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COMMENTARY

Commentary on Lahmann N, Halfens R and Dassen T (2005)
Prevalence of pressure ulcers in Germany. Journal of Clinical Nursing

14, 165-172

Pam Jackson BSc, MPhil, RGN, RHV, RNT

Senior Lecturer, School of Nursing and Midwifery, University of Southampton, UK

This paper addresses an important issue. The authors
highlight that, although numerous prevalence studies have
been conducted in some countries, there are no comparable
data from Germany, and that the small studies that have been
carried out in Germany suggest a lower than expected
prevalence rate . However, a comparison of prevalence rates
is fraught with difficulties, due to the large number of
variables in the methodology employed and terminology
used. This paper underlines the danger of quoting an overall
pressure ulcer prevalence rate without a careful consideration
of these issues and uses a validated prevalence tool to try to
increase comparability.

Crude prevalence rates are limited because they make no
allowance for variables such as population, age or health
status. The Braden Scale (Bergstrom et al. 1987) is used in
this study to standardize the samples in different types of
institution and speciality. This scale is one of only a few
validated risk assessment tools although the authors acknow-
ledge the limitations of all risk assessment scales currently
available. In an attempt to standardize, some studies have
used other scoring systems that take two factors into account,
such as a risk assessment scale and length of hospital stay
(Williams et al. 1997). This appears to increase reliability and
allow comparability but is less useful for long stay nursing
home clients.

The authors state an overall prevalence rate for the whole
sample of 11-7%, which includes both hospital and Nursing
Home patients. There does not appear to be any rationale for
inclusion/exclusion in the sample. The authors acknowledge
that, although the sample is large, it does not represent the
population from which it was drawn. This detracts from the
value of overall prevalence figures. Inconsistencies between

the two hospital samples highlight the vulnerability of

Correspondence: Pam Jackson, Senior Lecturer, School of Nursing and
Midwifery, University of Southampton, UK. E-mail: P.A.Jackson@
soton.ac.uk
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prevalence rates to variations within samples. They conclude
that more than one prevalence rate is needed, to reflect the
wide variety of samples, and a break down for different client
groups in different settings is given. These data are more
useful and can be used for comparison with other studies.
They use the EPUAP/NPUAP definitions of pressure ulcer
development, which again aids comparison with other
European and US studies. They acknowledge the difficulties
associated with accurately identifying a Grade 1 pressure
ulcer and present prevalence rates that both include and
exclude Grade 1 ulcers. Most studies include Grade 1 ulcers

in their prevalence figures.

Prevention

There are few robust studies on the benefits of specialist
support surfaces. A recent Cochrane Review (Cullum et al.
2004) supports the use of specialist beds in the management
of pressure ulcers but found that the evidence in support of
the use of alternating pressure mattresses or constant low-
pressure devices was insufficient.

In this study, there is a low level of use of special surface
devices (not defined) in those patients identified to be at risk
(Braden <20) and even for those with an identified pressure
ulcer, the use of such devices is still only 43/44% in hospital
patients and 56 % in nursing homes. What is interesting is the
high percentage of patients, identified at risk, who do not
have a pressure ulcer (76:9%) even though not on a specialist
support surface, which suggests that either other methods of
pressure ulcer prevention are very successful or that the
Braden Scale is not specific enough. This latter point is raised.
The lack of definition of what the authors mean by a special
surface device again hampers comparison: Cullum ezt al.
(2004) suggest that all at-risk patients should be nursed on
high-specification foam alternatives rather than standard
hospital foam mattresses and these would not be included in
the category of special surface device.

1271



A recent European Pressure Ulcer Advisory Panel Preval-
ence Working Group (2002) used the Braden Scale to assess
risk status of a sample, similar to that used in this study, using
a cut-off of <18. The survey also investigated support
surfaces. The findings of Lahmann compare unfavourably
with the EPUAP findings: the percentage of patients identified
to be at risk of pressure ulcer development who were not on
any sort of specialist support surface was 71-4% in this study
compared with only 28:4% in the EPUAP study.

The findings suggest that patients in Nursing Homes have a
lower prevalence of pressure ulcers even though they are at
higher risk, according to the Braden Scale. This begs the
question: what level of care do patients in Nursing Homes
receive compared with hospital care? as these findings are the
reverse of those found in the UK and US (Bergstrom et al.
1998). The authors identify a higher use of special surface
devices (41% compared with 26%) but this does not fully
explain these findings.

Itis surprising that pressure ulcer prevalence was lower in the
at-risk sample in the Nursing Homes where the mean age is
higher, as age is a well-known risk factor (Bergstrom et al.
1998). Bergstrom found a prevalence rate of 23:9% in the
Nursing Homes and long-term care, compared with a pre-
valence, in the at-risk group in this study, of 17:3%. The
differences identified may be due to variation in what consti-
tutes Nursing Home care. The term Nursing Home may
mean something different in Germany to what it does in the UK
or US: Maylor (2004) points out that, in Holland, Nursing
Homes are more akin to NHS Intermediate Care facilities.

Despite the flaws and limitations identified, the magnitude
of this study should not be underestimated — the majority of
prevalence studies have a much smaller sample, both in terms
of overall numbers and the number of institutions involved.
The key question is ‘have we had any demonstrable effect
on the number of people affected each year with pressure
ulcers (Clark 2004)?” This paper, by carefully recording
prevalence data, will help us begin to answer this funda-

mental question.
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RESPONSE

For several years now, the existence of pressure ulcers in
hospitalized patients has been a much-discussed topic in the
Federal Republic of Germany. In 2000, National Guidelines
on the prevention of pressure ulcers — the Nationale Exper-
tenstandard Dekubitus — were adopted. All German institu-
tional care facilities must follow these guidelines. As outlined
by Jackson, the key question is whether the guidelines have
had the effect of reducing the number of people affected by
pressure ulcers. After all, there is still a need for a standard-
ized benchmarking protocol for pressure ulcer prevalence for
these forms of intervention to be evaluated. Halfens (2000)
developed a method for measuring prevalence of pressure
ulcers which has proved to be reliable and valid (Bours et al.
1999). Since 1998, Halfens et al. have been measuring the
prevalence annually in Dutch health care organizations, while
Dassen et al., using the same method, have measured
prevalence annually since 2001. For this study, comparisons
between organizations have been undertaken, based on the
risk populations. The EPUAP adopted this method for their
European Prevalence Study. By using such a standardized
methods annually, longitudinal trends of prevalence rates can
be displayed. Other methods to standardize populations have
been developed (Bours ez al. 2003).

The prevalence rate in nursing homes is lower in our study
thanitisin others. One explanation could be that ‘nursing home
residents’ as populations are not comparable in different
countries. While our research group has data from both the
Netherlands and Germany, one researcher is focusing on the
explanation of these differences in prevalence between both
countries (Tannen et al. 2004). This also the case regarding the
use of special surface devices. There are hundreds of different
brands and models of specialized beds and mattresses world-
wide. We summarized all kinds of non-standard hospital foam
mattresses such as different alternating pressure or constant low
pressure mattress and bed devices. This was primarily used for
comparison between hospitals and nursing homes within the
study in Germany. The use of these figures for comparisons with
other studies might be more limited. Maybe the most important
statement is that published calculated prevalence rates depend
to a high degree on the epidemiological prevalence definition
that is used as well as on the exact definition of a pressure ulcer.
Prevalence rates can be stated including/excluding grade one
pressure ulcers, point or period prevalence, all existing or only
nosocomially developed pressure ulcers, and considering all
institutionalized population or just a defined risk group. Risk

Correspondence: Nils A Lahmann, Institut fiir Medizin-/Pflegepdd-
agogik und Pflegewissenschaft, Humboldt-Universitit zu Berlin,
Schumannstr, 20/21, D-10098 Berlin, Germany. Telephone: +49
30 450 529 066, E-mail: nils.lahmann@charite.de

© 2005 Blackwell Publishing Ltd

group prevalence rates enable better comparison of standard-
ized groups. But if risk group prevalence is used, it is important
to use the same risk assessment tool with the same cut-off point.
Otherwise, there is an almost unlimited number of possible risk
group prevalence rates available. We used the Braden scale with
a cut-off point of 20, based on earlier research (Halfens 2000).
Most cut-off points are chosen on the basis of the criterion of
whether pressure ulcers were developed. However, a risk of
pressure ulcers does not mean that all patients develop them.
Teenagers belong to the risk population for insurance compan-
ies with regard to car accidents. This does not mean that all
teenagers have an accident. If they drive carefully, their risk will
be much lower. The same holds for the risk population of
pressure ulcers. If patients receive adequate preventive meas-
ures, their risk will reduce, which means that although they
belong to the risk population (they still have a high risk), they do
not develop pressure ulcers. This explains why not all patients
with a high risk developed pressure ulcers. In calculating the cut-
off point for the Braden scale, the use of preventive measures
was included. Therefore the cut-off point is higher than other
studies shown.

It should be borne in mind that pressure ulcer prevalence
surveys, because they are clinical studies, never deal with a 100%
participation and therefore have a non-response bias. This means
that the more precise prevalence data are available within a
study, the more possible is it to provide a database for comparison
with findings from other pressure ulcer prevalence studies.

Nils A Labmann BA, RN
PhD Student

Ruud |G Halfens PhD
Associate Professor,
Universiteit Maastricht, Maastricht, The Netherlands

Theo Dassen PhD, RN, FEANS
Director of the Department for Nursing Science,
Humboldt-Universitit zu Berlin, Berlin, Germany
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Pressure ulcers are universally significant problems due to
their high costs and because they are viewed as indicators of
poor quality nursing care and can trigger investigations,
citations, fines, and accusations of neglect and abuse (Mee-
han & Hill 2002, Brown 2003). Prevalence and incidence
data are essential for benchmarking, which enables providers
to identify best practices to achieve desirable outcomes
(Meehan & Hill 2002, Meraviglia et al. 2002, Robinson
et al. 2003).

A recent study demonstrated that after prevalence and
incidence studies were implemented, staff improved in
performing risk assessment and documenting preventive
efforts (Bates-Jensen et al. 2003). In another study, Robinson
et al. (2003) reported a 10-20% reduction in the incidence of
pressure ulcers in their hospital after they started reporting
prevalence and incidence results and the impact of prevention
strategies. Therefore, prevalence and incidence data provide
essential information to justify the time and costs of
prevention programs as well as serve to reinforce and
motivate successful behaviours.

Because of the enormous health and quality of life costs
associated with pressure ulcers, there is increasing interest in
obtaining prevalence statistics. However, standardization is
lacking which causes difficulties in interpreting data from
prevalence and incidence surveys due to several methodolo-
gical limitations including: (a) difficulty comparing varied
populations, (b) differences in whether data were derived
from direct observation or retrospective chart review, (c)
varying definitions of prevalence, (d) confusion between
prevalence and incidence, and (e) exclusion of Stage (Grade) I
[Agency for Health Care Policy and Research, U.S. Depart-
ment of Health and Human Services 1992, Gunningberg &
Ehrenberg 2004].

Correspondence: Phyllis Bonham, 99 Jonathan Lucas Street, P.O.
Box 250160, Charleston, SC, 29425. E-mail: bonhamp@musc.edu
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According to the AHCPR (1992), acquiring statistics from
large databases is less accurate than direct observation and
specific assessment guides should be used to prevent errors in
staging. Also, AHCPR recommended that incidence and
prevalence data should be determined by ulcer stage, type
facility, risk factors, and diagnosis.

The study by Lahmann, Halfens, and Dassen is timely and
relevant and makes an important contribution to the know-
ledge about the extent of pressure ulcers in Germany as well
as to the methodology for conducting prevalence surveys.
Strengths of the study include: (a) a large sample was
recruited, (b) hospitals as well as nursing homes were
included, (b) data were reported according to different
specialties in the facilities such as ICU and geriatric settings,
(c) prevalence data were reported for both the overall sample
and according to risk categories based on the Braden scale,
(d) data were obtained by direct examination by trained
observers, (c) data were reported with Stage I included and
excluded, and (d) ulcers were staged according to a defined
criteria.

Experience and skill are required to properly stage ulcers
and if prevalence rates are based on retrospective chart
reviews, the accuracy of prevalence data is questionable.
Gunningberg and Ehrenberg (2004) recently found that
documentation in patient records (7 = 413) was highly
inaccurate compared with direct examination: the prevalence
by record audit was 14:3% compared with 33:3% by direct
examination. Consequently, a particular strength of the study
by Lahmann et al. was that that data were obtained by direct
observation of the patients or residents by trained nurses on
one day in all the participating agencies.

Lahmann et al. effectively demonstrated that determining
prevalence according to risk category, using a validated risk
assessment scale, was beneficial to facilitate comparisons
among different populations, settings and specialties. Addi-
tionally, the data highlighted the importance of including
Stage I to capture the true picture of prevalence because the

© 2005 Blackwell Publishing Ltd



rates were significantly different when Stage I was excluded.
Findings that prevalence and risks were higher than average
in ICUs, medical and geriatric settings are comparable with
other studies. However, an intriguing finding was that
although the percentage of residents at risk in nursing homes
was 50% higher than in hospitals, the pressure ulcer
prevalence rate for hospitals was 7-8% higher than nursing
homes in 2002. The authors attributed the difference as
possibly due to the more frequent use of specialty support
surfaces in nursing homes than hospitals. The authors also
pointed out that, although the prevalence rates were less than
average in settings typically viewed as low risk such as
pediatrics, obstetrics and urology settings, pressure ulcers do
occur in those areas.

Overall, this was a thorough and well-presented study that
demonstrated the benefits of standardizing protocols for
prevalence surveys. To promote consistency in future studies,
it is important for investigators to be specific about the
validity and reliability of all instruments and provide full
descriptions of the specific training and data collection
protocol. Lahmann et al. reported that nurses collected data
using a questionnaire that was adapted from another source
and a sample of the items or the instrument as well as validity
and reliability data would have been informative for future
research designs.

The authors indicated that nurses were trained to gather
data and were provided with pictures and definitions of
stages. To facilitate replication of survey techniques, a
detailed description of the training that nurses received is
warranted that includes their prior experience, the amount of
time spent in training, type of didactic or simulations
provided, and validation of knowledge.

Reporting prevalence according to different categories of
risk was an integral part of this study. The authors reported
that the Braden scale was used to determine risk level. It was
unclear if the Braden score was determined on the same day as
the prevalence survey by the same nurse staging the ulcers or if
the risk score was obtained from the chart or by another nurse.
Additionally, the authors did not fully explain their rationale
for using a Braden score of 20 as the cut-off for risk, which was
higher than 18, which is typically used (Ayello & Braden
2002). Use of the higher cut-off value increased the size of the
group at risk and therefore, to enable comparisons with other
studies, Lahmann et al. calculated and reported risk group size
for Braden scores of 18 and 20. The authors reported that when
Stage 1 was included, the average Braden score was signifi-
cantly different and when Stage I was excluded, no statistically
significant difference was observed in the group at risk.

Based on their findings, Lahmann et al. voiced concerns
about limitations of risk assessment scales because 188

patients with pressure ulcers were deemed not at risk on the
day of the survey and suggested that further study is needed
to explain or reconcile such discrepant findings. Lahmann
et al. concluded that comparison of prevalence rates in
different settings is possible if risk groups are defined based
on Braden scores of up to 20 and that, irrespective of which
score is used (18 or 20), comparison between risk groups is
more valuable than overall prevalence rates, which do not
account for the numbers at risk.

As identified by Lahmann et al., there are inherent
problems in performing prevalence studies due to difficulties
in staging and whether Stage I ulcers are included. Because
some investigations have excluded Stage I in prevalence
estimates, Lahmann ez al. reported data with and without
Stage I to facilitate comparison with other studies. However,
it would seem that it is counter-productive to exclude Stage I,
which is the heralding sign of pressure injury and it is unclear
how their exclusion is beneficial.

Varied definitions of Stage I exist and differentiation of
Stage II from Stage III can be difficult. There is some
ambiguity about how Stage I ulcers were defined in this study.
In the initial discussion of the instrument, it was stated that
the degree of pressure ulcers was based on the grading system
of the National Pressure Ulcer Advisory Panel (NPUAP) and
in the discussion of data analyses, the authors described a
Grade I [according to the European Pressure Ulcer Advisory
Panel (EPUAP) and NPUAP] as the discolouration of intact
skin where light finger pressure applied to the site does not
alter the discolouration (non-blanchable erythema). In 1998,
the NPUAP revised the definition of Stage I to include
changes in temperature, tissue consistency and sensation in
addition to colour changes to account for individuals with
dark skin tones (National Pressure Ulcer Advisory Panel
2000a). The definition of Stage I is important because the
prevalence rates were higher including Stage I and might have
been even higher if the revised definition was used and the
population included persons with dark skin tones.

With adequate experience, education and training, it
should be no more difficult to recognize and correctly identify
a Stage I than any of the other ulcer stages. In reality, many
clinicians find that differentiating Stage II from Stage III can
be the most challenging. Additionally, study protocols should
specifically address how ulcers are staged if slough or eschar
is present, if there is evidence of healed ulcers, and how
pressure ulcers are differentiated from other wounds such as
skin tears, perineal dermatitis, or lower extremity ulcers due
to venous, arterial, or neuropathic disease (National Pressure
Ulcer Advisory Panel 2000b).

Determining incidence was not an objective of these

investigators but it merits consideration when examining
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the magnitude of pressure ulcer occurrence. According to
Robinson ef al. (2003), prevalence data reflect patients
admitted with pressure ulcers as well as nosocomial ulcers
and, therefore, do not provide a sensitive measure of nursing
care within a particular facility. According to Robinson et al.,
the best quality care indicator for an agency and gauge of the
effectiveness of prevention strategies to reduce nosocomial
ulcers is incidence data. Therefore, it is important for future
investigators to address collection of incidence in addition to
prevalence data to provide a complete picture of occurrence
rates.

Lahmann et al. are to be commended for their ambitious
study, which highlights many significant issues and provides
an important contribution to the knowledge about pressure
ulcer prevalence and survey methodology. Perhaps the most
salient conclusion reached by the authors is that determining
prevalence according to risk category provides the most
meaningful data.

Continued research is needed to develop and validate a
consistent approach for conducting prevalence studies so that
benchmarked data can be used to identify best practices to
prevent and diminish the negative sequela of pressure ulcers.
Consequently, for future pressure ulcer prevalence studies,
consensus is needed in several areas: (a) definitions of
prevalence and when data are collected (on 1 day or over a
period of time), (b) consistent definitions of Stage I,
(c) justification for inclusion or exclusion of Stage I,
(c) rationale for cut-off values for the Braden risk score to
determine onset of risk, (d) validity and reliability data for all
instruments, (e) justification for use of existing data vs. direct
examination of the patient or resident, and (f) rationale for

inclusion or exclusion of incidence data.
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RESPONSE

We would like to thank Phyllis Bonham for the detailed
commentary of our article.

Bonham noted that the NPUAP definition was altered in
1998 to enable a better detection of grade 1 ulcers especially
in people with dark skin tones. We agree that this is an
important issue. Bonham emphasized the importance of
gaining data through direct observation/examination rather
than through chart review. To achieve this, standardized
training was given to fully qualified nursing staff (those who
performed the examination) by local coordinators. These
local coordinators were obliged to use exclusively our
standardized training material consisting of computer pres-
entations, pictures of different pressure ulcer grades, a
detailed description of the Braden scale (for assessment on
the same day as the examination during the survey) and
additional information. Further, all information was sum-
marized in a small guidebook and given to every staff nurse
who performed the examination.

Bonham pointed out the advantage of comparisons of
standardized risk groups in different populations like in
nursing homes and hospitals and asked why we used a cut-off
Braden score of <20 points rather than a cut-off of <18 points
(which seems to be much more common). The use of the
Braden scale with a cut-off of 20 was based on earlier
research (Halfens 2000). We would like to refer here also to
our commentary reply to Jackson. It is clear that comparison
of standardized risk groups is much better value than, say,
comparison of non-standardized populations, although the
impact of wrong positives (persons with pressure ulcers in a
group defined as not at risk) in calculated prevalence rates has
to be taken into account. In our study, the use of a very

sensitive cut-off Braden score of 20 points and less meant that
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a considerable number of persons (188) with at least one
pressure ulcer dropped out of the risk group prevalence rate
simply because they are considered to be not at risk. If a less
sensitive cut-off point of 18 had been used, even more
persons with a pressure ulcer would have not been displayed
in the risk group pressure ulcer prevalence rate.

We agree with Bonham that despite the high popularity of
conducting epidemiological research by doing prevalence or
incidence studies there are still a lot of methodological
problems. These limit the possibility of interpreting results by
comparing them with the findings of other studies. In 2003
and 2004, surveys comparable with the published one were
carried out and currently the 2005 survey is under prepar-
ation. With a continuously growing database and the
possibility of also analysing longitudinal effects, more
research in this area is possible.
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