


OBJECTIVES

Wound Care Assessment and
Treatment.

Going beyond the basics for
wounds we see in corrections

Self-Harm injuries care and
treatment from emergent care
with basic first aid

Stop the bleed
Hands on skills




WHY ASSESS

Determines type-type drives care and treatment
NURSING needs and plan pf care. Looks at “Whole Patient”
Allows communication between healthcare
ASSESSMENT | Jiifuiitng
T Allows continuity of care
e | Allows monitoring of a condition
Includes more than just the wound-is
comprehensive

Risks Screens-Braden Scales
Optimizing Diabetic Control




PHYSICAL ASSESSMENT

WHY ASSESS?

COLLECT VALIDATE
BJIECTIVE DATA SUBJECTIVE
» Determine severity-need to get a USING SENSES INFORMATION
baseline. « HEALTH HISTORY
= Need to be able to get a clear . _._-._.;.,:‘f
picture of what the wound looks A== EVALUA

like o _ ' EFFECTIVE
= Determine status-getting better i - INTERVEN
or worse.

= Determines if there are there

complications —

= Needs to occur at least weekly

= Supports us in litigation




WHY ASSESS

= Allows for a central location
for wound care information
to be viewed by caregivers-
providing it is documented in
the correct location and you
can find it.

= Provides the current status of
wound

= Provides cumulative data

over a period of time




WHEN SHOULD WE
ASSESS

p

= Based on agency guidelines
= Not less than weekly

= Based on treatment plan

= When there are noted
changes in the wound N U R S E A 5 5 E 5 5

= When the patient returns
from an outside facility

= Attempt to use the same staff

for the assessment




PARTS OF AN
ASSESSMENT




Anterior (ventral) view Posterior (dorsal) view

SONES OF THE HUMAN FOOT

Plartar view

PARTS OF AN
ASSESSMENT

Location-helps with etiology
determination

Use specific anatomical terms oy
Tire
Use reference such as lateral, SN ST
3 Punderaw e Cres
medial, proximal, distal SRR~
5 Glhwesal Reghon

6. Ichizen

T Pimderuw “lﬂ'
3 Gluteal Cleh

9 Penpeal Area

If multiple wounds are involved
location description is very
Important.
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PARTS OF AN
ASSESSMENT
LOCATION




PARTS OF AN
ASSESSMENT
LOCATION




PARTS OF AN
ASSESSMENT
LOCATION

Location significance

Diabetic foot ulcers

Lower dorsum of leg, foot, toe joints,
over boney prominences

Areas of repeated trauma-walking
surface or where shoes rub

Callous formation tells you there is still
pressure occurring

Frequent osteo-suspect if not healing

Wagner classification scale
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Description
Superficial ulcer wilhout peneiration to deeper Layers

Deep ukcer reaching lendon, bone, ligament or joint cap
Invalvernent of deeper lissues with abscess, Osteomyel
tendomnitis

Gangrene of log, toes, and’ or loreloot




PARTS OF AN
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ASSESSMENT

LOCATION




ASSESSMENT

= Need to determine type of Wound-Etiology
= Where located

= Size

= Cause of wound

= How long has it been present

= What is the blood flow like

= |s there an increase in pain

= Responding to current treatment

= Tunneling or undermining present

= |s there exposed bone




PARTS OF AN

ASSESSMENT Chronic

= Age of wound
= Acute vs. Chronic




PARTS OF AN Sacrococcygeal & ischial region
ASSESSMENT —
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ASSESSMENT-MEASURING
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= Size-All measurement to be in centimeters.
= UseLxWxD

» Length Head to toe (12-6)

= Width (3-9)

= Depth Deepest part of the wound to where

it meets the margin

=
=

1
o
=

\Vound Measuring Ruler /1
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ASSESSMENT-MEASURING

= Depth
= No depth can be recorded as 0 (Stage 1
pressure injuries, deep tissue injuries)

= Open without depth are < 0.1




ASSESSMENT-MEASURING

= Do not uses sizes of fruit.
= Do not use sizes of coins
» Do not use sports balls

= Do not estimate

= Actual measurements are important




Wound Undermining
*

WOound undermiring OCours &hion the tizsue urder IHe wound odges
DOCOTOS O, resing N A& a DoCke! Danaath e Jin ot the
ot s edpe

ASSESSMENT-UNDERMINING

= Wound is unattached from the edge

= (reates a pocket under the surface

= Need to document the location and
distance

» Use the clock method to describe the

location



ASSESSMENT-TUNNELING

= Wound develops a channel that extends
from wound base.

= Creates a dead space

= Caused by destruction of tissue Need to
document the location and distance

= Use the clock method to describe the

location




ASSESSMENT-SHAPE AND Wound
CHARACTERISTICS Assessment

= Describe as:
= Qval

= Round

......
|||||||

= Linear
= Regular

= |rregular




PARTS OF AN
ASSESSMENT



WOUND BASE
ASSESSMENT
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WOUND EDGE
ASSESSMENT

Defined

Undefined

Attached
Unattached-Undermining
Epibole-Rolled

Calloused

Dry

Macerated



PARTS OF AN
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PARTS OF AN
ASSESSMENT

None: No drainage is present, wound is too
dry

Scant: Wound is moist but no measurable
amount of drainage is on the dressing

Minimal: Covers less than 25% of the dressing

Moderate: Wound tissue is wet and saturates
between 25 and 75% of the bandage

Large or copious: Wound tissue is filled with
fluid and more than 75% of the bandager is
covered.

Odor is determined after the dressing is
removed and the wound is cleaned.

Odor can affect the patient’s compliance with
a treatment plan




PARTS OF AN
ASSESSMENT

Periwound skin problems:

Maceration

Excessive dryness

Callous formation

Allergic reactions

Dressing adherence

Eczema or rashes and inflamed skin
around the wound

Edema control

= Managing the Periwound skin

Protect the Periwound-use barrier
films or creams

= Select the appropriate dressings-

manage exudate




PARTS OF AN
ASSESSMENT

Allina Health Pain Assessment Scale

® Pain is so bacl that you can’t do any of your regular

Pain ‘dstracls you and rmns(yourv-ablﬁty'to sleep

Moderate Pain

Pain may interfere with your regular activities.
Pain makes it hard to concentrate.

You can’t ignore the pain but you can still work through
some activities.
You can ignore the pain at times.

Mild Pain

Pain doesn’t interfere with your regular activities.
You may notice the pain but you can tolerate it.
You may feel some twinges of pain.
You may barely notice the pain.




PARTS OF AN
ASSESSMENT

Stage

Category

Classification
DFU-Diabetic

Pressure Injury Stages
Skin tear classifications
General Wounds Full or
partial thickness

PRESSURE INJURY - STAGING

JOCNF Froe Study Day GPN:



WOUND CARE
TREATMENTS

Application of a 2 layer Compression
Application of 4layer compression

Application of Unna Boot




MANAGING A SKIN
TEAR

Mepitel or Versitel

Stop bleeding-Apply pressure
Clean the wound gently
Approximate the edges
Apply silicone contact layer
Draw arrow for the direction
of the flap

Apply cover dressing.

Leave silicone layer in place
for 7-14 days

ONTACT LAYER

SILICONE WOUND CON

TRANSFE

FERS
FLUIDS

@ Mepitel'One

Safetac




STOP THE BLEED
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