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New Clinical Tools Developed (n=9)

*  Pressure Injury Prevention Toolkit (DVD, poster and brochure in 8 languages)

(Professor Wendy Chaboyer)
«  Perioperative Perceived Competence Scale-Short Form (Professor Brigid Gillespie)
-  Perioperative Perceived Competence Scale-Revised (in 8 languages)
(Professor Brigid Gillespie)
«  End-of-life Wound Assessment Tool (Dr Sharon Latimer)
«  Surgical Wounds and Patient Participation Questionnaire (SWAPP-Q) (in English,
Dutch & Swedish) (Georgia Tobiano)
-  Translation and Testing of an ICU PI Risk Assessment Tool (in English, Spanish,
Chinese & Turkish) (Dr Josie Lovegrove)
- |-DECIDED intravascular device assessment and decision tool
(Professor Claire Rickard)
« IV Passport (Professor Amanda Ullman)

miniMAGIC (Professor Amanda Uliman) M Griffith UNIVERSITY
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Pressure Injury Prevention Toolkit (DVD, poster and brochure in 8 languages)
(Professor Wendy Chaboyer)

Tool access link

PREVENTING PRESSURE INJURIES

PRESSURE INJURY PREVENTING PREVENTING

- MOVING
=) LOCATIONS PRESSURE INJURIES  PRESSURE INJURIES

Pressure injuries occur over bony areas -
especially the heels, elbows, hips, buttocks Hospitalised patients are at risk

and tailbone but can occur anywhere there y S d
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1. Keep moving
2. Look after your skin
3. Eat a healthy diet

.

This brochure identifies three simple actions
that may reduce your risk of developing a

pressure injury:
srre 1. Keep moving
Lum EN'f\',EE'Sm 2. Look after your skin

3. Eat a healthy diet
@ Griffith University 2014
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https://www.griffith.edu.au/research/health/centre-research-excellence-wiser-wound-care/pressure-injury-prevention-toolkit

Perioperative Perceived Competence Scale-Revised (in 8 languages)
(Professor Brigid Gillespie)

Access link
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https://www.sciencedirect.com/science/article/pii/S0020748911003014?via%3Dihub

Perioperative Perceived Competence Scale-Short Form
(Professor Brigid Gillespie)

Access link
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https://onlinelibrary.wiley.com/doi/full/10.1111/jan.15735

End-of-life Wound Assessment Tool (Dr Sharon Latimer)

More information link (to access the tool, please contact Dr Latimer via email to: s.latimer@griffith.edu.au)

Gold CoastHealth |y GrIFFith i uewsns

END-OF-LIFE WOTUND ASSESSMENT TOOL

Patient Identification:

END-OF-LIFE WOUND DEFINITION: a sudden unavoidable skin injury that rapidly develops in some
dying individoals. These include Skin Changes at Life’s End (SCALE). Kemnedy terminal ulcer and
Trombley-Brennan terminal tissue infury.

Instructions:
Use this assessment tocl if you suspect the skin injury is an end-of life wound and NOT a pressure injury.
Section 1: SCREENING Yes | No
1. Patient has been d by health pr ional's as dying or actively dying?

“Actively dying’ or *dying’ is “the terminal phase of life, where desth is imminent
and likely to occur™ in the following days, weeks, or months

End-of-Life Wound Assessment Tool:

A User’s Guide

2. Patient has been receiving regular pressure injury prevention strategies (e.g. regular
repositioning, support surfaces, nuirition, wheelchair cushions)?

“Regular repositioning’ is defined as patient body position changes (e z. 14 hourly) as
i i in ion writh the pat

by heslthcare :
3. Patient has suddenly developed skin discol ion / injury / blister in the previous 24 hours
of this assessment?

Proceed to Section 2 if you answer “Yes® to ALL THREE screening questions

Section 2: ASSESSMENT

B DO s Uea bl el it Rbith ol Rea e

‘Wound characteristics “Wound descriptors Yes | No

Location's Coccyx, sacrum or buttock (unilateral or bilateral), leg, heel, arm,
shoulder, thoracic and lumbar spine or other body locations

(any combination) + *Similar to Stage II-IV pressure injury (skin not intact)

Shape's Pear, horseshoe, butterfly shape, linear striations, or other shapes

Colour Red, yellow or black Deep darkening of the tissue (for dark skin tone

(any 1 ) dividuals). Non-blanchable pink, purple or maroon. May have a
white cenfre.

Speed of change Sudden and rapid development with increase in size of skin
discolouration / injury / blister in the previous 24 hours of this
assessment.

Complete Section 3 if you answer “Yes’ to TWO OR MORE assessment questions

Section 3: CONFIRMATION and MANAGEMENT

In your assessment, is this an end-of life wound? (circle one): Yes No*
End-of-life wound management plan developed? (circle one): Yes* No*

Conszider:

1. Wound: manage wound infection. pain, odour, exudate

2. Patient and family invol in care and (wound and end-of-life care)
3. Quality of life and psychosocial support

4. Clinical specialist referral

5. Documentation as per facility

Completed by Name: Signature:
Date: Time:

 refer to European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panal, and Pan Pacific Pressure Injury
Allisnce, Prevention and treatment of pressure uicars/injuries: Clinical practice guideling, in The International Guidaline, E_ Hasler,
Editor. 2019, EFUAP/NPIADTPPIA p. 1-408

B 2020 Griffith University and Gold Coast Haspital and Health Service
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https://journals.lww.com/aswcjournal/fulltext/2023/03000/development_of_a_wound_assessment_

Surgical Wounds and Patient Participation Questionnaire (SWAPP-Q)
(in English, Dutch & Swedish) (Dr Georgia Tobiano)

Access link

SURGICAL
PATIENT
SURVEY
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https://www.sciencedirect.com/science/article/abs/pii/S0965206X23000682

Translation and Testing of an ICU Pl Risk Assessment Tool (Dr Josie Lovegrove)

Access link
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TOPLAM HASTA PUANI: :l

RiSK DUZEYI: \:’

ALT OLCEK TANIMLARI

BILINC DUZEYI

1. Uyamk ve alert: RASS Oila+1
Hastanin bilinci agik, zaman ve yer oryantasyonu vardir,

uyar ve ge gi bir uyarani tanir ve
yamt verir. Glasgow Koma Skoru 15.

2. Ajite/ huzursuz/ konfiize: RASS> 1

Hasta farkindadir ancak kismen ya da aralikhi olarak zaman
ve/veya yere disor dir ve yetersiz yamt
verir. Glasgow Koma Skoru 13-14.

3. Sedatize ancak tepkili: RASS -1 ila -3

Hastanin Glasgow Koma Skoru 9-12'dir veya RASS -1 ila -3
ile sedatize edilmigtir.

3. Koma, sedatize ve tepkisiz: RASS -4 ila -5

Hasta Glasgow Koma Skoru <9 komada veya RASS -4 ila -5
ile sedatize.

HAREKETLILIK
1. Bagimsiz/yardimla yiiriir
Hasta tek bagina yiiriir veya dengesini korumak igin bir destek
sistemine ihtiyag duyar.
2. Smirly/yatak-sandalye aktivitesi
Hasta yataktadir ve kendi bagina harcket edebilir. Hasta,
doniiglimlii olarak yatak ve sandalyede dinlenme siirelerine
sahiptir. Hasta yardimli veya yardimsiz ayaga kalkabilir.
3. Cok sinirh ancak pozisyon degisikligini tolere eder
Hasta yataktadir ve yardim olmadan harcket edemez ancak
hemodinamik veya solunum durumunu etkilemeden harcket
ettirilebilir.
4. Pozisyon degistirmez veya prone pozisyonda yatar

Hasta ktadir ve b di ik veya sol 1
d izlik nedeniyle hareket cttiril veya hasta prone
pozisyonda yatar.

HEMODINAMIK

1. Hemodinamik destek yok
Hastanin vazopressor ilaglara /plazma genisleticilere /mekanik

hemodinamik destefic (6m. intraaortik balon pompasi) ihtiyac:
yoktur.

2. Voliim genisleticiler

Hastamin hemodinamik durumunu korumak igin kan triinleri, kolloid

veya kristalloid kullanilmas gerekir.

3. Dop veya nor veya veya

kardiyopulmoner mekanik destek

Hasta, h inamik dengeyi igin siirckli inflizyon veya

kardiyopulmoner mekanik destek (6m. intra-aortik balon pompasi,
kstra-korp 1 b ksij ikiiler destek cihazi)

yoluyla yukandaki ilaglardan bir veya daha fazlasina ihtiyag duyar.

4. Yukaridakilerden ikisine ihtiya¢ duyar

Hasta hemodinamik dengeyi } k igin

iki veya daha fazlasma ihtiyag duyar.

OKSIJENIZASYON
1. Spontan solunum ve diisiik FiO2 (< .4)
Hasta kendi kendine nefes alir ve fazladan oksijenc ihtiyag duymaz
veya %40'tan az ihtiyag duyar.
2. Spontan solunum ve yiiksek FiO2 (=.4)
Hasta kendi kendine nefes alir ve %40'tan daha fazla ek oksijene

ihtiyag duyar.
3. Non-invazi Lanil ilasy
Hasta i iv mekanik ! ihtiyag duyar.

4. invaziv mekanik ventilasyon
Hasta invaziv mekanik ventilasyona ihtiyag duyar.

BESLENME
1. Tam oral beslenme
Hasta kati ve sivi gidalan tolere eder ve ihtiyaglanm kargilayacak
kadar yemek yer.
2. Enteral besleme / parenteral beslenme
Hasta p 1 besl enteral besl veya her ikisi ile
beslenir ve ayrica kismen afizdan alabilir veya hig alamaz.
3. Oral sivi ahmu. Oral beslenmede yetersizlik
Hasta, ihtiyaglarini karsilamayan yetersiz veya azaltilnug bir diyete
sahiptir ve enteral veya parenteral olarak beslenmez.
4. Beslenme yok
Hasta hig beslenmez.
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https://wfccn.org/comhon-index/

I-DECIDED Intravascular Device Assessment and Decision Tool
(in numerous languages)(Professor Claire Rickard)

https://www.avatargroup.org.au/i-decided.html
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DECIDED -

device assessment and decision tool

IDENTIFY if a device is present

DOES the patient need the device?
If no longer in active use, consider device removal.

EFFECTIVE function?
Is the device functioning as intended?
If not, troubleshoot as per policy or remove device.

COMPLICATION-FREE?
If complications are noted, troubleshoot or remove device.

INFECTION prevention
Hand hygiene before and after patient and device care.
Careful handling and disinfection of device access points.

DRESSING & securement
Ensure dressings are clean, dry and intact.
Secure devices to prevent tugging or patient injury.

EVALUATE & EDUCATE

Discuss device plan with patient & family. Educate as needed.

DOCUMENT your decision
Continue, troubleshoot, change dressing, or remove device.

Always consider lacal policy,
and consult with team & patient as required.

Queensland Australia

Lou L(J;N'I.\I/ngItT'\} #lDECIDQsessment
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IV Passport (Professor Amanda Uliman)

https://www.avatargroup.org.aul/iv-passport.html

My IVs Q +
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miniMAGIC (Professor Amanda Ullman)

https://lwww.avatargroup.org.au/minimagic.html

miniMAG (

The Michigan Appropriateness Guide
for Intravenous Catheters in Paediatrics
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