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• Provide education to perioperative staff on current 

Evidence Based Practice to prevent pressure injuries 

specific to the perioperative setting. 

• Identify practice changes, risk assessment tools, and 

resources that could impact nursing care and prevent 

further incidence of injury.
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A quasi-experimental approach was used comparing 

pre-test and post-test results to evaluate the 

effectiveness of the education. Education was presented 

once in-person in March of 2020. The pandemic halted 

progress due to restrictions and reallocation of resources.

The project resumed in May of 2021. Pretest questions 

were created in a Microsoft form. A QR code was then 

created for ease of access. Elsevier Clinical Skills was 

utilized for assigning the education to LGH OR staff 

which included a post test.

The education reviewed the AORN pressure injury 

prevention tool kit. It also included review of  two 

evidence-based risk assessment tools: Munro scale and 

Scott Triggers.  

Literature review and pre- test results showed a 

knowledge gap of best practice and resources. 

Staff gained knowledge and awareness of EBP to 

prevent pressure injuries, specific to perioperative 

patients.

• More than 1,500 reports filed related to skin injuries in 

the Lynchburg General Operating Room over a 5-year 

period

• 5 confirmed patients with pressure injuries

directly related to their surgery at LGH.

Adopting a perioperative best practice prevention bundle to 

facilitate EBP at the bedside. 

Further research is needed to evaluate if 

the implementation of a risk assessment tool and 

prevention bundle would decrease the prevalence of 

incident reports and reduce pressure injuries for 

perioperative patients.

As a result of completing this project during a 

pandemic, the recommendation has been made to  

increase multi-modal communications and allow more time 

for completion of each phase of the project. 

Evidence

• Literature review showed that the Braden Risk 

Assessment Scale which is currently used for pressure 

ulcer risk assessment does not include surgery-related 

risk factors. (Giachetta-Ryan, 2015, p. 22-28)​

• Up to 60,000 Americans die each year as a direct result of 

a pressure injury. (Powers & Ames, 2018, p. 7)

• Surgical patients are at particularly high risk for 

developing pressure injuries, as high as 45%. 

(Giachetta-Ryan, 2015, p. 22-28)
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A total of 24 people took the pretest. Of those, 5 out of 10 

questions were answered incorrectly. A total of 40 people 

took the post test with 100% answered correctly.


