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Abstract

Background and Aims: The engagement of professional healthcare workers in maintaining a patient’s bodily 
integrity, their perceptions of the origin of bodily integrity and their roles in maintaining it are key determinants 
of successful bodily integrity care. Equally important factors include staffing levels, team dynamics, and the 
workplace environment. This study aimed to assess the bodily integrity care of inpatients (including ocular 
and oral hygiene) before and after providing medical ward staff training regarding manual handling, pressure 
ulcers, ocular and oral hygiene, and their management.

Materials and Methods: This observational quality improvement and audit project, which could not close 
the audit loop, included pre- and post-intervention observational data collection phases, and an intervention 
phase between the data collection phases. This study enrolled randomly selected inpatients from the medical 
wards at Limassol General Hospital in the United Republic of Cyprus who met the inclusion/exclusion criteria.

Results: The focus and care for the bodily integrity of inpatients at Limassol General Hospital were below 
acceptable standards and needed improvement.

Conclusion: Based on the findings, we recommend closing the quality improvement audit loop by engaging key 
healthcare stakeholders and leaders within the department to engage staff in mandatory annual training regarding 
manual handling techniques, identification, prevention, and treatment of pressure ulcers, and identification, 
prevention, and treatment of ocular and oral hygiene-related issues. This could be underpinned by using team 
structuring models and clinical governance theories to help introduce internal auditing processes and bolster 
staff attitudes. Additionally, continuous cycles of internal auditing and monitoring are recommended. 
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Main Points
•	 Most healthcare staff were apathetic towards the 

educational intervention aiming at improving 
participants’ bodily integrity. Staff attitude is a key 
determinant in the quality and provision of bodily 
integrity care.

•	 Mandatory annual training regarding manual 
handling techniques, pressure ulcers, and ocular 
and oral hygiene may be beneficial in improving 
participant care (such as the pressure ulcer 
prevention program model).

•	 A closed-loop follow-up internal quality 
improvement project is recommended.

•	 Continuous cycles of internal auditing and 
monitoring, implemented using a team development 
interventions model, are recommended.

•	 This project is likely generalisable to all public 
hospitals in Cyprus and most public hospitals 
within the Mediterranean.

Introduction
Pressure ulcers or bedsores are injuries resulting from 
sustained pressure on a specific part of the body, such 
as the sacrum or heels. If pressure ulcers are not treated 
in the early stages, they can worsen, reaching the final 
stage and exposing the underlying bone [1,2].

Management of pressure ulcers includes appropriate 
identification, dressing, and monitoring of the wounds, 
and patient repositioning. Historically, Hall’s 1964 
theory of appropriate pressure care involves the themes 
of core, care, and cure [1-4]. Once a pressure ulcer 
is identified, it should be relieved by redistributing 
the pressure, which is best achieved by regularly 
repositioning the patient and dressing the wound if 
the skin is broken. In some cases of complex and 
advanced ulcers, wound dressings may be complicated 
and require surgical washout and debridement to 
prevent life-threatening infections. Ongoing supportive 
treatments also include nutritional support and pain 
management [1-5].

The risk factors for pressure ulcers include immobility, 
poor circulation, poor nutrition, incontinence, advanced 
age, and comorbidities. These risk factors often present 

concurrently rather than individually. For example, 
diabetes mellitus in older patients can lead to high 
urinary frequency and incontinence, reduced mobility, 
poor peripheral vascular circulation, and poor nutrition. 
Addressing these risk factors, monitoring patients’ 
bodily integrity, and treating any breakdowns in skin 
integrity are the mainstays of inpatient pressure ulcer 
management [1-7].

The quality of pressure ulcer care depends not only 
on the knowledge of attending nurses and doctors 
but also on their attitudes towards this care, with 
positive attitudes resulting in positive outcomes [8-
10]. In addition, adequate staffing is required to provide 
care. The 2001 World Health Organization report on 
Cyprus’ healthcare system reported staffing levels 
of 2.6 physicians and 4.2 nurses per 1000 persons, 
which is well below the European Union averages of 
3.5 physicians and 6.8 nurses [11]. One low-quality 
study observed that a dedicated repositioning team 
was effective in the management of pressure ulcers 
when staffing was inadequate [4]. In some cases, 
healthcare teams could predict future occurrences of 
pressure ulcers by modelling past data, which might 
aid in budgeting for equipment and staffing during the 
predicted periods [12].

A rigorous study comparing Australian, Italian, and 
Cypriot nurses’ missed opportunities in providing care 
found patient bathing, oral care, and turning patients 
every 2 hours to be omitted by Cypriot nurses more 
frequently [13]. 

Another study assessed whether repositioning might be 
considered abuse of the older population [14]. Patients 
with incapacity who are unable to provide consent can 
be treated after appealing through courts in Cyprus 
to allow decisions to be made on their behalf and in 
their best interests. In cases of emergencies, consent is 
implied [15]. Thus, care is not legally defined as abuse. 
Repositioning should ideally be performed every 2 
hours, and full skin integrity assessment of inpatients 
should be performed within 8 hours of admission [14]. It 
is well documented that a cohesive and safety-conscious 
environment among healthcare staff leads to a reduction 
in patient harm and mortality, underscoring the fact that 
the attitudes of staff and their working environments are 
important for patient bodily integrity [16]. 
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Further, oral and ocular hygiene are often neglected 
in lieu of skin integrity care, especially in older and 
immobile patients. The care and attitude of nursing staff 
towards the oral hygiene of inpatients are generally 
poor; however, improved care can be achieved with 
nursing managers’ skilful leadership [17]. There are 
almost no reporting structures regarding the specific 
breakdown of hospital financing and resourcing in 
Cyprus, making costs and expenditures mysterious 
and difficult to allocate [11]. For example, queries 
regarding the availability of wound dressings and 
manual handling equipment and the person the staff 
should approach to source the financing for these items 
remain unclear.

The inability of nursing staff to provide adequate care 
owing to workload and communication barriers, known 
as rationing, can lead to nosocomial infections, falls, 
and patient dissatisfaction [7,18]. Inpatients’ views 
of their stay demonstrated a lack of satisfaction in 
the private and public health systems in Cyprus, and 
in both situations, the satisfaction was influenced by 
their experience with empathy, professionalism, and 
relationships between staff and patients [19].

Initially, the investigators participated as medical 
students in a multidisciplinary team caring for medical 
inpatients at Limassol General Hospital, a large public 
tertiary hospital in Cyprus. 
Limassol’s population of 260,000 people is a quarter 
of the overall population of the country and has been 
increasing since the 1990s, with Cyprus’s over-65-
year-olds accounting for 15% of the overall population 
[20,21].

The investigators observed that several participants were 
older, at risk of poor bodily integrity (i.e. comorbid), 
and often had pressure ulcers. Most of these patients 
had no documentation regarding risk assessment or 
wound care, no holistic prevention planning for oral 
or ocular hygiene-related issues, or repositioning 
schedules. Therefore, with the support of the senior 
staff, a project was conceived that aimed to improve 
the holistic care of inpatients’ bodily integrities, as 
measured by observing a random set of participants 
before and after providing the healthcare staff with 
training regarding manual handling, pressure ulcers, 
ocular and oral hygiene, and their management. 

Materials and Methods
Study Design
This observational quality improvement and audit study 
included pre- and post-intervention data collection 
phases with an intervening intervention phase (Table 
1). In phase one of the pre-intervention stage, staff 
reluctance hindered efforts to ensure confidentiality 
and enhance research quality; for instance, no staff 
attended practical sessions or presentations on midway 
findings and interventions. To address this, two online 
presentations on manual handling, pressure ulcers, 
and ocular and oral hygiene were distributed for self-
viewing in phase two, 1 week before and after data 
collection. While the medical team engaged actively, 
the nursing team showed less interest in the study 
objectives.

Phased Data Collection
Due to issues during the first round of data collection 
(phase one), researchers implemented the following 
new strategies in phase two:
•	 Targeted a more specific participant population 

appropriate for the project.
•	 Maintained confidentiality by recruiting a third, 

unknown researcher who had never worked in the 
target hospital and was not previously linked to the 
research, adding an element of blinding.

•	 Used a translator and a third unknown researcher 
to obtain consent instead of the study supervisor, 
the Deputy Head of the department, who was well-
known by the staff.

•	 Changed the parameters for data collection from 
a follow-up paradigm to gathering at least five 
participants for pre- and post-intervention stages, 
regardless of prior inclusion.

•	 Provided online interventional tutorials for staff 
to watch at their discretion, as no staff attended 
the opening presentation, making live sessions 
impractical.

•	 Added a third investigator, a junior medical student 
less likely to be recognised, reducing observer 
bias. She followed the same methods as the other 
investigators, with potentially different findings.

•	 Pre- and post-intervention assessments were 
conducted by the same investigator (the third, 
more unknown-to-the-staff investigator) and 
translator over 24 hours each time, collected 18 
days apart. The intervention was provided to 
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the study supervisor for distribution to staff via 
institution-specific email addresses the day after 
pre-intervention data collection. Slide sheets and 
turning schedule posters were hung at accessible 
places on the same day as the pre-intervention data 
collection.

Setting
This quality improvement project enrolled randomly 
selected inpatients from the medical wards at Limassol 
General Hospital who met the inclusion/exclusion criteria. 
According to their government website, the hospital has 
137 medical officers, 602 nursing officers, 101 other 
health professionals, 329 beds, and 6 operating rooms 
[22]. Informed consent was obtained verbally and in 
writing from participants or their proxies (via a translator 
if needed). Complete assessments of participants’ skin, 
eyes, and mouth were performed, and clinical notes 
were reviewed for risk assessments, nutritional plans, 
and repositioning orders. Key risk factors, including 
polypharmacy and demographics, were highlighted, if 
available. An online presentation on pressure ulcer care, 
repositioning, manual handling, and care for eyes and 
mouths was distributed to staff. The same pre-intervention 
data collection methods were used post-intervention 
with a new set of participants to observe improvements 
in severe unmanaged pressure ulcers, ocular and oral 
hygiene, documentation of risk assessments, and holistic 
care plans. The study timeline is shown in Table 1.

Table 1: Timeline of Data Collection, Recruitment, 
and Exposure to the Intervention
Period of recruitment 
(First pre-intervention data 
collection)

November 1, 2022, to 
November 3, 2022

Period of recruitment 
(Second pre-intervention data 
collection)

April 30, 2023, to May 7, 
2023

Period of recruitment (Post-
intervention data collection)

May 8, 2023, to May 15, 
2023

Period of data collection 
(First pre-intervention data 
collection)

November 20, 2022, to 
November 27, 2022

Period of data collection 
(Second pre-intervention data 
collection)

April 30, 2023, to May 7, 
2023

Period of data collection 
(Post-intervention data 
collection)

May 15, 2023, to June 25, 
2023

Exposure to intervention May 8, 2023, onwards

Participants
Inclusion and Exclusion Criteria
The original inclusion and exclusion criteria were 
inpatients in the general medical wards of Limassol 
General Hospital (ward A or B), >20 years of age, 
who could provide consent or had a power of attorney 
to provide consent on their behalf. The goal was to 
enrol 10 participants each for pre-intervention and 
post-intervention, excluding those with mental illnesses 
like self-harm or eating disorders.

After the first data collection round was paused early 
(after ~48 hours) due to bias and unclear criteria, the 
inclusion criteria were revised. The inclusion criteria 
for the second phase were patients aged >65 years and/
or patients who were immobile or remained sedated for 
>12 hours per day; all other patients were excluded. The 
focus shifted to the data richness rather than participant 
numbers. We aimed to recruit five or more participants 
each in the pre- and post-intervention stages, which 
was achieved.

Sampling Method and Size
Based on the inpatient list, the investigators checked 
participants’ ages first, including all those aged >65 
years, then checked all participant charts to see if any 
of the patients were immobile or sedated for > 12 hours 
per day and included them as well. They then spoke 
with participants or their proxies about the study to 
obtain informed consent (if they were not fluent in 
English, a Greek-Cypriot translator and Greek-Cypriot 
consent form were utilised). Seven participants were 
recruited for phase two pre-intervention data collection 
and five for post-intervention data collection. 

Variables and Bias
Variable Definitions
To reduce errors, bias, and confounding factors, the 
following were incorporated into the study:
ocular hygiene was assessed by looking for obvious 
abnormalities such as conjunctivitis or subconjunctival 
haemorrhage, as well as assessing conjunctival injection 
(redness), debris (amount and type such as purulent or 
serous, etc.), signs of swelling or bruising, whether 
the participant had their appropriate eyewear in situ, 
whether they were responsive, and whether they felt 
they were able to perform their own ocular hygiene. 
This model was more subjective, but overall, to provide 
clarity, any aspect of ocular hygiene that was considered 
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abnormal or less than ideal was labelled as such and 
not on a scale of severity, which could have introduced 
subjective observer bias.

Oral hygiene was assessed based on the bedside 
oral exam by Celik and Eser to create an objective 
comparison and comprehensive assessment [23]. The 
observers provided their comments depending on what 
they saw, and the final assessment was based on the 
worst observation (e.g. if the participant had good saliva 
production but had evidence of moderate dysfunction 
of the gingiva, then the overall result was recorded as 
moderate dysfunction of oral hygiene). 

Skin Integrity was assessed by doing a top-to-toe visual 
inspection of the skin, noting its elasticity (e.g. thin, 
as is often seen in older participants), its colour (pale, 
pink, red, bruised, etc.), and whether there were any 
compromises such as scrapes, cuts, wounds, ulcers 
(pressure or otherwise), haematomas, or surgical 
dehiscence.

Finally, the observer checked the participant’s notes–
any clear evaluation of or instructions regarding oral 
intake and the participant’s skin or known wounds (such 
as chronic pressure ulcers) were considered as having 
a nutritional assessment and skin/wound assessment, 
respectively. Rotation orders were considered present 
if they mentioned repositioning the participant, and a 
frequency was given for said repositioning. 

The diagnostic criteria for pressure ulcers were based 
on the USA NPIAP staging criteria [24]. The observer 
decided, based on their visual inspection of a participant, 

whether there was a pressure ulcer and assigned it a stage 
based on their knowledge as a medical student of the 
USA NPIAP. A formal diagnosis provided in the notes 
for the participants was used if present unless it differed 
from the observations. Any skin breakdown, including 
bruising and dry or cracked skin, was considered a 
mild to moderate dysfunction and simply considered 
‘unhealthy’. Any skin breakdown at any pressure ulcer 
stage was considered a severe dysfunction. 

Data recorded by the observing investigator was 
audited (visually if photos were taken with consent 
or through the observers’ written descriptions) by the 
non-observing investigators to improve the accuracy 
of findings.

Definitions of Clinical Presentations
•	 Healthy Eyes: no abnormal discharge, redness, 

swelling, crusting, or pain 
•	 Healthy Mouth: moist; with no cracked lips, 

swelling, signs of thrush (i.e., white removable 
layer on tongue), bleeding, pus, or pain; and clean 
dentures or teeth

•	 Healthy Skin: moist, intact, with no bruising or 
wounds 

Measurement and Data Sources
During phase one, some participants were in very 
poor condition, and the staff paid special attention to 
participants who consented to participate in the study. 
Unfortunately, this introduced a bias; therefore, data 
collection was halted, and a ‘Plan, Do, Study, Act’ cycle 
was undertaken (Figure1) [25].
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Figure 1: The ‘Plan, Do, Study, Act’ Cycle for the First Phase

Once data collection resumed with a different (third researcher) observer, this observational study’s results 
seemed as unbiased as possible. However, it was speculated that the intervention would not be well received. 
Thus, considering the expressions and attitudes of the staff members during the initial data collection period, 
the intervention was adjusted. It was originally intended to be a full-day practical session on manual handling 
with a theoretical session on pressure ulcers and holistic ocular and oral care for inpatients. This was changed 
to an online recorded presentation disseminated to the staff (Figure 2) because of concerns regarding their 
workload, leaving the ward, or coming to work on a day off. The investigators organised a meeting with the 
heads of nursing and medical personnel to describe the research and involvement; however, this was attended 
only by the medical department’s deputy head. Afterwards, we organised a session with the same invitees, 
where we planned to share the preliminary results. It was an opportunity to answer staff questions and ask them 
how they felt about the study and whether they had anything to add. However, only a few doctors and the head 
nurse engaged in the in-person session.

Once data collection resumed with a different (third researcher) observer, this observational study’s results 
seemed as unbiased as possible. However, it was speculated that the intervention would not be well received. 
Thus, considering the expressions and attitudes of the staff members during the initial data collection period, 
the intervention was adjusted. It was originally intended to be a full-day practical session on manual handling 
with a theoretical session on pressure ulcers and holistic ocular and oral care for inpatients. This was changed 
to an online recorded presentation disseminated to the staff (Figure 2) because of concerns regarding their 
workload, leaving the ward, or coming to work on a day off. The investigators organised a meeting with the 
heads of nursing and medical personnel to describe the research and involvement; however, this was attended 
only by the medical department’s deputy head. Afterwards, we organised a session with the same invitees, 
where we planned to share the preliminary results. It was an opportunity to answer staff questions and ask 
them how they felt about the study and whether they had anything to add. However, only a few doctors and 
the head nurse engaged in the in-person session.

 Research Article 



J. of Clin Tri Case Reports Vol:1,1, Pg:7

Open Access

Figure 2: The ‘Plan, Do, Study, Act’ Cycle for the Second Phase

Statistical Methods
The data collected were categorised into pre- and post-
intervention groups and are presented in tables and 
graphs using SPSS software. Additionally, possible 
confounding factors and biases, standard deviations and 
means, and medians in the interquartile range (IQR) 
format are presented. 

Results
Participant Demographics
Demographic information was not collected for phase 
one participants as the collection focused mainly on 
participants’ bodily integrity on follow-up days 1, 
3, and 5. When bias was identified, data collection 
was stopped, and the project was paused. The three 
participants recruited in phase one of the study were not 
included in the final study analyses due to the suspected 
bias in the data.

In phase two, 12 participants were recruited in total. Of 
those, 66.7% were aged >85 years, with 58.3% male 
and 41.7% female participants, making an almost even 
sex distribution. 

Intervention
Pre-intervention, the group consisted of 3 (42.86%) 
females and 4 (57.14%) males, with an average age of 
78.29 ± 9.88 years. A significant portion of participants 

were older than 80 years (71.43%). Regarding hygiene, 
4 (57.14%) participants had healthy ocular hygiene, 
while 2 (28.57%) had unhealthy ocular hygiene. Oral 
hygiene was predominantly poor, with 6 participants 
(85.71%) showing unhealthy oral hygiene and severe 
dysfunction of oral hygiene. Bodily integrity was 
concerning, with all 7 (100%) participants showing 
unhealthy bodily integrity, with 6 (85.71%) experiencing 
severe dysfunction. Glasgow Coma Scale (GCS) scores 
were normal in 2 (28.57%) participants. Additionally, 
3 (42.86%) participants had a nutrition plan, and 6 
(85.71%) had comorbidities with polypharmacy. Wound 
care plans were in place for 2 (28.57%) participants, 
and 6 (85.71%) had pressure ulcers. No rotation orders 
were recorded. 

Post-intervention, there were 2 (40%) females and 3 
(60%) males. The average age of participants was 83 
± 4.30 years, and 80% were over 80 years old. Healthy 
ocular hygiene was noted in 2 (40%) participants, 
while 3 (60%) had unhealthy hygiene. One (20%) 
participant had healthy oral hygiene, 2 (40%) with 
mild dysfunction, and 2 (40%) with severe dysfunction. 
All participants showed unhealthy bodily integrity, 
though the severity varied, with 3 (60%) participants 
showing severe dysfunction and 2 (40%) having mild 
dysfunction. One participant (20%) had a normal GCS 
score. There were no nutrition plans in place post-
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intervention, and 5 (100%) participants had comorbidities involving polypharmacy. Wound care plans were 
in place for 3 (60%) participants, and 3 (60%) had pressure ulcers. No rotation orders were present after the 
intervention.

Discussion
Pre-Intervention
The lack of rotation orders and healthy bodily integrity are likely strongly interrelated. Having a lower GCS 
score did not correlate with worse bodily integrity or hygiene. Polypharmacy and co-morbidities are known 
strong risk factors and were present in all participants. Two of the three participants who experienced healthy 
ocular hygiene were aged <80 years. This study lacks the design and power to define correlations or definitive 
confounders; however, this was not necessary because the information regarding this is already present in 
existing literature [1-10, 14, 24]. This project aimed to measure the bodily integrity of the patients admitted 
to the Limassol General Hospital’s medical wards as a population generalisable to the rest of the country’s 
general public hospitals and possibly to that of public hospitals within Mediterranean regions. The data is 
decidedly discouraging, with participants generally experiencing poor bodily integrity, poor ocular and oral 
hygiene, and poor preventative or treatment measures in place, such as nutritional risk assessments or wound 
care plans (Figure 3 and Table 2).

Figure 3: Summary of Results from Pre- and Post-Intervention Data (Phase Two)

Vol:1,1, Pg:8
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Table 2: Pre-Intervention and Post-Intervention Results Summary
Data Pre-Intervention Post-Intervention
Females 3 (42.86%) 2 (40%)
Males 4 (57.14%) 3 (60%)
Age (years) 78.29 ± 9.88

82 (65, 86)
83 ± 4.30

85 (79, 86)
>80 years old 5 (71.43%) 4 (80%)
Healthy Ocular Hygiene 4 (57.14%) 2 (40%)
Unhealthy Ocular Hygiene 2 (28.57%) 3 (60%)
Healthy Oral Hygiene 0 (0%) 1 (20%)
Unhealthy Oral Hygiene 6 (85.71%) 4 (80%)
Mild Dysfunction of Oral Hygiene 0 (0%) 2 (40%)
Severe Dysfunction of Oral 
Hygiene

6 (85.71%) 2 (40%)

Healthy Bodily Integrity 0 (0%) 0 (0%)
Unhealthy Bodily Integrity 7 (100%) 5 (100%)
Mild Dysfunction of Bodily Integrity 1 (14.29%) 2 (40%)
Severe Dysfunction of Bodily 
Integrity

6 (85.71%) 3 (60%)

Normal Glasgow Coma Score 2 (28.57%) 1 (20%)
Nutrition Plan 3 (42.86%) 0 (0%)
Comorbidity with Polypharmacy 6 (85.71%) 5 (100%)
Wound Care Plan 2 (28.57%) 3 (60%)
Rotation Orders 0 (0%) 0 (0%)
Pressure Ulcers 6 (85.71%) 3 (60%)

Age is represented in the mean ± SD, median (IQR) format.

Post-Intervention Data
Over both the pre- and post-intervention periods, participants had pressure ulcers on various parts of their body, 
including sacrums, heels, or medial aspects of their knees. The presence of wound care plans did increase, but 
whether these were implemented remains undetermined. The overall state of the participant’s bodily integrity, 
as well as of their ocular and oral hygiene, remained poor, and the rotation orders were still not in place. Given 
the poor participation in the intervention program, these results were unsurprising (Figure 3 to 7, Table 2).

Vol:1,1, Pg:9
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Figure 3: Summary of Results from Pre- and Post-
Intervention Data (Phase Two)

Figure 4: The Entire Hand of a Participant Covered 
in Painful Haematomas

Figure 5: A participant with an Infection Around the 
Nasal Tube, with Pus and Blood Leaking into the 
Participant’s Mouth

Figure 6: A Stage 4 Pressure Ulcer on a Participant’s 
Sacrum, Left Undressed with no Specific Rotation or 
Wound Care Plan

Figure 7: A participant Lying in their Own Pus and 
Blood Left Without a Specific Rotation or Wound Care 
Plan

The researchers identified several issues during the first 
data collection round. The staff’s response to the project 
was not encouraging. One staff member stated that 
the project was useless and completely unnecessary. 
Another staff member commented that the study was 
pointless because it did not change any institutional 
practices regarding bodily integrity care. However, 
some staff members attempted to provide helpful 
feedback, stating that they believed the participants’ 
families or visitors were to blame for the bedsores as 
they often wanted staff to move the participants into 

Vol1,1, Pg:10
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certain positions that were against turning orders.

Further, it was noted that the locations of the 
posters advertising the project to staff, participants, 
and families were changed. Unfortunately, posters 
detailing the schedule for turning participants, which 
were meant as permanent aids to staff, were removed. 
The whereabouts of these posters and the slide sheets 
could not be determined. They were presumed to have 
been removed because the staff did not wish to turn 
the participants according to a schedule. The turning 
schedule depicted a time and participant position (e.g., 
02:00 left lateral), and the visual aid would allow 
passers-by to notice if the participant was in the correct 
position and, therefore, being rotated. The staff were 
probably uncomfortable with this transparency level.

Certain key staff members did not attend the initial 
project introduction meeting. Furthermore, they blamed 
different clinician disciplines for the issue presented. 
Medical personnel partially blamed the nursing staff, 
stating that they did not perform their duties regarding 
bodily integrity, such as patient turning. Contrarily, 
nursing staff blamed the medical personnel, citing that 
there were often no documented orders. The staff not 
only gave a disapproving response to the project but 
also introduced bias in the data during the first data 
collection phase. Only the researchers and nursing aides 
(in cases in which they were to assist in participants’ 
bodily integrity assessments where manual participant 
handling was necessary) were to be privy to the identity 
of the enrolled participants recruited for the project. 
However, discussions with staff members revealed that 
this confidentiality was breached during phase one. 

Although this did not negatively impact the participants, 
it introduced bias into the study. When the staff identified 
which participants were enrolled, they provided 
additional care to these participants to create a better 
impression than their likely baseline. This phenomenon 
is directly related to the Hawthorne effect [26]. In fact, 
these participants were well looked after, and other 
participants with similar circumstances were not as well 
looked after, which represented the baseline status that 
had served as the inspiration for the projects’ inception. 

Despite advertising the study with posters and 
informing the staff of the main research aims, the staff 

were reluctant, fearful, and disapproved of the project. 
All staff admitted that they felt that the bodily integrity 
of participants was poor-to-fair and could be improved. 
However, they deflected the responsibility for this to 
others, including other disciplines of clinical staff and 
participants’ families. In general, doctors blamed the 
nursing staff, and the nursing staff blamed doctors.

Managers are important in empowering staff to find 
innovative solutions that can lead to attitude changes 
and improve participant care [27]. Additionally, a 
plethora of micropolitics surrounding bodily integrity 
care may exist. Micropolitics, especially the role of 
authority and power in creating collective leadership 
interventions, has been shown to negatively impact 
implementation processes [28]. The investigators were 
predominantly medical students and had relatively little 
power over even the lowest-level clinical staff during 
this project. In this context, an interprofessional caring 
model may be useful to foster a caring culture and 
establish ‘human connections among interprofessional 
team members’ [29]. Zajac et al. described a step-by-
step process that healthcare staff can follow to create 
more effective teams, resolve conflicts, and implement 
evidence-based care [30]. 

If a model of effective teamwork and fostering positive 
attitudes regarding participant care and safety is utilised 
to implement a pressure ulcer prevention program 
(PUPP) with additional education on ocular and oral 
care, the researchers believe that these participants’ 
bodily integrities may be better cared for and the 
pressure ulcer incidence may drastically reduce. 

The PUPP includes three major aspects: creating a 
dedicated wound care team, ongoing and effective 
staff education about the PUPP, and ‘continuous data 
collection and monitoring through frequent reporting’, 
which may best be done through regular internal audits 
[31].

In addition to internal auditing and attitude changes, 
this study could be built upon by closing the audit 
loop. The audit could even be expanded to include 
data collection regarding the length of admission of 
participants with intact bodily integrity compared with 
those without. 

Vol:1,1, Pg:11
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The investigators did try to engage the staff by 
conducting an additional session that was not a part 
of the intervention, allowing staff to ask questions and 
voice concerns or ideas. 

Although the number of nurses and doctors who 
engaged with the presentation recordings cannot be 
accurately estimated. We believe that the only way 
an intervention can be successful in this context is by 
creating and enforcing a mandatory annual proficiency 
and professional development session on this subject. 
It should be backed up by mandatory audits, which 
should be completed by the staff themselves (doctors 
and nurses), with incentives for the best-performing 
individuals, groups, or wards. This may reflect the 
staff’s positive reinforcement without identifying blame 
for the aetiology of poor participant bodily integrity 
care. The researchers were not able to implement these 
changes and recommend that a researcher implement 
these suggestions, close the loop of the audit and quality 
improvement project, and evaluate its effectiveness.

The total interpretive structural modelling-based 
approach to determine the readiness of a healthcare 
team for change may be useful for a researcher taking 
this project further [32]. In retrospect, this model would 
have been useful to help gauge whether this project 
would have been well-received by the healthcare team, 
which would have enabled us to adjust the project 
before its inception to fit the target staff audience, such 
as ensuring mandatory training. This project should 
have been conducted over an extended period.

Generalisability
This project can be generalised to most Mediterranean 
public hospitals whose cultural and professional 
beliefs are likely to be similar, as well as to participant 
population demographics and staffing ratios. It is 
unlikely to have much generalisability beyond these 
geographically, politically, and culturally similar 
countries and institutions. It was not a study designed 
to be largely generalisable. Instead, it was intended as 
an external tool, which would be less biased, to audit 
the bodily integrity care of medical participants.

Study Limitations and Strengths 
The study has significant strengths as it highlighted 
the disapproving attitude of healthcare staff towards 

quality improvement projects, which is a key barrier 
to effective bodily integrity care for inpatients.

This project had several limitations. Despite the rich 
data, the sample size was small, and the pre- and post-
intervention groups differed. More demographic data, 
such as inpatient stay length, daily caloric intake, and 
staffing levels, should have been recorded. Additionally, 
qualitative semi-structured interviews or surveys 
of healthcare staff’s attitudes, views, and baseline 
knowledge of bodily integrity would have added great 
value to the project.

Conclusion
In conclusion, the staff attitudes, coupled with their lack 
of attention to pressure ulcer prevention and care, led 
to poor management and disruption of bodily integrity 
among the inpatients. 

Despite having an insignificant sample size and being 
a study fraught with weak observational evidence, this 
study demonstrated that a lack of internal auditing, staff 
attitudes, and systems regarding assessment and care of 
inpatient bodily integrity led to poor participant bodily 
integrity outcomes. Despite the staff knowing that 
bodily integrity was poor and could be improved, they 
absolved themselves of the responsibility. Addressing 
the blaming attitude and implementing positive team 
dynamics may help overcome this problem. 

Data Sharing Statement
The participant data of this article, including consent 
forms, raw data collection sheets and original images, 
are available upon reasonable request from the 
corresponding author. 
 
Funding
This project was funded by Dr Chase Becker. 

Acknowledgements
We thank the participants and their families for being 
supportive of the project and Christina Constantinou 
for helping with all translation duties. We thank the 
Medical Department for their supervisory support at 
the commencement of this project.

Vol:1,1, Pg:12

 Research Article 



J. of Clin Tri Case Reports 

Open Access

References
1.	 Mervis JS, Phillips TJ (2019) Pressure ulcers: 

Prevention and management. J Am Acad Dermatol 
81: 893-902. 

2.	 Sumarno AS (2019) Pressure ulcers: the core, 
care and cure approach. Br J Community Nurs 
24: S38-S42.

3.	 Munoz N, Posthauer ME, Cereda E, Schols 
JMGA, Haesler E (2020) The Role of Nutrition 
for Pressure Injury Prevention and Healing: The 
2019 International Clinical Practice Guideline 
Recommendations. Adv Skin Wound Care 33: 
23-36.

4.	 Avsar P, Moore Z, Patton D, O’Connor T, Budri 
AM, et al. (2020) Repositioning for preventing 
pressure ulcers: a systematic review and meta-
analysis. J Wound Care 29: 496-508.

5.	 Headlam J, Illsley A (2020) Pressure ulcers: an 
overview. Br J Hosp Med (Lond) 81: 1-9.

6.	 Blackburn J, Ousey K, Taylor L, Moore B, Patton 
D, et al. (2020) The relationship between common 
risk factors and the pathology of pressure ulcer 
development: A systematic review. J Wound Care 
29: S4-S12.

7.	 Kim J, Lee JY, Lee E (2022) Risk factors for newly 
acquired pressure ulcer and the impact of nurse 
staffing on pressure ulcer incidence. J Nurs Manag 
30: 1-9. 

8.	 Charalambous C, Koulouri A, Roupa Z, Vasilopoulos 
A, Kyriakou M, et al. (2019) Knowledge and 
attitudes of nurses in a major public hospital in 
Cyprus towards pressure ulcer prevention. J Tissue 
Viability 28: 40-45. 

9.	 Balan S, Bahar A, Kocacal E (2021) Determination 
of Association Between the Knowledge and 
Attitudes of Nurses to Pressure Ulcer Prevention. J 
of Education and Research in Nursing 18: 304-310. 

10.	Avsar P, Patton D, O’Connor T, Moore Z (2019) 
Do we still need to assess nurses’ attitudes towards 
pressure ulcer prevention? A systematic review. J 
Wound Care 28: 795-806.

11.	Golna C, Pashardes P, Allin S, Theodorou M (2024) 
World Health Organization Regional Office for 
Europe. European Observatory on Health Systems 
and Policies. Health care systems in transition: 
Cyprus. World Health Organization https://iris.who.
int/handle/10665/107622. 

12.	Stephenson J, Ousey K, Blackburn J, Javid F (2021) 

Using past performance to improve future clinical 
outcomes in pressure ulcer prevention. J Wound 
Care 30: 440-447.

13.	Blackman I, Papastavrou E, Palese A, Vryonides 
S, Henderson J, et al. (2017) Predicting variations 
to missed nursing care: A three-nation comparison. 
J Nurs Manag 26: 33-41.

14.	Sharp CA, Schulz Moore JS, McLaws ML (2019) 
Two-Hourly Repositioning for Prevention of 
Pressure Ulcers in the Elderly: Patient Safety or 
Elder Abuse? J Bioeth Inq 16: 17-34.

15.	Office of the Law Commissioner (2005) Official 
Gazette of the Republic. Office of the Law 
Commissioner https://www.bioethics.gov.cy/
Moh/cnbc/cnbc.nsf/l/745717D26F068582C2257
CCA003B350F/$file/Patients%20Rights%20Law-
English%20translation.pdf.

16.	Berry JC, Davis JT, Bartman T, Hafer CC, Lieb 
LM, et al. (2020) Improved Safety Culture and 
Teamwork Climate Are Associated With Decreases 
in Patient Harm and Hospital Mortality Across a 
Hospital System. J Patient Saf 16: 130-136. 

17.	Charalambous M, Efstathiou G, Lambrou-
Christodoulou P, Irakleous I, Papastavrou E (2020) 
Nurses’ perceptions and practices regarding oral 
care in hospitalized patients: a qualitative study on 
missed nursing care. Res Square. 

18.	Papastavrou E, Andreou P, Efstathiou G (2014) 
Rationing of nursing care and nurse-patient 
outcomes: a systematic review of quantitative 
studies. Int J Health Plann Manage 29: 3-25. 

19.	Arasli H, Ekiz EH, Katircioglu ST (2008) Gearing 
service quality into public and private hospitals in 
small islands: empirical evidence from Cyprus. Int 
J Health Care Qual Assur 21: 8-23. 

20.	High Commission of Cyprus in the UK (2024) 
General Information About Cyprus https://
cyprusinuk.com/general-information/. 

21.	United Nations Population Division (2024) World 
Population Prospects. Population ages 65 and above 
(% of total population) Cyprus. 

22.	(2023) Limassol general hospital https://shso.org.
cy/en/hospital/geniko-nosokomeio-lemesou/. 

23.	Celik GG, Eser I (2017) Examination of intensive 
care unit patient’ oral health. Int J Nurs Pract 23.

24.	Zaidi SRH, Sharma S (2024) Pressure Ulcer. 
In: StatPearls [Internet]. Treasure Island (FL): 
StatPearls Publishing https://www.ncbi.nlm.nih.

Vol:1,1, Pg:13

 Research Article 



J. of Clin Tri Case Reports Vol:1,1, Pg:14

Open Access

Copyright: ©2025 Chase Becker. This is an open-access article distributed under the terms of the Creative Commons Attribution 
License, which permits unrestricted use, distribution, and reproduction in any medium, provided the original author and source 
are credited.

gov/books/NBK553107/. 
25.	Ong T, Sahota O, Falaschi P, Marsh D (2021) 

Establishing an Orthogeriatric Service., editors. 
Orthogeriatrics: The Management of Older Patients 
with Fragility Fractures 2nd edition. New York: 
Springer.

26.	McCambridge J, Witton J, Elbourne DR (2014) 
Systematic review of the Hawthorne effect: new 
concepts are needed to study research participation 
effects. J Clin Epidemiol 67: 267-277. 

27.	Carlucci D, Mura M, Schiuma G (2019) Fostering 
employees’ innovative work behaviour in 
healthcare organisations. Int J Innovation Manage 
24: 2050014.

28.	Rogers L, De Brún A, Birken SA, Davies 
C, McAuliffe E (2020) The micropolitics of 
implementation; a qualitative study exploring the 
impact of power, authority, and influence when 
implementing change in healthcare teams. BMC 
Health Serv Res 20: 1059.

29.	Wei H, Corbett RW, Ray J, Wei TL (2020) A culture 
of caring: the essence of healthcare interprofessional 
collaboration. J Interprof Care 34: 324-331. 

30.	Zajac S, Woods A, Tannenbaum S, Salas E, 
Holladay CL (2021) Overcoming Challenges to 
Teamwork in Healthcare: A Team Effectiveness 
Framework and Evidence-Based Guidance. Front 
Comm 6: 606445. 

31.	Al Mutair A, Ambani Z, Al Obaidan F, Al Salman 
K, Alhassan H, et al. (2020) The effectiveness 
of pressure ulcer prevention programme: A 
comparative study. Int Wound J 17: 214-219. 

32.	Vaishnavi V, Suresh M, Dutta P (2019) A study on the 
influence of factors associated with organizational 
readiness for change in healthcare organizations 
using TISM. Benchmarking 26.

 Research Article 


