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Preventative and Corrective Actions for Clinical and Non-Clinical Management of Wounds and Pressure Injuries

Personal Care Workers
· Undertake frequent repositioning 
· Turning chart audits: quickly review repositioning charts daily for residents with existing wounds - address any missed turns immediately as each missed turn can set healing back days
· Turn or reposition residents at least every 2 hours in bed, every 4 hours in air mattress, and every 1 hour when seated, unless otherwise specified in the care plan
· Work actively with the team and nurse in charge to prioritise repositioning and ensure that it gets done on schedule
· Be sensitive to resident’s pain while repositioning 
· Use the “hand check” while repositioning the resident to feel for wrinkles, moisture or objects that shouldn’t be under them, like pens, utensils, crumbs and catheter tubing
· Heels off the bed: For residents at risk of pressure injury or with limited mobility always ensure heels are "floating" and not resting directly on the mattress by placing a pillow lengthwise under the calves during repositioning (avoid doing if resident is on air mattress)
· If resident is on a normal bed and needs 2 hourly repositioning, advocate for them to have an air mattress instead
· The 30-degree tilt: When turning residents on their side, aim for a 30-degree angle rather than 90 degrees to reduce pressure on the hip bone
· Keep the head down: Avoid elevating the bed head above 30 degrees for long periods unless medically necessary, as this causes residents to slide down and creates shearing forces
· Clothing check: Ensure clothing isn't bunched up, wet, or creating pressure points under residents, particularly elastic waistbands and seams
· Always remove the slide sheet immediately after repositioning unless indicated otherwise in Care Plan
· Slide sheets left under residents create additional layers between the person and the pressure-relieving surface, which reduces the effectiveness of specialised mattresses and can increase pressure and shearing forces; the slippery surface can also cause residents to slide down in bed, creating friction and shear
· Complete pressure relief: For residents with existing pressure injuries, ensure the affected area has ZERO contact with any surface during repositioning - not just reduced pressure, but complete offloading
· The "opposite side" rule: If a resident has a pressure injury on one side (e.g., right hip), position them on the opposite side or back, and avoid that area entirely until healed (unless contraindicated or otherwise directed by a nurse)
· Undertake frequent skin observation checks and report changes to nurses 
· Check skin condition during personal care activities (bathing, dressing, toileting) at every wash or clothing change and immediately report any redness, discoloration, or skin changes to nursing staff
· Monitoring for skin changes every shift and report changes to RN
· Focus on catching skin changes at early stages (redness, dryness, early signs of injury)
· Promote a culture of over-concern and over-reporting – this will ensure skin changes are caught early and Stage 2+ pressure injuries are avoided
· Report any falls, bumps, or friction incidents involving residents with existing wounds – these can significantly delay healing
· The "red flag" report: Don't wait for handover - immediately tell a nurse when you notice any area of redness that doesn't fade when pressed, even if you're busy
· Handover highlights: Start each handover by briefly mentioning residents with new or worsening skin concerns so all staff are alert
· Help to maintain resident’s skin integrity  
· Look at the list of all residents who are at risk of wounds and help to maintain their skin integrity through keeping it clean and dry, applying moisturizer as directed, ensuring incontinent residents are changed promptly, and patting skin dry rather than rubbing
· Implement a skin hygiene plan appropriate to the individual, with consideration to:
· Application of twice daily moisturiser to the extremities of elderly individuals
· Particular attention to skin folds and foot hygiene
· Avoidance of skin irritants
· Use of pH appropriate skin cleanser
· Shower timing coordination: note when dressings are due to be changed and schedule bathing or showers just before (not after) to avoid getting clean dressings wet
· Ensure bed sheets are smooth and wrinkle-free, remove crumbs or debris from beds, and avoid dragging residents across sheets during transfers (use slide sheets)
· Promote mobility and activity for residents at risk of wounds  
· For all residents, and especially those who are at high risk of wounds, encourage or assist them to be more mobile and active 
· Keep them moving: encourage and assist with mobility and exercises (within their ability) to improve circulation, which promotes healing
· Social mobility: invite mobile residents to walk with you when you're moving between tasks - "I'm just heading to the laundry, want to join me for a walk?"
· Strategic bathroom timing: for continent residents, take them to the bathroom rather than offering a bedpan or commode when safe to do so - it's both dignifying and creates movement
· Footwear checks: ensure residents have proper, well-fitting footwear available - slippers that fall off or shoes without backs are hazardous so discourage walking attempts
· The "stand and pivot" approach: even for residents who can't walk, encourage them to stand briefly during transfers (with appropriate support) rather than using a full hoist every time - those few seconds of weight-bearing improve circulation (ensure approval by RN on duty first)
· Also encourage residents to stand at the basin while washing hands or brushing teeth rather than sitting, or to stand while folding laundry during activities
· Transfer opportunities: if a resident needs a pad change or linen change, use it as a chance to have them stand or move rather than rolling them entirely in bed
· Bed exercises while chatting: when delivering meals, medications, or just checking in, spend 30 seconds guiding simple bed exercises like ankle pumps, knee bends, or arm raises while you talk
· Clutter-free paths: help to keep hallways and rooms clear of obstacles that make mobility equipment difficult to manoeuvre – by keeping pathways clear this reduces frustration that discourages mobility attempts
· The "reach and stretch": When assisting with dressing, encourage residents to reach for their clothes, lift their arms, and participate actively rather than doing everything for them
· Apply and position pressure-relieving devices for residents at risk of wounds (PCW’s & Nurses) 
· Look at the list of all residents who are at high risk of wounds and correctly apply and position pressure relieving devices for them
· Discuss with a nurse if unsure which device is appropriate or how to apply a pressure relieving device
· Devices may include: 
· Pressure relieving mattress
· Pressure-relieving cushions, hoists and foam wedges
· Gel or air cushions for wheelchairs
· More appropriate couches and armchairs to support backs and buttocks
· Protective footwear, heel protectors
· Off-loading devices 
· Equipment spot checks: do a quick daily walk-through to ensure pressure-relieving cushions and heel protectors are being used correctly and haven't been removed; also spot check for correct mattress setting (weight setting)
· Equipment consistency: once a pressure-relieving cushion or device is assigned to a resident, ensure it follows them everywhere - chair, wheelchair, dining room – also ensure the device is not shared with another resident
· Advocate for equipment upgrades: for residents with stage 3-4 injuries or deep tissue injuries, advocate immediately for higher-specification pressure-relieving mattresses rather than waiting to see if standard equipment works
· The "no donut" rule: never use ring or donut-shaped cushions as they actually reduce blood flow to the area and worsen wounds
· Help provide nutrition and hydration support to residents at risk of wounds (PCW’s & Nurses) 
· Look at the list of all residents who are at high risk of wounds and encourage them to consume meals and fluids, report poor appetite or intake to nurses, and assist with feeding when needed
· Administer prescribed nutritional supplements - nutritional supplements are initiated following RN assessment and GP/dietitian authorisation; PCWs may assist with administration only when prescribed and documented
· Hydration rounds: offer water frequently, particularly during routine care, medication administration and room visits (for residents with existing wounds or at risk of wounds); take note of fluid restrictions
· Snack encouragement: offer small, protein-rich snacks between meals (cheese, yogurt, nuts) to residents with existing wounds or at risk of wounds
· Meal round observations: walk through the dining room during meals to identify residents who aren't eating well and need assistance
· Protein priority: actively encourage high-protein foods at every meal for residents with wounds and pressure injuries - offer meat, eggs or dairy first before other foods as per care plan and dietary recommendations

Nurses
· Complete pressure injury risk assessments frequently 
· Complete validated pressure injury risk assessment (Braden) on all residents on admission, during care plan reviews or when resident’s condition changes (e.g., changes to mobility, care needs); identify high-risk individuals (with high risk of wounds) 
· Check the pressure injury risk assessment daily, and help ensure it is actioned into daily care planning 
· Residents identified as high risk are to be checked for skin changes daily, treated according to the care plan and supported to prevent pressure injuries through pressure relieving devices, nutrition, hydration, mobility promotion and skin integrity interventions (e.g., moisturising or implementing a skin hygiene plan)
· Undertake preventative lower limb skin assessments as part of the Braden Risk Assessment where clinically indicated or contract / outsource to wound specialist – this identifies skin, vascular, lymphatic, neuropathic, and other relevant deficits  
· For tips on preventive lower limb skin assessments please contact your CCC
· Undertake comprehensive skin assessments frequently 
· Conduct comprehensive skin inspections on admission of all residents and regularly thereafter (at minimum monthly), and document findings using the Skin Hair and Nails Assessment Form 
· Measure and photograph pressure injuries, assess stage/category, tissue type, exudate, and surrounding skin condition, and maintain detailed wound care records on the Wound Chart
· Photography consistency: take photos from the same angle and distance each time, using a ruler for scale, to accurately track even small improvements that encourage continued intervention
· Assess for and arrange specialised pressure-relieving mattresses, overlays, cushions, and positioning devices based on individual risk and needs
· The "5-second scan": during medication rounds or brief interactions, do a quick visual check of commonly affected areas (heels, sacrum, ears if using oxygen) on high-risk residents
· “Healing huddles”: Spend 2 minutes at each shift handover specifically discussing all residents with pressure injuries and any care plan adjustments needed 
· For more tips on undertaking skin assessments please contact your CCC 
· Develop individualised pressure injury prevention and treatment plans for high-risk residents 
· Create individualised pressure injury prevention and treatment plans based on risk assessment findings (for all high-risk residents) or otherwise contract or outsource to wound specialists
· Plans to include repositioning schedules, equipment needs and nutritional requirements 
· Plan should incorporate appropriate recommendations for minimising pain and preventing and managing wound-related infection and cross infection 
· For tips on minimising pain and preventing wound-related infections contact your CCC 
· "Touch and turn" reminders: when reviewing care plans or medication charts, verify the last documented position change time and prompt care workers if overdue
· Graduated mobility goals: set small, achievable daily goals in care plans - "walk to bathroom independently twice daily" rather than vague "encourage mobility" - staff and residents know exactly what to aim for
· Review restricting orders: regularly review whether bed rest orders are still necessary or if activity can be safely advanced - residents often remain restricted longer than medically required
· Evaluate the appropriateness of incorporating adjunctive biophysical technologies used to stimulate wound healing (e.g. negative pressure wound therapy, electrical stimulation, ultrasound and electromagnetic treatment) into the individual’s wound management plan
· Evaluate the appropriateness of incorporating advanced innovations used to change the biology of the wound (e.g. skin grafts, biological dressings, growth factors) into the individual’s wound management plan
· For more tips on wound and pressure injury treatment plans, contact your CCC



· Treat existing wounds and pressure injuries 
· Select and apply appropriate wound dressings, perform debridement when qualified and indicated, and modify treatment based on wound progression
· Dressing change timing: schedule dressing changes based on the specific product's optimal wear time and exudate levels, not just on routine days (e.g., Monday/Thursday) - some wounds need more or less frequent changes
· Dressing supply checks: keep a small stock of commonly needed dressings readily accessible on the ward to avoid treatment delays
· Pain management before dressing changes: give prescribed pain relief 30 minutes before wound care procedures to reduce stress response and improve cooperation
· Ensure effective documentation to track skin condition changes effectively in the Repositioning Chart and/or Wound Chart
· Moisture balance optimisation: Assess whether the wound bed is too dry or too moist at each dressing change and adjust dressing type accordingly rather than continuing the same product
· Edge examination: Pay particular attention to the wound edges during assessment - rolled or thickened edges indicate stalled healing and need treatment modification
· Debridement opportunities: remove loose, non-viable tissue at every dressing change when safe to do so, even if just gently wiping away slough - don't wait for "formal" debridement sessions
· Bacterial burden awareness: if a wound shows signs of increased exudate, new odour, or delayed healing, consider antimicrobial dressings rather than waiting for obvious infection
· Wound cleansing technique: where feasible use warmed saline or wound cleanser (not cold from the bottle), gentle irrigation rather than swabbing (to avoid damaging new tissue) and use moist gauze to lift and remove exudate and loose debris from within and outside the wound
· Barrier cream application: use barrier cream as indicated in the resident’s care plan - apply barrier cream or film to intact skin surrounding wounds exposed to moisture (from exudate or incontinence) to prevent wound enlargement 
· Bedside supplies: keep a small supply of barrier cream, saline, and gloves at the bedside of residents with wounds to enable immediate minor care without searching for supplies
· Consider potential need for doctors, wound care specialists, dietitians, and physiotherapists as needed to ensure comprehensive multidisciplinary management
· For more tips on treating wounds and pressure injuries contact your CCC
· Undertake nutritional assessments regularly and provide nutritional support 
· Look at the list of all residents who are at high risk of wounds and screen for malnutrition using the Mini Nutritional Scale monthly (as per organisational policy), collaborate with dietitians for at-risk residents, monitor weight and dietary intake, and arrange supplements or modified diets as needed
· Organise for nutritional supplements if necessary - nutritional supplements are initiated following RN assessment and medical/dietitian authorisation. PCWs may assist with administration only when prescribed and documented
· Consider protein supplementation for residents with pressure injuries. Micronutrient supplementation (e.g. zinc, vitamin C) should be prescribed when deficiency is suspected or confirmed
· Provide staff education and supervision to improve pressure injury prevention 
· Train care workers on pressure injury prevention techniques, monitor compliance with care plans, and provide feedback on care delivery
· The "why" explanation: when delegating repositioning or equipment use, take 10 seconds to explain to care workers why it matters for that specific resident - it increases compliance
· Celebrate success: acknowledge and praise staff when a high-risk resident's skin remains intact, reinforcing positive practices
· The "red to white" test: teach care workers the blanching test during everyday interactions - press the red area for 3 seconds and see if it turns white temporarily (good sign) or stays red (early pressure injury)
· Educate the resident and their family/carers regarding wound management
· Educate other nurses on accurate staging and assessment of pressure injuries (e.g., stage 1 vs stage 2, 3, 4, deep tissues, unstageable and vs incontinence associated dermatitis)
· Help organise and run annual competency refreshers 



Suggested Actions Summarised 
All Wound Management Practices in Residential Care
	More frequent repositioning

	Turning chart audits

	Doing "hand check" while repositioning to check for objects, wrinkles and moisture

	Doing "clothing check" while repositioning to ensure clothing isn't bunched up, wet or creating pressure points

	Ensuring heels not resting directly on mattress for residents with limited mobility

	Advocate for use of air mattress if resident requiring 2 hourly repositioning

	"The 30-degree tilt" while repositioning - aim for 30-degree angle to reduce pressure on hip bone

	"Keep the head down" - not elevating bedhead above 30-degrees for long periods

	Removing slide sheet immediately after repositioning (unless Care Plan indicates otherwise)

	Ensuring "complete pressure relief" - zero contact with any surface during repositioning

	Following the "opposite side rule" - avoid positioning residents on the same side as wound

	More frequent skin observation checks

	Reporting skin changes more frequently

	Promoting culture of over-concern and over-reporting to catch skin changes early

	Reporting falls, bumps or friction incidents involving residents with existing wounds

	During every handover - mentioning residents with new or worsening skin concerns

	More frequent cleaning, drying or moisturising of residents' skin to maintain skin integrity

	Implementing skin hygiene plans as appropriate for residents

	Scheduling showering or bathing before wound dressing changes (avoiding getting clean dressings wet)

	Assisting residents at risk of wounds to be more mobile and active

	Assisting residents with wounds to undertake exercise to improve circulation (which improves healing)

	Inviting mobile residents to walk with you when moving between tasks

	Helping take continent residents to the bathroom rather than offering a bedpan or commode

	Doing "footwear checks" - ensuring residents have proper, well-fitting footwear

	"Stand and pivot" - encouraging residents to stand briefly during transfers rather than using a full hoist every time

	Encouraging residents to stand at the basin while washing hands or brushing teeth

	Encouraging residents to stand or move when needing a pad change or linen change

	"Clutter-free paths" - removing clutter and obstacles from hallways and rooms to promote mobility

	"The reach and stretch" - encouraging residents to reach for their clothes and lift their arms while dressing

	More frequently applying/positioning pressure-relieving devices

	Doing "equipment spot checks" - daily walk-through to check pressure-relieving devices are being used correctly

	Maintaining "equipment consistency" - ensuring pressure-relieving devices assigned to residents remain with them

	Advocating for higher specification or better pressure-relieving devices or mattress

	The "no-donut rule" - removing donut-shaped cushions (they reduce blood flow and worsen wounds)

	Providing more nutrition and hydration support for residents with wounds or at risk of wounds

	More frequent checking and reporting of poor appetite, nutrition or hydration intake

	Administering prescribed nutritional supplements for residents with wounds or at risk of wounds

	"Hydration rounds" - offering water more frequently

	Offering small, protein-rich snacks between meals for residents at risk of wounds

	"Protein priority" - encouraging high-protein foods at every meal for residents at risk of wounds

	Doing pressure injury risk assessments more frequently

	Ensuring pressure injury risk assessments are actioned into daily care planning

	Doing preventative lower limb skin assessments

	Doing comprehensive skin assessments more frequently

	Ensuring "photography consistency" when photographing wounds - same angle and distance

	Assessing more residents for need of specialised pressure-relieving devices

	"5-second scan" - during brief interactions doing a quick visual check of commonly affected areas (e.g., heels)

	"Healing huddles" - dedicating time at handovers to discuss residents with wounds and care plan adjustments

	Developing individualised wound prevention and treatment plans for residents at risk

	Improving the detail included in wound prevention and treatment plans according to CQI Assistant tips

	Adding "graduated mobility goals" in care plans (e.g., "walk to bathroom independently twice a day")

	Reviewing if bed rest orders are still necessary or if activity can be safely advanced for residents at risk of wounds

	Evaluating appropriateness of incorporating advanced innovations for wound management (noted in CQI Assistant)

	Treating more existing wounds and pressure injuries (e.g., performing debridement, applying dressings)

	Improved dressing change timing to account for product's optimal wear time and exudate levels

	Improved selection and use of dressings to better match the dryness of wound bed and signs of increased exudate

	Improved assessment of wound edges according to CQI assistant

	Improved wound cleansing technique according to CQI assistant

	Improved supply of commonly needed dressings

	Organised bedside supplies for residents with wounds, containing barrier cream, gloves, saline etc.

	Completed nutritional assessments more regularly for residents at risk of wounds

	Collaborated more with wound specialists, dietitians and physiotherapists for multidisciplinary wound management

	Initiated process to approve nutritional supplements (e.g., protein supplementation) for residents at risk of wounds

	Provided more staff education or supervision to improve wound or pressure injury management

	Provided more education to resident/s and/or family members regarding wound management

	Celebrated successes - acknowledging and praising staff when high-risk resident's skin remains intact
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