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Global, regional and national
burden of decubitus ulcers in 204
countries and territories from
1990 to 2021: a systematic
analysis based on the global
burden of disease study 2021
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Global Public (L.
Health Context

« Global Public Health Context (Zhang et al.,
2025)

o 1990 — 2021: cases rose from 300k —
646k; deaths from 16k — 37Kk.

o Disability burden (DALYs) doubled: 409k
— 804K.

o Prevalence ~ 8 per 100k population,
mostly in those 60+ years.

o Aging populations drive rising absolute
burden despite stable/decreasing age-
adjusted rates.
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Trends, risk factors and policy implications  mversiry

« Trends (1990-2021)

o Global prevalence rate stable (—0.02% change), but absolute humbers
increased.

- Disparities
o High-SDI regions (e.g., Western Europe, North America):
- Higher reported prevalence (better detection, older populations).
- Lower mortality and DALYs (better prevention and treatment).
o Low-SDI regions: fewer reported cases but higher death & disability rates.



Why talk about health
€Cconomics?
High proportion of healthcare spending

« In the UK, treating pressure ulcers costs
between £1.4 billion and £2.1 billion
annually, equating to 4 % of NHS

expenditure.

In Spain, annual cost estimated at
around €461 million, about 5 % of the
healthcare budget.

Across OECD countries, direct costs
from unsafe care (which includes
pressure ulcers) are estimated at2-4 %
of total health expenditure.




Hidden costs

Pressure Ulcers from the Medico-Legal Perspective: A Case

R LRI « Out-of-court settlements: typically £20- 30k, but

Toippo Cabell] ", Paels Baile, A

canreach £1-3M in severe cases.

« NHS spending since 2013: £168M on pressure
ulcer litigation (=£66k/claim).

- Total claims (incl. damages & legal costs):
approx. £322M (NHS Resolution).




Hidden costs L

Sl - Reputational damage from litigation and
Impact of pressure injuries on health-related quality of life: m ed -i a eX pOS u re

A systematic review

Shiwen Ui BMHons)* | Helen Rawson PrO* Rakitad M. Istam PHD* |

—— « Extended hospital stays reduce bed
el e availability and efficiency

« Patient/family burden: pain, anxiety, social
isolation




Quality of life: the reality behind the .-
@conomics

A 2025 systematic review included 22 studies (12 quantitative, 9 qualitative, 1 mixed-
methods).

« Pressure injuries were associated with poorer HRQoL across four major domains:
o Symptoms: particularly pain and discomfort
o Physical functio: mobility, activity and independence
o Psychological wellbeing: anxiety, frustration, loss of dignity
o Social functioning : isolation and restricted participation

- If quality of life is absent from the economic model, an important part of the benefit
of prevention and effective treatment disappears.

Liu S, Rawson H, Islam RM, Team V. Impact of pressure injuries on health-related quality of life: A systematic review. Wound Repair Regen.
2025 Jan-Feb;33(1):e13236.



Two
takeaways
so far ...




Pressure ulcers cause
avoidable harm with high
human and financial costs -
prevention is both a moral and
economic imperative



Economic data on pressure ulcers is
inconsistent and incomplete,
underestimating true costs,
especially indirect ones, making
prevention benefits harder to prove.



Prevention vs treatment: a clinical trial

 Belgian KCE RCT & economic evaluation (2023)

« Design: 1,633 at-risk hospitalized patients, 8
hospitals.

« Intervention: Silicone adhesive multilayer foam
dressings (sacrum, heels, trochanter) + standard
care vs standard care alone.

« Clinical outcomes:

« New pressure ulcers (Cat. ll1+): 4.0% (dressing) vs
6.3% (standard care) — 36% risk reduction
(RR 0.64, p=0.04).

» Strongest effect at sacrum (risk reduced by 41%).

« No significant effect on heels; very few trochanter
ulcers.

SILICONE ADHESIVE MULTILAYER FOAM DRESSINGS TO

PREVENT HOSPITAL-ACQUIRED PRESSURE ULCERS:

BELGIAN RCT-BASED ECONOMIC EVALUATION

Q&‘

o

19

‘ma -

A




The policy dilemma




The health- economics reality

Table 27 - Overview of costs and consequences sacrum PU © COStS: DreSS]ngS add Upfl’Oﬂt COStS ("’1 3

revemllsulncone adhesultlla rer foam :,mn dreSS]ngS/pat]ent, avg. use per tl'lal), but
In pa . o o
_’ . prevention may avoid expensive Cat. Il1-1V

Cost prevention

e R e ulcers. Break-even possible if severe ulcers
are prevented.

 Claim
Poeniaty _ snater 831 « Prevention is cost-saving and ethically
L . imperative: Investing in prophylactic

measures (e.g., silicone multilayer foam
dressings on sacrum) can reduce ulcer

assumption of an i

ofdaploPUabiN., incidence, avoid high treatment and

Total savings unde applied assumptions: €1631***

ARR. sbealute rsk reduciion, Cal. Category, NNT. number needed 1o beat, PU litigation costs, protect hospital reputation,

pressure wicer; QoL quaity of ife.

1630+ 64.52) x 5O (NNT) » €1728 and lessen patient/family suffering.




The bigger picture

« A Pl pevented reduces:

« Staff burnout (less repetitive
wound care)

- Material waste and carbon
emissions.

« Overall financial strain on health
systems.

« Sustainability = economic +
environmental + workforce well-
being.




Two more
takeaways ...




OECD notes that promising digital
prevention tools lack solid evidence
on costs, benefits, and ROI,
particularly in patient safety.




Policy inertia and short-term thinking

drive underinvestment in prevention,

despite it being 3-4 times more cost-
effective than treatment.




Many studies - but methodologically
diverse and hard to compare.

Systematic review found large variations
in cost estimates:

« Treatment cost per patient per day
ranges from €1.71 t0 €470.49,
depending on the setting.

 Prevention costs ranged from €2.65 to
€87.57.




UK study variations:

« One UK estimate: £1,214 (Grade 1) to
£14,108 (Grade 4) per ulcer

« Another estimate cited total NHS
annual cost at £1.4-£2.1 billion (~4%
of budget)

« Wide-ranging figures reflect
conflicting inclusion of cost
components, e.g., productivity vs.
direct care costs.




Why foundations matter

« Prevention is consistently shown to be
cost-effective: prevention bundles save
thousands per patient and reduce
incidence by >70%.

« Yet prevention remains underfunded
because:

« Short-term cost models ignore long-term
savings (e.g., avoided complications,
reduced hospital stays).

« Indirect benefits (quality of life,
productivity gains, caregiver relief) are
rarely included in models.




More?




Decision-makers favour visible,
high-tech investments over
“quiet savings” from
prevention




Weak data foundations lead to
underinvestment in safety and
prevention, despite evidence of high
returns (OECD, 2022)




The three building blocks

Relevance: Does the data capture what
really matters?

« Many studies only measure “visible”
costs = underestimate the true burden.

» Spain: Pressure ulcer care ~€461
million/year, >50% from hospital stay
length (not just dressings/materials).

- Canada: Excluding quality-of-life

impacts underestimated total burden by
~30%.




The three building blocks

Relevance: Does the data capture what

really matters?

Direct Costs

Staff time and nursing workload
Support surfaces and equipment
Prophylactic dressings

Skin care products

Monitoring technologies
Organisational infrastructure
Protocol development

Auditing systems

Nutritional support

Surgical interventions

Indirect Costs
Prolonged hospital stays
Readmissions

Reduced patient mobility
Loss of productivity
Long-term disability
Caregiver burden
Diminished quality of life
Social isolation / stigma
Psychological distress

Early mortality



The three building blocks

Relevance: Does the data capture what really
matters?

« Spain (Soldevilla Agreda, 2007): Main direct
prevention costs came from special
mattresses, cushions, and nursing time.

- Germany (Rexroth et al., 2015): Preventive
dressings and staff time were the largest cost
drivers in ICU prevention bundles.

« US (Padula et al., 2019): Workforce costs and
capital equipment (beds, mattresses)
accounted for the bulk of prevention
expenses.




The three building blocks

Relevance: Does the data capture what
really matters?

« US Medicare data: Surgical closure of
stage lll/IV pressure ulcers costs
$124,000+ per patient on average.

« UK NHS data: Flap surgery alone for a
pressure ulcer estimatedat£11,000-
£15,000, excluding long-term follow-up.

« Recurrence rates post-surgery can be as
high as 28-40%, adding repeat costs..




The three building blocks

Reliability: Are the data acurate and
comparable?

« Study design and definitions vary —
inconsistent estimates.

« Netherlands vs. Germany: Prevention costs
ranged from €2.65/day to €87/day, same
interventions but different costing
frameworks.

« Multicentre EU study: Prevalence estimates
varied 5-25% across sites just from
differences in data collection methods.




The three building blocks

Reliability: Are the data acurate and
comparable?

« Registries: Large-scale, centralised data
improve comparability.

« EHRs (Electronic Health Records): Enable
continuous, real-world data collection.

« Standardised definitions: Reduce variation
and ensure consistency across studies.




The three building blocks

Context: Do the data apply to the
local setting?

- Data often transplanted without
adaptation.

« US: Severe pressure ulcer
treatment cost >$70,000 per case.

» Eastern Europe (Czech Republic):
Median cost €678-€929 per case
(different wage structures/system).




The three building blocks

Context: Do the data apply to the
local setting?

- Time horizons: acute episode vs.
long-term view.

« In Spain, 6-month horizon = e ——
prevention costly; 2-year horizon =
prevention saves millions.
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The three building bltksy Qs>

Context: Do the data apply to the local setting?

 Health systems and wages: In Finland, higher
nurse wages raise prevention costs, but
outcomes still favour prevention long term.

« Japan: Costs dominated by nursing-home care,
unlike Western Europe where hospitals
dominate.



Another 3...




Relevant data = hospital stay +
complications + QOL + caregiver
time.




Without reliable, standardized
methods, cross-study comparisons
are misleading.




Context matters: what is cost-
effective in one
setting/region/country may not be in

' another.




hi1Al

] oy
- m Rl
o Gt

# 4
e
/T

From data to decisions

@ Definition and comparability

Diabetes hospital admission data are based on the sum of three indicators: admissions
complications and for uncontrolled diabetes without complications. The indicator is defil
admissions with a primary diagnosis of diabetes among people aged 15 years and over

Strong data 5 robust mOdelS = better lower extremity amputation in adults with diabetes is defined as the number of discharc
policies

over per 100 000 population. Rates for these indicators have been age-standardised to t

Differences in data definition, diagnostic and coding practices and indicator calculation 1

Pl’eSSUI’e Ulcer prevention St]ll laCkS a affect comparability of data. For example, in many countries diabetes is coded as a secol
un-lf-led economic eV]dence ba e. countries code it as a primary diagnosis. Differences in data coverage of the national ho

also influence indicator rates.
Like OECD work on diabetes, a e , , :
. The denominator of people with diabetes who are prescribed recommended antihypert
Standard]sed framewor:k COUlq tranSform people with diabetes (i.e. who are long-term users of glucose-regulating medication) wh
pressure ulcer preventlon pOllcy. prescriptions per year from a range of medications often used in the management of hy

numerator is the number of people who have one or more prescriptions of an angioten!

angiotensin receptor blocker.

ences

1), IDF Diabetes Atlas 2021, International Diabetes Federation,
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Take-Home Messages ST

« HAPIs are expensive and wasteful.

« Prevention is cost-saving and
sustainable.

« Investments in prevention — better
care, lower costs, smaller footprint.

« Prevention = value-based healthcare in
action.

« Invest early to save later.
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