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ABSTRACT
Objective: To identify clinical evidence of the nursing diagnosis Adult pressure injury. 
Method: Cross-sectional study with 138 adult patients, with community-acquired or 
hospital-acquired pressure injuries, admitted to clinical, surgical, and intensive care 
units. Data collected from Electronic health records (EHR) and from the clinical 
assessment of patients at the bedside, analyzed through descriptive statistics. Results: 
The partial thickness loss of dermis presenting as a shallow open ulcer, intact or open/
ruptured blister, consistent with a stage II pressure injury, was the significant defining 
characteristic. Significant related factors were pressure on bony prominence, friction 
surface, shear forces, and incontinence. The population at significant risk was that at age 
extremes (≥60 years). Significant associated conditions were pharmacological agent, 
physical immobilization, anemia, decreased tissue perfusion, and impaired circulation. 
Conclusion: The clinical indicators assessed in the patients showed evidence of the 
nursing diagnosis Adult pressure Injury, with significant lesions consistent with  
stage II, resulting from pressure, especially in elderly individuals, and in those on 
various medications.

DESCRIPTORS
Pressure Ulcer; Nursing Diagnosis; Nursing Process; Standardized Nursing Terminology; 
Evidence-Based Practice.
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INTRODUCTION
Pressure injury (PI) is an adverse event and a nursing  

indicator denoting low quality of care(1–3). It shows high rates of 
prevalence in patients admitted to intensive care units (ICU), 
with a variability between 8 and 23% of cases, depending on 
patient severity and the risk factors presented(2–3). In areas of 
admission of medical or surgical patients, PI prevalence can 
reach 10%, generating a negative impact on their safety(4–7).

Pressure injury represents the third most expensive 
health problem for health systems, third only to cancer and 
cardiovascular diseases(8–9). Thus, both prevention and pro-
per treatment of PI shall be prioritized by nurses, who are 
responsible for patient care 24 hours a day. 

A key factor in the prevention of PI is the identification 
of its risk factors and the proper assessment of the lesion 
when it occurs. This recognition is performed by nurses in 
their daily clinical practice and requires scientific knowledge  
described in the literature and in guidelines on the  
subject(3–4,8,10–12). To qualify the predictive aspects for the  
development of PI and to guide preventive interventions, 
nurses can use the Nursing Diagnosis (ND) Risk for adult 
pressure injury NANDA International (NANDA-I)(13). 
However, when treating individuals who have already deve-
loped PI, the problem-focused ND, i.e. Pressure injury, also 
needed to be developed and was recently published in the 
12th edition of NANDA-I 2021-2023, as a result of studies 
by the same group of researchers who developed the ND Risk 
for adult pressure injury(13). However, it was noticed that the 
ND Adult pressure injury lacked clinical studies to determine 
the level of evidence LOE-3, determined by the NANDA-I 
taxonomy as an extremely important level to obtain testing 
and clinical proof of the ND falling in this classification(13).

In the guideline Prevention and Treatment of Pressure 
Ulcers/Injuries: Clinical Practice Guideline used worldwide, 
PI is defined as “Localized damage to the skin and/or under-
lying tissue of an adult, as a result of pressure, or pressure 
in combination with shear; it usually occurs over a bony 
prominence but may also be related to a medical device 
or other object”(12). Based on this definition, it is unders-
tood that a study addressing the main clinical evidence of 
PI patients, taking the pathophysiology of this injury into 
account, would contribute to providing greater support for 
the identification of a more accurate ND and, consequently, 
to better decision-making by the nurse with interventions 
to solve or minimize this problem(10–11,14). 

Therefore, this study aims to search for clinical indicators 
associated with PI in hospitalized patients, besides contribu-
ting to the refinement of NANDA-I, supported by scientific 
evidence. Therefore, this research aims to identify clinical 
evidence of the ND Adult pressure injury.

METHOD

Type of STudy, populaTion and local

This is a cross-sectional, observational study conducted  
with PI patients in a large university hospital in  
southern Brazil.

SelecTion criTeria

Patients aged 18 years or over, admitted to clinical, sur-
gical, and intensive care units, with community-acquired or 
hospital-acquired PI, with clinical evaluation by the resear-
chers within 24 hours of notification of PI in the hospital’s 
computerized system, the field of study, were included. 
Patients with cognitive impairment without the presence 
of a companion and patients without clinical conditions for 
PI evaluation were excluded.

Sample definiTion

The sample calculation was based on the institution’s 
incidence of PI, which represented a rate of 0.68% in 2017, 
and on the minimum positive sampling frequency of 50% 
(for the establishment of the diagnosis investigated), with a 
margin of error for the 95% confidence interval of 0.10. Thus, 
the sample consisted of 138 adult patients hospitalized in 
medical, surgical, and intensive care units, with PI regardless 
of the stage of the lesion.

daTa collecTion 
Data collection took place from January to September 

2019 and was performed by the main researcher, two nur-
ses, and four nursing students and undergraduate scientific 
research scholarship students, all with clinical and research 
knowledge on PI and on the use of NANDA-I(13). It should 
be noted that there was a training for the collection, in which 
the main researcher provided in-person guidance, in two 
meetings of approximately two hours each, in which he used 
power point and photos on the assessment, classification, 
prevention, and treatment of PI, and performed, at the bed-
side, clinical evaluations of patients with PI to demonstrate 
the use of the collection instrument and, thus, avoid bias 
and differences in the identification of variables among 
the collectors. The data collection instrument was designed 
and refined by the researchers, and supervised by the study 
supervisor, a senior researcher. The instrument includes all 
the variables described in the study. 

It consisted of sociodemographic and clinical variables, 
which were collected from the patient’s Electronic health 
records (EHR). The sociodemographic variables were age, 
sex, color, profession, religion, and level of education. The 
continuous variables selected were weight, height, Body 
Mass Index (BMI), length of stay, and Braden Scale score. 
The categorical variables selected were comorbidities, reason 
for admission, time of development of the PI (community 
or in hospital) and PI site. 

The variables described as clinical indicators of the ND 
were collected through the patient’s clinical assessment at 
the bedside. For this, the following defining characteris-
tics were listed: intact skin with non-blanchable redness 
of a localized area, usually over a bony prominence; partial 
thickness loss of dermis presenting as a shallow open ulcer, 
intact or open/ruptured blister; full thickness tissue loss, 
subcutaneous fat may be visible, but bone, tendon or muscle 
are not exposed; full-thickness tissue loss with exposed bone, 
tendon or muscle, slough, or eschar may be present on some 
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parts of the wound bed, often including undermining and 
tunneling; full thickness tissue loss in which the base of the 
ulcer is covered by slough (yellow, tan, gray, green or brown) 
and/or eschar (tan, brown or black) in the wound bed; purple 
or brown localized area of discolored intact skin or blood- 
filled blister, due to damage of underlying soft tissue from 
pressure and/or shear. 

The related factors were pressure over bony proeminence, 
surface friction, shearing forces, incontinence, insufficient 
caregiver knowledge of pressure injury prevention, dehydra-
tion and extremes of weight. The Populations at risk were: 
extreme of age (≥60 years) and history of pressure injury. The 
associated conditions were pharmaceutical agent (corticos-
teroids, non-steroidal anti-inflammatory drug, chemothe-
rapy and radiotherapy, immunosuppressants, painkillers and 
anxiolytics); physical immobilization; anemia; decreased in 
tissue perfusion; decreased in tissue oxygenation; decrease 
in serum albumin level; impaired circulation; sensory per-
ception limitations; edema; peripheral neuropathy; hyper-
thermia, and smoking(2–4,9–13).

It should be noted that in the assessment regarding the 
defining characteristics, related factors, populations at risk, 
and associated conditions, conceptual and operational defini-
tions were developed, based on previous studies(12–13), as well 
as literature search in the SciELO, CINAHL, and PubMed 
databases using the descriptors: Pressure injury; Nursing 
diagnosis; Nursing process; Standardized Terminology 
in Nursing; Evidence-Based Clinical Practice. The litera-
ture review was carried out in July 2018 and full articles 
published in the period from 2013 to 2018 in Portuguese, 
Spanish and English were considered. Based on this review, 
a synthesis was carried out, linked to previous studies, which 
supported the construction and revision of definitions to 
maintain the reliability of the data evaluated in the data 
collection instrument.

Patients were enrolled for the study through the PI 
notification performed by the nurse in the facility’s com-
puterized system and by the daily active search performed 
by the researchers in the units described above. Initially, 
the sociodemographic, continuous, and categorical varia-
bles were collected in electronic health records and, sub-
sequently, the variables related to the clinical indicators 
of the ND Adult pressure injury were collected at the 
patient’s bedside. Data collection was performed by two 
collectors in the first 30 patients; after that, the kappa test 
was performed, which showed high agreement (k > 0.85) 
between the collectors, which allowed the collection to be 
continued individually. Each patient’s assessment lasted 
about 20 minutes.

daTa analySiS and TreaTmenT

Data were organized in a database in the software 
Windows Excel with double typing and exported to the 
software SPSS, version 21.0, analyzed using descriptive 
statistics, with a significance level of 5% being adopted. 
Continuous variables were described as mean and standard 
deviation or median and interquartile range, according to 

data distribution. Categorical variables were expressed as 
absolute and relative frequencies. 

eThical aSpecTS

This research was carried out with human beings in 
accordance with Resolution 466/12. The research project 
was approved by the Ethics and Research Committee of 
the institution under protocol 2018-0390, opinion number 
2.796.427 and approval in 2018. All participants signed the 
Free Informed Consent Form.

Table 1 – Sociodemographic and clinical characterization of pa-
tients with Pressure Injury (n = 138) – Porto Alegre, RS, Brazil 2019.

Variables N (%)

Sociodemographic characteristics

Age* 64.8 years (+/−17.3)

Male† 76 (55)

Caucasians† 116 (84)

Black† 14 (10)

Married† 64 (46)

Widower† 33 (24)

Some elementary school† 60 (46.5)

Retired† 54 (39)

Catholic religion† 88 (64)

Reasons for admission

Sepsis† 15 (11)

Cancer† 13 (9.4)

Pain† 12 (9.0)

Hip and/or knee prosthesis† 11 (8.0)

Dyspnea† 8 (6.0)

Lowered level of consciousness† 7 (5.1)

Urinary infection† 6 (4.6)

Comorbidities

Systemic Arterial Hypertension (SAH)† 82 (59.4)

Cardiovascular disease† 65 (47)

Diabetes Mellitus (DM)† 52 (38)

Neurological disorders† 51 (37)

Abstinent smokers† 41 (30)

Neoplasm† 34 (27)

Active smoker† 26 (19) 

Kidney disease† 24 (17.4)

Respiratory diseases† 23 (17)

Other clinical features

Body mass index* 23.9 kg/m2 (+/−5.8)

Low weight (BMI < 18.5 kg/m2)† 21 (15.2) 

Obesity (BMI > 30 kg/m2)† 21 (15.2)

Length of hospital stay‡ 19 days (10–35.5)

PI developed during hospitalization† 88 (64)

PI developed in the community† 50 (36)

PI in the sacral region† 109 (79)

PI in the heel region† 15 (10)

Note: *Mean ± standard deviation; †n (%); ‡Median (25–75 percentile)
Source: research data.
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Among the defining characteristics of PI, the most 
frequently evidenced were partial thickness loss of dermis 
presenting as a shallow open ulcer, intact or open/ruptured 
blister in 75 (54.4%) patients, followed by full thickness 
tissue loss, subcutaneous fat may be visible, but bone, tendon 
or muscle are not exposed in 21 (15.3%) patients (Table 2).

DISCUSSION
The study results allowed highlighting the indicators 

of the ND Adult pressure injury in clinical practice, which 
can guide nurses in the precise judgment regarding this 
injury. According to the literature consulted(2–3,8,10–13), what 
differentiates PI from other types of tissue damage is its 
pathophysiology. Its classification is based on the inspection 

RESULTS
The mean age of patients was 64.8 (+/−17.3) years, with 

sepsis (11%), neoplastic disease (9.4%), and pain (9%) as the 
main reasons for admission; most of them were hypertensive 
(59.4%) and diabetic (38%). PI developed during hospitali-
zation in 64% of cases, most frequently (79%) in the sacral 
region (Table 1).

The Braden Scale assessment showed that 83 (60%) 
patients were bedfast, 85 (62%) occasionally moist,  
50 (36.2%) sensory perception very limited, 83 (60%) with 
very limited mobility, 51 (40%) with probably inadequate 
nutrition, and 68 (49%) with friction and shear problem. 
Braden Scale mean total score was 14 (±3) points, that is, a 
moderate risk for PI.

Table 2 – Frequency of defining characteristics, related factors, populations at risk and associated conditions of the ND Adult pressure 
injury (n = 138). Porto Alegre, RS, Brazil 2019.

n %

Defining characteristics

Partial thickness loss of dermis presenting as a shallow open ulcer, intact or open/ruptured blister (consistent with a stage II PI) 75 54.4

Full thickness tissue loss, subcutaneous fat may be visible, but bone, tendon or muscle are not exposed (consistent with Stage III PI) 21 15.3

Intact skin with non-blanchable redness of a localized area, usually over a bony prominence (consistent with Stage I PI) 18 13

Purple or brown localized area of discolored intact skin or blood-filled blister due to damage to underlying soft tissue from 
pressure and/or shear (consistent with Suspected PI of deep tissue injury)

13 9.4

Full thickness tissue loss in which the base of the ulcer is covered by slough (yellow, tan, gray, green or brown) and/or eschar 
(tan, brown or black) in the wound bed (consistent with Unstageable PI)

6 4.3

Full-thickness tissue loss with exposed bone, tendon or muscle, slough or eschar may be present on some parts of the wound 
bed, often including undermining and tunneling (consistent with Stage IV PI)

5 3.6

Related factors

Pressure over bony prominence 133 96.4

Surface friction 130 94.2

Shearing forces 129 93.5

Insufficient caregiver knowledge of pressure injury prevention 102 74

Incontinence 93 67.4

Dehydration 67 49

Extremes of weight 42 30.4

Populations at risk

Extreme of age (≥60 years) 93 67.4

History of pressure injury 51 37

Associated conditions

Pharmaceutical agent (corticosteroids, non-steroidal anti-inflammatory drug, chemotherapy and radiotherapy, 
immunosuppressants, painkillers and anxiolytics)

136 98

Anemia 100 72.5

Physical immobilization 122 88

Decrease in tissue perfusion 92 68

Impaired circulation 83 60

Sensory perception limitations 64 46.7

Edema 56 41

Peripheral neuropathy 55 40

Decrease in serum albumin level 49 35.5

Decrease in tissue oxygenation 34 24.6

Smoking 26 19

Hyperthermia 12 8.7

Source: research data.
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of the types of tissue injured, taking the injury thickness, the 
appearance of the bed and its edges into account, which also 
allows the assessment of the different defining characteristics 
(DC) of the ND Adult pressure Injury.

Thus, the most frequent DC (54.4%) observed was 
“Partial thickness loss of dermis presenting as a shallow 
open ulcer, intact or open/ruptured blister”, consistent with 
Category/Stage II PI(12). This stage of the injury is highly 
frequent in clinical practice(5,15) and highlights the need for 
nurses to make an early diagnosis of the injury, or even at 
an earlier stage(5), to prevent its worsening. 

The second most frequent DC, identified in 21 (15.3%) 
patients, was “Full thickness tissue loss, subcutaneous fat 
may be visible, but bone, tendon or muscle are not exposed”, 
consistent with Category/Stage III PI. In this type of lesion, 
skin fat can be observed and there may be granulation tissue 
and epibole, with variable tissue damage depth(12).

The DC “Intact skin with non-blanchable redness of 
a localized area, usually over a bony prominence”, consis-
tent with Stage/Category I PI(12) was present in 18 (13%) 
patients. Research shows a high prevalence of stage I and 
II PI in hospitalized patients(6,16). The worldwide use of PI 
guidelines(12) by health professionals seems to be having an 
effect on clinical practice, since these more severe injuries 
have been less frequent. In this regard, it is understood that 
the use of nursing classification systems, such as NANDA-I, 
incorporated into clinical practice, can also contribute to 
better patient care outcomes, both in the prevention and 
treatment of PI, since they subsidize the nurse in the diag-
nostic evaluation and, consequently, in the establishment of 
a more accurate care plan. 

Thirteen (9.4%) patients showed the DC “Purple or 
brown localized area of discolored intact skin or blood-filled 
blister due to damage to underlying soft tissue from pressure 
and/or shear”, consistent with suspected PI of deep tissue 
injury. This characteristic results from an intense and/or pro-
longed pressure and shear at the bone-muscle interface; it 
can progress quickly and reveal the current extension of the 
lesion or resolve without tissue loss(12). To be better evalu-
ated in individuals with pigmented or dark skin, the nurse 
has to observe for subepidermal moisture, changes in the 
consistency and temperature of the skin, and the presence 
of pain in the region(17).

The DC “Full thickness tissue loss in which the base 
of the ulcer is covered by slough (yellow, tan, gray, green or 
brown) and / or eschar (tan, brown or black) in the wound 
bed” was found in 6 (4.3%) patients, being consistent with 
Unstageable PI(12). The DC “Full-thickness tissue loss with 
exposed bone, tendon or muscle, slough or eschar may be 
present on some parts of the wound bed, often including 
undermining and tunneling” consistent with Category/
Stage IV PI(12) was identified in 5 (3.6%) patients, all of 
which being community-acquired injuries. These PI stages 
are considered the most severe, as injury infection is usually 
associated with chronicity of the underlying disease, and 
with factors related to PI. In addition, the study patients 
presented sepsis (11%) as the main reason for hospitalization 

and a median length of stay of 19 days, which indicates the 
severity of their clinical condition(15). 

Thus, all the defining characteristics evaluated denoted 
clinical evidence of PI, according to its stage. Three related 
factors were more frequent, “Pressure over bony prominence”, 
“Surface friction” and “Shear forces”, considered basic etiolo-
gies for the rapid development of PI(5,16,18). Moreover, almost 
half of the patients had problems related to friction and shear, 
according to the Braden Scale scores, with PI mainly in the 
sacral region, an area of bony prominence undergoing high 
pressure. These findings are in line with the literature(5,12,16) 
and show the relevance of these factors to the ND Adult 
pressure injury, being important diagnostic indicators(13).

Besides the previously mentioned related factors, 
“Insufficient caregiver knowledge of pressure injury pre-
vention” was also found in 100 (74%) patients, denoting 
strong evidence as a component of the ND Adult pressure 
injury. It should be noted that PI prevention is also related 
to the knowledge of the patients and their caregivers, and 
that the nursing team needs to instruct them on prevention 
and treatment actions(16,18). 

The related factors “Incontinence”, present in 93 (68%) 
patients, and “Dehydration”, in 67 (49%) patients, refer to 
the condition of skin hydration. These factors make up the 
skin’s microclimate, that is, with the increase in temperature 
and humidity (perspiration, exudate, and body fluids) the 
skin becomes more vulnerable and less rigid. In contrast, 
dehydrated or dry skin is more susceptible to cracking, 
demonstrating that the microclimate affects the skin struc-
ture and function, accelerating the development of PI(12,19). 

Patients had a mean BMI of 23.9 kg/m2, considered 
normal weight for the adult population; however, 42 (30.4%) 
patients had extremes of weight, data that is consistent with 
probably inadequate nutrition, which is important evidence 
to the ND Adult pressure injury. Both obesity and malnu-
trition, besides increasing the incidence of clinical com-
plications, also cause delay in PI healing(20). Excess weight 
triggers hypoperfusion and ischemia in the adipose tissue, 
and worsens the individual’s chronic disease conditions and 
hinders their repositioning and locomotion(9,20–21). 

The population at risk “Extremes of age (≥60 years)” 
characteristic was present in 93 (67%) patients, who were 
considered elderly in Brazil(22); patients’ mean age was 64.8 
(+/−17.3) years, corroborating the fact that the elderly are 
a population at risk for the ND Adult pressure injury. Skin 
collagen and elastic fibers reduction, the change in its thi-
ckness and texture impair tissue perfusion and are a result 
of aging(9,20). 

Moreover, regarding the population at risk, it should be 
noted that 36% of patients have already been admitted to 
the hospital with PI, which makes us think that this wor-
sening may also have occurred, in part, due to the deficient 
knowledge of family members or caregivers, who shall be 
instructed by the nurse during hospitalization, as recom-
mended in the literature and main guidelines(12–13,23). Thus, it 
should be noted that the patient who is hospitalized with PI 
is part of the population at risk “History of pressure injury” 
of the ND Adult pressure injury.
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The associated condition “Pharmaceutical agent (corti-
costeroids, non-steroidal anti-inflammatory drug, chemo-
therapy and radiotherapy, immunosuppressants, painkillers 
and anxiolytics)” was more frequent in the study (99%). This 
condition is intrinsically related to the reason for hospita-
lization, besides comorbidities and chronic diseases, which 
require the continuous use of these medications that inter-
fere with healing, decrease tissue resistance and immunity, 
favoring an increase in infections, and reduce the patient’s 
mobility, enhancing pressure and shear and increasing the 
permanence of PI(7,24).

The associated condition “Anemia”, found in 122 (88%) 
patients, and the “Decreased in serum albumin level”, in 49 
(35.5%) patients, corroborate literature data(25) that indicate 
a significant association between the low serum levels of 
hemoglobin and albumin with the development of PI. It is 
known that the decrease in the amount of hemoglobin in the 
bloodstream causes a decrease in oxygen to the fibroblasts, 
responsible for tissue healing(9); in its turn, the decrease 
in serum albumin causes changes in oncotic pressure and 
interstitial edema, reducing perfusion to tissues, leading to 
PI development and worsening(25,26). 

“Physical immobilization” was found in 100 (72.5%) 
patients, and, according to Braden Scale scores, 60% of 
them were bedfast and with very limited mobilization. This 
condition is considered a clinical indicator for high risk of 
PI, being relevant to both the ND Adult pressure injury and 
the ND Risk for adult pressure injury. Studies show(16,19) 
that staying immobile on a support surface for a long time 
will cause irreversible damage to the skin, as is the case of 
patients exposed to prolonged surgeries or patients with 
neurological diseases(19,27). 

“Decreased in tissue perfusion” was present in 92 (67%) 
patients. This situation occurs when blood vessels fail to 
dilate in response to the need for blood flow, reducing the 
supply of oxygen and nutrition to tissues and favoring PI 
development(9,16,28). The “Decreased in tissue oxygenation”, 
present in 34 (25%) patients, is a factor observed mainly 
in individuals with cardiovascular and respiratory diseases. 
Associated with this, it was found that 59.4% of patients 
had SAH, 47% cardiovascular diseases, 38% DM, and 17% 
respiratory diseases, which clinically evidences the con-
ditions that are associated with the ND Adult pressure 
injury. 

Subsequently, the associated conditions “Impaired cir-
culation”, “Sensory perception limitations” and “Peripheral 
neuropathy” proved to be important factors for PI deve-
lopment. This is explained by its frequency identified in 
this research and in other studies(9,25,28), which showed  
a significant association between these conditions  
and PI. 

The associated condition “Edema”, present in 56 (41%) 
patients, is considered an indirect factor for PI, that is, it 
requires other factors such as immobility and pressure and 
shear forces to lead to damage(12,16). The associated con-
dition “Smoking” was identified in 19% of the patients, 
many of them being abstinent smokers. Smoking causes 
a decrease in the amount of functional hemoglobin in the 

blood and tissue oxygenation, and wound healing delays(11); 
therefore, it also favors PI development or delays in its 
treatment success.

“Hyperthermia” was the least frequent associated con-
dition (9%). However, studies show that body tempera-
ture can affect the susceptibility and tolerance of the skin, 
affecting the transport of oxygen to the tissue. A Japanese 
study pointed out that at the end of a six-hour surgery, the 
patient’s core temperature of 38.1°C had a higher odds 
ratio than those with a lower core temperature to deve-
lop PI(19).

A limitation of the study is the small sample size, 
considering the different stages of PI, which prevented 
associations between its related factors, populations at risk, 
associated conditions and defining characteristics from 
being made. 

The clinical evidence presented by the study corroborates 
the incorporation of the ND Adult pressure injury to the 
LOE 3 evidence level of the NANDA-I diagnostic termi-
nology, so that it gives support to the work of nurses who 
daily assess, diagnose, and treat PI. The results presented also 
contribute to the development of knowledge, teaching, and 
research in the nursing area related to wound care.

CONCLUSION
The study allowed the identification of a set of clinical 

evidences of the ND Adult pressure injury, which includes 
six defining characteristics, consistent with the stages of PI: 
intact skin with non-blanchable redness of a localized area, 
usually over a bony prominence; partial thickness loss of 
dermis presenting as a shallow open ulcer, intact or open/
ruptured blister; full thickness tissue loss, subcutaneous fat 
may be visible, but bone, tendon or muscle are not exposed; 
full-thickness tissue loss with exposed bone, tendon or 
muscle, slough, or eschar may be present on some parts of 
the wound bed, often including undermining and tunne-
ling; full thickness tissue loss in which the base of the ulcer 
is covered by slough (yellow, tan, gray, green or brown) and/
or eschar (tan, brown or black) in the wound bed; purple 
or brown localized area of discolored intact skin or blood- 
filled blister, due to damage to the underlying soft tissue 
from pressure and/or shear. Six related factors: surface 
friction, shearing forces, pressure over bony proeminence, 
incontinence, insufficient caregiver knowledge of pressure 
injury prevention, dehydration and extremes of weight. 
Two populations at risk: extremes of age (≥60 years) and 
history of pressure injury. Twelve associated conditions: 
pharmaceutical agent – corticosteroids, non-steroidal anti- 
inflammatory drug, chemotherapy and radiotherapy, 
immunosuppressants, painkillers and anxiolytics –, anemia, 
physical immobilization, impaired circulation, decrease in 
tissue perfusion, decrease in serum albumin level, edema, 
alteration in sensation, decrease in tissue oxygenation, 
hyperthermia, peripheral neuropathy and smoking. 

These diagnostic identifiers found at the patients’ bedside 
proved to be important evidence for what we call ND Adult 
pressure injury.
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RESUMO
Objetivo: Identificar evidências clínicas do diagnóstico de enfermagem Lesão por pressão em adulto. Método: Estudo transversal 
com 138 pacientes adultos, com lesão por pressão de origem comunitária ou desenvolvida na internação, hospitalizados em unidades 
clínicas, cirúrgicas e de terapia intensiva. Dados coletados em prontuário de saúde eletrônico e na avaliação clínica dos pacientes à 
beira do leito, analisados pela estatística descritiva. Resultados: A perda parcial da derme, apresentando-se como úlcera aberta ou bolha 
intacta ou rompida, compatível com lesão por pressão estágio II, foi a característica definidora significativa. Os fatores relacionados 
significativos foram: pressão sobre proeminência óssea, superfície de atrito/fricção, forças de cisalhamento e incontinência. A população 
em risco significativa foi extremo de idade (≥60 anos). As condições associadas significativas foram: agente farmacológico, imobilização 
física, anemia, diminuição da perfusão tecidual e circulação prejudicada. Conclusão: Os indicadores clínicos avaliados nos pacientes 
demonstraram evidências do diagnóstico de enfermagem Lesão por pressão em adulto, sendo significativas as lesões compatíveis com o 
estágio II, decorrentes da pressão, principalmente em indivíduos idosos, e em uso de diversos medicamentos.

DESCRITORES
Lesão por pressão; Diagnóstico de Enfermagem; Processo de Enfermagem; Terminologia Padronizada em Enfermagem; Prática 
Clínica Baseada em Evidências.

RESUMEN
Objetivo: Identificar evidencias clínicas del diagnóstico de enfermería Lesión por presión en el adulto. Método: Estudio transversal 
con 138 pacientes adultos, con lesión por presión de origen comunitario o desarrollado durante hospitalización en unidades clínicas, 
quirúrgicas y terapia intensiva. Datos recolectados en histórico electrónico de salud y durante evaluación clínica de los pacientes 
ingresados, analizados a través de la estadística descriptiva. Resultados: La pérdida parcial de la epidermis con aspectos de úlcera abierta 
o ampollada intacta o desgarrada, compatible con lesión por presión etapa II, fue la característica definidora significativa. Los factores 
relacionados significativos fueron: presión sobre prominencia ósea, superficie de fricción, fuerzas de cizallamiento e incontinencia. La 
población en riesgo significativo fue extremo de edad (≥60 años). Las condiciones asociadas significativas fueron: agente farmacológico, 
inmovilización física, anemia, disminución de la perfusión tisular y circulación sanguínea perjudicada. Conclusión: Los indicadores 
clínicos evaluados en los pacientes demostraron evidencias del diagnóstico de enfermería Lesión por presión en el adulto, siendo que 
fueron significativas las lesiones compatibles con la etapa II, resultantes de la presión, principalmente en individuos mayores, y que 
utilizan diversos fármacos.

DESCRIPTORES
Úlcera por Presión; Diagnóstico de Enfermería; Proceso de Enfermería; Terminología Normalizada de Enfermería; Práctica Clínica 
Basada en la Evidencia.
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