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1. Purpose
This policy establishes [Facility Name]'s standards for the prevention, assessment, and management of wounds and pressure injuries in residents. It ensures that all staff follow evidence-based practices to minimise the risk of pressure injuries and to deliver timely, appropriate wound care when injuries occur.
2. Scope
This policy applies to all clinical staff at [Facility Name] involved in the assessment, prevention, and management of wounds and pressure injuries in residents.
3. Policy Statement
[Facility Name] is committed to achieving zero preventable pressure injuries. We will implement evidence-based prevention strategies, conduct systematic risk assessments for all residents, and ensure that wounds are assessed and managed by appropriately skilled staff in a timely manner. All wound care practices will be documented in the resident's clinical record.
4. Definitions
· Pressure injury: Localised damage to the skin and/or underlying tissue, usually over a bony prominence, as a result of pressure, shear, or friction.
· Stage 1: Non-blanchable erythema of intact skin.
· Stage 2: Partial thickness skin loss with exposed dermis.
· Stage 3: Full thickness skin loss, adipose tissue visible.
· Stage 4: Full thickness skin and tissue loss, bone, tendon, or muscle visible.
· Unstageable: Full thickness skin and tissue loss in which the base is obscured by slough or eschar.
· Deep Tissue Injury (DTI): Intact or non-intact skin with a localised area of persistent non-blanchable deep red, maroon, or purple discolouration.
5. Procedures
5.1 Pressure Injury Risk Assessment
· A pressure injury risk assessment will be completed for all residents on admission using a validated tool (e.g. Waterlow Score or Braden Scale).
· Risk assessments will be repeated weekly for high-risk residents, monthly for medium-risk residents, and quarterly for low-risk residents, or when there is a significant change in condition.
· Risk assessment findings will be documented in the resident's care plan with corresponding prevention strategies.
5.2 Prevention Strategies
· Repositioning: At-risk residents will be repositioned at minimum every [2] hours, or more frequently as assessed. Repositioning schedules will be documented and signed by staff.
· Pressure-relieving equipment: Appropriate pressure-relieving mattresses, cushions, and heel protection will be provided for all at-risk residents.
· Skin care: Skin will be inspected at each personal care episode. Moisture management, emollient application, and continence care will be implemented to protect skin integrity.
· Nutrition: Nutritional status will be assessed and malnutrition risk managed in accordance with the Nutrition and Hydration Policy, as nutritional deficiency is a key risk factor.
5.3 Wound Assessment and Documentation
· All wounds will be assessed by a Registered Nurse at least weekly and after each dressing change, or more frequently for actively healing or deteriorating wounds.
· Wound assessments will document: wound type and location; dimensions (length, width, depth); wound bed description (tissue type, exudate, odour); surrounding skin condition; pain; treatment applied; any changes from previous assessment.
· Wound photographs will be taken on identification and at each weekly assessment to track progress.
5.4 Treatment and Wound Management
· Wound treatment will be based on the wound assessment, wound care principles (moist wound healing, infection management), and in accordance with GP or wound care specialist instructions.
· Product selection will follow the facility's wound care formulary (or treating clinician's orders).
· The GP will be notified of any new Stage 2 or above pressure injury, any wound showing signs of infection, or any wound that fails to improve within [X] weeks.
5.5 Escalation and Specialist Referral
· A wound care nurse specialist will be consulted for complex wounds, wounds not progressing as expected, or Stage 3 and above pressure injuries.
· Hospital referral will be arranged where wounds require surgical intervention or pose a serious systemic infection risk.
5.6 Incident Reporting
· All new pressure injuries will be reported via the Incident Management system within [X] hours of identification.
· Family or substitute decision-makers will be notified of new pressure injuries.
· Pressure injury data will be reported monthly to the Clinical Governance Committee.
6. Roles and Responsibilities
	Role
	Responsibility

	Director of Nursing
	Clinical accountability; escalation of complex wounds; governance reporting

	Registered Nurses
	Conduct risk assessments and wound assessments; develop wound care plans; GP notification

	Personal Care Workers
	Implement repositioning schedules; skin checks; report changes to RN

	Dietitian
	Nutritional assessment and support for at-risk and wounded residents


7. Related Policies
· Nutrition and Hydration Policy
· Incident Management and Reporting Policy
· Falls Prevention and Management Policy
· Infection Prevention and Control Policy
8. Relevant Legislation and Standards
· Aged Care Act 1997 (Cth)
· Strengthened Aged Care Quality Standards — Standard 5 (Clinical Care)
· Australian Wound Management Association (AWMA) Standards for Wound Management
· National Safety and Quality Health Service Standards — Prevention of Pressure Injuries
9. Review and Monitoring
This policy will be reviewed annually or when clinical guidelines change. Pressure injury incidence and prevalence data will be monitored monthly and reported to the Clinical Governance Committee.
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