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ABSTRACT
Background: Incontinence-associated dermatitis (IAD) 
develops from skin exposure to urine, faeces or both. 
Previous studies have tested different IAD management 
practices in critically ill patients in the intensive care unit 
(ICU); however, actual clinical practices reported for IAD 
prevention and management remain unknown. This study 
aimed to understand Australian registered nurses’ current 
clinical practices to prevent and manage IAD in the ICU.

Method: This study used a cross-sectional exploratory 
survey design. Members of the Australian College of Critical 
Care Nurses (ACCCN) Ltd were invited to complete an 
electronic survey.

Results: Response rates were 5.6% (111/1967) of the total 
email invitations sent or 10.6% (111/1051) of those who read 
the invitation. Most participants were female (88.3%, n=98), 
with 69.4% (n=67) working in a metropolitan hospital, and 
91% working in a public hospital. Participant recall of IAD 
frequency was 10.4%. Various methods were identified to 
prevent and manage IAD, including skin protection at the 
patients’ general bed-bath and at episodes of incontinence 
clean-up. The lack of IAD management policy in ICUs was 
common across the participant group.

Conclusion: Clinical practices to prevent and manage 
IAD were found to be the same. Formal IAD management 
protocols in ICUs were limited in number.

Keywords: Critically ill patients, incontinence-associated 
dermatitis, intensive care, survey.

WHAT IS KNOWN ON THIS TOPIC?
•	 IAD is a common condition seen in critically ill patients 

in the intensive care environment.

•	 There is limited evidence addressing IAD in the ICU 
context.

WHAT THIS PAPER ADDS
•	 Clinical practices to prevent and manage IAD appear to 

be the same and include the application of a variety of 
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products for skin protection at the time of the patient’s 
general bed-bath and episodes of incontinence clean-
up.

•	 Formal IAD prevention and management protocols for 
the ICU are rarely used.

•	 IAD care should be guided by evidence-based best 
practice recommendations.

INTRODUCTION
Incontinence-associated dermatitis (IAD) is a type of 
moisture-associated skin damage characterised by skin 
surface inflammation, redness, oedema and, in some cases, 
bullae containing clear exudate1,2. Damage to the epidermis 
may be present in varying depths and in some instances 
the epidermis may be completely eroded, exposing a 
moist, weeping dermis3. It is found in patients who are 
incontinent and is a condition that causes considerable pain 
and discomfort to patients. Furthermore, from a clinician’s 
perspective, IAD can be difficult, time-consuming, and even 
costly to manage4. This condition can be found in all types 
of care settings, with prevalence ranges from 20% to 95%4-6 
while the incidence rate of IAD in intensive care unit (ICU) 
patients is 25–40% of all patients with incontinence6,7.

In the ICU, patients are incontinent due to their immobility 
and critical illness and often experience high rates of 
diarrhoea8. Most ICU patients are cared for with an indwelling 
urinary catheter in situ9,10, with faecal incontinence more 
commonly seen in these patients than urinary incontinence11. 
Patients with loose or liquid stool are more likely to develop 
IAD than patients who have formed stools3. Patients with 
continuous acute faecal incontinence with diarrhoea have 
a higher rate of skin excoriation or IAD development12. 
Diarrhoea in ICU patients is a multifactorial problem and 
the leading cause of IAD13. High rates of diarrhoea in ICU 
patients is common and often attributable to enteral tube 
feeding, the use of antibiotics, infection, other treatments 
such as vasoactive agents for hypotension, and the patient’s 
critical condition13-15. The factors that increase the risk of 
diarrhoea can, in turn, increase the risk of IAD due to the 
causal relationship between diarrhoea and IAD3.

BACKGROUND
A search of databases for articles was conducted to identify 
literature focusing on IAD prevention and management in 
ICUs. The initial search terms were “IAD” or “incontinence-
associated dermatitis” or “perineal dermatitis”, and these 
were narrowed by adding “intensive care” or “ICU” or 
“critical care”. The search was conducted during September 
and October in 2017, and updated in February 2018, 
using electronic databases including the Cumulative Index 
to Nursing and Allied Health Literature (via EBSCOhost), 
Cohort library (including all cohort reviews, other reviews, 
trials, methods studies, technology assessments, economic 
evaluations, and Cochrane Groups), Embase, Joanna Briggs 
Institute (Ovid), Medline (via EBSCOhost), and PubMed.

The search included information on IAD in the critical care 
setting within journals, books, handbooks, and abstracts 
of published articles. Boolean mode operators including 
“or”, “and”, and “not” were used to combine the search 
terms. Literature searches were not date limited. Selected 
literature included articles in English or in Chinese where 
English abstracts were included. Articles were included in 
the review if they reported IAD in the critical care or intensive 
care setting, and IAD in other settings with critical care or 
intensive care data reported separately.

The search identified 12 publications that addressed IAD 
in the ICU. One publication, a summation of literature, 
did not provide new information or data on IAD and was, 
therefore, excluded. Of the remaining 11 publications, one 
randomised controlled trial (RCT) was identified16, and five 
studies employed a mixture of quasi-experimental methods 
ranging from before and after studies17, prospective two 
group observation methods10, one group prospective study7, 
prospective observation methods9, and one comparison 
cohort18. Two studies were publications of conference 
abstracts with limited data presented19,20, and two papers 
reported quality improvement projects21,22. The studies are 
presented in Table 1.

There is a paucity of literature addressing IAD in the ICU 
context. Global consensus IAD prevention and treatment 
guidelines published in 20153 do not present ICU-specific 
recommendations. Reported care interventions to prevent 
and manage IAD are widely varied. Most of the studies 
identified in our review address the prevention of IAD. 
Some studies identified that the application of a product 
at the end of the daily bed-bath to protect the skin for 
those patients at risk of IAD was beneficial6,10,15. One study 
found the application of cleanser with moisturiser and the 
application of skin protectant could prevent the development 
of IAD9. Some studies found that a single intervention such 
as a no-rinse washcloth with 3% dimethicone21,22 alone 
could provide better protection to the skin than the use of 
multiple products. However, most of studies suggested that 
the combined use of hygiene strategies and products in a 
care bundle can prevent IAD more effectively6,10,17,18. A care 
bundle is defined as a group of three to five evidence-based 
interventions which, when delivered together, demonstrate 
better health outcomes than if they were delivered 
individually23. For example, low-pH cleanser (pH<5.5) with 
long-term protection cream6 or disposable washing cloth and 
other skin protectant18. A care bundle could also improve the 
assessment and documentation of skin integrity17 or include 
other methods like a pouch to remove incontinence for the 
patient’s skin18 and reduce the incidence of IAD.

In the majority of published studies (Table 1) the management 
of IAD was rarely discussed. One study found that more 
frequent general bed-bathing with reapplication of skin 
protectants was effective to reduce the severity of IAD16; 
however, this study did not include or account for the 
frequency of incontinence clean-up, and the types of products 
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Author 
and year

Site and 
country

Setting Design Sample size Intervention Results Limitations

Bliss et al. 
(2011)

United 
States of 
America 
(USA)

Three ICUs 
across three 
hospitals

Prospective/
observational

45 None IAD developed on 
36% of patient with 
four days of onset 
time (range 1–6).

Small sample 
size.

Conley et 
al. (2014)

USA PCU* Randomised 
controlled trial 
(RCT)

99 in 
total, 44 in 
control, 55 in 
experimental

Cleaned with 
gentle cleanser 
and moisturiser 
then applied skin 
protectant.

Control: every 12 
hours.

Experimental: every 
six hours.

Only the incidence 
of moderate IAD 
was decreased.

Single-site 
design.

Included patients 
with IAD upon 
admission.

Coyer et 
al. (2016)

Australia ICU Before and 
after study

146 in 
total, 66 in 
control, 80 in 
experimental

Control: standard 
skin care.

Experimental: 
InSPiRE bundle 
included daily bed-
bath and application 
of a barrier film 
spray.

IAD incidence 
reduced from 34% 
to 17%, delayed 
IAD development.

Single-site 
design.

Needs 
replication.

Driver 
(2007)

USA ICU QI Phase 1:16

Phase 2:16

Phase 1: washed 
with no-rinse 
cleanser and a zinc 
oxide barrier.

Phase 2: 
washcloth with 3% 
dimethicone.

Patients treated 
with phase 2 care 
had lower rates 
of perineal skin 
breakdown.

Small sample 
size.

Single-site 
design.

Ehman et 
al. (2006)

USA Three ICUs 
across three 
hospitals

Prospective 
observation 
(abstract only)

45 None IAD developed on 
35.5% of patients 
with four days of 
onset time.

Published 
abstract only, 
limited access.

Eigsti 
(2011)

USA CCC** QI 9 Wash with 
disposable 3% 
dimethicone barrier 
cloth.

Four of nine 
patients with IAD 
continued to have 
IAD at discharge.

Single-site 
design.

Small sample 
size.

No incidence 
and severity 
report.

Lin et al. 
(2015)

Taiwan Two MICU 
and one 
SICU in 
a single 
hospital

QI 242 1. Daily cleanse with 
pH<6.5 cleanser 
and water and apply 
protective cream.

2. Mild IAD: clean 
gently.

3. Moderate IAD: 
apply barrier spray 
once per eight hours; 
use zinc oxide if 
bleeding.

4. Severe IAD: open 
the diaper*** twice/
day. 

Incidence of IAD 
decreased from 
34.8% to 19.8% in 
7 months.

Single-site 
design. No 
severity change 
was reported.

Table 1: Overview of published studies
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used during incontinence clean-up, thus confounding the 
findings. The use of different products may depend on 
the perceived severity of IAD6. Further, referral to, and 
consultation by, a skin care expert could improve the 
outcome of IAD management6,10. Considerable variation still 
exists in the reported practice for the management of IAD.

AIMS AND QUESTIONS
The aim of this study was to gain an understanding of 
Australian ICU registered nurses’ (RNs) clinical practice in the 
prevention and management of IAD. The research questions 
underpinning this study were:

1.	 What is RNs’ recall and self-reported frequency of IAD 
in the ICU?

2.	 What practices do ICU RNs use to prevent IAD?

3.	 What practices do ICU RNs use to manage IAD?

DESIGN
This study used a cross-sectional cohort design. An 
investigator-developed questionnaire was delivered to all 
participants using an online platform, Key Survey (WorldApp 
Key survey, Version 8.17, 2017).

SETTING AND PARTICIPANTS
The study used a convenience sample of RN members of the 
Australian College of Critical Care Nurses (ACCCN) Ltd. This 
is the national professional body of critical care and intensive 

care registered nurses in Australia, with approximately 2500 
members. Only ACCCN members who worked in an adult 
ICU were invited to participate in the survey. Members who 
worked in coronary care or high-dependency settings or 
paediatric or neonatal ICUs were excluded. This reduced 
the potential sample to approximately 60% of the total 
membership, or 1500 potential participants.

INSTRUMENTS
The survey was developed by the authors based on clinical 
experience and the available literature. The survey addressed 
participants’ characteristics, the ICU context, and clinical 
care practices in the prevention and management of IAD. The 
participant characteristics included gender, age, academic 
level, current working state, working experience in ICU, and 
the experience in caring IAD patients or not. IAD-related 
items addressed type of patient incontinence, recall of the 
frequency of caring for patients with IAD. The ICU context 
included the type of hospital, the location of hospital, type 
of ICU and the number of operational beds. Care practices 
comprised the bed-bath (frequency, products choice), clean-
up of incontinence (time to clean up, product choice), IAD 
documentation (record chart for IAD, use of formal severity 
tools, use of IAD guideline, bowel management protocol), the 
application of clean, sheet or pad.

The survey was developed using the online platform Key 
Survey (WorldApp Key survey, Version 8.17, 2017). The 

Table 1 (continued): Overview of published studies

Ma et al. 
(2017)

China Three ICUs 
in a hospital

Single group 
prospective 
observation

104 None IAD incidence 
28.9%.

Single-site 
design.

Park 
& Kim 
(2014)

South 
Korea

Five ICUs in 
a hospital

Prospective 
two group 
observation

76 in total, 38 
in each group

Experimental: 
Structured skin care 
regimen.

Control: Standard 
skin care protocol.

The experimental 
group had less 
severe IAD than 
control group.

Focused on PI 
and IAD score.

No incidence 
was reported.

Peterson 
et al. 
(2006)

USA ICU, 
oncology, 
and a 
medical unit

Qualitative 
design 
(abstract only)

Eight nurses 
and six nurse 
assistants

Patient 
number 
unknown

Focus group 
and three-day 
prospective 
surveillance.

Nursing staff 
recognised the 
importance of 
preventing IAD but 
the methods they 
use were vary. IAD 
prevalence in ICU 
was 95%.

Published 
abstract only, 
limited access.

Zhou et 
al. (2017)

China ICU in 
a single 
hospital

Comparison 
cohort

62 in total, 31 
in each group

Experimental: one-
piece faecal drainage 
pouch with standard 
IAD prevention 
protocol.

Control: standard IAD 
prevention protocol.

Incidence in 
experimental group 
(12.9%) is lower 
than that in control 
group (41.9%).

Different skin 
assessment 
frequency 
between group.

Single-site 
design.

Author 
and year

Site and 
country

Setting Design Sample size Intervention Results Limitations

Notes: *PCU = Progressive care unit; **CCC = Critical care centre; ***Adult diaper use is a common clinical practice in Taiwan
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survey was pilot-tested with a small sample of three ICU 
RNs (non-ACCCN members) and one skin integrity nursing 
clinical expert. Modifications were made to the survey 
based on the pilot sample feedback. Feedback from the 
pilot sample suggested that the questionnaire was easy to 
interpret and that the time allocated to complete the survey 
was appropriate. Minor modifications were made to four 
questions.

PROCEDURE
Following approval from the University Human Research 
Ethics Committee and ACCCN approval, all members of 
the ACCCN who had agreed to be contacted for research 
purposes were invited to participate in the survey during 
January and February 2018. An email inviting participation 
was distributed by an ACCCN administrative assistant 
through their member database. Embedded in the email was 
an online survey link in the form of a master uniform resource 
locator. An information sheet outlining the requirements 
for participation was attached to the email. Participants 
completed and submitted the survey online. Submission 
of the completed survey signified participants' consent to 
participate. This survey was anonymous, and no incentives 
or gifts were given to participants to encourage completion 
of the survey. The survey took approximately 10 minutes to 
complete. As per ACCCN’s policy, no reminder email was 
sent to the membership. The survey was available online for 
four weeks.

DATA ANALYSIS
Data was extracted from Key Survey and transported to the 
Statistical Package for the Social Sciences (SPSS, version 
24, 2016) for analysis. Confidentiality of data was maintained 
through the use of electronic password-protected files. Data 
was cross-checked for missing responses. Descriptive data 
was analysed using means, standard deviations, modes, and 
interquartile ranges, as appropriate.

This study contained categorical data, as most of the 
questions provided forced choice responses for participants 
to choose from. Variables that could be formed into a small 
table (2X2) were tested by Pearson’s Chi-square. Fisher’s 
exact test continuity correction was used where the data did 
not fulfil the assumption of Pearson’s Chi-square. Variables 
that formed larger cell or tables were tested by linear-by-
linear association24.

ETHICS
This study was approved by the University Human Research 
Ethics Committee; approval number 1800000031. Approval 
was also received from ACCCN Ltd to conduct the study.

RESULTS
A total of 1967 survey invitations were sent to ACCCN 
members by email, 1051 of these were opened, with 149 
people clicking on the master link to the survey in the invitation 
mail and opening the survey. Of these 149 activated surveys, 

there were 111 valid responses comprising responses rates 
of 5.6% (111/1967) of the total email invitations sent or 
10.6% (111/1051) of those who had read the invitation mail.

Of the 111 participants, 98 (88.3%) were female, mean 
age was 44 years (SD 11.7, range 24–67 years), and the 
mean length of ICU work experience was 14.5 years (SD 
9.4, range 1–39). The majority of participants (n=67, 60.4%) 
had completed a graduate certificate or diploma, and 
most participants worked in Queensland (n=29, 26.1%) 
and in a major referral hospital (n=77, 69.4%) in the public 
health care sector (n=101, 91%). Participant and workplace 
demographics are presented in Table 2.

Combined faecal and urinary incontinence was the most 
commonly noted patient presentations (n=82, 73%). Almost 
all participants (99%, 110) had experienced caring for a 
patient with IAD in the ICU, and half of the participants 
reported caring for at least one patient with IAD every two 
weeks. However, 34 (30.6%) RNs reported that they rarely or 
never saw an IAD case.

Almost all (n=110, 99%) participants inspected patients' 
skin at least once per shift. The majority (n=89, 77.5%) of 
participants reported recording the clinical assessments of 
IAD in free text form in the patient’s notes. Thirty-two (28.8%) 
participants reported that their unit had a special section in 
each patient’s notes to record IAD. This special charting was 
identified as the ICU clinical information system, for example, 
Metavision, or other tools such as Riskman, Woundman, 
pressure injury (PI) tools (such as the Braden scale score), 
skin assessment tools, wound assessment tools, or the 
regular chart. More than half of the participants (n=67, 
60.4%) determined the severity of IAD using a visual skin 
inspection and their own clinical judgement, while a formal 
categorisation tool was rarely used in the ICU (n=17, 10.8%). 
The results of RNs’ experience in caring for patients with 
incontinence are shown in Table 3.

RNs reported that patients were provided with a general 
bed-bath at least once a day, and most participants (64%, 
71/111) applied moisturiser regularly after a general bed-
bath. Most RNs reported using a combination of products 
when providing a general bed-bath to their patients. The 
state or territory where the RNs worked was found to 
influence their choice of products (p<0.05) where participants 
working in Victoria were significantly associated with using 
soap.

Participants with higher academic qualifications (master or 
doctorate degrees) were associated with not using no-rinse 
cleanser to clean up patients’ incontinence (X2=4.216, 
p<0.05). Products to prevent IAD were routinely applied by 
83 participants and most (n=77, 70%) used these products 
after cleaning up an episode of incontinence. Participants 
who worked in private hospitals used spray-on barrier film 
more (80%) than those who worked in public hospitals 
(37.6%). Almost half (n=55, 49.5%) of the participants 
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Variable Participants (n=111)

Member of ACCCN (number, %) 92, 82.9

Currently working in ICU, high dependency unit or stepdown unit (number, %) 111, 100.0

Gender — Female (number, %) 98, 88.3

Age in years (mean) (SD, range – max–min) 44.3 (11.7, 24–67)

Highest academic level (number, %)

	 Nursing certificate or diploma

	  Bachelor degree

	 Graduate certificate or diploma

	 Master degree

	 PhD

1, 0.9

15, 13.5

67, 60.4

25, 22.5

3, 2.7

Location of current practice (number, %)

	 Australian Capital Territory

	 New South Wales

	 Northern Territory

	 Queensland

	 South Australia

	 Tasmania

	 Victoria

	 Western Australia

11, 9.9

21, 18.9

2, 1.8

29, 26.1

12, 10.8

1, 0.9

26, 23.4

9, 8.1

Length of ICU work experience in years (mean) (SD, range – max–min) 14.5 (9.4, 1–39) 

Type of hospital (number, %)

	 Major referral hospital

	 Regional hospital

	 Urban district hospital

77, 69.4

24, 21.6

10, 9.0

Public or private hospital – public (number, %) 101, 91.0

Type of ICU (number, %)

	 General ICU

	 General ICU with specialty

	 Cardiothoracic ICU

	 High dependency unit

	 Medical ICU

	 Surgical ICU

61, 55.0

42, 37.8

2, 1.8

4, 3.6

1, 0.9

1, 0.9

Number of operational beds (mean) (SD, range – max–min) 12 (10.7, 11–53)

Table 2: Participant and workplace demographics
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regularly applied a pad, under pad, or Kylie absorbent bed 
pad between their patients and sheets. The products used 
for the general bed-bath, clean-up after an episode of 
incontinence, and prevention of IAD are presented in Figures 
1 to 3.

Most of the ICUs had a bowel management protocol in place 
(n=98, 88%), and the majority of the protocols included the 
administration of aperients and prokinetics. IAD policy or 
guidelines were addressed in a general skin management 
document in some participants’ units (n=18). However, most 

of the ICUs (n=87, 78.3%) did not have a policy or guideline 
for IAD prevention and management.

DISCUSSION
This small but unique study contributes to the understanding 
of Australian ICU RN clinical practice in the prevention and 
management of IAD. We identified that nearly all RNs had 
cared for a patient with IAD in the ICU and that clinical 
judgement rather than a formal IAD categorisation tool was 
used to assess the severity of IAD in the patient record, with 
70% of RNs using products to prevent IAD. These findings 

Variable Participant (n=111)

Type of incontinence (number, %)

	 Faecal incontinence only

	 Both faecal and urinary incontinence

29, 26.1

82, 73.9

Ever cared for a patient with IAD in ICU? Yes (number, %) 110, 99.1

Frequency of care for patient with IAD (number, %)

	 Three times per week

	 Twice per week

	 Once per week

	 Once per fortnight

	 Once per month

	 Rarely (less than once per month)

	 Never

3, 2.7

12, 10.8

22, 19.8

22, 19.8

18, 16.2

33, 29.7

1, 0.9

Documentation of patients’ IAD signs or symptom (number, %)

	 Free text

	 A tool or document

89, 77.5

25, 22.5

Unit has special section to record IAD in chart (number, %) 32, 28.8

Determination of IAD severity (number, %)

	 No severity assessed

	 Informal determination using skin inspection/examination

	 Formal determination using a severity categorisation tool

27, 24.3

67, 60.4

17, 15.3

Use of formal IAD categorisation tool (number, %) 

	 Incontinence-Associated Dermatitis Intervention Tool

	 Incontinence-Associated Dermatitis and its Severity

	 IAD severity categorisation tool (from IAD: Moving Prevention Forward guidelines)

	 Skin assessment tool

1, 0.9

1, 0.9

3, 2.9

12, 10.8

Table 3: RNs’ experience of taking care of patients with incontinence
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highlight that while IAD is a common condition in the ICU, 
there remains variability in clinical practice in the ICU.

In this study, the RN recall of the frequency of IAD in ICU 
settings was 10.4%. This finding falls outside the IAD 
prevalence range of 32–95% in ICU patients reported by 
studies using direct observation data6,17,19,20. A possible 
explanation for the difference may be recall bias, which can 
be found in self-reported questionnaires when participants 
provide responses depending on their ability to recall past 
events. Recall bias can often underestimate the occurrence 
of the phenomenon under investigation25.

IAD DOCUMENTATION
This study found that most RNs reported that clinical 
documentation of IAD severity was recorded in free text 
form. The use of a special section in other assessment tools 
or charts suggested that participants in some ICUs (28.8%, 
n=32) were already aware that IAD is a skin problem that 
differs from other types of skin injury.

The lower perception regarding the magnitude of the 
IAD problem found in this study may be attributable to 
documentation. Historically, a number of tools exist for the 
categorisation and scoring of IAD severity, for example, 
the Identifying Incontinence-Associated Dermatitis and its 
Severity tool26, and Incontinence-Associated Dermatitis 
Intervention tool27. These tools have mostly been applied in 
research studies with no evidence found to suggest that they 
have been applied in the general clinical setting. Recently, 
an international consensus document provided a simple IAD 
Severity Categorisation Tool and management flow chart3. 
The lack of clear documentation pathways may contribute 

to RNs’ miscalculation or misperception of the number of 
patients with IAD.

In this study, RNs reported that the most common frequency 
for patients' general bed-baths was at least once a 
day. This reported frequency is consistent with recent 
global studies6,17,28. A well-delivered bed-bath maintains 
body hygiene and skin moisture balance29. Dry skin could 
increase the risk of PI development through an increase 
in friction against the skin30; while overhydration from 
excessive moisture, such as incontinence, wound exudate, 
or perspiration, could lead to all types of moisture-associated 
skin damage29. The application of a skin protectant or 
moisture barrier after the general bed-bath can further 
reduce the risk of IAD by avoiding or reducing skin exposure 
to moisture and irritants3.

Participants in this study reported the use of various products 
to deliver bed-baths including pre-packaged cloths and a 
basin, water, cleanser and soft cloth. This result is similar 
to Peterson et al.20 who reported water, wipes or cloths and 
a pH-balanced cleanser were the most commonly used 
products (all above 55%). Variations in product combinations 
were also found in most of the reviewed studies20.

Cleansing removes the irritants found in urine and faeces 
from the skin3. This study found participants reported the 
choice of product for incontinence cleansing episodes 
was similar to the products used in the general bed-bath. 
Products for incontinence clean-up used in other studies in 
the ICU were water and pH-balanced cleansers6,16,17, wash 
cloths with 3% dimethicone21,22, or wipes10,18. Soap and water 
were also used by some participants (n=21, 18.9%) in this 

Highest education level Location (Australian state) Hospital type

1) PhD, 2) Master, 3) Postgrad diploma 
or certificate, 4) Bachelor 5) certificate or 
diploma

ACT, NSW, QLD, VIC, TAS, NT, 
WA, SA

Public/private

Products used for 
general bed-bath 

Soap χ2=17.303*, p= 0.016, df=7

Wipes χ2=4.216**, p =0.4, df=1

Products used for 
incontinence clean-ups

Soft cloth χ2=15.945*, p=0.026, df=7

Towel χ2=24.358*, p=0.001, df=7

Spray on barrier film p=0.015**

Notes: *Pearson Chi-Square **Linear-by-linear association, *** Fisher’s Exact test (2-sided)

Table 4: Participant demographic associations with processes of care for IAD within the ICU
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study, and were also found to be the most common products 
to clean up after patients had an episode of incontinence in 
long-term care and acute care settings31,32.

The application of protection products after the bed-bath 
and incontinence clean-up can avoid or minimise skin 
exposure to incontinence substances3. In this study, most 
participants routinely applied a skin protectant (70%, n=77) 
and moisturiser (64%, n=71) after cleansing the patients' 
skin. Bliss et al.9 found that applied moisturiser or use 

of a cleanser containing moisturiser could reduce the 
development of IAD. More than half (n=62, 55.8%) of the 
participants in the current study reported that they used 
cream as a skin protectant, while some (n=37, 33%) reported 
they also used paste and lotion to protect their patients’ skin. 
The active ingredients in these products can significantly 
vary the protection provided33.

Wipes or disposable washcloths have been reported as 
being used to prevent IAD in ICUs in many studies10,21,22. 

 

 

FFiigguurree  11::    PPeerrcceennttaaggee  ooff  ppaarrttiicciippaanntt  uussee  ooff  pprroodduuccttss  uusseedd  ffoorr  ggeenneerraall  bbeedd--bbaatthh  
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PPeerrcceennttaaggee  ooff  PPaarrttiicciippaannttss  ((nn  ==  111111))

PPrroodduuccttss  uusseedd  ffoorr  ggeenneerraall  bbeedd--bbaatthh

Figure 1: Percentage of participant use of products used for general bed-bath

 
 

  FFiigguurree  22::  PPeerrcceennttaaggee  ooff  ppaarrttiicciippaanntt  uussee  ooff  pprroodduuccttss  uusseedd  ffoorr  cclleeaann--uupp  aafftteerr  aann  eeppiissooddee  

ooff  iinnccoonnttiinneennccee..  
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Figure 2: Percentage of participant use of products used for clean-up after an episode of incontinence
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    FFiigguurree  33::  PPeerrcceennttaaggee  ooff  ppaarrttiicciippaanntt  uussee  ooff  pprroodduuccttss  rroouuttiinneellyy  aapppplliieedd  ttoo  pprreevveenntt  

IIAADD  
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Figure 3: Percentage of participant use of products routinely applied to prevent IAD

A washcloth impregnated with 3% dimethicone has been 
found to be an efficient way to reduce the prevalence of 
IAD21,22,34. RNs in the current study reported that wipes were 
more commonly used for general bed-bathing (n=68, 61.2%) 
and incontinence clean-ups (n=73, 65.7%) than for skin 
protection (n=23, 20.7%). A possible explanation is that a 
washcloth with 3% dimethicone is a more expensive product 
than plain wipes. However, the general term “wipe”, which 
could mean a common disposable wipe or a specialised 
product such as a 3 in 1 wipe or wipe impregnated with 3% 
dimethicone, was used in the survey. Therefore, it was not 
possible to determine the exact product types participants 
used in their ICU.

Many RNs in the current study (n=45, 40.5%) also noted that 
they used a preventative product in the form of a spray as a 
skin protectant. This product has been shown to be effective 
in preventing IAD in the long-term care setting5. Some ICU 
RNs have also recently begun to apply sprays in IAD care 
bundles6,17; most respondents in the current study worked 
in private hospitals. The significant difference in application 
of this product in public and private hospitals could be due 
to the cost. Brunner et al.35 suggested that wipes are more 
cost-effective than sprays in acute and critical settings. 
However, decision-making about product choice is also 
influenced by ease of use (for example, a one-step product 
compared to multiple applications), clinical effectiveness and 
environmental impact (spray products generate less waste)35.

In the current study, almost half of the participants (n=55, 
49.5%) noted that they used a pad, under pad, or Kylie 
absorbent pad between the patient and the sheet. An 
incontinence pad can absorb urine and water in faecal 
matter and thus reduce the skin’s exposure to moisture3. 

These products are used to manage urinary incontinence 
in bed-bound patients36,37. However, some studies have 
identified adverse effects when pads are used constantly, for 
example, skin protectants applied to the patient’s skin may 
transfer from the skin to the pads38 and creases and folds 
generate pressure on the skin and could contribute to PI 
development35.

The Moving Prevention Forward IAD guideline3 suggests that 
clinicians treat the cause of IAD, which in the intensive care 
environment is diarrhoea. A bowel management protocol 
in the ICU can help clinicians to manage patients’ bowel 
movements and maintain the bowel function with evidence-
based, consistent practice39,40, thus reducing diarrhoea, 
and, subsequently, IAD. Studies have suggested that the 
implementation of a bowel management protocol in an ICU 
could reduce the incidence and duration of constipation and 
diarrhoea39,41. However, there is a lack of an international 
guideline for bowel management. Consequently, a number 
of studies abound that report the implementation of local 
bowel management protocols or guidelines in single-site 
ICUs. All of these studies reported the effective reduction of 
diarrhoea incidence or prevalence with the use of a protocol 
or guideline39,40,42. The results of the current study support 
these findings, with 88% (n=98) of participants reporting that 
their ICU used a bowel management protocol. This rate is 
higher than a previously reported survey in Europe, where 
50% of ICU identified use of a guideline or protocol for bowel 
management43.

Knowles et al.44 found that a targeted protocol could help 
clinical staff to change their attitude towards evidence-based 
practice. Furthermore, Kortteisto et al.45 indicated that health 
professionals usually intend to follow a guideline in patient 
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care; therefore, a formal protocol or guideline can improve 
the application of specific evidence-based practices. Thus, 
an IAD management protocol in the ICU should improve 
evidence-based practice of IAD prevention and management. 
However, despite the high rate of local site-specific bowel 
management protocols in ICUs generally, as reported in this 
study, and an international guideline for IAD prevention and 
management3, most ICUs in this study did not have a policy 
or guideline for IAD prevention and management.

LIMITATIONS
The sample might not accurately represent the total population 
of critical care nurses in Australia, as it excluded critical care 
nurses who were not members of ACCCN, potentially limiting 
the generalisability of the findings. However, members of 
ACCCN are a unique group; for example, membership 
suggests they are more likely to be interested in professional 
issues and education than non-members. The low response 
rate is acknowledged as a limitation; however, this situation 
is typical for electronic surveys conducted in organisations 
with no follow-up and no incentives46. A meta-analysis by 
Manfreda et al.47 also indicated that electronic surveys have 
an 11% lower response rate than paper-based surveys. 
Finally, general terms, such as "soap", "wipe", and "skin 
protectant", were used in this survey. As these terms were 
not defined it is impossible to know the exact type of 
products used.

CONCLUSION AND RECOMMENDATION
This study found that the RN reported frequency of IAD in 
ICUs in Australia was 10.4%. Clinical practices to prevent 
and manage IAD were the same and included applying a 
variety of products for skin protection at the time of the 
patient’s general bed-bath and episodes of incontinence 
clean-up. Formal IAD management protocols for the ICU 
were rarely reported by participants. IAD care should be 
guided by evidence-based best practice recommendations, 
such as those set forth by Beeckman et al.3. Further research 
is warranted to understand clinical practice regarding IAD 
prevention and management in the ICU setting.
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