
Primary Intention Vol. 11 No. 2 May 200357

Lewin G et al. Implementing guidelines at Silver Chain

Determining the effectiveness of implementing 
the AWMA Guidelines for the Prediction and 
Prevention of Pressure Ulcers in Silver Chain, 
a large home care agency 
Stage 1: baseline measurement
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Introduction
Pressure ulcers are a significant contributor to morbidity and 
mortality in the frail aged, debilitated or neurologically 
impaired.  In Australia in 1998, pressure ulcers were cited as 
the cause of death for 49 people and have been a contributory 
cause in the deaths of a further 227 individuals 3.  Additionally, 
the treatment of pressure ulcers is expensive.  In 1997 the 
Federal Minister of Health stated that pressure ulcer treatments 
cost A$350 million annually 4.

Epidemiological data on the prevalence of pressure ulcers in 
Australia are relatively rare and national figures are not 
available.  In tertiary hospitals the prevalence has been 
previously reported to range from 3.2% 5 to 22.9% 6.  Most 
recently, Prentice, in her multi-centre study of teaching 
hospitals across Australia, found prevalence figures at baseline 
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(prior to her intervention) that varied between 13-37% 2.  No 

prevalence data currently exist for home care clients, although 

in 1996 Silver Chain found pressure ulcers to make up 8% of 

the wounds receiving treatment from their home nursing 

service 7.

Pressure ulcers are generally agreed to be both predictable 

and preventable.  On this basis, clinical practice guidelines for 

the prediction and prevention of pressure ulcers were 

developed in 2000 by the Australian Wound Management 

Association (AWMA) 1.  Reductions in the prevalence of 

pressure ulcers have been demonstrated in a range of studies 

in the USA following the introduction of clinical practice 

guidelines 8-11.  In Australia, the Joanna Briggs Institute showed 

no significant change in prevalence when they introduced 

their own practice guidelines into three hospitals 12.  However, 
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Prentice & Stacey have recently demonstrated significant 

reductions in pressure ulcer prevalence associated with the 

introduction of the AWMA guidelines in some of the hospitals 

studied 6.

The introduction of Clinical practice guidelines will not be 

effective if there is insufficient regard to ensuring their 

incorporation into everyday practice.  Prentice & Stacey 

provide a useful overview of the many variables that have 

been shown to relate to the successful incorporation of 

guidelines into practice 13.  These include factors such as the 

level of institutional support and consultation, planning and 

staff attitudes.  Education was identified as a particularly 

critical element in influencing staff attitudes and therefore 

ensuring the successful implementation of practice guidelines.  

Another was the assignment of responsibility for overseeing 

implementation to an individual or group who have direct 

access to the agency’s executive.

Silver Chain, the largest provider of home care in Western 

Australia, cares for aged and disabled individuals who need 

assistance with everyday activities of daily living.  

Approximately 400 of the 6,000 individuals cared for at any 

point in time by their metropolitan home support services are 

immobile or rely on a wheelchair for mobility.  These 

individuals can, amongst home care clients, be considered to 

be most at risk of developing pressure ulcers.  Unless a 

clinical need arises, the care needs of these individuals are 

assessed, managed and delivered by non-clinical staff.

Prior to the present project, there was no formalised training 

or education about pressure ulcers and their prediction and 

prevention provided to Silver Chain staff.  Neither were there 

standardised work practices and protocols for clinical or non-

clinical home care staff for this area of care.  Both of these 

deficits are directly addressed by the current project which 

uses Prentice’s study design and methodology 14, adapted to 

suit a community setting, to examine the effectiveness of 

implementing the AWMA Guidelines for the Prediction and 

Prevention of Pressure Ulcers 1 across Silver Chain’s metropolitan 

community based services. 

Study design

The project has been designed to have four discrete stages:

•	 Collection	of	baseline	data.

•	 Implementation	of	the	AWMA	guidelines.		

•	 Collection	of	post-implementation	data.		

•	 Ongoing	evaluation.

This paper describes the baseline data collection methods and 

results.

Project structure and management

Managers of those divisions directly responsible for service 

provision and training in the metropolitan area, together with 

senior members of the project team, were invited to form the 

project steering group.  This group has direct access to, and 

the support of, Silver Chain’s executive team.  Day to day 

management of the project is the responsibility of the research 

manager whilst day to day organisation is the responsibility 

of the project officer.  

Methods
The effectiveness of guideline implementation will be 

examined in terms of changes in two outcome measures: 

pressure ulcer prevalence; and staff knowledge and current 

practice.

Pressure ulcer prevalence

Given the lack of work processes for the systematic 

identification and recording of pressure ulcers in Silver 

Chain, the baseline prevalence rate of pressure ulcers amongst 

individuals receiving care from Silver Chain was unknown.  

It was therefore necessary to conduct a prevalence survey.  
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Survey sample

At any point in time Silver Chain’s metropolitan community 

care services provide assistance to approximately 6,000 

individuals, the majority of whom have low level home 

support needs, are independently mobile, and are therefore at 

very low risk of developing a pressure ulcer.  To survey a 

sample large enough to be able to obtain an accurate estimation 

of what could be expected to be a very low prevalence rate in 

this total population, was considered cost prohibitive and 

hard to justify.  

It was therefore decided to survey those individuals who 

could, in terms of data already routinely collected, be 

considered to be potentially at high risk of developing a 

pressure ulcer.  Individuals with a score on the mobility sub-

scale of the Barthel Index 15 that indicated that they were 

essentially immobile or wheelchair bound were therefore 

identified as the ‘at risk’ group to be surveyed.  At study 

commencement, 344 current clients were identified as meeting 

this criterion.  Given the relatively small number, it was 

decided that, in order to obtain as accurate an estimate of the 

prevalence as possible, it would be necessary to invite them 

all to participate in the study.

Client recruitment

A letter explaining the importance of the pressure ulcer 

project and inviting them to participate was sent, together 

with a consent form, to each of the individuals identified.  If 

the client was under 18 years of age, the letter was addressed 

to their parent or guardian.  The letters were followed up two 

weeks later by phone calls.  

In those instances where the individual had already identified 

that they would take part in the study by signing and 

returning the consent form, the phone call was used to 

arrange the date and time that the survey would take place.  

For those people who had not yet returned their consent 

form, the call was used to follow up whether they did not 

wish to participate or whether the invitation was still under 

consideration.  In the former case, any reason provided for 

non-participation was recorded, and they were informed that 

they could be invited to participate in the next survey which 

would take place in one year’s time.  Individuals who were 

still participating in this study were invited to ask questions 

and were offered information as required.  A date and time 

for a survey visit was then arranged if the individual decided 

to participate in the survey.

Participating clients were sent a letter confirming the date 

and time of the arranged survey visit.  Additionally, the 

surveyors rang each client the day before their appointment 

to introduce themselves and remind the client that they were 

visiting the next day.  Any client that changed their mind 

about participating at any time during this process was asked 

if there was a particular reason for their decision and 

informed that they could participate in the next survey.  Any 

client who had not returned their signed consent form to the 

research team prior to the day they were visited were asked 

for it, or requested to sign a new form if the original was lost, 

before the surveyor commenced the survey protocol.  

Clients in need of two persons to assist them to undress and 

position themselves for their skin inspection had their survey 

visits arranged at a time when a carer had agreed to be present 

or when the Silver Chain care aide was scheduled to visit.

Surveyor recruitment, training and reliability testing

Surveyors were recruited using a newspaper advertisement 

as well as advertisements placed on notice boards in university 

schools of nursing.  The position requirements included a 

minimum of 2 years’ nursing or allied health experience or 

training, plus a current driver’s licence and a reliable vehicle 

which they could use during the survey.  There were more 

than 90 enquiries about the positions and 42 applications 

were received.  Fourteen applicants were short-listed for 

interview and nine were appointed.

Surveyors were required to attend two 4 hour training 

sessions in the week preceding the survey.  The first session 

included an overview of the project and a comprehensive 

education session about pressure ulcers and related 

equipment.  The second session commenced with a test of the 

surveyors’ ability to stage pressure ulcers reliably.  The 

surveyors were shown photographs of 20 pressure ulcers and 

asked to stage them.  Each surveyor was required to correctly 

identify at least 18 out of the 20 staged pressure ulcers.  This 

equated to a 90% success rate.  The criterion adopted in this 

study of 90% correct was stricter than that adopted by 

Prentice, whose criterion was 80% correct.  This was considered 

necessary as the surveyors were to be conducting the survey 

on their own.  

In addition, the surveyors’ staging skills were only considered 

to be sufficiently accurate if neither of the two misclassified 

ulcers were assessed as more than one stage higher or lower 

than the predetermined stage.  That is, a Stage 2 was assessed 

as a Stage 3 or a Stage 1 but not as a Stage 4.  Individuals who 

did not achieve the accuracy criteria were required, after a 

short remedial education session on staging, to do a re-test 

with different photographs.  Had any of the surveyors not met 

the criteria in the second testing session, they would not have 

been employed to conduct the survey, this having been 
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explained to all applicants at interview.  All the potential 

surveyors who undertook the training and testing performed 

well and were employed to conduct the survey.

The second half of the second training session was spent 

familiarising the surveyors with the survey protocol and 

study forms.  Each surveyor was given a list of the clients 

booked for him or her, plus a list of the clients’ contact details.  

They were asked to call each client the day before they were 

scheduled for a visit and asked to take responsibility for 

rescheduling if they needed to, but were told to contact the 

project officer if her assistance was needed.  

All surveyors were provided with a mobile phone and a list of 

Silver Chain contacts in case they were unable to get through 

to the project officer should a problem occur.  The surveyors 

were also informed that they would be accompanied on at least 

one of their visits by one of the Silver Chain Clinical Nurse 

Specialists (CNS) or a Wound Care Consultants (WCC) who 

they had met during the training sessions.  

The CNSs were all also required to attend the pressure ulcer 

education session and to have their ability to stage pressure 

ulcers tested as they were responsible for surveying clients 

who were already receiving clinical nursing services for a 

wound.  This was considered necessary, as the survey protocol 

required that any existing wound dressing be taken down so 

that the skin could be thoroughly inspected.  To avoid the 

necessity to schedule surveyor visits to coincide with already 

scheduled wound care visits (or reschedule the latter), it was 

decided that the CNSs would survey these individuals and 

perform the wound care at the same visit.  In order to avoid 

any possibility of bias in the survey of these clients, the CNSs 

did not survey any individual that their service centre was 

responsible for, but instead surveyed individuals from outside 
their geographic area of responsibility.

In addition, the two registered nurses employed as home 
support consultants were trained and tested as surveyors to 
act as back-up surveyors in the event of any of the recruited 
surveyors becoming unavailable during the course of the 
survey.

Survey tool and protocol

The survey tool, shown as Figure 1, was based on the tool 
developed by Prentice 14.  Modifications to the original were 
made with permission in order to align the content with 
providing care in the community and with the new work 
processes to be implemented.  The Silver Chain Pressure 
Ulcer Risk Assessment (PURA) tool, which includes a Braden 
Score and a Silver Chain Carer Support Score, was 
incorporated.  Other modifications were made to streamline 
the tool, at Prentice’s suggestion, based on her experiences 
with the original.  

The protocol adopted within this survey differed from 
Prentice’s in one very important respect.  In the majority of 
cases, surveyors completed surveys on their own, rather than, 
as in Prentice’s and many other hospital-based studies, in 
pairs.  Thirty surveys were, however, randomly selected for a 
reliability check.  A CNS or WCC joining the surveyor for that 
particular home visit and independently completing a survey 
form achieved this.  

Immediately following the visit, the CNS or WCC and the 
surveyor compared the data they had collected and, if there 
were any discrepancies, these were discussed and a 
consensus reached on what would be recorded.  The 
intention was that the two independently completed survey 
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This tool based on the survey tool used in the study ‘An Evaluation of Knowledge and Clinical Practices of Pressure Ulcers’. Conducted by JL Prentice 2000. Modified with permission.
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Reference:  Barbara Braden and Nancy Bergstrom.  Copyright, 1988.  Reprinted with permission.
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6 What shift do you usually work? day evening night all shifts1 2 3 4 5

No

Yes

1

2

Pressure ulcers: Nursing Staff Questionnaire

1 To which Silver Chain
service do you belong?

2 What is your current
role in Silver Chain?

8 Have you attended any
post-basic education on
pressure ulcer aetiology,
intervention, prevention
and management tools 
in the last two years? 

About this survey: Please answer these questions based on your own current knowledge. Please do not 
consult with others or refer to texts—the goal is to find out about current understanding and practices. 

Why we need this information: We will use this information to develop education programs and quality 
processes for client care and to inform the purchase and availability of pressure relieving and reducing 
equipment within Silver Chain.

Returning this form: Please return your completed form to Silver Chain Nursing Association, Research Team, 
6 Sundercombe Street, Osborne Park, WA 6017 by Friday 6 December 2002. 

ID
Office Use Only

Metro
Community

Metro
Hospice

Country Remote Residential1 2 3 4 5

RN
Level 1

RN
Level 2

Enrolled
Nurse

Nurse
Manager

Home
Support 
consultant

1 2 3 4 5

4 How many years since 
you registered?

less
than 1 

1–5 6–10 11–15 more
than 15

1 2 3 4 5

5 How many years have you
worked for Silver Chain?

less
than 1 

1–5 6–10 11–15 more
than 15

1 2 3 4 5

Full time Part time Casual Agency1 2 3 4

1–4 hours 

1 day

less than 1 hour

1 week

longer than 1 week

2–3 days1

2

3

4

5

6

How long was the program? (please tick as many boxes as appropriate)

Grad. Dip in Nursing 

Hospital diploma RN

Certificate IV EN

Masters Degree in Nursing1

2

4

5

Bachelor Degree in Nursing Hospital Certificate EN3 6

9 When did you last read 
a text or journal article
specifically related to the
development or manage-
ment of pressure ulcers?

within the last 6 months

within the last 3 months

not sure

more than 1 year ago1

2

4

5

within the last year never3 6

7 What is the highest 
qualification you have
obtained?

3 What is your employment status?

weekend
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Nursing Staff Questionnaire

12 How do you currently
identify clients/residents
at risk of developing
pressure ulcers?

Pressure Ulcer Project

Dealing with clients/residents at risk of pressure ulcers

formal assessment tool

use my clinical judgement

do not assess

both clinical judgement and tool1

2

3

4

1

2

Waterlow Scale

Do not use tool

Gosnell Score

1

Norton Scale 3

Braden Scale 2 4

Other 7

5

6

13 Which of the following
assessment tools do 
you use?

14 How often would you 
use this tool?

10 When do you assess 
a client/resident for 
risk of developing a 
pressure ulcer?
Please tick more than 
one box if appropriate.

Silver Chain Pressure Ulcer Risk Assessment Scale
(incorporates the Braden)

some of the time (10–59%) 

almost always (95–100%)

never (less than 10%)

most of the time (60–94%)1

2

3

4

day of admission on 2nd or 3rd day of admission

3

when a pressure ulcer is identified

4

when the client/resident’s condition changes

5no specific time

6never

11 In your service centre, is there an agreed 
process for assessing a client/resident 
at risk of developing pressure ulcers?

15 Do you ever liaise with 
anyone else for advice on 
the management of a client/
resident with, or at risk of
developing, a pressure ulcer?

No Yes1 3Not sure 2

16 Who else do you liaise
with if you have a client/
resident with, or at risk 
of developing a pressure
ulcer?
Please tick as many as apply.

Team leader 

Care Co-ordinator 1

2

RN Level 2 3

RN Level 1 4

ACN

CNC 5

6

Podiatrist 7

Other 11

Occupational Therapist

Physiotherapist

Medical Practitioner 8

9

10

some of the time (10–59%) 

almost always (95–100%)

never (less than 10%)

most of the time (60–94%)1

2

3

4

17 How often do you reposition
clients/residents (or advise
they be repositioned) 
who are identified as at
high risk of developing 
a pressure ulcer?

every 8 hours 1

every 4 hours 2

every 2 hours 3

every hour 4

on request 5

Other 7

not sure 6

Go to Question 15 below
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Nursing Staff Questionnaire

18 For each item below, please tick how often you have: never
(less than 
10%)

some of
the time
(10–59%)

most of
the time
(60–94%)

almost 
always
(95–100%)

a Access to lifting or turning devices to assist you 
to reposition clients/residents when needed

1 2 3 4

19 For each item below, please rate its importance in enabling you to prevent and treat pressure ulcers

g Lack of time allocated to each client/resident

h Staff shortages

i Non-compliant clients/residents

j Other

b Access to pressure relieving/pressure reducing 
equipment to assist you to care for clients/residents

1 2 3 4

c Information about the type and availability of lifting 
or turning devices and pressure relieving or pressure
reducing equipment provided by Silver Chain

1 2 3 4

d The necessary knowledge to allow you to use 
lifting and turning devices appropriately and safely

1 2 3 4

e The necessary knowledge to allow you to use 
pressure relieving and pressure reducing 
equipment appropriately and safely

1 2 3 4

f The necessary knowledge to allow you to assess a
client/resident’s risk of developing a pressure ulcer

1 2 3 4

g The necessary knowledge to allow you to plan and provide
appropriate pressure ulcer prevention or treatment

1 2 3 4

h The necessary knowledge to allow you to document 
pressure ulcer risk assessment, care plan and care outcomes

1 2 3 4

a Lack of client/resident knowledge

b Lack of own knowledge

c Lack of carer knowledge

d Lack of in-service education

e Lack of suitable lifting/turning devices

f Lack of pressure relieving/ 
pressure reducing equipment

21 3 4 5

21 3 4 5

21 3 4 5

21 3 4 5

21 3 4 5

21 3 4 5

21 3 4 5

21 3 4 5

21 3 4 5

21 3 4 5

unimportant neither
important nor
unimportant

important very
important

very 
unimportant



Primary Intention Vol. 11 No. 2 May 200367

Lewin G et al. Implementing guidelines at Silver Chain

Primary Intention Vol. 11 No. 2 May 200367

Lewin G et al. Implementing guidelines at Silver Chain

Nursing Staff Questionnaire

Background knowledge

24 Have you read the Australian Wound
Management Association Guidelines for the
Prediction and Prevention of Pressure Ulcers?

Thank you for completing this survey. Please return your completed form to the Research Team.

Pressure Ulcer Project

No Yes1 3Partly 2

20 Please list six categories 
of intrinsic factors that 
could predispose a person
to the development of
pressure ulcers. 
Intrinsic = specifically 
relating to the person.

21 Please list four extrinsic
factors that could 
predispose a person 
to the development of 
pressure ulcers.
Extrinsic = external things 
that impact on the person

23 Pressure ulcers are 
classified as stages 1, 2, 
3 and 4 according to the 
national guidelines. 
Please identify the stages 
of pressure ulcers by the
following definitions:

Superficial/partial loss of skin involving the epidermis and possibly the dermis. 1

Full thickness skin loss involving damage or loss of subcutaneous tissue
that may extend to, but not through the fascia. Cavity formation with or
without undermining of adjacent tissue results.

2

The superficial layers of the epidermis are intact but there is persistent
erythema, discolouration, change in skin temperature and induration. 3

Full thickness skin loss with cavity formation with destruction to muscle,
bone and/or tendon. 4

Definition Stage

It is really important that you answer the following questions from your current knowledge ONLY. 
This questionnaire is anonymous—we aren’t testing you, we are testing the education programs we have currently 
in place, so that if necesary we can improve them to suit your needs.

© Questionnaire based on the survey used in the study ‘An Evaluation of Knowledge and Clinical Practices of Pressure Ulcers’ 
conducted by JL Prentice 2000. Modified with permission.

22 Please list four preventative
strategies or interventions
that you might use to 
prevent the development 
of pressure ulcers.
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forms would be retained and used to formally determine 
inter-rater reliability as part of the data analyses.  This, 
however, was not understood by those involved and the 
surveyors’ forms were retained (changed if agreed), whilst 
the auditors’ were discarded.  Anecdotal data only are 
therefore available as to the reliability of the survey data and 
these were very positive.

Staff	knowledge	and	current	practice

Staff questionnaire

The questionnaire developed by Prentice to assess the 

knowledge and current practice of hospital nurses and 

medical staff in relation to the prediction and prevention of 

pressure ulcers was modified and adapted to community 

care.  Two questionnaires were produced, one designed for 

community nurses and the other for non-clinical home care 

staff.  The first of these is shown as Figure 2.  The non-clinical 

staff questionnaire, in addition to being framed appropriately 

for these staffs’ role in pressure ulcer risk assessment and 

management, did not include the section on background 

knowledge as non-clinical staff were not expected to have 

received education/training on the aetiology, staging or 

treatment of pressure ulcers.

Data collection

Several weeks prior to the prevalence survey, questionnaires 

were sent to all care coordinators, nursing and personal care 

staff working for Silver Chain, together with their pay-slips.  

A letter explaining the project and the importance of 

understanding current staff knowledge and practice in order 

that an appropriate training programme could be developed 

accompanied the questionnaires.  

Distribution of the questionnaires was preceded by a 

communication strategy to inform all relevant managers and 

team leaders that the questionnaires were about to be mailed 

out and to secure their cooperation.  They were requested to set 

up collection boxes in the community bases and to encourage 

their staff to complete and return the questionnaires.  

Results
Pressure ulcer prevalence

Response rate

The final number of clients that agreed to participate in the 

survey was 175.  Whilst the follow up phone call was very 

successful in terms of increasing the response rate for those 

who were available when the research officer telephoned, 

there were a substantial number who had not been contacted 

after several attempts.  Table 1 shows the breakdown of 

respondents and non-respondents.

The majority of those not wishing to participate and who 
offered a reason for their non-participation spoke in terms of 
there already being too many visits to the house and too 
much going on and, as a consequence, they were reluctant to 
participate.  This was especially the case for some individuals 
who, in addition, would have had to be hoisted back to bed 
for the survey to be completed.

Clients surveyed

Of the 175 survey participants, 88 were men and 87 women.  

The age distribution of these individuals is shown in Figure 3.

Prevalence of pressure ulcers

It was found that 74 (42%) of these individuals had one or 

more pressure ulcers.  Of the 167 ulcers identified, the 

majority was Stage 1, as shown in Table 2.  

The majority of individuals had only one pressure ulcer.  

However, one individual had 11 Stage 1 ulcers.  The 

distribution of the number of pressure ulcers per client is 

shown in Figure 4.

Figure 4. Distribution of pressure ulcers per client.

Figure 3. Age distribution of survey participants.
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Documentation

It was found that, of the 175 individuals surveyed, only 46 

(26%) had a pressure ulcer risk assessment documented in 

their case notes.  However, 36 of these assessments were of 

individuals who were found to have a pressure ulcer at the 

time of the survey.  The existence of just less than a quarter 

(n=41) of the pressure ulcers found was documented.

Aetiology and acquisition

A combination of discussion with the client and carer plus 

perusal of the case notes was used to try to determine 

aetiology and where the ulcer had been acquired [unfortunately 

the survey form had been printed before it was realised that 

the column pertaining to where the ulcer had been acquired 

was missing.  The surveyors were therefore trained to add 

this as a final column to the ulcer audit section of the tool].  As 

can be seen in Tables 3 and 4, the aetiology of most ulcers was 

thought to be pressure and the majority was also thought to 

have been acquired during the time the individual had been 

cared for by Silver Chain.

Equipment

Amongst those individuals who were either found to have a 

pressure ulcer or were assessed during the survey to be at risk 

of developing one, 37% were found not to have appropriate 

equipment in use at the time of the survey.

Staff	knowledge	and	current	practice

Response rate

There were 192 surveys mailed to nurses and 385 to non-

clinical staff employed by Silver Chain’s metropolitan 

community care services.  The return rates were 49 (26%) and 

133 (35%) respectively.

Nurses

The vast majority of the nurse respondents were able to 

correctly identify the stages of a pressure ulcer from a written 

description, as shown in Table 5.  Many were also able to 

identify appropriate strategies for the prevention of pressure 

ulcers, but few could correctly list the extrinsic or intrinsic 

factors known to be associated with the development of 

pressure ulcers, as shown in Table 6.

Agreed to participate 175
Did not wish to participate 109
Discharged/in hospital 3
Not contacted by phone 69
Total 344

Stage Number
1 112
2 45
3 6
4 4
Total 167 

Table 1. Recruitment outcome.

Table 2. Distribution of pressure ulcers by stage.

Aetiology Percentage of ulcers*
Pressure 71%
Sheer 9%
Friction 19%
Unknown 6.5%

Table 3. Aetiology of pressure ulcers found.

* Totals to more than 100% as some ulcers had multiple aetiologies

When individual cared for No. ulcers acquired
By Silver Chain 138
By other agency 26
Undetermined 3
Total 167

Stage % nurses
1 94%
2 96%
3 94%
4 98%

Table 4. Ulcer acquisition.

Table 5. Percentage of nurses able to correctly identify 
pressure ulcer stages.

Question n Min Max Mean
List six categories 
of intrinsic factors 49 0 6 2.9
List four extrinsic factors 49 0 4 1.6
List four preventative strategies 49 1 4 3.5

Table	6.	 Nurses’	 knowledge	 of	 pressure	 ulcer	 etiology	
and	treatment:	correct	answers.
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Only 56% of nurses had attended any post basic education on 

pressure ulcer, aetiology, intervention, prevention and 

management in the last 2 years and many identified that they 

did not consider they always had the knowledge they needed 

to predict, prevent and manage pressure ulcers as shown in 

Table 7.

The knowledge deficits were reflected in nurses’ reports of 

their current practice.  Thirty one percent stated that either 

they were not sure that there was an agreed process for 

assessing pressure ulcer risk in their service centre or that 

there was none.  Fifteen percent said that they would use 

clinical judgement only to determine risk and not use a 

formal assessment tool.  

Non-clinical staff

As expected, few (just 13%) of the non-clinical staff had 

received any education on the cause and prevention of pressure 

ulcers in the last 2 years.  Whilst most (94%) were familiar with 

the term pressure sore, only 74% had heard of pressure ulcers 

and 18% decubitus ulcers.  Nevertheless, 40% of the staff felt 

they had a good understanding of pressure ulcers and 60% of 

what causes them.  How confident they felt about predicting 

and identifying pressure ulcers and in using pressure relieving 

or reducing equipment is shown in Table 8.

Discussion
The findings from both surveys not only provided the 

baseline data but also clearly supported the need for the 

project and provided more than adequate justification for the 

associated expenses.  

Whilst the prevalence of pressure ulcers appears extremely 

high, it should be understood within the context of the study 

– only individuals who were considered to be at high risk of 

Knowledge  Never Sometimes Mostly Always
To use lifting and turning devices 4% 13% 50% 33%
To use appropriate equipment 4% 19% 44% 33%
To assess risk 4% – 48% 48%
To plan and provide prevention or care – 12% 44% 44%
To document risk, care plan and outcomes 4% 8% 46% 42%

Ability/knowledge  Never Sometimes Mostly Always
To determine if client at risk 8% 36% 37% 19%
To recognise a pressure ulcer 8% 24% 35% 33%
To identify the early signs of development 11% 36% 33% 20%
To use lifting and turning devices appropriately 25% 20% 22% 33%
To use pressure related equipment safely 34% 28% 18% 20%

Table	7.	 Nurses’	ratings	of	their	own	knowledge.

Table	8.	 Non-clinical	staffs’	self	ratings	of	ability	and	knowledge.



Primary Intention Vol. 11 No. 2 May 200372

Lewin G et al. Implementing guidelines at Silver Chain

pressure ulcers, for reasons of their restricted mobility, were 

surveyed.  Thus these data cannot be directly compared with 

the results of surveys of individuals not similarly pre-selected.  

These data do, however, clearly indicate that there is room for 

improvement; this is expected to be achieved by the 

introduction of the AWMA guidelines in terms of specific 

work processes defined within Silver Chain’s quality 

management system across our metropolitan services.

The findings from the survey of staff knowledge and current 

practice provide clear support for the need to accompany the 

introduction of new work processes based on the AWMA 

guidelines with a comprehensive education/training 

programme for both clinical and non-clinical staff.  This 

programme, which has already been designed and is in the 

process of being implemented, includes education on the 

aetiology, prevention and management of pressure ulcers as 

well as training in risk assessment and the appropriate 

selection and use of equipment.  

The ability of the current study to provide as accurate an 

estimate of the current prevalence of pressure ulcers amongst 

Silver Chain’s most disabled clients can unfortunately be 

considered to have been limited by the lower than hoped for 

participation rate.  It is considered likely that the selection 

bias was in terms of individuals or their carers who thought 

they neither had an ulcer nor were at serious risk of developing 

an ulcer choosing not to participate.  Should this in fact be the 

case, the prevalence found may be an overestimate of the 

prevalence in the population as a whole.  

It can also be expected that this will become evident over time 

as the new work processes are implemented which will 

include regular skin and risk assessments for all individuals 

who were eligible to take part in the present study because of 

their restricted mobility.

Conclusion
This baseline study clearly demonstrated that, at any point in 

time, Silver Chain is providing home care to significant 

numbers of clients that are at risk of developing, or who have 

already developed, pressure ulcers.  In addition, it found that 

the majority of staff caring for these clients have not recently 

received any education or training on this topic and that they 

have gaps in their knowledge which have the potential to 

inhibit their ability to provide appropriate care.  Both findings 

provide clear support for the ongoing project.  

Stage 2, which is reaching completion, involves the 

implementation of the AWMA guidelines by their 

incorporation into everyday work processes.  Clinical and 

non-clinical staff have undergone comprehensive education, 

and new documentation, reporting and equipment selection 

processes have been developed in preparation for 

implementation at the beginning of June.  

Stage 3, which is the post implementation measurement (a 

repeat of everything described here), is planned for December 

2003 and significant improvements on all measures are 

expected.
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