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Background

• Worldwide recognition of costs of pressure ulcers

• Evidence for effectiveness of Clinical Guidelines 

• 1996 - 2001 AWMA National Guidelines for 
Pressure Ulcer Prediction and Prevention

• 1999 - 2000 Prentice and Stacey implemented 
study on AWMA Guidelines into acute hospitals 
in Australia



Project Rationale

• Many Silver Chain clients are cared for by
non-clinical staff

• Many of these clients have limited mobility

• Poor mobility increases the risk of pressure ulcers

• Currently no standardised pressure ulcer risk 
management across Silver Chain

• Prediction and prevention of pressure ulcers can 
be achieved by implementing appropriate 
guidelines



Project Design

• Stage 1 : Baseline Prevalence and Staff 
Knowledge

• Stage 2:  Implementation of AWMA Guidelines

• Stage 3 : Follow up Prevalence and  Staff
Knowledge

• Stage 4 : Second Follow up Prevalence



Prevalence Surveys

Survey of high risk clients for pressure ulcers
(identified using the mobility sub-scale of Barthel 
Index, a standardised measure of ADLs)

• 2002:  175 clients

• 2003:  147 clients

• 2004:  183 clients



Prevalence Survey Methodology

• One surveyor, tested for inter-rater reliability

• Wound care specialists for clients with wounds

• Surveyor had at least one support visit with specialist
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Staff Knowledge Surveys

• This included knowledge and current practices

• Questionnaires sent to all staff in all areas
ie Rural, Remote, Residential, Metropolitan 
Community and Hospice areas

• Two questionnaires were developed for clinical 
and non-clinical staff



Stage 2 - Implementation of
AWMA Guidelines

Developed and implemented processes for:

• Risk assessment 

• Risk management

• Documentation 

To do this education of staff,
clients and carers was required



Documentation – Innovative
Range of Tools Developed

Pressure Ulcer Risk Assessment
Management System (PURAMS):

• Assessment Tool adapted for 
the community

• Equipment protocol linked to risk 
score and presence/stage of 
pressure ulcer

• Clear protocol for collecting
incidence of pressure ulcers



Early Risk Assessment for
All Clients at Risk 
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Independent

Clinical &
Hospice

HSS
Supported

Movement Flag Movement Flag Movement Flag

Stage 2-4 PU
and Eschar

Low to High Risk
and No PU

Prevention/Treatment
Guidelines

Review/Audit

Send letter to client
and ILC equipment

information

Prevention Guidelines
-  Liaise with Care Aide

-  Carer information
- Send ILC equipment

information

Review/Audit

Clinical Referral

Review/Audit

No PURA

Very High Risk
and Stage 1 PU

Refer to GP, OT,
Case Manager, etc for

support with management

Review/Audit

PURAPURA



Education of Clients and Carers -
Client and Carer Leaflet

• What is a pressure ulcer?

• Assessing the risk

• Skin assessment and protection

• Prevention equipment  

• Common pressure ulcer sites



Education of Staff

• Set up for all staff on an ongoing
roster in different modes
appropriate to type of staff and
location

• Separate education sessions for clinical and
non-clinical staff

• Equipment demonstrations in the metropolitan 
area

• Self-directed packs for non-clinical co-ordinators 



Prevalence of Pressure Ulcers

 2002 2003 2004 

Clients with 
Pressure Ulcers 42% 38% 19% 

 



Total Number Pressure Ulcers

 2002 2003 2004 

Number of 
Pressure Ulcers 170 108 51 

 



Numbers of Ulcers Documented

 2002 2003 2004 

Ulcer documented 31% 67% 71% 
 



Clients risk assessed in the
previous 12 months?

 2002 2003 2004 

   Yes 20% 71% 69% 
 



Is Current Equipment
Appropriate?

 2002 2003 2004 

   Yes 63% 75% 91% 
 



Implementation –
Lessons Learned

• Ownership by all staff

• Avoid increasing burden on staff

• Regular monitoring and feedback
to staff

• Ongoing commitment of resources

• Be flexible!



Where do we go from here?

At Silver Chain:
• Include pressure ulcer incidence and  

monitoring of work processes as part of 
internal audit

• Smart phones to replace paper based 
system

• Use incidence data to inform budget for 
purchasing and replacement of pressure
reducing /relieving equipment

Elsewhere:
• NICS website - www.nicsl.com.au
• Journal articles and presentations
• Development of a resource kit 
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