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Abstract

Aims Reduce pressure injuries (Pls) in residents of a high
level care facility by increasing staff knowledge and skills
through clinical support and a skin integrity education
package.

Method This project was a quality improvement (Ql) activity
and data were de-identified and reported in aggregate. Pre-
and post-implementation data included staff knowledge
testing and PI prevalence and severity.

Results Pre-implementation data indicated that staff
knowledge was very limited, skin inspections and PI risk
assessment were not performed, and use of pressure
redistribution devices was low, with point prevalence at
64% of mainly severe Pls. Despite ongoing external clinical
and project support, compliance with project elements
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was deficient. Post-implementation knowledge change was
unable to be measured, but skin inspections improved. PI
point prevalence reduced to 33% and suspected deep tissue
injuries (SDTI) were eliminated.

Conclusion Change in knowledge could not be measured as
staff did not complete post-implementation tests. Although
documentation of daily skin inspections were inconsistent,
awareness of this requirement may be linked to the significant
reduction in the prevalence and severity of Pls. There
is an urgent need to engage residential care staff in risk
assessment and the implementation of strategies to reduce
skin injuries.

What is already known
e Pls are common in residential aged care facilities.

e There is a lack of skin integrity knowledge in residential
aged care staff and education is often inadequate.

e Appropriate use of pressure redistribution equipment
reduces the risk of Pls.

What this manuscript contributes

e Use of appropriate pressure redistribution equipment
alone may not reduce the risk of Pls.

e Pressure redistribution equipment may be under-utilised
in residential aged care facilities.

e Even when provided with support and education,
other barriers prevent residential aged care staff from
implementing Pl prevention strategies.

e Regular skin inspection may have a positive impact on
the incidence and severity of Pls.

Infroduction

The world’s population is ageing, and there is an increasing
trend in western countries for older, frail people to transition
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to residential aged care facilities. In Australia, almost 60,800
people entered permanent residential aged care for the first
time in 2018-19, with more than half aged over 85 years.
Complex needs of residents require safe nursing care to be
provided by appropriately qualified and experienced nurses’.
The recent Royal Commission into Aged Care has confirmed
issues arising from poor skill mix need to be addressed?. The
older person’s complex healthcare needs have increased
steadily® and contribute to frailty*. Geriatric syndromes and
their link to frailty were first described by Tinetti et al. in
19955, Skin integrity is an element of frailty, and there is a risk
of multiple types of skin injuries in the older person®.

Pressure injury (Pl) is now the preferred term for skin and
underlying tissue damage arising from ongoing and unrelieved
pressure which may be associated with contributing factors
such as moisture, shear, immobility, and/or fragile tissue”®.
Whilst Pls are found throughout healthcare facilities and
the community, across ages and varied illnesses, their
prevalence is highest in the aged population, especially in the
very ill and frail’. Up to 70% of residents in high level care
facilities (HLCFs), who are identified as high risk, develop a
PI°. There is a significant cost associated with the treatment
of Pls, especially when they are severe'®. Appropriate
knowledge and implementations can prevent Pls''. This
paper will describe a quality improvement (Ql) project
conducted in a residential aged care setting to address gaps
in Pl prevention.

Background

Pls have been recognised for centuries, dating back to
the time of Egyptian mummies’. They are regarded as
indicators of the quality of nursing care'®'®. Despite this,
evidence indicates that nurses’ awareness of prevention
and management may be sub-optimal'4. Pls have significant
adverse effects on the person, including pain, discomfort,
poor sleep, and reduced quality of life's, thus increasing the
complexity of care and substantially increasing costs'¢. With
the ageing process, there are multiple declining physical
functions, with the skin being one of the more observable
features. Skin loses elasticity and strength, becomes
fragile, and is therefore more prone to damage®. Campbell,
Coyer and Osborne® have discussed the phenomenon
of ‘skin vulnerability’ and provide a conceptual model for
addressing the multiple interrelated factors which contribute
to skin injury. The scope of skin injury includes Pls, skin
tears, moisture-associated skin damage (MASD) including
incontinence-associated dermatitis (IAD), intertriginous
dermatitis, periwound dermatitis, peristomal dermatitis, and
medical adhesive related skin injury.

In HLCFs, residents’ skin integrity is affected by health
status and care routines, and managing the breakdown
of skin integrity often poses a considerable challenge
to healthcare workers'. It has long been identified that
wound care knowledge in HLCF staff is sub-optimal'®, and
ongoing education is inadequate™. HLCF residents are

frequently transferred to hospital to have their Pls treated?®?'.
With the appropriate knowledge and support, the residents
could have been safely and effectively managed in the
HLCF?2. Research has proven that unnecessary transfers of
older persons, especially those with cognitive impairment,
e.g. dementia, is a traumatic experience and frequently
leads to iatrogenic complications adversely affecting this
cohort’s outcomes??-24, Furthermore, many presentations to
emergency departments by residents of HLCFs are often
inappropriate and avoidable?*%.

In 2011, a dedicated outreach team was created to provide
expert nursing and medical care for members of the
community, including HLCF residents, with the view to
reducing unnecessary emergency presentations. This type
of hospital avoidance strategy improves residents’ outcomes
and increases HLCF staff’s confidence and skills?®?”. The
team consisted of a geriatrician, a registrar, and an advanced
practice nurse providing outreach aged care specialist
clinical support. The advanced practice nurse, a clinical nurse
consultant grade 2 (CNC2), provided clinical consultations and
services including, but not limited to, urinary catheterisation,
cannulation and venepuncture, comprehensive geriatric
assessment, behavioural management, and advanced
wound prevention and management. In addition, there was
incidental and formal education provided to staff which
aimed to improve care delivery on site. Indeed, ongoing
education is needed to provide staff with the knowledge
to facilitate recognition of deteriorating residents and avoid
inappropriate hospital transfers?®?. In fact, HLCF staff would
prefer to provide the necessary care for their residents, with
adequate support, and not send them to hospital unless it is
unavoidable®.

It soon became apparent that there was a lack of knowledge
pertaining to the prevention, recognition and management
of Pls, as a significant proportion of consultations were for
residents with Pls. Most consultations were for severe, i.e.,
Stage 3 and 4, suspected deep tissue injury (SDTI) and
unstageable (U/S) Pls. The outreach CNC2 recognised that
there was potential to intervene earlier from a prevention
perspective instead of treatment and management of an
established PI.

Method

Before the commencement of the QI project, project planning
was undertaken with the management and clinical staff of
the HLCF. A flowchart (Figure 1) was developed to guide
implementation and timeframes. Brainstorming and multi-
voting on key project decisions followed, from which affinity
and Pareto charts (Figure 2) were developed which identified
five main concerns of the staff — lack of specialised education,
lack of knowledge, poor communication/handover, lack
of decision support for pressure redistribution equipment,
and inadequate/absent skin inspections. Pre-implementation
knowledge tests were administered to measure knowledge
relating to Pls to focus the education on identified knowledge
deficits (Supplementary Figure 1).
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This QI project used validated pressure injury point prevalence
audit (PIPPA) methodology®®. A pre-implementation PIPPA
was conducted to measure baseline point prevalence.
Additional baseline data included an environmental survey for
pressure redistribution equipment utilisation and functionality.
A skin integrity-focused education implementation package
(Table 1) was provided to staff, in addition to usual clinical
support for residents with Pls. After 7 months, a post-
implementation PIPPA was undertaken to measure the
change in prevalence and severity, and compliance with
a project requirement of daily skin assessments and
documentation was also measured.

Ethical considerations

This project was a QI activity and supported by the Local
Health District and the management team of the HLCF. Data
was de-identified and reported in aggregate. Residents
and their family/carers were provided with a participant
information statement and consent form for participation in
the project (Supplementary Figure 2). Consent from either

Table 1. Education implementation package

Education Four scheduled and formal
sessions (pre-implementation). Content:

e Skin structure and function

e Effects of ageing on the skin

e Risk factors for Pls

e Skin assessment, inspection and

documentation

e |dentifying and staging Pls

® Dressings

* Prevention strategies

e Management strategies
Bedside Multiple bedside consultations
teaching 1:1 practical demonstrations (See,

Learn, Do)
Attendance n=27

at education e Management = 4 (CEO, CNE,

sessions organisational care manager, care
co-ordinator)
e RNs=11
e PCAs =11
e Student =1
Feedback 16 written evaluations completed

e 5 elements = 80

e Highest (1) =76

e 2nd highest (2) =4
Knowledge test | Pre — 15 attempted/completed
pre- and post e Average score 38%

e Lowest 0%

¢ Highest 76%

Post — 0 attempted

Printed Posters x 2
resources Instruction sheet

Comparison poster

Pl documentation — 7 elements to cover
Telephone Multiple

consultations

Skin inspection
forms

Provided for every resident (n=62 at
capacity)

Figure 1. Flowchart of recommended Pl monitoring

\
X
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Figure 2. Pareto chart of identified barriers to Pl prevention

the resident or person responsible was obtained prior to
their inclusion in the PIPPAs which involved a head-to-toe
skin inspection.

Sample and setting

The project site was a 62 bed not-for-profit HLCF in the
Sydney metropolitan area. The initial PIPPA included 44
residents over the age of 70 years. The resident, or the
person responsible, consented to the skin inspection. 25%
were males (11) with an average age of 86 years (range
76-94 years, median 88) and 75% were females (33) with an
average age of 87.8 years (range 79-102 years, median 90)
(Table 2).
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For the post-implementation PIPPA, 45 residents over the
age of 70 years, or the person responsible, consented to the
skin inspection. 27% were males (12) with an average age of
84 years (range 75-97 years, median 79.5 years) and 73%
were females (33) with an average age of 90.6 years (range
78-102 years, median 90). Only 20 residents were included in
both the pre- and post-PIPPAs (Table 3), indicating the high
mortality rate in 7 months (46.4%). All residents had a high
level of acuity.

The HLCF employed approximately 80 staff on a rotating
roster, with the majority being part-time or casual. The skill
mix was predominantly unskilled healthcare workers/personal
care assistants (PCAs). Each shift had two registered nurses
(RNs) rostered to oversee the care of up to 62 residents
(when occupancy at 100%), although the average occupancy
was 90% (approximately 56 residents). The PCAs were
responsible for skincare, personal hygiene, nutrition and
continence management and thus had significantly higher
close interactions with the residents than the RNs. Of note,
this facility employed a clinical nurse educator (CNE) from
Monday to Friday (excluding public holidays) on day shift.
This role is not widespread in HLCFs within the local health
district.

Findings

A field observation was that PCAs and RNs did not routinely
check or document the condition of residents’ skin when
providing personal care, nor did they have the required
knowledge and/or skills to do so. This was confirmed by the
pre-test of knowledge with an average score of 38% (range
0-76%). It was difficult to establish that the educational
implementation improved knowledge and skills as there were
minimal pre- and no post-implementation knowledge tests
completed. Barriers to their completion included high patient
acuity and associated time constraints, low staff/patient
ratios, lack of experience, and English language proficiency.

The educational program was well evaluated, with positive
feedback such as “Great session” and “| learned so much
and a lot [was] helpful to my work”. 27 staff (33%) attended
the education sessions, 23 of whom were HLCF staff,
including the CNE (Table 1). Sixteen (59%) completed the
evaluation form, highly rating the content and that they
learned a lot, which triggered requests for education on
other types of wounds. Another field observation was
that, although the CNE was provided with the materials to
continue the remaining staff’s education sessions, these
were not delivered.

The CNE was also encouraged to monitor compliance with
completion of the skin inspection documentation forms by
the staff. On monthly checking of the forms, which were
to have been completed on a daily basis, they were mainly
incomplete and none were completed in accordance with the
instructions.

Table 2 with green highlighting denoting use of a pressure
relieving mattress

# Sex Age # of Pls Location Stage PRM
1 | Female 80 1 Sacrum 1 No
2 | Female 88 1 Sacrum | SDTI No
3 | Male 89 0 Yes
4 | Female 92 0 No
5 | Male 93 0 No
6 | Female 89 1 Sacrum 1 No
7 | Male 92 0 No
8 | Female 93 1 Sacrum | SDTI No
9 | Male 84 0 No
10 | Female 79 1 Sacrum 2 Yes
11 | Male 85 1 Heel 1 No
12 | Female 86 0 No
13 | Female 88 1 Sacrum 1 Yes
14 | Female 96 2 Heels 1 No
15 | Female 87 1 Sacrum 4 Yes
16 | Female 84 0 No
17 | Female 91 1 Buttocks| SDTI No
18 | Female 99 0 No
19 | Female 93 0 No
20 | Female 86 1 Heel 1 No
21 | Female 88 1 Sacrum 1 No
22 | Female 98 1 Sacrum 2 Yes
23 | Male 78 0 No
24 | Female 81 1 Sacrum 2 Yes
25 | Female 90 0 No
26 | Female 88 0 No
27 | Male 88 2 Ears — 1 No
top
28 | Female 102 0 No
29 | Female 95 1 Sacrum 2 Yes
30 | Female 94 3 Heels/ 1 No
Sacrum
31 | Female 87 0 No
32 | Female 90 1 Sacrum 1 No
33 | Male 94 1 Sacrum 1 No
34 | Female 98 0 No
35 | Female 99 1 Heel 2 Yes
36 | Female 89 0 No
37 | Male 92 2 Mid- SDTI No
spine 1
Sacrum
38 | Female 93 1 Sacrum 1 No
39 | Female 85 1 Sacrum 1 No
40 | Female 92 1 Sacrum 1 No
41 | Female 92 1 Buttocks| U/S Yes
42 | Male 76 2 Heels 1 No
43 | Male 76 2 Sacrum | SDTI Yes
Ankle 2
44 | Female 91 0 No
= PRM in use
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Table 3 with blue highlighting denoting use of a pressure relieving mattress and
green highlighting denoting participation in both PIPPAs)

# Sex Age ?’f: Location Stage PRM ﬂ‘t?;g:"f,?:‘
1 | Male 93 1 Sacrum 2 No
2 | Female | 80 1 Sacrum 1 No | N/C
3 | Female | 102 1 Sacrum 1 No
4 | Female | 101 0 No
5 | Female | 92 0 No | N/C
6 | Male 93 0 No | N/C
7 | Male 78 1 Sacrum 2 No
8 | Male 85 0 No
9 | Male 97 0 No
10| Female | 93 0 No | SDTI healed
11| Female | 94 0 No
12| Male 77 3 Heels/ 1 Yes
sacrum
13| Female | 84 0 No
14 | Female | 86 0 No | N/C
15| Female | 102 0 No
16| Female | 96 0 No | 2 x S1 healed
17 | Female | 84 0 No
18| Female | 91 0 No | SDTI healed
19| Female | 85 0 No
20 | Female | 81 1 Sacrum 3 Yes | S2 worsened to
S3
21| Female | 90 0 No | N/C
22 | Female | 88 0 No | N/C
23| Female | 95 1 Sacrum 2 Yes | SDTI now
appearance of S2
24| Female | 89 1 Sacrum 2 No
25| Female | 94 1 Sacrum 1 No | 2 x S1 healed
26 | Female | 87 0 No
27 | Female | 90 1 Sacrum 1 No | S2 now
appearance of S1
28| Female | 78 0 No
29| Female | 87 1 Mid-spine| 2 No
30| Female | 94 0 No
31| Male 78 1 Sacrum 1 No
32 | Female | 98 0 No | N/C
33| Female | 99 0 Yes | S2 healed
34 | Male 75 1 Sacrum U/S Yes
35| Male 80 0 No
36 | Female | 87 0 No
37 | Female | 95 0 No
38| Female | 85 1 Sacrum 2 Yes | S1 worsened to
S2
39 | Male 79 0 No
40 | Female | 92 1 Heel 1 No | Sacrum healed/
new Pl
41 | Female | 86 0 No
42 | Female | 92 0 Yes | U/S healed
43 | Female | 84 0 No
44| Male 76 0 No | 2 x S1 healed
45| Male 97 0 No
N/C no change; ' participation in both PIPPAs;  PRM in use

Over the course of the project, from February
until August 2016 inclusive (a total of 212
days), approximately 82 aged persons
resided in the HLCF for varying times, some
arriving after the start of the project and
many dying before the end of the project.
All residents had skin inspection forms for
staff to complete daily; however, staff only
partially completed forms for 50 (61%) of
those residents. No one had documentation
on every day indicating that their skin had
been checked. In fact, the average number
of days a resident’s skin was checked over
212 days (excluding residents who did not
stay for the duration, n=30), was 73 days
(range 37-125, median 59), indicating a
compliance rate of 34.4%. Additionally, most
forms were incorrectly filled out; for example,
in the column “location and stage” instead
of “sacrum, Stage 1” general comments
were written, such as, “feet”, “redness on
bottom”, “redness on her sacrum”, “redness”,
“dressing intact”, giving no indication as
to the type of skin injury, or, very often, the
location. Similarly, in the column “Action
taken”, instead of “RN notified” or “silicone
border dressing applied”, many comments
read, “cream applied” or “dressing intact”.
This lack of detail precluded differentiation
between PI, IAD and other wound types, and
the type of dressing in situ.

The HLCF did not use any risk assessment
tool for identifying residents at risk of Pls, and
the CNE stated, “All the residents who are
admitted here are high risk for everything”.
Varying levels of apathy and negativity were
observed when staff were asked about PI
identification and prevention strategies, such
as shoulder shrugging, hands raised palms
up, and statements such as “no time”, “too
busy”, and “who knows”. It is possible that
a lack of English language proficiency played
a role in the poor uptake of the project as
the majority of staff were from culturally and
linguistically diverse backgrounds.

Of the 44 residents audited in the pre-PIPPA,
ten (22.7%) had pressure redistribution
mattresses (PRMs). Of those ten, nine had Pls
(90%) and all but one were Stage 2 or greater,
two were U/S and one was a SDTI, whilst the
remaining 34 residents without PRMs had a
Pl prevalence of 56%. In the post-PIPPA, only
seven (15.6%) of the 45 residents audited had
PRMs. Of those seven, five had Pls (71.4%)
and three were Stage 2 or greater, whilst the
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remaining 38 residents not on PRMs had a PI prevalence
of 26.3%. Thus, even without PRMs, it is possible that the
prevalence and severity of Pls were significantly reduced due
to the increased awareness resulting from skin inspections,
regardless of their sporadic performance. There was a 40.3%
prevalence of Pls in residents on standard support surfaces
compared to a prevalence of 82.4% for residents with PRMs
(Tables 2 and 3).

PRMs were not routinely used, despite the high risk of
the residents for Pls. At the pre-PIPPA, ten (22.7%) of the
44 residents had alternating air mattresses (AAMs), three
of which were set to ‘static’ rather than ‘dynamic’ mode,
meaning all the air cells were constantly fully inflated, thus
defeating the purpose of the AAM. In the post-PIPPA, only
seven (15.6%) of the 45 residents had PRMs, all AAMs, but
all were set on ‘dynamic’ mode, indicating an increased
awareness and compliance of staff to ensuring the correct
functionality of the equipment. The presence, or lack thereof,
of PRMs did not appear to impact on the prevalence or
severity of Pls.

The pre-PIPPA (n=44) identified 27 residents (61.4%) with
a total of 34 Pls (Table 2). Six of those residents had more
than one PI; five had two Pls, and one had three Pls. The
most common site for a Pl was the sacrum (19), followed by
heels (9), buttocks (2) and others (4). The severity of Pls was
21 Stage 1 (61%), six Stage 2 (18%), no Stage 3 (0%), one
Stage 4 (3%), one U/S (3%) and five SDTI (15%) (Figure 3).

The post-PIPPA (n=45) identified 15 residents (33.3%), a
reduction of 28.1%, with a total of 17 Pls, a reduction of
50% (Table 3). Only one resident had more than one PI (3),
a reduction of 83.4% in multiple Pl prevalence. The most
common site for a Pl remained the sacrum (13), followed by
heels (3), and other (1). Pl severity was reduced, with nine
Stage 1 (53%), six Stage 2 (35%), one Stage 3 (6%), no
Stage 4 (0%), one U/S (6%) and no SDTIs (0%) (Figure 4).
Most significant was a 100% reduction in SDTlIs.

Of note, only 20 residents from the pre-PIPPA were available
for and consented to the post-PIPPA. This was mainly due
to the deaths of multiple residents during the project. In this
group there was a reduction of 58.8% in Pls (17 down to 7)
and reduced severity.

Discussion

Scoping this project through observation and project planning
with the management and senior clinical teams indicated that
PCAs and RNs did not routinely check the skin of residents
when providing personal care, nor did they have the required
knowledge and/or skills, which was confirmed by research in
other aged care settings'4"%2, Limited knowledge relating to
skin integrity and Pl identification and prevention is common
in HLCFs32, which was evident from our low pre-test results.
Only 15 staff (approximately 19%) attempted the pre-test
with an average score of 38%, supporting other research
relating to knowledge deficits. Despite multiple requests and
encouragement, no staff attempted the post-test.

Phillips et al.3* identified that new graduate RNs, especially
those working in HLCFs, are apprehensive about their
responsibilities and need regular education and support.
There is evidence that the provision of education has a
significant role in improving knowledge and skills of nursing
staff and PCAs® and reduces the incidence of Pls in HLCFs
and consequent hospital transfers®'*637. However, it was
difficult for this project to establish that the reduction in
prevalence and severity of Pls was a direct result of the
education provided. Instead, the reduction is likely due
to the introduction of skin inspections, even though they
were sporadic at best. Despite the education provided and
monthly follow-up visits by the project lead to check and
collect the skin inspection forms, none were completed every
day. Interestingly, in the education provided, the application
of ‘cream’ was not recommended for Pls; rather, applying
a silicone border dressing for all Stage 1 and 2 Pls was
preferred, which the HLCF had readily available.

Whilst it has been demonstrated that the appropriate pressure
redistribution equipment, such as AAMs, can reduce the risk
of developing a PI®%, this was not found in our project, with
higher rates of Pls in those residents with AAMs. When asked
about AAMs, most staff believed that their use was sufficient
for PI prevention without additional implementations.

Further, the post-PIPPA showed a significant reduction in the
number of residents with Pls, from 61.4% down to 33.3%.
Most notably, there were no SDTls, indicating a successful
reduction in severe Pls. Overall, the prevalence of Pls was
reduced by 50% and the prevalence of severe Pls was
reduced by 71.4%.
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Figure 3. Number and severity of Pls found pre-PIPPA
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Figure 4. Number and severity of Pls found post-PIPPA
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For the residents who were audited in both PIPPAs (n=20),
a decline was noted in their Pl prevalence (17 down to 7)
and severity. Two of the seven Pls present were significantly
improved and healing well, and one Stage 1 had not
worsened. One resident had complete healing of a sacral Pl
but then developed a Stage 1 heel PI. Two patients with three
Pls between them had worsened — two Stage 1 demarcating
to Stage 2, and a Stage 2 progressing to a Stage 3, all of
which were on the sacrum, despite both patients being on
AAMs. Our findings are similar to those reported by the
AIHW?™ that the majority of Pls observed in residential aged
care were Stage 1 or 2 (in about equal numbers).

This project’s expected outcomes included improved
knowledge and skills, increased critical thinking, and a
reduction in the prevalence and severity of Pls, leading to
a positive impact upon residents’ quality of life. Due to the
absence of post-testing, staff knowledge levels were unable
to be measured. However, the reduction in the prevalence
and severity of Pls was verified and may be related to an
increased awareness resulting from the skin inspections,
notwithstanding their inconsistency. This may have translated
into an increased implementation of risk reduction strategies.

The issues that our project highlighted need be addressed
so that outcomes for residents are improved. It is likely that
a whole of system approach, including funding for increased
RN presence in HLCFs, is required. Specifically, RNs should
be appointed as skin integrity champions and undertake
training in the prevention and management of skin injuries.
For PCAs, their position description should mandate daily
skin inspections together with handover to the supervising
RN. Ideally, ongoing education and clinical support should be
provided by an advanced practice nurse on a regular basis.
A major workforce issue is poor staff retention, and any
initiatives developed must factor turnover into sustainability.
In terms of resources, evidence-based dressings should
be available for early implementation. Further studies are
required to measure the prevalence and severity of Pls in
HLCFs to develop targeted implementations.

Enablers and barriers to the project

The HLCF Management Team were engaged and supported
the project from its inception to completion. The evidence-
based silicone border multilayered foam dressings®*“® were
purchased and readily available.

The HLCF had a very high ratio of PCAs to RNs; approximately
6:1 on most shifts. Because the work of PCAs has been
recognised as task-oriented, arduous and stressful*', there
was significant staff turnover®? during the project. Many
RNs were new graduate nurses with no hospital experience
or minimal/no training in aged care nursing, despite the
Australian College of Nursing (ACN) Position Statement’
that, due to the complex needs of residents, safe nursing
care should be provided by appropriately qualified and
experienced nurses.

The staff had multiple residents under their care, and
time constraints posed a significant barrier to completing
the newly introduced skin inspection form. It is possible
that more skin inspections were carried out than were
documented. If this aspect of the project was measured at
another time point when this form was more familiar to staff,
there might have been an improvement in skin inspection
documentation. It is likely that the introduction of a form
that facilitates the capture of both Pl risk assessment and
skin inspections would improve not only awareness but also
implementations and documentation.

Also, the time constraints likely prohibited more staff from
attending the education sessions. Although the CNE was
provided with additional educational materials, no further
education was delivered, indicating that the staff may
have had limited educational opportunities. From serial
field observations, the CNE did not engage with the staff
and encountered significant difficulty motivating the PCAs
to document the skin inspections which was never done
correctly or consistently, nor was she able to persuade
them to attempt the post-test. This supports evidence that
a negative attitude is not uncommon when there is a lack of
knowledge and skills in an area*.

Most staff in the HLCF had a first language other than English,
and their English varied from rudimentary to proficient,
but mostly the former. It may be that difficulties with
effective communication were a factor in the poor uptake of
the project’s implementations and instruments to measure
project outcomes.

This project relied on one person (CNE) in the HLCF to link
the hospital-based outreach project lead (CNC2) in, and her
support was variable. The CNE did not deliver the ongoing
education package supplied to facilitate Pl knowledge and
compliance with the project. There were gaps in the project
data sets due to staff failing to document skin inspections,
low completion of the pre-test, and no post-testing.

Conclusion

The delivery of care to the frail, older person in residential
aged care has increasingly fallen to unskilled workers with
little to no education or support and, in many instances, of
culturally and linguistically diverse backgrounds. The skin
integrity issues that this project has highlighted demonstrate
a need to engage these workers in risk assessment and
reduction of skin problems, including Pls, skin tears and IAD,
together with ongoing education and support. Regular skin
inspections increase awareness and reduce the incidence
and severity of injuries due to pressure and moisture.
There may be an over-reliance on equipment and, in this
project, PRMs had no detectable effect on the prevention
of Pls. Point prevalence is not the best data to demonstrate
prevention of Pls, but the difficulties of collecting robust PI
incidence data has resulted in many centres resorting to
point prevalence as a quality indicator. Further studies are
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required to measure the burden of wounds in residential aged
care, including Pl incidence and severity. Only from this data
can specific implementations be developed and measured
to ensure cost-effectiveness and improvement to both the
residents’ and staff’s experience.

The Royal Commission into Aged Care? recently highlighted
issues relating to skin and wounds, and we have confirmed
that this is an area for further attention, including more
funding to ensure highly skilled RNs are available to care for
these vulnerable people.
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