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WELCOME

The aim of this resource is to provide the essential 
knowledge and skills required in your training.

We select our Premium Health trainers and assessors 
carefully. All are either nurses or paramedics with 

appropriate training qualifications, technical 
expertise and experience.

Welcome to your course  
and Premium Health. 
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6 WHAT YOU NEED TO KNOW  
ABOUT YOUR COURSE

Welcome
Welcome to your course and Premium Health. The aim of 
this resource is to provide the essential knowledge and 
skills for you to undertake pressure area prevention and 
provide pressure area care.  

We select our Premium Health trainers and assessors 
carefully. All our trainers are nurses or paramedics who 
have technical expertise and experience in education, 
the health care and first aid sector.  This enables our 
health professionals to provide you with quality training 
for which is what Premium Health is known.

Evaluation of the course
Your feedback is important to us as we use this as part 
of our continuous improvement cycle. Please undertake 
our evaluation which will be discussed during the course.

Premium Health’s customer service
We offer you an on-going service in relation to our 
courses and invite you to call our office on 1300 721 292 
or email us on customerservice@premiumhealth.com.au.

For more information about Premium Health first aid, 
mental health and other health care courses please 
access our website www.premiumhealth.com.au
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WHAT IS A PRESSURE 
INJURY? 
A pressure injury, also referred to as a 

pressure sore, bed sore, pressure ulcer 

and decubitus ('lying down') ulcer, is a 

chronic wound caused by unrelieved, 

constant pressure resulting in damage 

to the underlying soft tissue.

The tissue is compressed between a bony prominence 
and the external surface of the skin for a long period of 
time. Therefore, areas such as the heels, elbows, the back 
of the head and the tailbone (coccyx) are particularly at 
risk. Due to this constant pressure, friction or shear, the 
blood vessels supplying this area have restricted blood 
flow. With this limited blood supply, skin cells begin to die, 
and a pressure injury begins to develop.

This type of skin damage can develop quickly in anyone 
with reduced mobility, such as confined to a bed or chair 
and older people. Pressure injuries can be difficult to 
treat and can lead to serious complications. 

CHRONIC WOUNDS
Chronic wounds are wounds which have 

not progressed through the normal 

phases of healing, may be healing at a 

slower rate or only partially heal. 

They are generally associated with underlying chronic 
disease issues which affect the clients blood supply 
or the function of the cells at the wound site. Pressure 
injuries are chronic wounds.

The areas of skin most at risk of 
getting sore depends on lying 
down of sitting.
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8 CHRONIC WOUNDS

Pressure ulcers are caused by pressure placed on an area of skin for a long period of time. The pressure reduces the 
blood circulation to areas of skin causing cell death (atrophy) and the breakdown of tissue.

STAGE 1

A
B
C

D

E

Skin reddened and 
may be warm to the 
touch and either feel 
firmer or softer than the 
surrounding skin.

A - Epidermis 
B - Dermis 
C - Subcutaneous fat  
D - Muscle  
E - Bone

STAGE 3

Lesion extends 
into the dermis and 
begins to move to the 
subcutaneous layer. This 
stage, the lesion will 
form a small crater. Fat 
may begin to show in the 
open sore.

STAGE 2

Skin breaks open 
exposing the epidermis 
or dermis. The lesion 
will be superficial and 
often resembles an 
abrasion or a popped 
blister.

STAGE 4

Subcutaneous layer 
and underlying fascia 
are breached, exposing 
muscle and bone.
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STRUCTURE AND 
FUNCTION OF THE 
SKIN
The skin is the largest organ of the human 

body. Healthy skin is soft and supple to 

allow movement, but still strong enough 

to withstand breaking or tearing. It varies 

in texture and thickness from one part of 

the body to the next. 

For example, the skin on the lips and eyelids is very thin 
and delicate, while the skin on the soles of the feet is 
thicker and harder. To understand why wounds develop 
and how they heal, it is important to have a basic 
understanding of the structure and function of the skin.

FUNCTIONS OF THE SKIN
The skin is a vital organ which covers the entire external 
surfaces of the body. There are several functions 
however three significant ones are:

• a waterproof wrapping for our entire body

• the first line of defense against bacteria and other 
organisms

• a cooling system

STRUCTURE OF THE SKIN
The skin consists of three main layers, which sit on top 
of muscle:

• epidermis

• dermis

• hypodermis/subcutaneous tissue

Dermis

Epidermis

Human Skin

Pores

Sebaceous
gland

Sweat gland

Hair follicle

Fat cells (adipose)Hypodermis

Muscle

EPIDERMIS
The epidermis is the skin which you can see and is the 
outer waterproof layer. It protects the more delicate 
layers underneath and is made up of several ‘sheets’ of 
cells. The bottom sheet is where new epidermal cells are 
made. As old, dead skin cells are shed off the surface, 
new ones are pushed up to replace them. The epidermis 
also contains melanin, the pigment that gives skin its 
colour. There is no blood supply to the epidermis.

DERMIS 
Sitting under the epidermis is the dermis. This is made 
up of elastic fibres (elastin) which make the skin supple, 
and protein fibres (collagen) which provide strength to 
the skin. The dermis contains sweat glands, sebaceous 
glands, hair follicles, blood vessels and nerves. The 
dermis also contains nerve endings with pain and touch 
receptors and is well supplied with blood vessels. In hot 
weather or after exercise, these blood vessels expand, 
bringing body heat to the skin surface. Perspiration 
floods out of sweat glands and evaporates from the skin, 
taking the heat along with it. If the temperature is cold, 
these blood vessels in the dermis contract, which helps 
to reduce heat loss. Sebaceous glands in the dermis 
secrete sebum to lubricate the skin.
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HYPODERMIS/SUBCUTANEOUS TISSUE
The hypodermis /subcutaneous tissue is a layer of 
fat that sits directly under the dermis. This assists in 
conserving the body’s heat, acts as a ‘shock absorber’ 
and protects organs from injury. It gives smoothness 
and contour to our body. The adipose fat stored in the 
subcutaneous tissue is a source of energy.

MUSCLE
Tiny muscles called Arrector Pili muscles are attached 
to one end of the dermal tissue, and the other end is 
attached to hair follicles. To generate heat when the body 
is cold, the arrector pili muscles contract all at once, 
causing the hair to "stand up straight" on the skin.

SKIN AND AGEING
Aged skin section

WRINKLED
SKIN
CUTICLE
EPIDERMIS

ELASTIN

FAT

COLLAGEN

As the skin ages, the epidermis thins, collagen and 
elastin in the dermis decreases which reduces strength 
and elasticity, also the subcutaneous layer thins so it has 
less insulation and padding. These changes increase the 
risk of client’s suffering pressure injuries. 

Whilst pressure injuries are the most preventable of 
chronic wounds, it is recognised that they are potentially 
life threatening and their consequences affect quality 
of life, infection, pain, alteration to sleep and mood and 
delayed healing. To understand how pressure injuries 
heal and what may delay this, it is important to have a 
basic understanding of how all skin wounds heal.

HEALING
The healing of a wound is a complex process and yet 
always follows a predictable pattern. Different types and 
sizes of wounds may take longer to heal than others 
and can be delayed by aggravators such as infection 
and poor wound care. Chronic wounds such as pressure 
injuries may not go through these normal phases of 
healing, may heal at a slower rate or only partially heal.

STRUCTURE AND FUNCTION OF THE SKIN
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TYPES OF WOUND 
HEALING
TWO TYPES OF WOUND HEALING
There are two main types of wound healing, however they 
will all go through the four phases of healing.

TYPE 1 – PRIMARY INTENTION 

• where the wound edges are held together by artificial 
means such as sutures, staples, tapes or tissue glue

• most surgical wounds and recent traumatic injuries 
are managed by primary closure 

TYPE 2 – SECONDARY INTENTION 

• secondary wound healing occurs through the four 
phases of wound healing

• where edges of wound cannot be closed so healing 
occurs from the bottom of the wound upwards (dog 
bites, burns, ulcers, pressure sores)

FOUR PHASES OF WOUND HEALING 

1
2
3
4

Haemostasis

Inflammation

Proliferation

Maturation
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FOUR PHASES OF WOUND HEALING

1. HAEMOSTASIS – 0-2 DAYS

During the haemostasis phase of wound healing, any bleeding at the 
wound site will stop. For this to occur, the body activates its blood clotting 
process. 

A clot will form at the opening of the wound, preventing too much blood 
loss. This is the first step of the wound closing. 

2. INFLAMMATION – 0-4 DAY

Once clotting has occurred in phase one and your body is no longer 
bleeding, your body activates its key defence mechanism – inflammation. 

Inflammation is the body’s normal response to injury, such as a skin wound, 
and will often be the most painful phase of the healing process. This is due 
to vasodilation in this phase leading to increased blood flow causing heat, 
redness, pain and swelling at the site. White blood cells flood the area to 
destroy microbes and other foreign bodies, and wound exudate (ooze) may 
occur. Skin cells will multiply and begin to grow across the wound. 

3. PROLIFERATION – 4-28 DAYS

Once the inflammation at the wound site is reduced, the proliferation phase 
of healing begins. 

A protein fibre called collagen starts to grow within the wound, the edges 
come together, and the wound becomes smaller. Small blood vessels 
called capillaries form at the wound site and begin to cover the wound.

4. MATURATION – 28 DAYS-UP TO ONE YEAR

The maturation phase can take the longest, sometimes up to a year for the 
wound to fully repair. 

The body will constantly add more collagen to the wound site, continuing to 
build strength and flexibility in the area. 

TYPES OF WOUND HEALING
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FACTORS AFFECTING WOUND HEALING IN CLIENTS
Wounds that become chronic generally stall in one or more of the phases of wound healing. Here are some of the 
most common factors affecting wound healing in chronic wounds

Nutrition/hydration 
status

Malnutrition deficiencies of vital nutrients such as vitamin C, zinc and protein results in insufficient 
building blocks for cell growth 

Medical conditions Conditions such diabetes, anaemia (low in iron) and some vascular diseases (blood vessel 
disease) that restrict blood flow to the area, or any disorder that hinders the immune system and 
reduces the body’s ability to fight infection

Age Cell duplication slows down with advanced age and because of this thinner and dryer skin are 
more susceptible to damage

Unhealthy weight Poor vascularity (blood flow) of adipose (fat) tissue, this increases the risk of infection and 
wound complications

Underweight There is an increased risk of wounds and delayed healing due to boney prominences being 
closer to the skin surface (eg hip and back bone). There may also be possible nutritional 
deficiencies affecting wound healing

Infection of the 
skin

An open wound may develop a bacterial infection. The body fights the infection rather than 
healing the wound

Temperature of the 
skin

37oc is the optimum temperature for human cell growth. If there is a decrease in the body 
temperature, this will result in decreased blood supply to the wound. When undertaking dressing 
changes apply cleansing solutions at body temperature

Dryness of the skin If a wound dries out, healing will either be delayed or will stop. The various cells involved in 
healing, such as skin cells and immune cells, need a moist environment to heal

Maceration of the 
skin

The softening and breaking down of skin from prolonged exposure to moisture from 
incontinence, perspiration, excessive exudation or incorrect dressing/changes destroys tissue 
and slows healing

Mechanical issues Immobility increases the risk of pressure injuries because of constant pressure and friction. 
Frequent dressing changes disturb the wound bed, damaging granulating tissue (new connective 
tissue and microscopic blood vessels that form on the surfaces of a wound during the healing process)

Cancer Cancerous cells infiltrating the skin and its supporting blood and lymph vessels cause a loss in 
vascularity (blood flow) and death of the tissue 

Medicines Certain drugs or treatments used in the management of some medical conditions may interfere 
with the body's healing process

Chemicals eg:
Povidone Iodine
Hydrogen peroxide
Chlorhexidine 

Cleansing and antiseptic agents used to reduce the bacterial load can delay healing and may 
have a toxic effect on epithialising cells by killing healthy cells and bacteria. These solutions 
have a role in skin preparation before surgery but are of little benefit on closed surgical wounds

Smoking Cigarette chemicals such as nicotine, carbon monoxide and cyanide dramatically inhibit the 
healing process and increase the risk of complications 

Variscose veins Restricted blood flow and swelling can lead to skin break down and persistent ulceration

Dead skin 
(necrosis)

Dead skin and foreign materials interfere with the healing process

Haemorrhage Persistent bleeding will keep the wound apart and stop it knitting together

Note: Wounds should be managed by staff trained in wound management. Most organisations employ either 
registered or enrolled nurses to manage wounds. The advice of a qualified health professional/wound specialist 
should always be sought for the management of chronic or complex wounds or if a wound is unchanged or 
deteriorating after four weeks.
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DEVELOPMENT OF A 
PRESSURE INJURY
As previously discussed, the main 

cause of pressure injuries is unrelieved, 

constant pressure that results in 

damage to the underlying soft tissue. 

SHEAR SHEET

FRICTION
MATTRESS

As the body slides down the sloped bed, the skin sticks 
while the muscles slide, causing a shearing injury.

SHEAR

FRICTION

PRESSURE

This is when the tissue is compressed between a bony 
prominence like the heel or hip and the surface of the 
skin. Due to this constant pressure, the blood vessels 
supplying a particular area have restricted blood flow. 
With this limited blood supply, skin cells begin to die and 
this is the beginning of a pressure injury. 

Although unrelieved pressure is the main factor in 
causing pressure injuries, friction and shear also 
contribute to skin damage. Friction is caused by rubbing 
an area or dragging. For example, friction can occur 
through rubbing against something such as a bedsheet, 
cast or a brace. Shear is a sliding force such as sliding 
down a bed in which the outer layers of the skin are 
torn away from the underlying tissue. The dermal ridges 
are a point at which the epidermis and dermis can be 
separated during a skin tear, friction or shear.  

Pressure injuries first appear on the skin surface as a 
pink, red or dark patch, but the real damage is occurring 
in the tissue beneath the skin. The skin breaks down 
to form blisters and the tissues, bones and joints can 
become infected. Infections can be localised to the injury 
but sometimes the surrounding tissue or underlying bone 
can be infected, and this  can spread to the entire body 
system in some circumstances. 

PRESSURE INJURY 
STAGES
For the effective management and 

treatment of pressure injuries, they need 

to be graded. 

The international classification system for grading 
pressure injuries provides a consistent method of 
assessing, documenting, and communicating the extent 
of the injury.
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INTERNATIONAL CLASSIFICATION SYSTEM FOR PRESSURE INJURIES

STAGE 1 - Non-blanchable erythema

• observable pressure-related alteration of intact skin
• will look noticeably different to other areas of skin
• usually localised redness over a bony prominence
• the area may be painful firm, soft, warmer or cooler compared to 

adjacent tissue
• may indicate an at-risk client; someone who marks very easily is at risk

STAGE 2 - Partial-thickness skin loss

• partial-thickness loss of dermis which presents as a shallow, open 
wound

• pink wound bed, no slough
• may appear as a blister - intact or open
• may appear shiny
• not to be confused with a skin tear

STAGE 3 - Full-thickness skin loss

• full-thickness skin loss where subcutaneous layer may be visible
• bone tendon and muscle are NOT exposed at this stage
• may include tunnelling
• depth can vary according to anatomical position
• in those clients who are undernourished, lack of subcutaneous tissue 

will also mean a stage 3 pressure injury presents as a shallow injury 

STAGE 4 - Full-thickness tissue loss

• full-thickness tissue loss with exposed bone, tendon or muscle
• slough may be present on some parts of the wound bed
• depth can vary according to anatomical position
• can extend to other supporting structures such as the fascia or joint 

capsule

UNSTAGEABLE-  Depth unknown

• full-thickness tissue loss in which the base of pressure injury is 
covered in slough and/or eschar

• until enough slough and/or eschar is removed to expose the base of 
pressure injury, the true depth and therefore stage of injury cannot 
be determined

DEEP TISSUE INJURY -  Depth unknown

   

• purple or maroon localised area, or discoloured, intact or blood-filled 
blister due to damage to underlying soft tissue

• may be painful, firm, mushy, boggy, warmer or cooler compared to 
adjacent tissue
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RISK ASSESSMENT 
SCALES (RAS)
RAS are assessment tools designed to 

specifically identify clients at risk. This 

assessment assists the client’s health 

care team to develop care plans 

and strategies aimed at reducing 

the likelihood of pressure injury 

development.

An assessment tool is a recognised and systematic 
approach to reviewing and identifying specific pressure 
injury risk factors for a client and therefore the likelihood 
of developing pressure injuries. Commonly used RAS 
include the Braden Scale, the Waterlow Scale and the 
Norton Scale. Each of the RAS are effective and are all 
based on the basic risk management framework as 
shown on the following page. 

Studies show that those aged over 70 and those with 
disabilities such as Alzheimer’s disease, cerebral palsy, 
hemiplegia, multiple sclerosis, paraplegia/quadriplegia, 
Parkinson’s disease, spina bifida and bariatric clients are 
at the highest risk of developing a pressure injury. 

Therefore, it is important to ensure steps are taken in 
the prevention of pressure injuries for people identified 
as at risk of developing pressure injuries. Utilising a 
systematic RAS to determine a risk score will assist in 
prevention of a pressure injury. The care strategies aimed 
at maintaining skin integrity and preventing pressure 
injuries should be documented in an ongoing care plan 
for the client.

Pressure points
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PRESSURE INJURY 
RISK MANAGEMENT FRAMEWORK

There are a range of resources and information available to assist residential aged care 
services identify and manage a pressure injury.

Risk identification Analysis Adverse events Risk control

What is the risk of 
developing a pressure 
injury?

42 per cent of people who 
live in aged care develop 
pressure ulcers. 70 per cent 
of pressure injuries develop 
in people aged 70 years 
and over.

Identify if any of these 
factors are present. 
Implement appropriate 
management and examine 
causative factors in order to 
manage the risk of pressure 
injury development.

Factors associated 
with pressure injury 
development are managed 
in order to reduce pressure 
injury development and 
decrease adverse events.

Indicator data and audit 
identifies risk potential and 
is also used to demonstrate 
improvements to managing 
risk.

Associated factors:

• Malnutrition or poor 
nutrition

• Friction and shearing 
forces

• Immobility

• Poor skin integrity

• Use of restraint

• Incontinence

Potential impact:

• Death

• Infection

• Cellulitis

• Reduced physical 
function

• Pain

Monitoring

Quality Indicator

Process data and audit

Norton scale

http://www.health.
vic.gov.au/older/
toolkit/09SkinIntegrity/
docs/The%20Norton%20
scale.pdf 

Braden scale

http://www.bradenscale.
com/images/bradenscale.
pdf

Waterlow risk assessment

http://www.health.
vic.gov.au/older/
toolkit/09SkinIntegrity/
docs/Waterlow%20Scale.
pdf

TREATMENT
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PREVENTION
The most critical care strategy 

when dealing with pressure injuries 

is prevention. As previously stated, 

pressure injuries are the most 

preventable of all chronic wounds.  

Experience has shown that healing a pressure injury can 
be a long-term process and is usually quite painful for the 
client. Prevention is much easier to achieve than cure.

When a client has been deemed as ‘at risk’ of a pressure 
injury using one of the Risk Assessment Tools mentioned 
previously, it is important to implement steps to reduce 
this risk. 

Standard 8 of the Australian Commission on Safety 
and Quality in Health Care (ACSQHC) recommends the 
following to prevent pressure injuries in at risk clients:

REGULAR REPOSITIONING

Clients who are unable to recognise pain from pressure 
or who are unable to reposition themselves require 
assistance with regular repositioning. Repositioning 
should:

 sBe determined by the client’s risk of developing a 
pressure injury and other factors such as comfort, 
functional status and the support surface used.

 sOccur when the client is confined to bed or a 
wheelchair as this means all bony prominences are 
exposed to high pressures.

 sBe used to relieve pressure by positioning clients 
slightly on either side at a 30-degree tilt (important not 
to lay client directly on hip or shoulder).

 sOccur by alternating a client’s position from one side, 
to their back, and then to the other side.

 sProne positioning your client (laying them on their 
front) can be used as an alternative if medical reasons 
prevent the previous options.  

If a client is required to sit at an angle greater than 
30 degrees in bed or a chair, they are at high risk of 
experiencing shear on the sacrum and coccyx. These 
clients should be supported to stop them from slipping 
down the bed or chair to reduce exposure to shear.  

Always check the positioning of heels and bony 
prominences when repositioning and restrict time spent 
in seated positions without pressure relief.

SKIN PROTECTION

Skin protection is fundamental to the prevention 
of pressure injury by protecting a client’s skin from 
exposure to moisture, friction and shear.

This can be achieved in several ways including:

 sRegular repositioning.

 s Implementing a continence management plan.

 s Ensuring client’s skin is thoroughly dried following 
bathing or continence cleaning.  

 sUsing pH balanced and water-based skin emollients 
daily or twice daily to clean and moisturise skin 
according to the client’s care plan.

 sAvoid trauma to the skin from devices such as 
wheelchair footplates, wheelie frames, bed rails and 
lifting machine parts. 

 sUse of prophylactic dressings and pressure supports.

 sChecking the skin at least daily for redness or signs of 
discolouration.
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NUTRITION AND HYDRATION
Adequate nutrition and hydration are important factors in 
ensuring skin integrity is maintained decreasing the risk 
of a pressure injury. 

To ensure clients have appropriate nutrition and a healthy 
weight, a dietician review may be necessary. Nutrition 
can be optimised by ensuring:

 sAccessibility to a range of food choices.

 s The provision of assistance with meals as required 
(client positioned correctly, packets opened, food cut 
up etc).

 sMonitoring of weight and dietary intake according to 
the care plan

 s clients with poor oral intake can be monitored using a 
food record chart, to enable an accurate record of their 
daily dietary intake as per the care plan

 sClient’s weight is recorded as per the care plan

SUPPORT SURFACES
In conjunction with repositioning, the use of support 
surfaces is recommended to redistribute pressure on 
skin surfaces. 

The selection of support surfaces should be based on 
individualised client assessment and requirements. 
Some of the recommendations include:

 sReactive Therapy (constant low pressure) support 
foam mattresses on beds.

 sActive Therapy (alternating pressure) support 
mattresses on beds.  

 sMedical grade sheepskins should only be used when 
the mattress recommendations are not tolerated by 
client’s or for comfort and palliative measures only. 

 s Sheepskins do not provide adequate pressure 
redistribution and should not be used on top of 
existing pressure-relieving devices.

 s Support cushions should be used for client’s when 
seated in a chair or wheelchair.

It is important to note that devices used to prevent 
pressure injuries on heels need to be fitted correctly. If 
not appropriately fitted, these devices will not only cease 
to provide pressure relief but can also cause harm. 

Mattresses and support surfaces should always be used 
in accordance with the manufacturer’s instructions. 

Reactive therapy (Pressure reducing)

Active therapy (Pressure relieving)

Note: It is always important to ensure the client’s 
care plan entails an individualised, risk-based 
pressure injury prevention plan in collaboration 
with the multidisciplinary team. 
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COMPLICATIONS
The most common complication in 

pressure injuries is infection. 

The skin is the one of the body’s line of defence, however 
when the skin is broken or if the immune system 
becomes compromised, bacteria, viruses or fungi may 
enter and establish on the wound bed. These organisms 
form colonies, which increase in number and release 
enzymes and toxins that initiate infection. This triggers 
the body's immune response, causing inflammation 
and tissue damage, as well as slowing the healing 
process. Wound infections are classified as either local 
or systemic. Recognising the signs and symptoms of 
infection will ensure prompt treatment can occur.

LOCAL INFECTION
When the bacteria in the wound begin to multiply, this is 
called colonisation. Once  colonisation reaches a point 
that the wound bed is damaged and healing affected, a 
local infection will occur. 

Treatment - A doctor may prescribe dressings and topical 
antimicrobial products.

SYSTEMIC INFECTION
If a local infection is allowed to progress, the infection 
can spread throughout the body via the vascular 
and/or lymphatic systems. It can affect the body, 
causing generalised sepsis and systemic illnesses 
such as cellulitis (bacterial infection of the dermal or 
subcutaneous layers of skin), osteomyelitis (bacterial 
infection of the bone or bone marrow) or septicemia 
(bacterial presence in the blood that can lead to a whole-
body inflammatory state). 

Treatment – A doctor may prescribe dressings and 
systemic antibiotics will be required.

Signs and symptoms of infection
• fever

• feeling of overall malaise

• green or tan drainage

• slough (the yellow/white material in the wound bed)

• increased pain in wound

• redness around wound

• swelling of wounded area

• warmer skin surrounding the wound

• loss of function or movement 

• offensive odour

Redness and swelling

Yellow/Tan drainage

Slough and redness around wound

INFECTION PREVENTION
The following precautions can help minimise the risk 
of developing infected wounds in at-risk clients and to 
minimise complications in clients already exhibiting 
symptoms:

 sPrompt and proper wound cleansing according to 
doctors’ orders on the care plan.

 sMaintaining proper nutrition and hydration.

 sMaintain hand hygiene and do not touch wound with 
hands.

 sAlways use correct personal protective equipment 
such as gloves and aprons when managing wounds 

A doctor or nurse may take a wound swab to confirm if 
there are bacteria in the wound. It is important to note, 
that incorrect swabbing may produce a false positive 
result. Antibiotics may be prescribed and sometimes 
surgery will be required to debride (remove damaged 
tissue) the wound.
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WOUND DRESSING 
PRODUCTS
Wound dressings are used to cover 

and protect the wound from the 

external environment, protecting it from 

infection and further trauma. There are 

multiple types of dressings, however 

it is important that the right dressing 

is prescribed for the right wound, so 

healing to the phase can occur. 

A doctor or nurse will determine the appropriate dressing 
for the client’s needs and in many circumstances the 
dressing changes are managed by them. These are some 
of the commonly used dressings on pressure injuries.

GAUZE

Gauze dressings are made 
of woven or non-woven 
materials and come in a 
wide variety of shapes and 
sizes. Can be used to pack 
wounds. 

TRANSPARENT FILMS

Transparent film dressings 
allow oxygen to penetrate 
through the dressing to the 
wound, while simultaneously 
allowing moisture vapor to 
be released. These 
dressings are generally 

composed of a polyurethane material.

FOAMS

Foam dressings are less 
likely to stick to delicate 
wound beds, are non-
occlusive and are composed 
of a film-coated gel or a 
polyurethane material which 
is hydrophilic in nature. 

They may be secured with a 
bandage. 

HYDROCOLLOIDS

Hydrocolloid dressings are 
very absorbent and contain 
colloidal particles such as 
methylcellulose, gelatin or 
pectin that swell into a 
gel-like mass when they 
come in contact with 
exudate. 

They have a strong adhesive 
backing and usually last 

three to seven days. 
  

BANDAGES

Bandages can be made 
from a variety of materials. 
May be used as a primary 
dressing or as a secondary 
dressing to hold another 
dressing in place. 
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SUMMARY 
A pressure injury is a chronic wound 

caused by friction, shear and/or 

unrelieved, constant pressure resulting 

in damage to the underlying soft tissue. 

The tissue is compressed between a bony prominence 
and the surface skin. Due to this constant pressure, the 
blood vessels supplying this area have restricted blood 
flow, skin cells begin to die, and a pressure injury begins 
to develop. 

This type of skin damage can develop quickly in anyone 
with reduced mobility, such as older people or those 
confined to a bed or chair. Pressure injuries can be 
difficult to treat and can lead to serious complications. 

Chronic wounds are wounds that have not progressed 
through the normal phases of healing, may be healing 
at a slower rate or only partially heal. They are generally 
associated with underlying chronic disease issues which 
affect the client’s blood supply or the function of the cells 
at the wound site. Pressure injuries are chronic wounds 
and are the most preventable of all chronic wounds.

The skin acts as the body’s first line of defence against 
infection and is the largest organ of the human body. The 
skin consists of three layers which sits on top of muscle:

 s Epidermis

 sDermis

 sHypodermis/Subcutaneous tissue

Wound healing consists of two main types, primary 
where the wound edges are held together artificially, and 
secondary where wounds heal from the bottom upwards. 
Both types go through the same four phases of wound 
healing:

 sHaemostasis

 s Inflammation

 sProliferation

 sMaturation

Pressure injuries need to be graded for their effective 
management and treatment. The international 
classification system for grading pressure injuries 
provides a consistent method of assessing, documenting 
and communicating the extent of the injury. Pressure 
injuries are graded into the following:

 s Stage 1 – non-blanchable erythema

 s Stage 2 – partial-thickness skin loss

 s Stage 3 – full-thickness skin loss

 s Stage 4 – full-thickness tissue loss

 sUnstageable – depth unknown

 sDeep tissue injury – depth unknown

Risk Assessment Scales are assessment tools utilising a 
basic risk management framework to identify clients at 
risk of developing a pressure injury.

Prevention is the most crucial care strategy when dealing 
with pressure injuries. Standard 8 of the Australian 
Commission on Safety and Quality in Health Care 
recommends the following strategies in preventing 
pressure injuries for those at risk:

 sRegular repositioning

 s Skin protection

 sNutrition and hydration

 s Support surfaces

Infection is one of the main complications with pressure 
injuries and recognising the signs and symptoms of 
this means the client can receive prompt treatment. 
Maintaining infection control measures when dealing 
with wounds, including hand hygiene and wearing PPE 
will reduce the risk of infection occurring. 

Wound dressings are used to cover and protect the 
wound from the external environment, and a doctor or 
nurse will usually tend to a client’s wound. There are 
multiple dressings available for use, however a doctor 
or nurse will decide on the most appropriate dressing 
for a pressure injury, and this will be documented on the 
client’s care plan.
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1300 721 292 

premiumhealth.com.au

info@premiumhealth.com.au ABN 24 692 649 946

And many others...

Premium Health has a range 
of health care, first aid 
and mental health training 
programs conducted by 
our nurses, paramedics or 
mental health practitioners.

Call us to discuss our onsite 
face-to-face and live virtual 
classroom options, delivered 
anywhere in Australia.

HEALTH CARE
• Assisting clients with medication
• Assisting clients with medication (part 2)
• Autism spectrum disorder
• Blood pressure – using a digital blood pressure 

machine
• Bowel management – elimination
• Coronavirus and infection control
• Dementia training for support workers
• Diabetes training for support workers
• Dysphagia for support workers
• End of life care
• Epilepsy training for support workers
• Epilepsy training and midazolam administration 

via intranasal and buccal routes
• Food safety awareness for support workers
• Infection control
• Managing behaviours with positive support
• Manual handling
• Nebuliser training for asthma
• Ostomy and stoma care for support workers
• Pressure injury – prevention and care for 

support workers
• Providing personal care with dignity and respect
• Shallow suctioning
• Tube feeding management
• Urinary catheter care
• Wound care awareness for support workers

FIRST AID TRAINING
• Cardiopulmonary resuscitation (CPR)
• Provide first aid
• Asthma and anaphylaxis
• Advanced first aid

MENTAL HEALTH
• Mental health first aid
• Leadership and resilience training
• Mental health awareness
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