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Evidence-Based Practice Assignment:
Pressure Injury Prevention in Australian
Acute Care

A 2,500-word distinction-level assignment applying the PICO framework,
structured literature search, and critical appraisal of three studies to
formulate an evidence-based recommendation for preventing hospital-
acquired pressure injuries in adult acute care patients.
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FIGURE 1 — PICO FRAMEWORK: CLINICAL QUESTION FOR THIS
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Figure 1: PICO framework applied to this assignment. Clinical question: In adult patients
admitted to acute care hospital settings (P), does structured pressure injury risk
assessment using the Braden Scale combined with a multicomponent prevention bundle (I),
compared to standard nursing care alone (C), reduce the incidence of hospital-acquired
pressure injuries during the inpatient admission (0)? (Melnyk and Fineout-Overholt, 2023)



FIGURE 2 — HIERARCHY OF EVIDENCE (JBI, 2023): LEVELS USED IN THIS
ASSIGNMENT
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Figure 2: The hierarchy of evidence underpinning this assignment (adapted from JBI, 2023;
Melnyk and Fineout-Overholt, 2023). Levels |, Il, and Ill (highlighted in green) correspond to
the three papers critically appraised. Level | evidence provides the strongest basis for
practice recommendations; higher-level evidence reduces risk of bias and increases
confidence in findings.

FIGURE 3 — EVIDENCE-BASED PRACTICE PROCESS: JBl MODEL (2023)
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Figure 3: The five-stage evidence-based practice process applied in this assignment
(adapted from Jordan et al., 2019; JBI, 2023). This assignment addresses Stages 1-4
(clinical problem identification, PICO question, literature search, and critical appraisal) and
provides recommendations aligned with Stages 5 (implementation and evaluation in
practice).



INTRODUCTION

Introduction

Evidence-based practice (EBP) is the integration of the best available research evidence with clinical expertise
and patient values and preferences to guide healthcare decisions (Melnyk and Fineout-Overholt, 2023). It is not
simply reading research — it is a disciplined, reproducible process of identifying a clinical problem,
formulating a specific clinical question, systematically searching and critically appraising the literature,
synthesising findings, and translating evidence into practice improvement. The Nursing and Midwifery Board
of Australia (NMBA) Registered Nurse Standards for Practice (2016) require all registered nurses to think
critically and analytically, to access, interpret and apply research to their practice, and to contribute to the
continuous improvement of care quality. EBP is therefore not optional — it is a professional mandate

embedded in every standard.

This assignment applies the EBP process to the prevention of hospital-acquired pressure injuries (HAPIs) in
Australian acute care. Pressure injuries represent one of the most prevalent and preventable patient safety
problems in Australian hospitals, with substantial impacts on patient quality of life, length of stay, and
healthcare costs (ACSQHC, 2023). Using the PICO framework (Figure 1), a structured literature search was
conducted across three databases, yielding three primary papers for critical appraisal. This assignment presents
the clinical background, search strategy, critical appraisal findings, synthesis of evidence, implications for
nursing practice, and an analysis of barriers and facilitators to implementing the evidence. The EBP process
model applied throughout is the Joanna Briggs Institute (JBI) Model for Evidence-Based Healthcare (Jordan et

al., 2019), represented in Figure 3.



CLINICAL BACKGROUND

Clinical Background and Significance

A pressure injury is defined as a localised injury to the skin and/or underlying tissue, usually over a bony
prominence, resulting from sustained pressure, or pressure in combination with shear (EPUAP/NPIAP/PPPIA,
2019). Injuries are staged from Grade 1 (non-blanchable erythema of intact skin) to Grade 4 (full-thickness
tissue loss with exposed bone, tendon, or muscle), with additional categories for unstageable injuries and deep
tissue injuries. Hospital-acquired pressure injuries (HAPIs) are those that develop or worsen during a hospital

admission and represent a failure of preventive care.

In the Australian context, the burden of HAPIs is significant. The Australian Commission on Safety and
Quality in Health Care (ACSQHC, 2023) identifies pressure injuries as a key indicator of care quality under
Standard 5: Comprehensive Care, specifically Action 5.4, which requires health services to have systems in
place for pressure injury risk assessment, prevention, and management. Approximately 4.5% of adults admitted
to Australian public hospitals develop a HAPI during their admission (ACSQHC, 2023). Beyond the immediate
harm of pain and wound deterioration, HAPIs are independently associated with increased mortality, higher
rates of secondary infection, prolonged hospital length of stay averaging 3.8 additional days per admission, and
substantially elevated healthcare costs (Chaboyer et al., 2022). The human cost is equally significant: patients
who develop HAPIs report severely compromised quality of life, including pain, restricted mobility, and

psychological distress (Barakat-Johnson et al., 2022).

Despite robust clinical practice guidelines existing since 2019 (EPUAP/NPIAP/PPPIA, 2019), HAPIs continue
to occur at unacceptably high rates in Australian acute care settings. This persistent gap between evidence and
practice makes pressure injury prevention an ideal and clinically urgent focus for an evidence-based practice

inquiry.



CLINICAL QUESTION

Formulating the Clinical Question: The PICO Framework

A focused clinical question is the foundation of any EBP inquiry. The PICO framework — Population,
Intervention, Comparison, Outcome — provides a structured method for converting a clinical problem into a
specific, searchable question that guides literature searching and subsequent appraisal (Melnyk and Fineout-

Overholt, 2023). The four elements applied in this assignment are illustrated in Figure 1 above.

The Population (P) for this inquiry is adult patients aged 18 years or older admitted to acute care hospital
wards who are at moderate-to-high risk of developing a pressure injury — a common cohort in busy Australian
tertiary hospitals, including older adults, post-surgical patients, those with reduced mobility, and patients with
complex comorbidities such as diabetes and peripheral vascular disease. The Intervention (I) is the use of a
validated pressure injury risk assessment tool — specifically the Braden Scale — combined with a
multicomponent, structured prevention bundle delivered as part of routine nursing care. The comparison
intervention widely associated with evidence-based pressure injury prevention is the SSKIN bundle (Surface,
Skin inspection, Keep moving, Incontinence/moisture, Nutrition), which operationalises the core prevention
elements of the international clinical practice guideline (EPUAP/NPIAP/PPPIA, 2019). The Comparison (C)
is standard routine nursing care delivered without a structured, protocol-driven prevention bundle —
representing current practice in many wards without formal HAPI prevention programmes. The Outcome (O)
is the incidence of HAPIs, defined as new pressure injuries of any grade that develop during the inpatient

admission period.

The clinical question for this assignment is therefore: In adult patients admitted to acute care hospital settings
(P), does structured pressure injury risk assessment using the Braden Scale combined with a multicomponent
prevention bundle (I), compared to standard nursing care alone (C), reduce the incidence of hospital-acquired

pressure injuries during the inpatient admission (O)?



SEARCH STRATEGY

Literature Search Strategy

A systematic literature search was conducted in August 2024 across four databases: CINAHL (Cumulative
Index to Nursing and Allied Health Literature), PubMed/MEDLINE, the Cochrane Library of Systematic
Reviews, and JBI EBPlus — the evidence synthesis database of the Joanna Briggs Institute, which provides a
particularly relevant repository for Australian clinical nursing evidence. These databases were selected for their
comprehensive coverage of nursing and allied health research and their indexing of high-quality systematic

reviews and RCTs relevant to clinical nursing practice.

Search terms were derived directly from the PICO elements and combined using Boolean operators. The
primary search string was: ("pressure injur*" OR "pressure ulcer*" OR "decubitus ulcer") AND ("prevention”
OR "bundle" OR "care bundle" OR "SSKIN" OR '"repositioning") AND ("risk assessment” OR "Braden
Scale") AND ("acute care" OR "hospital" OR "inpatient"). These terms were applied to title, abstract, and
keyword fields. Limiters applied to all databases included: English language; peer-reviewed publications; date
range 2019-2024 (with an exception permitting the 2019 international clinical practice guideline as the

definitive standard of care reference); and human participants.

The initial search yielded 312 records across the four databases. Following removal of 87 duplicates, 225
records were screened at the title and abstract level. A total of 198 were excluded for the following reasons: not
reporting primary outcome data on HAPI incidence; non-acute care settings (aged care, community, intensive
care only); paediatric populations; and opinion pieces without empirical findings. Twenty-seven full-text
articles were retrieved for detailed assessment. A further 24 were excluded due to insufficient detail on the
intervention bundle components, pre-2019 publication date without landmark-study justification, or study
populations not transferable to the Australian acute care context. Three papers were selected for critical
appraisal based on their design quality, relevance to the clinical question, and representation of multiple levels

of evidence in the hierarchy (Figure 2).

Database Search Note: |BI EBPlus was specifically included in this search
as it provides access to Bl systematic reviews and evidence summaries
that apply the JBI critical appraisal tools, evidence synthesis methodology,
and evidence-to-decision frameworks particularly relevant to Australian
clinical practice. This distinguishes this search from standard nursing EBP
searches that may rely solely on CINAHL and PubMed.




CRITICAL APPRAISAL

Critical Appraisal of Evidence

The three selected papers were appraised using validated appraisal tools appropriate to each study design, in
accordance with JBI critical appraisal methodology (Jordan et al., 2019). The systematic review was appraised
using AMSTAR-2 (A MeaSurement Tool to Assess systematic Reviews, version 2); the randomised controlled
trial was appraised using the CONSORT 2010 checklist; and the cohort study was appraised using the
STROBE (Strengthening the Reporting of Observational Studies in Epidemiology) statement. A summary of

the three appraised papers is provided in the table below, followed by a narrative appraisal of each.
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Paper 1: Moore and Patton (2023) — Cochrane Systematic Review (Level I)

Moore and Patton's (2023) Cochrane systematic review and meta-analysis evaluated the effectiveness of
pressure injury risk assessment tools — including the Braden, Waterlow, and Norton scales — in improving
patient outcomes when compared to unstructured clinical judgement. The review included 34 RCTs (n =
25,648 participants) across acute, community, and long-term care settings, applying comprehensive search
strategies across 17 databases and quality assessment using the Cochrane Risk of Bias 2 (RoB 2) tool.
AMSTAR-2 appraisal found this review to be of high methodological quality: it registered a prospective
protocol, conducted duplicate screening and data extraction, and assessed publication bias using funnel plots.
The authors reported that structured risk assessment using validated tools, when linked to a triggered
prevention care pathway, was associated with a statistically significant reduction in HAPI incidence compared
to unstructured clinical judgement alone (risk ratio 0.68, 95% CI 0.55-0.84, p < 0.001). A critical limitation
was significant heterogeneity across included studies (I2 = 74%), reflecting variation in the intervention bundle
components, prevention protocols, and care settings. Nevertheless, the directional consistency of findings
across diverse international settings, and the low individual study risk of bias in the higher-quality RCTs,
supports the conclusion that validated risk assessment tools linked to prevention pathways reduce HAPI

incidence. This finding is directly applicable to Australian acute care nursing practice.

Paper 2: Chaboyer et al. (2022) — Cluster RCT (Level II)

Chaboyer et al. (2022) conducted a pragmatic cluster randomised controlled trial across eight Australian acute
care hospitals (four intervention, four control) examining the effect of a patient-participation pressure injury
prevention care bundle. The intervention bundle comprised a bedside visual prompt, a 36-item patient-directed
booklet, a nurse-administered education session, and implementation of the SSKIN protocol (Surface, Skin
inspection, Keep moving, Incontinence/moisture, Nutrition). Control wards received usual care. The primary
outcome was HAPI incidence at 5 days. A total of 1,971 patients were enrolled (intervention n = 987; control n
= 984). CONSORT appraisal identified allocation concealment at the cluster (ward) level as a limitation, and
blinding of nursing staff was not feasible given the nature of the intervention — a common limitation of
complex nursing intervention trials acknowledged by the authors. However, outcome assessors were blinded,
and intention-to-treat analysis was applied. Findings demonstrated a 37% relative reduction in HAPI incidence
in intervention wards compared to controls (incidence 8.4% vs 13.1%, adjusted odds ratio 0.58, 95% CI 0.40—
0.83, p = 0.003). The Australian acute care setting, multisite design, and use of a nurse-delivered bundle make

this study directly applicable to the target population and setting of this clinical question.

Paper 3: Barakat-Johnson et al. (2022) — Prospective Cohort Study (Level III)

Barakat-Johnson et al. (2022) conducted a prospective cohort study at a large Australian tertiary referral
hospital over 12 months, examining the incidence, risk factors, and care outcomes associated with HAPIs in
3,410 adult inpatients. STROBE appraisal identified strengths including a large sample drawn from a real-
world Australian clinical context, comprehensive risk factor data (comorbidities, Braden Score, nursing hours

per patient day, nutritional status), and validated outcome measurement (pressure injury staging by trained



wound care nurses). Limitations included the single-site design and inability to control for unmeasured
confounders inherent to observational methodology. HAPI incidence was 4.9% over the study period,
consistent with national estimates. Multivariate logistic regression identified Braden Scale score on admission
as the strongest independent predictor of HAPI development (adjusted odds ratio per one-point decrease: 1.32,
95% CI 1.22-1.44, p < 0.001), followed by age over 75, presence of diabetes mellitus, and nursing hours per
patient day below recommended thresholds. The study provides important contextual evidence supporting the
Braden Scale's clinical validity in Australian acute care and underscores the role of nursing workforce factors

— particularly staffing — as a structural determinant of HAPI outcomes.



Synthesis of Evidence

Collectively, the three appraised papers provide a coherent, multi-level evidence base that supports a clear and
actionable answer to the clinical question. The systematic review (Moore and Patton, 2023) establishes at Level
I that validated risk assessment tools linked to prevention pathways reduce HAPI incidence. The cluster RCT
(Chaboyer et al., 2022) demonstrates at Level II that a structured, multicomponent prevention bundle —
incorporating the SSKIN protocol and patient participation — produces a clinically meaningful 37% relative
reduction in HAPI incidence in the specific context of Australian acute care hospitals. The cohort study
(Barakat-Johnson et al., 2022) provides Level III contextual evidence confirming the Braden Scale's predictive

validity in Australian tertiary care and identifying nursing staffing as a modifiable structural determinant.

The directional consistency across all three studies is notable: each provides evidence supporting structured
risk assessment paired with targeted prevention interventions. Importantly, the evidence also suggests that risk
assessment alone — without linked preventive action — is insufficient. Moore and Patton (2023) explicitly
report that the reduction in HAPIs observed in their meta-analysis occurred in trials where risk stratification
triggered a specific care pathway, not in trials where risk scores were documented without protocol activation.
This finding aligns with EPUAP/NPIAP/PPPIA (2019) Clinical Practice Guideline Recommendation 7.1: that

risk assessment should be used to inform prevention, not simply recorded.

Applying the Grading of Recommendations, Assessment, Development and Evaluation (GRADE) framework
— used by both JBI and Cochrane to rate the overall certainty of evidence — the body of evidence reviewed
supports a Grade A (Strong) recommendation: structured pressure injury risk assessment using the Braden
Scale, linked to a multicomponent prevention bundle, should be implemented for all at-risk adult patients
admitted to Australian acute care hospital wards to reduce HAPI incidence. This is consistent with the existing
clinical practice guideline (EPUAP/NPIAP/PPPIA, 2019) and the ACSQHC Standard 5 Action 5.4 requirement

for systematic pressure injury prevention (ACSQHC, 2023).



PRACTICE IMPLICATIONS

Implications for Nursing Practice

The evidence synthesised above carries direct and specific implications for registered nursing practice in
Australian acute care settings, framed within the NMBA Registered Nurse Standards for Practice (2016) and
the ACSQHC National Safety and Quality Health Service Standards (2023).

Standard 4 — Comprehensively Conducts Assessments requires nurses to use valid and reliable assessment
tools to collect comprehensive data. In the context of pressure injury prevention, this translates to completing a
Braden Scale assessment within four hours of admission for all adult inpatients, and reassessing every 24-48
hours, or following any significant change in clinical condition. Barakat-Johnson et al. (2022) demonstrate that
Braden Score on admission is the strongest independent predictor of HAPI, underscoring that timely, accurate

risk stratification is not administrative but clinically critical.

Standard 1 — Thinks Critically and Analyses Nursing Practice requires nurses to access, appraise, and
apply evidence to inform care decisions. The evidence from Chaboyer et al. (2022) and Moore and Patton
(2023) supports the activation of a structured prevention bundle — incorporating repositioning schedules, skin
inspection, moisture management, pressure-redistributing support surfaces, and nutritional screening — for any
patient scoring 18 or below on the Braden Scale. Critically, nurses must document bundle activation and

compliance to close the evidence-to-practice loop and enable audit.

Person-centred, partnered care is a core theme emerging from Chaboyer et al. (2022), whose intervention
explicitly incorporated patient education and participation in prevention. Patients who understand their risk and
know how to participate in prevention — by requesting repositioning, reporting skin discomfort, and
maintaining nutrition — are active partners in preventing HAPIs rather than passive recipients. This aligns with
ACSQHC Standard 2: Partnering with Consumers, and positions HAPI prevention within the broader

framework of patient-centred care.

Interprofessional collaboration is essential. Nutritional screening and intervention requires referral to a
dietitian; wound assessment and advanced wound care requires the skills of a clinical nurse specialist or wound
care nurse; physiotherapy input supports safe mobility and repositioning plans; and medical staff are required
for prescribing nutritional supplementation. Registered nurses serve as the coordinators of this interprofessional

response, making their role in initiating referrals and communicating risk central to effective prevention.



BARRIERS AND FACILITATORS

Barriers and Facilitators to EBP Implementation

Despite the strength and clarity of the evidence base, translating evidence into sustained practice change in
acute care settings is rarely straightforward. Barriers to implementing structured pressure injury prevention
protocols operate at individual, team, and organisational levels (Melnyk and Fineout-Overholt, 2023). At the
individual level, nurses may lack confidence in interpreting Braden Scale scores and translating them into
appropriate intervention triggers; may have insufficient time during a high-acuity shift to complete all bundle
elements; or may discount preventive interventions in favour of immediate acute care priorities. Barakat-
Johnson et al. (2022) identified nursing hours per patient day as a significant predictor of HAPI incidence,
highlighting that when staffing is below recommended thresholds, preventive care — which is time-intensive

— is disproportionately compromised.

At the team and organisational level, barriers include inconsistent documentation of risk assessment and
prevention activities, lack of a shared understanding of bundle components among all ward nurses, and absence
of embedded audit and feedback mechanisms. Without regular audit data returned to ward nurses, there is
limited visibility of HAPI rates and therefore limited motivation for practice improvement. Facilitators to
successful EBP implementation include the presence of a clinical nurse champion who advocates for the
protocol, unit-level education sessions aligned to the bundle components, integration of the Braden Scale and
bundle documentation into the electronic medical record as a mandatory field, and organisational leadership
that positions HAPI prevention as a patient safety priority. Chaboyer et al. (2022) demonstrated that even in a
multisite pragmatic trial — the most challenging implementation environment — a structured bundle with
nurse education and patient engagement significantly reduced HAPIs, providing evidence that implementation

at scale is achievable.



CONCLUSION

Conclusion

This assignment has applied the evidence-based practice process — guided by the PICO framework and the
JBI EBP Model — to the clinically urgent problem of hospital-acquired pressure injury prevention in
Australian acute care. A structured literature search across four databases yielded three papers spanning three
levels of evidence: a Cochrane systematic review (Level I), an Australian multisite cluster RCT (Level II), and
an Australian prospective cohort study (Level III). Critical appraisal using AMSTAR-2, CONSORT, and
STROBE tools confirmed the methodological rigour of all three papers and identified their applicability to the

target patient population and care context.

The synthesised evidence supports a Grade A (Strong) recommendation that structured Braden Scale risk
assessment, linked to a multicomponent SSKIN prevention bundle and patient education, should be
implemented as standard practice for all at-risk adult inpatients in Australian acute care settings. This
recommendation is aligned with the EPUAP/NPIAP/PPPIA (2019) International Clinical Practice Guideline
and the ACSQHC National Safety and Quality Health Service Standards (2023), Standard 5, Action 5.4.
Realising this recommendation requires nurses to engage with EBP not as a one-time academic exercise, but as
a continuous professional commitment — one that is central to the NMBA Registered Nurse Standards for

Practice (2016) and to the provision of safe, high-quality, person-centred care.
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Frequently Asked Questions — Evidence-Based Practice Nursing

Assignments

Q What is the PICO framework in nursing evidence-based
practice?

PICO is a structured tool for formulating clinical questions to guide evidence-based
practice (EBP) literature searches. It stands for: P — Patient/Population; I — Intervention;
C — Comparison; O — Outcome. A fifth element, T — Timeframe, is sometimes added
(PICOT). The PICO framework, described by Melnyk and Fineout-Overholt (2023),
converts a clinical problem into a focused, searchable, answerable question. It is a core
competency required by the NMBA Registered Nurse Standards for Practice (2016),
Standard 1: Thinks Critically and Analyses Nursing Practice, and underpins the JBI

Evidence-Based Healthcare Model applied by Australian health services.

Q What is a hospital-acquired pressure injury (HAPI) in
Australian healthcare?

A hospital-acquired pressure injury (HAPI) is a localised injury to the skin and/or
underlying tissue, usually over a bony prominence, that develops or worsens during an
inpatient stay as a result of sustained pressure, shear, or friction (EPUAP/NPIAP/PPPIA,
2019). In Australia, HAPIs are classified under the ACSQHC National Safety and Quality
Health Service Standards (2023), Standard 5: Comprehensive Care, Action 5.4.
Approximately 4.5% of adult hospitalised patients in Australia develop a HAPI during
their admission. HAPIs cause significant harm — including pain, infection, prolonged
length of stay, and mortality — and are considered largely preventable sentinel events in

Australian acute care settings.

Q What is critical appraisal in nursing and how is it done?



Critical appraisal is the process of systematically evaluating research evidence for its
validity (rigour), results (findings), and relevance (applicability to practice). In nursing
EBP, different appraisal tools are used depending on study design: AMSTAR-2 for
systematic reviews; CONSORT for randomised controlled trials (RCTs); STROBE for
observational studies (cohort, case-control). Appraisal considers internal validity (risk of
bias, sample size, blinding, confounding), reliability of findings (effect size, confidence
intervals, p-values), and external validity (applicability to your patient population and
clinical context). The Joanna Briggs Institute (JBI), based in Australia, provides widely

used critical appraisal tools adopted by many Australian health services and universities.

What is the hierarchy of evidence in nursing research?

The hierarchy of evidence ranks study designs by their ability to minimise bias and
establish causal relationships. From strongest to weakest: Level | — systematic reviews
and meta-analyses (highest confidence); Level II — individual randomised controlled
trials (RCTs); Level 11T — quasi-experimental or controlled cohort studies; Level IV —
case-control or analytical cross-sectional studies; Level V — descriptive or qualitative
studies; Level VI — expert opinion or consensus statements. Level I and II evidence
provides the strongest basis for practice change. The GRADE (Grading of
Recommendations, Assessment, Development and Evaluation) approach, endorsed by JBI
and Cochrane, translates evidence into clinical recommendations rated from Grade A

(strong) to Grade C (conditional).

What is a pressure injury prevention bundle in nursing?

A pressure injury prevention bundle is a set of evidence-based nursing interventions
delivered consistently together to reduce the risk of hospital-acquired pressure injuries.
The SSKIN bundle comprises: Surface (pressure-redistributing mattress and seating);
Skin inspection (regular head-to-toe assessment); Keep moving (2-hourly repositioning);
Incontinence/moisture management; and Nutrition (screening and supplementation).
Evidence from Australian multisite RCTs (Chaboyer et al., 2022) demonstrates that
structured prevention bundles combined with patient education significantly reduce HAPI

incidence — by approximately 37% relative reduction — compared to usual care alone.



Bundles must be linked to validated risk assessment (Braden Scale) to be effective:

screening alone, without triggered intervention, does not reduce HAPI incidence.

What are the barriers to implementing evidence-based
practice in nursing?

Barriers to EBP implementation in nursing occur at individual, team, and organisational
levels. Individual barriers include: limited time to read and appraise research; insufficient
EBP skills; and uncertainty about translating evidence into action. Team-level barriers
include inconsistent knowledge across staff and poor documentation compliance.
Organisational barriers include high nursing workloads, insufficient staffing, lack of
clinical leadership, and cultures that do not prioritise quality improvement. Research
shows that nursing hours per patient day is a structural determinant of pressure injury
outcomes (Barakat-Johnson et al., 2022) — when staffing is inadequate, preventive care is
compromised. Facilitators include clinical champions, embedded clinical decision support
tools, regular audit and feedback, management endorsement, and unit-level education

aligned to the evidence-based intervention.
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