.55-2.61] .045 4.23 [1.03-17.36]

Minor surgical procedure .139 2.02 [0.80-5.15] .241 2.71 [0.51-14.27]

Investigative procedure .020 2.71 [1.17-6.25] .026 7.24 [1.26-41.52]

Assessment of skin status < 8 hours after admission (n = 3147) (n = 2655)

No (Yes = reference) <.001 5.40 [3.69-7.90] <.001 2.70 [1.82-4.02]

PI risk assessment < 8 hours after admission (n = 3147) (n = 2655)

No (Yes = reference) <.001 2.97 [2.08-4.23] <.001 3.20 [1.77-5.78]

Assessment of PI risk/skin status < 8 hours after
admission

(n = 3147) (n = 2655)

Assessed both (reference)

Assessed another <.001 4.61 [2.30-9.23] <.001 2.57 [1.11-5.951]

Neither assessed <.001 9.47 [5.01-17.90] <.001 5.05 [2.35-10.86]

PI risk at admission (n = 605) (n = 314)

Low risk (reference)

Medium risk .028 2.38 [1.10-5.16] .969 0.97 [0.20-4.78]

High risk .040 2.96 [1.05-8.38] .998

Risk for malnutrition (n = 695) (n = 289)

Yes (No = reference) <.001 3.14 [1.70-5.82] .005 6.66 [1.76-25.22]

Note: Binary logistic regression (unadjusted) likelihood of having a HAPI relative to not having a HAPI.

Abbreviations: CI, confidence interval; HAPI, hospital-acquired pressure injury; OR, odds ratio.
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Previously gender has been either identified or not as a PI
risk factor.5,15-17,26,30

The results of the current study suggest that both a PI
risk assessment and skin status assessment are important
for HAPI prevention. If neither assessment is done, the
odds of having HAPIs increases especially for medical
patients, whose odds of having HAPIs were 15-fold
greater. For surgical patients, the corresponding odds
were 6-fold greater. The risk of Pls for medical patients
was also significant if only a PI risk assessment was done.
Based on the results, both the PI risk assessment and
assessment of skin status within 8 hours after admission
are of high importance in PI prevention.

It has been argued that the results from individual PI
risk factor studies have been over-interpreted. Instead,
behind PI development, a complex interaction of several

factors can be found, of which three primary risk factors
can be identified: mobility/activity, perfusion (including
diabetes), and skin/PI status.36 In this study, multivariate
logistic regression models were created for medical and
surgical patients. The findings suggest that special atten-
tion in the prevention and care of HAPIs should be
focused on medical patients who are of an older age, who
cannot move independently, who are underweight, and
whose mode of arrival is other than elective. They are in
danger of acquiring a PI during their acute hospital stay.
Concerning surgical patients, special attention should be
paid to those who cannot move independently and whose
mode or arrival is other than emergency or elective
(eg, transfer from other facility). For these patient groups,
it is important to carry out both a PI risk assessment and
a skin status assessment within 8 hours of hospitalisation

TABLE 7 Multivariable logistic regression likelihood of having a HAPI relative to not having a HAPI, models for medical and surgical

participants

Adjusted
Medical (n = 2913) Surgical (n = 2536)

Variable P-value OR [95%CI] P-value OR [95%CI]

Mobility

Independent (reference)

Need assistance to move <.001 2.22 [1.65-2.97] <.001 2.10 [1.45-3.06]

Wheelchair <.001 2.45 [1.62-3.71] <.001 4.52 [2.61-7.81]

Bedridden <.001 5.62 [3.94-8.03] <.001 3.64 [2.36-5.61]

Mode of arrival

Elective (reference)

Emergency care .004 1.97 [1.25-3.11] .194 1.25 [0.89-1.77]

Other <.001 2.52 [1.57-4.05] <.001 2.56 [1.64-4.00]

BMI (body mass index)

Normal 18.5-24.99 (reference)

Underweight <18.49 <.001 2.83 [1.68-4.76] .345 1.42 [0.69-2.91]

Overweight 25-34.99 .095 0.80 [0.62-1.04] .035 0.70 [0.51-0.98]

Obese >35 .982 1.00 [0.66-1.53] .020 0.49 [0.27-0.89]

Assessment of PI risk/skin status < 8 hours after admission

Assessed both (reference)

Assessed only skin status 8 < hours after admission .002 4.11 [1.69-10.00] .038 2.52 [1.05-6.02]

Assessed only PI risk status 8 < hours after
admission

<.001 16.10 [6.65-39.01] .070 3.02 [0.91-9.97]

Neither assessed <.001 15.37 [7.12-33.21] <.001 5.66 [2.61-12.28]

Age, years

<40 (reference)

40-65 .055 1.90 [0.99-3.64]

66-80 <.001 2.28 [1.21-4.28]

>80 <.001 3.03 [1.59-5.78]

Note: Hosmer and Lemeshow test: medical P = .195 and surgical P = .558.
Abbreviations: CI, confidence interval; HAPI, hospital-acquired pressure injury; OR, odds ratio.
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for the early identification of PI risks. These factors were
particularly related to the HAPI incidence in this study.

Based on the results, it is recommended that the mea-
surements related to PI prevention (assessment of PI risk,
malnutrition, and skin status) should be taken more sys-
tematically in Finnish acute care hospitals. Further, sys-
tematic documentation of risk assessments and PIs and
their categories should be implemented for continuous
quality follow-up and reporting. Naturally, quality PI pre-
vention and management is not just follow-up and
reporting but includes several evidence-based interven-
tions, which were not in focus in this article.

There are some limitations to this study. First, the
study was conducted only in one country, so the results
need to be generalised cautiously in a global context.
Second, not all the information about the patients or
their care processes was available in this study. Just the
primary diagnoses were retrieved from the electronic
patient records. Secondary diagnoses, such as type 2 diabetes,
increase the PI risk, and the lack of this information may
have affected the multivariate logistic regression models.
Additionally, information about the possible care in
intensive care units was not registered, although it obvi-
ously has an effect on the development of PIs. Because of
the data collection on one prevalence day, the length of
hospital stay was not recorded retrospectively. In addi-
tion, the risk of malnutrition was documented and avail-
able only for 17% of the participants, which had an effect
on the analysis carried out. Further, the coverage of PI
risk assessment at admission was 19%, and assessment of
skin status 30%, respectively. Thus, the findings of this
study concerning related factors to PIs are limited. Third,
the HAPI definition of this study was tight: ‘If a nurse
had recorded that the PI had occurred before admission,
but the patient's skin had not been assessed at admission,
a PI was classified as a HAPI.’ This may have affected
the registered number of HAPIs. Finally, the data collec-
tion was carried out by several individuals. Even though
a data collection manual was used together with unified
instructions to categorise potential PIs, for example, there
may have been misinterpretation, which may have
affected the reliability of the data. Although some limita-
tions were noticed, the main strength of this study is the
large amount of nationally collected observational data
from 15 acute care hospitals, which gives a good and reli-
able overview of the PI situation in Finland.

ACKNOWLEDGEMENTS
We gratefully acknowledge Arja Kaila, PhD, Merja
Lampinen, MHC, Pirjo Orre, MNSc, Tuija Lehtikunnas,
PhD, Merja Meriläinen, PhD and Elina Mattila, PhD for
the contribution to the study. Further, contribution of all
other members of the research consortium ishighly

appreciated. Many thanks are due also to all the nurses
who participated in the data collection as well as to the
patients who volunteered to participate in the study. This
study has been financially supported by the State
Funding for University Level Health Research in Finland
(Grant no. HUS/TYH2020212).

CONFLICT OF INTEREST
The authors declare no conflicts of interest.

AUTHOR CONTRIBUTIONS
All authors have made substantial contributions to con-
ception and design, or acquisition of data, or analysis and
interpretation of data, and been involved in drafting the
manuscript or revising it critically for important intellec-
tual content. All authors have given final approval of the
version to be published and agreed to be accountable for
all aspects of the work.

DATA AVAILABILITY STATEMENT
Research data are not shared.

ORCID
Tarja Anita Tervo-Heikkinen https://orcid.org/0000-
0003-4277-3215
Kristiina Junttila https://orcid.org/0000-0002-3541-
601X

REFERENCES
1. Haesler E. EPUAP/NPIAP/PPPIA. 2019. European Pressure

Ulcer Advisory Panel, National Pressure Injury Advisory Panel
and Pan Pacific Pressure Injury AlliancePrevention and Treat-
ment of Pressure Ulcers/Injuries: Clinical Practice Guideline. The
International Guideline. 3rd ed. Osborne Park, Western
Australia: Cambridge Media; 2019.

2. Ahtiala MH, Kivimäki R, Laitio R, Soppi ET. The association
between pressure ulcer/injury development and short-term
mortality in critically ill patients: a retrospective cohort study.
Wound Manag Prev. 2020;66(2):16-23.

3. Goodall R, Armstrong A, Hughes W, et al. Trends in decubitus
ulcer disease burden in European Union 15+ countries, from
1990 to 2017. Plastic and reconstructive surgery. Global Open.
2020;8(11):e3252.

4. Lyder CH, Wang Y, Metersky M, et al. Hospital-acquired pressure
ulcers: results from the National Medicare Patient Safety Monitor-
ing System Study. J Am Geriatr Soc. 2012;60(9):1603-1608.

5. Kayser SA, VanGilder CA, Lachenbruch C. Predictors of super-
ficial and severe hospital-acquired pressure injuries: a cross-
sectional study using the international pressure ulcer
prevalence™ survey. Int J Nurs Stud. 2019;89:46-52.

6. Demarré L, Van Lancker A, Van Hecke A, et al. The cost of
prevention and treatment of pressure ulcers: a systematic
review. Int J Nurs Stud. 2015;52(11):1754-1774.

7. Padula WV, Delarmente BA. The national cost of hospital-
acquired pressure injuries in the United States. Int Wound J.
2019;16(3):634-640.

12 TERVO-HEIKKINEN ET AL.

https://orcid.org/0000-0003-4277-3215
https://orcid.org/0000-0003-4277-3215
https://orcid.org/0000-0003-4277-3215
https://orcid.org/0000-0002-3541-601X
https://orcid.org/0000-0002-3541-601X
https://orcid.org/0000-0002-3541-601X


8. Padula WV, Pronovost PJ, Makic MBF, et al. Value of hospital
resources for effective pressure injury prevention: a cost-
effectiveness analysis. BMJ Qual Saf. 2019;28(2):132-141.

9. Finnish Institute for health and welfare. Health Expenditure
and Financing, 2019. https://thl.fi/en/web/thlfi-en/statistics/
statistics-by-topic/social-and-health-care-resources/health-expe
nditure-and-financing. Accessed August 15, 2021.

10. Tubaishat A, Papanikolaou P, Anthony D, Habiballah L. Pres-
sure ulcers prevalence in the acute care setting: a systematic
review, 2000-2015. Clin Nurs Res. 2018;27(6):643-659.

11. Moore Z, Avsar P, Conaty L, Moore DH, Patton D, O'Connor T.
The prevalence of pressure ulcers in Europe, what does the
European data tell us: a systematic review. J Wound Care.
2019;28(11):710-719.

12. Anthony D, Alosaimi D, Shiferaw WS, Korsah K, Safari R.
Prevalence of pressure ulcers in Africa: a systematic review and
meta-analysis. J Tissue Viability. 2021;30(1):137-145.

13. Kayser S, VanGilder C, Ayello E, Lachenbruch C. Prevalence
and analysis of medical device-related pressure injuries: results
from the international pressure ulcer prevalence survey. Adv
Skin Wound Care. 2018;31(6):276-285.

14. Ferguson C, Crouchley K, Mason L, Prentice J, Ling A. Pres-
sure injury point prevalence: state-wide survey to identify vari-
ability in western Australian hospitals. Aust J Adv Nurs. 2019;
36(4):28-36.

15. Olivo S, Canova C, Peghetti A, Rossi M, Zanotti R. Prevalence
of pressure ulcers in hospitalised patients: a cross-sectional
study. J Wound Care. 2020;29(Sup 3):S20-S28. https://doi.org/
10.12968/jowc.2020.29.Sup3.S20

16. Lopes TS, Videira LMMDS, Saraiva DMRF, Agostinho ES,
Bandarra AJF. Multicentre study of pressure ulcer point preva-
lence in a Portuguese region. J Tissue Viability. 2020;29(1):12-18.

17. Bredesen IM, Bjøro K, Gunningberg L, Hofoss D. The preva-
lence, prevention and multilevel variance of pressure ulcers in
Norwegian hospitals: a cross-sectional study. Int J Nurs Stud.
2015;52(1):149-156.

18. Gunningberg L, Hommel A, Bååth C, Idvall E. The first national
pressure ulcer prevalence survey in county council and munici-
pality settings in Sweden. J Eval Clin Pract. 2013;19(5):862-867.

19. Swedish Association of Local Authorities and Regions,
(SALAR). Results of pressure ulcer measurements. [Resultat av
mätning av trycksår]. 2021. https://skr.se/halsasjukvard/pati
entsakerhet/matningavskadorivarden/matningtrycksar/
resultatmatningtrycksar.2125.html. Accessed August 30 2021.

20. Moore Z, Johansen E, van Etten M. A review of PU risk assess-
ment and prevention in Scandinavia, Iceland and Ireland (part
II). J Wound Care. 2013;22(8):423-431.

21. Pedersen H, Carlsen T-L, Juncher A-E. The same patient in
various European countries. Pressure ulcers in Denmark. Eur
Geriatr Med. 2011;2(6):380-382.

22. Lepistö M, Eriksson E, Hietanen H, Asko-Seljavaara S. Patients
with pressure ulcers in Finnish hospitals. Int J Nurs Pract.
2001;7(4):280-287.

23. Soppi ET, Iivanainen AK, Korhonen PA. Concordance of shape
risk scale, a new pressure ulcer risk tool, with Braden scale. Int
Wound J. 2012;11:611-615.

24. Koivunen M, Hjerppe A, Luotola E, Kauko T, Asikainen P.
Risks and prevalence of pressure ulcers among patients in an

acute hospital in Finland. J Wound Care. 2018;27(Sup2):S4-S10.
https://doi.org/10.12968/jowc.2018.27.Sup2.S4

25. Latimer S, Chaboyer W, Thalib L, McInnes E, Bucknall T,
Gillespie BM. Pressure injury prevalence and predictors among
older adults in the first 36 hours of hospitalisation. J Clin Nurs.
2019;28(21–22):4119-4127.

26. Sayan HE, Girgin NK, Asan A. Prevalence of pressure ulcers in
hospitalized adult patients in Bursa, Turkey: a multicentre,
point prevalence study. J Eval Clin Pract. 2020;26(6):1669-1676.

27. Kim J, Lee J, Lee E. Risk factors for newly acquired pressure ulcer
and the impact of nurse staffing on pressure ulcer incidence.
J Nurs Manag. 2019;00:1–9. https://doi.org/10.1111/jonm.12928

28. Børsting TE, Tvedt CR, Skogestad IJ, Granheim TI, Gay CL,
Lerdal A. Prevalence of pressure ulcer and associated risk fac-
tors in middle- and older-aged medical inpatients in Norway.
J Clin Nurs. 2018;27(3–4):e535–e543.

29. Gunningberg L, Stotts NA, Idvall E. Hospital-acquired pressure
ulcers in two Swedish County councils: cross-sectional data as
the foundation for future quality improvement. Int Wound J.
2011;8(5):465-473.

30. Ness SJ, Hickling DF, Bell JJ, Collins PF. The pressures of
obesity: the relationship between obesity, malnutrition and
pressure injuries in hospital inpatients. Clin Nutr. 2018;37(5):
1569-1574.

31. Bereded DT, Salih MH, Abebe AE. Prevalence and risk factors
of pressure ulcer in hospitalized adult patients; a single center
study from Ethiopia. BMC Res Notes. 2018;11(1):847.

32. Finnish National Board of Research Integrity. The ethical prin-
ciples of research with human participants and ethical review
in the human sciences in Finland. TENK, 2019. https://tenk.fi/
sites/default/files/2021-01/Ethical_review_in_human_
sciences_2020.pdf Accessed July 15, 2021.

33. Bae SH. CMS nonpayment policy, quality improvement, and
hospital-acquired conditions: an integrative review. J Nurs Care
Qual. 2017;32(1):55-61.

34. Ma C, Park SH. Hospital magnet status, unit work environ-
ment, and pressure ulcers. J Nurs Scholarsh. 2015;47(6):565-573.

35. Gardiner JC, Reed PL, Bonner JD, Haggerty DK, Hale DG.
Incidence of hospital-acquired pressure ulcers - a population-
based cohort study. Int Wound J. 2016;13(5):809-820.

36. Coleman S, Gorecki C, Nelson EA, et al. Patient risk factors for
pressure ulcer development: systematic review. Int J Nurs Stud.
2013;50(7):974-1003.

37. Jaul E, Barron J, Rosenzweig JP, Menczel JC. An overview of
co-morbidities and the development of pressure ulcers among
older adults. BMC Geriatr. 2018;18(1):305. https://doi.org/10.
1186/s12877-018-0997-7

How to cite this article: Tervo-Heikkinen TA,
Heikkilä A, Koivunen M, et al. Pressure injury
prevalence and incidence in acute inpatient care
and related risk factors: A cross-sectional national
study. Int Wound J. 2021;1-13. doi:
10.1111/iwj.13692

TERVO-HEIKKINEN ET AL. 13

https://thl.fi/en/web/thlfi-en/statistics/statistics-by-topic/social-and-health-care-resources/health-expenditure-and-financing
https://thl.fi/en/web/thlfi-en/statistics/statistics-by-topic/social-and-health-care-resources/health-expenditure-and-financing
https://thl.fi/en/web/thlfi-en/statistics/statistics-by-topic/social-and-health-care-resources/health-expenditure-and-financing
https://doi.org/10.12968/jowc.2020.29.Sup3.S20
https://doi.org/10.12968/jowc.2020.29.Sup3.S20
https://skr.se/halsasjukvard/patientsakerhet/matningavskadorivarden/matningtrycksar/resultatmatningtrycksar.2125.html
https://skr.se/halsasjukvard/patientsakerhet/matningavskadorivarden/matningtrycksar/resultatmatningtrycksar.2125.html
https://skr.se/halsasjukvard/patientsakerhet/matningavskadorivarden/matningtrycksar/resultatmatningtrycksar.2125.html
https://doi.org/10.12968/jowc.2018.27.Sup2.S4
https://doi.org/10.1111/jonm.12928
https://tenk.fi/sites/default/files/2021-01/Ethical_review_in_human_sciences_2020.pdf
https://tenk.fi/sites/default/files/2021-01/Ethical_review_in_human_sciences_2020.pdf
https://tenk.fi/sites/default/files/2021-01/Ethical_review_in_human_sciences_2020.pdf
https://doi.org/10.1186/s12877-018-0997-7
https://doi.org/10.1186/s12877-018-0997-7
info:doi/10.1111/iwj.13692

	Pressure injury prevalence and incidence in acute inpatient care and related risk factors: A cross-sectional national study
	1  INTRODUCTION
	1.1  Aim

	2  MATERIALS AND METHODS
	3  RESULTS
	4  DISCUSSION
	ACKNOWLEDGEMENTS
	  CONFLICT OF INTEREST
	  AUTHOR CONTRIBUTIONS
	  DATA AVAILABILITY STATEMENT

	REFERENCES




