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A Comprehensive Guide 
to Wound Care:

Tools for the Everyday Clinician

About your Instructor

Michelle Ball MSN, CRRN, WCC

I am a Registered Nurse with over 10 years experience in acute and sub acute rehab. I
graduated from Wilmington University with a Masters degree in Nursing Leadership. I
have achieved the designation of Certified Rehab RN through the Association of Rehab
Nurses and in turn went on to teach CRRN prep courses. I am also Wound Care
Certified through the National Alliance of Wound Care and Ostomy. Through my
passion for rehab and wound care, I have been directly involved in the development
and implementation of wound care programs in the rehab setting. I collaborate weekly
with a Wound Care team to complete wound care rounds in order to help the patients
reach their goals and get better faster!

“My passion is teaching others. I love working to educate nurses and
therapists, towards improving patient outcomes”.

1

2



2

Today’s Schedule
Morning

• Introduction to Wound Care

• Mythbusters!

• Anatomy

• Terminology

• Break

• Wound Types

• Assessment and Documentation

• Wound Measuring and Assessment 
LAB

• Wound Healing

• Lunch

Afternoon

• Wound Cleaning and Dressing

• Wound Cleaning and Dressing LAB

• Break

• Nutrition

• Interventions and Prevention

• Positioning LAB

• Program Development

• Conclusion 

Skin and Wound 
Basics
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Objectives
• Identify the components of skin anatomy and how these components relate to wound care 

• Understand common wound care terminology used

• Differentiate between different types of wounds

• Appreciate appropriate techniques to measure, assess and document wounds

• Identify the stages in the wound healing process

• Differentiate between different types of basic wound care treatments, identify which treatment to use

• Identify abnormalities related to wound healing

• Appreciate appropriate implementation of interventions to prevent and heal wounds

• Design an individualized wound treatment plan to teach patients and caregivers

• Understand the importance of developing a Wound Care Program

Why is Wound Care important?
• Wounds can become very dangerous, debilitating, and painful

• High risk of infection

• Can slow patient’s progress if patient is in pain or wound is not healing 
properly

• Wounds can make our patients depressed and self conscious about their 
appearance

• Lack of knowledge about wound care in the healthcare world

• Cost to company and health system

• Responsibility to the patient- Learning about every aspect of their care 
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“Exposing Wounds to air will help them heal”
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Exposing a wound to air puts it a risk for infection. Even if a 
wound is small, bacteria can still enter the body through the 

wound. Exposing a wound to air makes a dry environment. The 
dry cool environment slows wound healing and causes cells to 

die (1, 2)

Wounds need a warm moist environment for optimal healing 

Myth Busters

“It takes 24-48 hours to develop a pressure ulcer”
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Stage 3 or Stage 4 Pressure Ulcers can develop in as little as 1-2 
hours. Pressure ulcers are caused from a lack of blood flow to 

an area because of pressure on that area (3)

Myth Busters

“Nurses and therapists are not responsible if the doctor 
orders an improper treatment”
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Myth Busters

It is our responsibility as clinicians to uphold standards of care. 
We need to work with physicians to educate them on 

evidenced based wound care practices and guidelines. 
Legally, we as clinicians are responsible for the care of our 

patients and their outcomes (4)

Myth Busters

“Wet-to-Dry is the optimal treatment for deep gaping 
wounds”
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Wet-to-Dry dressings are not cost effective and can damage 
good tissue in the wound. They often require changes several 

times a day. Changing the dressing several times a day causes the 
temperature of the  wound to drop and slows the healing process.

A true wet-to-dry dressing, the gauze in put in the wound after it is 
wet with normal saline. When the dressing is changed later, the 

gauze is dry and stuck to the wound bed. Pulling this gauze out of 
the wound bed helps to debride the wound, but it can also 
damage good tissue and it can be painful for the patient (5)

Anatomy
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Anatomy of the Skin

⮚Largest organ in the body 

⮚Made of 3 layers: Epidermis, Dermis, 
Hypodermis 

⮚Purpose: Protection, temperature 
regulation, and sensation 

⮚Skin protects us from injury and infection, 
regulates temperature, and helps us sense 
hot, cold, pain, and other things (5, 6)

Epidermis

⮚The top layer is the Epidermis 

⮚This layer provides a waterproof 
barrier 

⮚It gives us our skin color 

⮚Important layer in protecting 
against infection 

⮚Helps regulate temperature (5, 6)
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Dermis
⮚The second layer is the Dermis 

⮚Contains connective tissue

⮚Contains sweat glands 

⮚Contains hair follicles  

⮚Contains blood capillary's 

⮚Contains nerve endings 

⮚Contains collagen which gives skin 
the elastic characteristic (5, 6)

Hypodermis

⮚The lowest level is the Hypodermis

⮚Made of fat and connective tissue 

⮚Layer just above the muscle and      

bone (5, 6)
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Top Tips!
⮚Some areas of the body will have thicker layers and more protection 

than others. For example, the outside of your ankle is very bony and 

doesn’t have thick layers or a lot of protection. The abdomen or 

gluteus usually have thicker layers and more protection

⮚Elderly population’s skin gets very thin and fragile. Layers may be very 

thinner

⮚People with darker pigmentations: can be difficult to see skin 

abnormalities on these patients

Wound Terminology
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Terminology
⮚Epibole: When the epidermis grows over 

the wound edges and creates curved 
edges into the wound (7, 8)

⮚Epithelial Tissue: pink tissue that grows 
over the wound toward the end of the 
healing process that closes the wound                                   
(7, 8)

⮚Exudate: Drainage coming from the 
wound. Can be scant, minimal, 
moderate, or large/copious amounts. 
Can be serous (clear), sero-sanguineous 
(mix of clear and bloody fluid), 
sanguineous (bloody), or purulent (pus) (7, 
8)

Terminology

⮚Bulla: Clear fluid filled blisters > 
1cm (8)

⮚Cellulitis: bacterial skin infection. 
Area is usually red, warm and 
swollen (8)

⮚Denuded/Excoriation/Erosion/ 
Maceration: Epidermis is removed 
from exposure to moisture such 
as urine, feces, drainage, and 
other body fluids. Skin appears 
white and sometimes wrinkly (8)
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Terminology

⮚Erythema: redness (8)

⮚Contraction: When the wound 
becomes smaller during the 
proliferation phase of the wound 
healing process (8)

⮚Eschar: dry, firm, leathery 
necrotic tissue (7, 8)

Terminology
⮚Granulation: Only seen in full 

thickness wounds.  Beefy red 
bumpy connective tissue and 
blood vessels (7, 8)

⮚Hypergranulation: When 
granulation tissues build up above 
the level of the epidermis (8)

⮚Indurated: Peri wound skin that 
has become hard/tough (8)
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Terminology
⮚Nodule: circular lesion > 1cm not clear fluid 

filled (8)

⮚Papule: A lesion < 1cm superficial and solid (8)

⮚Pustule: circular lesion varies is size fluid filled 
with Leukocytes (pus) (8)

⮚Skin Tag: benign skin growth- looks like a small 
soft balloon of hanging skin (8)

Terminology
⮚Slough: moist necrotic tissue. Can 

be yellow, gray, tan, or brown. 
Thin and fibrous stringy or 
mucinous (7, 8)

⮚Vesicle: <1cm circular clear fluid 
filled blister (8)

⮚Wheal: firm lesion that is plaque. 
May last a few hours. (Examples 
are hives or bubbles made when                                                           
TB test is performed) (8)
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Resources
• Wound Central® Mobile App: This app has great information on 

assessment information, wound products, proper documentation 
and pictures. Free app by Wound Care Education Institute 

• OWM- Ostomy Wound Management: Free app that has evidence 
based information on ostomies and incontinence skin care

• THE WOUND ATLAS App: Free app with terminology, wound types, 
and wound product information

• Advanced Tissue: offers more educational materials, free wound 
care product poster, and free sample of supplied to do a single 
dressing change

• MedLine: Apples to Ulcers PDF: Compares Pressure Injuries to Apple

Types of Wounds
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Objectives
• Differentiate between different types of wounds

• View video lab: Ankle Brachial Index measurement

Types of Wounds

• Arterial ulcers

• Venous ulcers/ 
Stasis Ulcers

• Diabetic/ 
Neuropathic Ulcers

• Skin tears

• MASD

• Fungal

• Pressure injuries

• Burns/Radiation 
Wounds

• Cancer Lesions

• Wounds from 
Trauma

• Ostomy
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Arterial ulcers (7, 8, 9)

• From PAD

• Ischemic Ulcers caused by lack of blood supply to the lower 
extremities

• Round with well defines edges and 

look “punched out”

• Pale in color from decreased blood 

flow

• Located on feet on tips of toes or ankles 

• Painful

Venous/Stasis Ulcers (7, 14)

• From PVD

• Malfunctioning venous valves cause pressure to build up in the 
lower extremities. Pressure stretches the vein walls, allowing 
proteins in the blood and blood cells to leach into the 
subcutaneous tissues, resulting in edema which eventually breaks 
down tissue due to lack of oxygen and nutrients

• Shallow large wounds with irregular edges 

• Red and have heavy exudate

• Painless
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Diabetic/Neuropathic Ulcers (7,14)

• Develop from loss of sensation in diabetic patients

• Don’t feel these wounds develop and go without proper treatment

• Appearance can vary based on location and cause

• Check to make sure patient has properly fitted footwear

Skin Tears

• Usually related to trauma

• Can be from tape

• Elderly are at high risk because of their frail skin

• According to the International Skin Tear Advisory Panel (ISTAP), A 
skin tear is a wound caused by shear, friction, and/or blunt force 
resulting in separation of skin layers. A skin tear can be partial-
thickness (separation of the epidermis from the dermis) or full-
thickness (separation of both the epidermis and dermis from 
underlying structures) (7, 16)
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Moisture Associated Skin Damage
• Inflammation and erosion of skin from prolonged 

exposure to moisture

• From urine, stool, saliva, mucous, or exudate

• Moisture can lead to fungal infections on the skin, 
fissures, or put skin at higher risk for other wounds 
such as pressure ulcers

• Also called incontinence dermatitis

• Skin appears red, irritated, with irregular edges

• Can be white or pale from maceration

• Can occur with other wounds. For example: 
Venous ulcer with large amounts of exudate could 
develop MASD around the wound  (7)

Fungal (17)

• Caused by moisture being 
trapped in a warm dark area 
such as skin folds or diaper 

• Causes itching, burning, or 
odor

• Usually red and scaly in 
appearance
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Pressure Injuries
• Develop from pressure over a bony prominence that deprives the 

soft tissue of oxygen and nutrients

• Can be intact skin, partial or full thickness wounds

• According to the National Pressure ulcer Advisory Panel (NPUAP) “A 
pressure injury is localized damage to the skin and underlying soft 
tissue usually over a bony prominence or related to a medical or 
other device. The injury can present as intact skin or an open ulcer 
and may be painful. The injury occurs as a result of intense and/or 
prolonged pressure or pressure in combination with shear. The 
tolerance of soft tissue for pressure and shear may also be affected 
by microclimate, nutrition, perfusion, co-morbidities and condition 
of the soft tissue.” (7, 18, 19)

• Wounds cannot be back staged. Once a wound is a stage 3, it 
cannot become a stage 2

Pressure Injury Staging
NPUAP Stage 1

“Intact skin with a localized area of non-blanchable erythema, which may 
appear differently in darkly pigmented skin. Presence of blanchable 
erythema or changes in sensation, temperature, or firmness may precede 
visual changes. Color changes do not include purple or maroon 
discoloration; these may indicate deep tissue pressure injury.” (19)

• Non-blanchable 
Erythema
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Pressure Injury Staging
NPUAP Stage 2

“Partial-thickness loss of skin with exposed dermis. The wound bed is viable, pink or 
red, moist, and may also present as an intact or ruptured serum-filled blister. Adipose 
(fat) is not visible and deeper tissues are not visible. Granulation tissue, slough and 
eschar are not present. These injuries commonly result from adverse microclimate and 
shear in the skin over the pelvis and shear in the heel. This stage should not be used 
to describe moisture associated skin damage (MASD) including incontinence 
associated dermatitis (IAD), intertriginous dermatitis (ITD), medical adhesive related 
skin injury (MARSI), or traumatic wounds (skin tears, burns, abrasions).” (19)

• Partial thickness

• Pink or red

• No granulation tissue

• No slough or eschar

• Clear blister

Pressure Injury Staging
NPUAP Stage 3

“Full-thickness loss of skin, in which adipose (fat) is visible in the ulcer and 
granulation tissue and epibole (rolled wound edges) are often present. Slough 
and/or eschar may be visible. The depth of tissue damage varies by anatomical 
location; areas of significant adiposity can develop deep wounds. Undermining 
and tunneling may occur. Fascia, muscle, tendon, ligament, cartilage and/or 
bone are not exposed. If slough or eschar obscures the extent of tissue loss this is 
an Unstageable Pressure Injury.” (19)

• Full thickness

• Granulation

• Slough or eschar
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Pressure Injury Staging
NPUAP Stage 4

“Full-thickness skin and tissue loss with exposed or directly palpable fascia, muscle, 
tendon, ligament, cartilage or bone in the ulcer. Slough and/or eschar may be visible. 
Epibole (rolled edges), undermining and/or tunneling often occur. Depth varies by 
anatomical location. If slough or eschar obscures the extent of tissue loss this is an 
Unstageable Pressure Injury.” (19)

• Full thickness

• Involves muscle, tendon, bone,
ligament, or cartilage

• Slough or eschar

Pressure Injury Staging
NPUAP Unstageable Pressure Injury

“Full-thickness skin and tissue loss in which the extent of tissue damage within the 
ulcer cannot be confirmed because it is obscured by slough or eschar. If slough 
or eschar is removed, a Stage 3 or Stage 4 pressure injury will be revealed. Stable 
eschar (i.e. dry, adherent, intact without erythema or fluctuance) on the heel or 
ischemic limb should not be softened or removed.” (19)

• Full thickness

• Slough or eschar
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Pressure Injury Staging
NPUAP Deep Tissue Pressure Injury

“Intact or non-intact skin with localized area of persistent non-blanchable deep red, maroon, 
purple discoloration or epidermal separation revealing a dark wound bed or blood filled blister. 
Pain and temperature change often precede skin color changes. Discoloration may appear 
differently in darkly pigmented skin. This injury results from intense and/or prolonged pressure and 
shear forces at the bone-muscle interface. The wound may evolve rapidly to reveal the actual 
extent of tissue injury, or may resolve without tissue loss. If necrotic tissue, subcutaneous tissue, 
granulation tissue, fascia, muscle or other underlying structures are visible, this indicates a full 
thickness pressure injury (Unstageable, Stage 3 or Stage 4). Do not use DTPI to describe vascular, 
traumatic, neuropathic, or dermatologic conditions.” (19)

• Full thickness

• Maroon or purple non blanchable intact skin

• Blood filled blister

Pressure Injury Staging
NPUAP Medical Device Related Pressure Injury
“Medical device related pressure injuries result 
from the use of devices designed and 
applied for diagnostic or therapeutic 
purposes. The resultant pressure injury 
generally conforms to the pattern or shape of 
the device. The injury should be staged using 
the staging system.” (19)

NPUAP Mucosal Membrane Pressure Injury
“Mucosal membrane pressure injury is found 
on mucous membranes with a history of a 
medical device in use at the location of the 
injury. Due to the anatomy of the tissue these 
ulcers cannot be staged.”(19)
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Burns
• Range from mild to life threatening

• Classified by degree: first/second/third

• ‘Rule of 9’s’ 

• Can be caused from heat such as:
– fire, steam or hot liquids
– electrical; from chemicals
– radiation, occupational or environmental exposure
– friction such as road rash
– respiratory tract burns/damage
– radiation

• Usually are red with blisters, swelling, and scarring

• Can cause shock in serious cases

• Treatments vary depending on degree of burn and % of the body covered in burns   
(7, 20)

First Degree Burn (7, 20)

• Damage to the 
epidermis

• Area is usually red 
painful and swollen

• No blisters present

47

48



25

Second Degree Burn (7, 20)

• Damage to the 
epidermis and dermis

• Red, painful, swollen, 
and have blisters

Third Degree Burn (7, 20)

• Damaged down to 
hypodermis

• Causes skin to be 
whitened, browned or 
blackened;  may be 
numb
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Cancer Lesions (21)

• Changes in normal condition of the skin

• Can be present at birth or acquired later in life

• Rash or a growth on the skin such as a mole

• Last longer than other skin conditions 

• Usually irregular in size and shape

• Coloring of the area will be different or will 
change

• Need to refer to a dermatologist for treatment 

Wounds from Trauma 
• Vary in shape and size depending on trauma

• Can be puncture wounds, lacerations, crushing wounds, de-gloving, 
burn, shearing, or bruising

• Keep clean and free from infection

• Keep open wounds moist and covered

• If scabbed, keep protected until healed 
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Ostomies (57)

• United Ostomy Association of America:  Surgery creates a stoma on 
the abdomen where bodily waste is rerouted from its usual path 
because of malfunctioning parts of the urinary or digestive system. 
An ostomy can be temporary or permanent.

• Types: Colostomy, Ileostomy, Urostomy, Continent Urostomy

• Keep surrounding skin intact

• Device attachment

• Monitor for necrosis, retraction, and Parastomal hernia

• Patient Education

• Body image issues

Time To Play…….

Guess That Wound!
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Assessment and 
Documentation

Objectives
• Appreciate appropriate techniques to measure, assess and document wounds

• Watch video lab: Wound Assessment

• Complete interactive wound measurement exercise
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Why Documentation is Important? (58)

• In the US, approximately 20% of legal medical claims and more than 10% 
of settlements are wound related

• There are more than 17,000 pressure ulcer-related lawsuits filed annually

• Complete and accurate documentation records the assessments and 
quality care/treatment provided to the patient

• Complete and accurate documentation provide communication 
between the disciplines caring for the patient

• Consistency is Key!

Legal/ Lawsuits (59)

Here are some common mistakes made in documentation that leave the clinician 
and healthcare entity open to a potential lawsuit

1. Outdated policies and procedures

2. Incomplete orders

3. Practicing out of your scope of practice

4. Documentation discrepancies (wound type, wound location, 
incorrect/inconsistent staging)

5. Failure to implement wound treatment upon finding

6. Use of inappropriate or outdated devices or equipment

7. Poor-quality photos, or no photo taken

8. Gap in weekly wound assessment documentation
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What To Do

• Weekly wound documentation audits

• Review polices and procedures regularly to ensure they are up to date

• Have a procedure in place for what clinicians should do when they find a 
wound: Wound Care Protocol

• Ensure the policy includes direction on documentation/photographing a 
wound

• Continuing staff education

• Teach staff to check previous documentation when documenting on 
wounds to identify if wound is worsening

• Consistency! If possible, same staff assessing wound

• Accuracy: Make sure staff have the skills and knowledge to complete an 
accurate wound assessment and then document that assessment

Measuring Wounds

• Measure wounds weekly to assess progression of 
healing.

• Can measure wounds in 2 different ways:
❖ Using a ruler

❖ Tracing
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Measuring Wounds
Ruler method (22)

• Greatest length x width x depth in centimeters
• Clock Method: measure 12-6 and 9-3
• Combination Method: create a box around the 

wound and measure 12-6 and 9-3
• Document tunneling and undermining using clock 

method

• When using a ruler, make sure you measure the 
same way each time. Follow your facilities policy. 
Some will measure the wound at its widest and 
longest part. Using the combination method can 
help for continuity to make sure everyone measures 
the wound the same way

• Ensure that if a different part of the wound becomes 
the widest part, the measurements will not change

Measuring Wounds
Tracing (22)

• Tracing is time consuming, 
but can be a great way to get 
a clear picture of the size and 
shape of the wound and 
subtle changes each week. 
Use a marker or pen to trace 
the outline of the wound onto 
a sterile transparent sheet or 
film. Not always reliable or 
accurate
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Photos (43)

• Need informed consent

• Can be a great way to document wounds and their healing 
progression. Gives a visual description of wound

• Should be taken in same direction each time

• Should be taken with good lighting

• Photo should include patient’s name, date, and a measuring 
device

• Cons: Lighting, flash, angle and quality of picture can show 
inaccurate image

• Need to think about where photos will be stored, who will have 
access to them and how they will be integrated into the medical 
record

Should be taken in same direction each time
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Ensure entire wound can be seen in photo

Documentation (23)

• Documentation should include:
• Exudate: color and amount
• Odor

• Tissue Appearance: Use % to document tissue in the wound. % should be in 
10% increments. Don’t use 27%- too specific. Just use “approximately 30% of 
wound bed is slough”

• Is there Undermining and Tunneling? If so, where?
• Structures in the wound such as muscle, bone, tendon, or fascia

• Wound edges/Surrounding tissue: is there epibole? Is it calloused? 
Denuded? Indurated? 

• Pain (Remember to medicate patient before  painful dressing changes): 
Does the patient feel pain from the wound? When does the pain occur? All 
the time during dressing changes, when touching the wound or around the 
wound? Is it constant or intermittent? What does it feel like? Sharp? 
Throbbing? Burning? Itching?
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Assessment & Documentation Tools (25, 26)

• Using a tool creates continuity of care and reduces error. 
Promotes accurate assessment

Evidenced Based Tools: 

• PUSH tool : is recommended and developed by the NPUAP: 3 
wound factors are given a score to measure the wounds severity 
and healing progress: measurement, exudate amount and tissue 
type

• BWAT tool: scores 13 wound components are ranked 1-5 to rank 
wound severity and healing

Wound Measuring & Assessment Exercise
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Assessment LAB
• Practice assessment of the wound indicated by your 

presenter using your assessment tool, tracing paper, 
measuring tapes, etc

• Discussion of findings and goals for therapeutic treatment

• Appropriate documentation of your findings

Wound Healing
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Objectives
• Identify the stages in the wound healing process

• Differentiate between different types of basic wound care treatments and 
identify which treatment to use based on our previous assessment

• Identify abnormalities related to wound healing

4 Stages of Wound Healing

1. Hemostasis

2. Inflammatory Phase

3. Proliferative/Repair Phase

4. Maturation/Remodeling
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Wound Healing
• Hemostasis: Body’s way to create a natural band aide. Blood 

clots to stop the wound from bleeding (10)

Wound Healing
• Inflammatory Phase: Vasodilation continues to allow blood to 

pull to the wound to help debride wound, fight infections, and 
bringing cells to heal and repair the wound. This blood 
migrating to the wound can cause swelling, redness, pain, 
and heat (10)
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Wound Healing
• Proliferative/Repair Phase: 3-5 days post injury granulation tissue is 

formed. The wound contracts as new tissue is formed which makes 
the wound smaller. Once enough new granulation tissue has 
formed, epithelial tissue will grow over the granulation tissue to close 
the wound. New tissue growth happen best when the wounds are 
warm and moist (10)

• This explains why we need to pack deep                                                            
wounds. If the wound is not packed, the                                                           
epithelial tissue will be activated and may                                                                        
grow over the wound causing epibole 

Wound Healing
• Maturation/Remodeling: This stage happens below the surface of 

the wound usually 21 days after injury. Collagen is remodeled so 
that fibers are closer together and create a stronger bond (10)

• Even though wound is closed,                                                                                         
skin is very fragile and at high                                                                                       
risk to reopen until collagen is                                                                           
remodeled
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Abnormalities

• Keloids: from accumulation 
of excess collagen causing 
skin to grow beyond the 
wound border. Can form as 
late as a year after injury and 
do not resolve (10, 11)

Abnormalities
• Hypertrophic Scars: from 

accumulation of excess collagen 
causing skin to grow within 
wound borders. Develop soon 
after injury and can be 
associated with contracture 
across a joint. Can regress (10,11)
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Abnormalities
• Hypergranulation: When 

granulation tissues builds up 
above the level of the 
epidermis. Happens during 
the proliferative phase of 
wound healing. Treatment : 
Apply Silver Nitrate. 
Moistening the tip sparks a 
chemical reaction that burns 
organic matter (skin), 
coagulates tissue, and 
destroys bacteria (12)

Abnormalities
• Dehiscence: Occurs with 

an incision where there is 
a lack of scar tissue 
formation. Wound edges 
pull apart from each 
other opening incision. 
May need surgical follow 
up. Will need treatment 
for open wound  (13)
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Other issues related to devices
• Mechanical Device Associated Pressure Injury: Staged same as pressure 

injury (unless mucosal). Treat as pressure injury. 

• MASD around traches & pegs: Need to address cause.  Use fenestrated 
gauze or foam. Could use crusting or hydrocolloid to protect skin

• Sutured Peg tubes: Use cue tip to clean under peg phalange. May need to 
consult GI MD to remove suture or loosen suture

• Drains dislodged: Use marker to mark where drain meets skin to see if it 
moves. Use a Tube attachment. Monitor output and follow up with surgeon

• Leaking Peg Tubes: Consult GI R/T 
cause of leakage. Treat surrounding 
wounds.

Wound Cleansing 
and Dressing
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Wound Cleaning (27, 28)

• Wound cleaning: Need to clean wound with each dressing 
change to prevent infection and remove unwanted bacteria

• Skin cleansers should never be used on an open                     
wound because they are not isotonic solutions                             
and their contents can alter the ph of the wound

• Can use a wound cleanser or Normal Saline Solution                 
(NSS) to clean wound. Should spray 7-15 PSI (Pounds                     
per Square Inch) into wound. This pressure will help                       
remove unwanted bacteria without damaging good                
tissue growth

• Use room temperature solutions to clean the wound. It can take 
several hours for a wound bed to return to a warm enough 
temperature for cellular healing after a dressing change and 
wound cleaning

Wound Treatments/Dressings (30)

• Wound treatments may need to be changed as wound improves or 
worsens. Evaluate treatments every 1-2 weeks to make sure they are working 
and to see if treatment needs to be changed

• If patient complains of pain as a reaction from a treatment, discontinue 
treatment immediately and reevaluate

• Remember, we want to create a warm moist environment for open wounds 
to heal. Wound bed should be moist, but not wet or saturated

• Scabbed or eschar areas should be kept dry to keep scab or eschar intact as 
they are acting as a natural band-aid

• Blisters should be protected and try to prevent from popping. If popped, 
patient is at higher risk for infection as epidermal layer is breached 

• If wound is deep, will need to have a filler in it, in addition to dressing
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Wound Dressings
2 Categories (29)

• Primary: therapeutic or protective

covering applied directly to the wound 

• Secondary: Materials with therapeutic 

or protective functions that help secure the 

primary dressing

Wound Dressing Types
• Alginates: Felt like primary dressing used to absorb                                     

drainage made from sea weed. Can be                                             
impregnated with silver. Alginate will turn into a                                             
gel like substance as they absorb exudate. Can be                                           
a sheet or strips. For wound with large amounts of                                         
exudate. (30)

• Wound Fillers: Gels that will help keep wound moist.                                            
Do not use on wounds with heavy exudate. Good                                            
for wounds with no to minimal exudate. Some have                                     
antimicrobial agents such as medi-honey. (30, 31)
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Wound Dressing Types
• Composite: Dry dressing. Can be primary or                                                   

secondary. Water proof;    similar to a large                                               
band aid. Can be used for full or partial                                                       
thickness wounds with small amount of                                                       
exudate. Could use with alginate for a wound                                            
with heavy exudate. (32)

• Foams: Help create a warm moist environment                                                
for wound healing. Semi-permeable and non                                             
adherent.  Dressings can be just foam or can                                             
have an adhesive around the foam like a band                                             
aid.  Can be used for full or partial thickness                                          
wounds with small amount of exudate. Could use                                       
with alginate for a wound with heavy exudate. (30)

Wound Dressing Types
• Gauze Dressings: absorptive dressing with loose open                                  

weave. Can be primary or secondary. Can use to                                           
pack a wound. Can stick to wound bed. Comes in                                     
pads, rolls, sponges, etc (33)

• Impregnated Gauze: Primary dressing used to                                            
prevent dressing from sticking to wound bed.                                                        
Can be impregnated with antimicrobial agents                                           
such as xeroform, iodine, honey, or silver                                                    
impregnated gauze. Or with non adherent                                                    
agents such as Vaseline called Adaptic (33)
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Wound Dressing Types
• Kerlix wrapping gauze: Secondary dressing.                                               

Wrap usually used on limbs to hold primary                                            
dressings in place

• Hydrocolloids: opaque dressing that adheres                                                        
to skin. Non-permeable. Have gel foaming                                              
agents with foam to absorb exudate. Dressing                                              
stays on for 3-5 days. Good for wound with low                                                  
to moderate drainage. Not good for heavy 
exudate (3) 

Wound Dressing Types
• Transparent films: Tegaderm used as primary or                                       

secondary dressing. Can hold dressing in place                                                     
or used on skin tears to hold skin in place, and                                                
protect skin during healing (30)

• Tapes: adhesive used to secure dressings. Can be made of paper, elastic 
adhesive, woven fabric, or plastic

• Betadine: Antiseptic solution made with Iodine. Rapidly                                  
kills bacteria, viruses, and fungi in wound infections. Also                                   
used to keep eschar areas dry and infection free (34)
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Wound Dressing Types
• Telfa: Primary or secondary wound care. Non                                         

adherent coating over gauze. Non permeable.                                             
For wounds with minimal exudate (35)

• ABD: or “Army Battle Dressing” is an absorbent                                                        
multi layer dressing. Blue line goes on the outside.                                              
Has a moisture resistant barrier for protection.                                                
Helps absorb heavy exudate (36)

Wound Dressing Types
• Moisture Barrier: Can be cream, ointments, or paste.                                         

Protects skin from excessive moisture. Good for                                     
incontinence care. For intact skin, superficial and                                     
small partial thickness wounds (37)

• Santyl: Enzymatic debriding ointment. Removes                                            
necrotic materials, but doesn’t harm good tissue.                                         
Put on wound nickel thick and change dressing                                                
daily

WARNING: Zinc deactivates Santyl (30)
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Wound Dressing Types
• Skin Prep: liquid that forms a protective 

waterproof film when applied to the skin. Used 
on intact skin or around an open wound to 
protect the intact skin and keep it dry (38)

• Antifungals: Ointments, Creams, Lotions, 
Powders, or Sprays that you apply to the skin. 
Patient may also need a PO antifungal 
medication. Need to treat fungal infections 
before wounds will heal (37)

Wound Dressing Types
• Regranex: Gel that contains human growth 

factor to help heal diabetic neuropathic ulcers. 
Closes neuropathic ulcers 6 weeks faster than 
placebo gel (39)

• Wound Vacs: Used for deep wounds with heavy 
exudate. Foam is cut and places in the wound 
with tegaderm over the foam creating a seal 
around the wound. Suction using negative 
pressure is attached which helps pull drainage 
from the wound. Also stimulates wound healing 
by pulling blood to the wound area (40)
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Ostomy Supplies
• Stoma Measuring Device

• Stoma Powder

• Skin Prep

• Convex barrier rings

• Deodorizer: liquid or pills

• Ostomy support belt

• 1 piece and 2 piece ostomy pouch systems

• Ostomy Adhesive/ Stoma Paste

• Ostomy Adhesive Barrier strips

• Ostomy Barrier Extenders (half circle shaped)

• Hollister: New ostomy kits: Secure Start

Wound Treatments
Now let’s go back and look at the wounds we 

staged earlier and discuss treatment options for 
them
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Wound Cleansing & 
Dressing Exercise

Wound Care LAB

1. Choose appropriate cleansing and dressing equipment 
based on the wound you are assigned

2. Cleansing and treating wound

3. Wound dressing 

4. Discussion re: troubleshooting/documentation
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Case Scenarios

• This next section looks at 3 different case scenarios for us to review

Case Scenario 1
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Case Scenario 1

Case Scenario 2
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Case Scenario 2

Case Scenario 3
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Nutrition

Objectives
• Appreciate appropriate implementation of interventions to prevent and heal 

wounds

• Design an individualized wound treatment plan to teach patients and caregivers, 
based on their needs

• Watch video: positioning lab

137

138



70

Nutrition
Protein 

• Helps the body repair and generate new tissue. Helps to form 
Collagen. Wound exudate is often high in protein, so the more 
wound drainage there is, the more protein the patient is losing 
each day. For wounds to heal, patients need to be on a high 
protein diet. Rehab patients often have low levels of protein 
because they have been in the hospital in bed and are weak 
and not eating. May want to have Albumin levels tested (24)

Nutrition

Zinc
• Helps maintain skin and mucosal tissue. Also plays a major role 
in creating new tissue and your immune system. May want to 
put the patient on a Zinc supplement. (24)
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Nutrition
Vitamin C

• Used to make Collagen. Can improve wound healing process. 
May want to put the patient on a Vitamin C supplement. (24)

Nutrition
Calorie Intake

• Patients need 30-40 kcal/kg each day for proper wound 
healing. Needs are based on age, activity level, body weight, 
comorbidities,  severity and amount of wounds. Consult a 
dietician for caloric needs. (24)
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Nutrition

Iron
• Anemia: Hemoglobin carries oxygen and other nutrients to the 
wound for healing. If patient is anemic, this can impede wound 
healing. (24)

Nutrition
Hydration

• Hydration promotes healing cells to migrate to the wound. 
Dehydration can cause decreased oxygenation of the blood 
supply to the wound, decreases moisture in the wound, and 
slows epithelization. (22)
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Interventions & 
Prevention

Prevention Assessment Tool: 
Braden Scale
• The Braden Scale was developed in 1987 by Barbara Braden 

and Nancy Bergstrom. 

• Created to help health professionals assess a patient's risk of 
developing a pressure ulcer.

• Assess 6 areas for patient risk for pressure injuries: 

– Sensory Perception, Moisture, Activity, Mobility, Nutrition, 
Friction & Shear 

– Each scaled 1-4

• < 9 is severe risk, 10-12 is high risk, 13-14 is moderate risk, 15-18 
is mild risk. Highest score is 24. Lowest is 4.  
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Wound Interventions/Prevention

Pressure Injuries (19)

✔Offload pressure areas

✔Put patients back to bed to alleviate pressure and help them 
turn

✔Roho/Air Wheelchair cushions

✔Air mattresses

✔Moveable beds

✔Use pillows, wedges to help turn, and 

boots to float heels
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Wound Interventions/Prevention
Arterial Ulcers (22)

✔Dependent position to allow blood to drain to wound

✔Do not cross legs when sitting

✔Avoid standing or sitting for extended periods

✔Avoid cold temperatures

✔Exercise as tolerated

✔Ensure Proper fitting footwear

Wound Interventions/Prevention
Venous Ulcers (14)

✔Elevate extremity with wound to help blood and fluid to 
move back toward the heart

✔Wrap extremities to help push fluid back to the heart

✔Examine feet daily for wounds

✔Do not cross legs when sitting

✔Avoid standing or sitting for extended periods

✔Exercise as tolerated
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Wound Interventions/Prevention
Skin Tears (16)

✔Protective Sleeves to prevent skin tears

✔Encourage proper hydration and nutrition

✔Monitor patients for fall risk. Falls increase risk of skin tears

✔Check the patient’s environment for items that put them at 
risk for skin tears; such as a sharp edge, table corners, hard 
areas on the wheelchair or shower benches

Wound Interventions/Prevention (9, 14, 16, 19, 22)

✔Encourage fluid and protein intake

✔Keep clean and dry. Check for incontinence regularly                                        
or put them on a bladder program

✔Decrease draw sheet/sliding board use for patients                                    
with high risk for shearing injuries. Use a Beasy Board                                    
or slide sheet to reduce risk

✔Don’t place plastic chucks or towels under patient                                         
in bed or chair

✔Have them wear cotton underwear when possible or find 
alternative to plastic diapers

✔Smoking Cessation
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Pressure Mapping (51, 52)

• Uses digital imaging to measure pressure on body. Shows high risk areas for 
developing pressure ulcers. Also shows that the point of pressure is changed 
when the body is repositioned. 

• Colors represent pressure. Low pressure- blue; medium pressure —green and 
yellow; high pressure — red 

• Continuous bedside pressure mapping is a thin matt that provides                             
digital images of pressure (reusable and attaches to mattress)

• Lowers occurrence of acquired pressure 
injuries

• Provides a visual cue to show small changes 
in

position are effective in pressure reduction

Low Pressure Pulse Lavage (49, 50)

• Mechanical hydrotherapy. Uses a pressurized pulsed pollution to irrigate and 
debride wounds

• Pressure can be adjusted from 4-12 PSI from on amount of suction applied

• Monitor for pain. May need to use decrease PSI or use lidocaine solution for 
pain relief

• Warm solution so that it doesn’t cool the wound bed and slow healing process

• Can add antibiotics to normal saline as ordered for infection

• Uses mechanical stimulation and negative pressure to heal wounds

• Causes an increase in wound bed vascularity, Stimulates and improves growth 
of granulation tissue, and causes a decrease in the bacterial load in the 
wound. Found to enhance wound healing for pressure injuries stage 3 and 4. 

• Youtube video of how it works: 
https://www.youtube.com/watch?v=ya0jK5hablE
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E Stimulation (53, 54)

• Electronic Stimulation applied to wounds to improve healing. Underlying 
mechanisms are still unclear

• Stimulates Protein synthesis and cell migration

• When the epidermis is broken, an electrical leak is produced because the 
resistance of the wounded site is lower than that of the normal skin.

• Improves flap and graft survival

• Reduces bacterial count and infections in wound bed

Positioning Exercise
LAB
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Use positioning aids

• Wedges

• Pillows

• Head rests

• Donut cushions

• Rolled blankets and 
sheets

• Heel and elbow 
protectors
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Practice positioning patients with 
these conditions for optimal skin 
management:
• CVA patient w/ L sided weakness

• Patient with tube feeding

• External Fixator

• Hip fracture

• AKA/BKA

• Patient with a shoulder injury (arm in a sling)

CVA with L sided weakness
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Patient with tube feeding

External Fixator

• Offload and support

• Ensure person is not 
staying in static 
position
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Hip Fracture

• Maintain hip precautions 
(if applicable)

AKA/BKA
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Upper Extremity/Shoulder Injury

Program 
Development:

Setting up your 
wound clinic
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Objectives
• Understand the importance of developing a Wound Care Program

• Identify the 4 steps to starting a Wound Care Program

Why Develop a Program? (55)
• Improve patient outcomes

• Decrease acquired wounds

• Improve documentation

• Improve clinicians’ knowledge and confidence with wound care. 

• Improve education for coworkers and for patients. 

• Better communication between disciplines about wound care

• Improving internal procedures to ensure compliance with regulations, 
payment policies, and coding rules

• Reducing the denial of submitted claims

• More comprehensive policies for wound care

• Reduce risk for liabilities and penalties for noncompliance
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Why Develop a Program? (55)

• In the US, approximately 20% of legal medical claims and more than 10% 
of settlements are wound related

• There are more than 17,000 pressure ulcer-related lawsuits filed annually

• In the US: Wounds at home: 8% get infected among the general 
population, and 25% get infected among those above 60 years old.

• Hospital associated infection costs in the US are $28.4-33.8 billion each 
year

• Readmissions or increased stays increase Medicare/Medicaid costs

• Wound issues and lack of patient/family knowledge and comfort with 
wound care can cause patient discharges to subacute facilities instead 
of home

What is your program goal? (55)

• The Lippincott Nursing Center discusses the importance of providing structure to 
monitor wounds and comply with laws and regulations and organizational policies 
and procedure. They looks at 7 elements of a wound program:

• 1 Establish compliance standards through the development of a code of conduct and written policies 
and procedures

• 2 Assign compliance monitoring efforts to a designated compliance officer or contact

• 3 Conduct comprehensive training and education on practice ethics and policies and procedures

• 4 Conduct internal monitoring and auditing focusing on high-risk billing and coding issues through 
performance of periodic audits

• 5 Develop accessible lines of communication, such as discussions at staff meetings regarding 
fraudulent or erroneous conduct issues and community bulletin boards, to keep employees updated 
regarding compliance activities

• 6 Enforce disciplinary standards by making clear or ensuring employees are aware that compliance is 
treated seriously and that violations will be dealt with consistently and uniformly

• 7 Respond appropriately to detected violations through the investigation of allegations and the 
disclosure of incidents to appropriate government entities
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Step 1
• Set your own goals for the program. What issues do you want to solve at 

your facility? Are clinicians struggling to know what treatment to use. Are 
there a lot of acquired wounds? Do staff lack knowledge and confidence 
in their wound care?

• Example Goal: Decreasing acquired wound rate/worsening wound rate

• With this goal you want to know what the current baseline rate is and then 
set a specific goal (look back over the past year or 2 to see what the rates 
have been).Your goal should align with the facility’s goals. Ex: Decreasing 
acquired/worsening wound rate from 4 wounds per quarter to 1 wound 
per quarter. Or 1 wound per 1,000 patients. ( Some facilities also look at 
patient days. 

• Look at how this will affect the facility financially. Acquired pressure ulcers 
can cost hundreds to thousands of dollars to heal (56)

Step 2
• Create a Plan to develop your program

• First you need to be able to track the wounds in your facility. If there 
isn’t a way to do this, you may need to create something. (See Wound 
tracking form handout)

• Need to set up wound rounds: 

– Who will be on the wound team? 

– Will you see all patients or just ones with wounds?

– How will you know who has wounds?

– How often will you round?

– How will new treatments and interventions be communicated to all clinicians 
caring for the patients?

– How will you audit documentation, or who currently audits documentation?
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Example: wound tracking form

Step 2
• Developing a list for staff educational needs

– Advocates from all disciplines
– Roll out piece-by-piece

• Develop and implement simple wound care protocols
– Set protocols for commonly seen conditions to bridge gap between 

wound care coordinator and the team
– More complicated conditions evaluated on case-by-case basis

• Getting the Physicians on board
– Great advocates for your service
– Educate re: improved outcomes, discharge destinations, and patient 

satisfaction
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Developing a Wound Care Protocol
Wounds Treatments Comments

Shallow Dry Wounds Medihoney and foam daily

Shallow Moist Wounds Foam dressing Q daily
Deep Dry Wounds Medihoney & pack with 

moistened gauze. Cover 
with Tegaderm

Deep Wounds with heavy 
exudate

Pack with alginate. Cover 
with ABD & Tegaderm

Dry Stable Eschar Betadine daily
Slough Apply medihoney and 

foam. If deep, apply 
medihoney, pack with 
gauze and cover with foam

Need to get an order from 
MD for Santyl

Fungal Use Anti Fungal house 
cream

May need to get Nystatin 
Powder or cream order

Supplies you will need

• System to track wounds: 
– Could be a binder with papers or an electronic excel spreadsheet

• Auditing system

• Documentation System

– Useful to have quick reference guides for those who are weaker in 
documentation
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Basic Wound Care Supplies
1.Cleanser: Wound cleanser or NSS

2.Gauze (for cleaning and packing)

3.Camera

4.Measuring device & assessment tools

5.Dressing supplies: 
– Think about supplies you will need for a shallow wound verses a 

deep wound and dry versus moist. 
– Anti microbial
– Medihoney, foam or border gauze dressing, alginate, packing 

gauze, adaptic, xeroform, ABD, kerlix, tape, scissors, tegaderm, 
hydrocolloid, antifungal cream/powder, skin prep, ostomy powder, 
betadine, wound vacs, fenestrated gauze  and foams, ostomy 
supplies, Santyl, Regranex

Staff Education Session Ideas

• Issues: Time Constraints, getting all staff together at once, large 
amount of information to cover

• Break information down into short easy sessions (5 mins or less)
– Create a handout or use a handout from a credible source
– Do short sessions each week at beginning or end of shift and then 

have next shift complete with oncoming shift. 
– Ex: Reviewing pressure ulcer stages or reviewing 

different dressings: what they are called, what 
they look like, what they are used for. 
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• On the spot training

• Call in supply companies to do lunch and learns on different 
types of wound care supplies

• Get the staff educator involved:
– What has worked in the past for them? 
– How can they help? 
– Can it be added to annual skills fair/training?

Staff Education Session Ideas

Step 3
• Meet with Management to discuss the plan

• Be sure to explain the clinical and financial benefits of the 
plan

• Modify Plan as needed: be open to input!
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• Implement the Wound Care Management Program

• Ongoing Evaluation, modifying and reimplementing
– Continuous communication
– Continuous education
– Continuous change as the needs of your facility change!

Step 4

A final note on your Wound Clinic...

Setting up a successful wound program can take time. 

Funds may not be available for everything you want to 
implement all at once. 

Start where you can!

Develop a wound team to help you with rounding, 
documentation audits, education, treatment evaluation, and 
prevention. 

Show your team how important proper wound care is. 
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Group discussion: 
what would setting up a wound care 

program in your facility look like?

Troubleshooting?

Who and how to communicate needs?

Resources available to you?

Wound Clinic Example: 

Tracking with 
the PUSH tool
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Conclusion

Some final thoughts...
• Wound are debilitating; they slow rehab process; are a high risk for 

infections; and increase hospital costs.

• Acquired wounds are at risk for lawsuits

• According to the Alliance of Wound Care Stakeholders in Oct 2017:

“Chronic wounds impact nearly 15% of Medicare beneficiaries (8.2 
million). A conservative estimate of the annual cost is $28 billion when 

the wound is the primary diagnosis on the claim. When the analysis 
included wounds as a secondary diagnosis, the cost for wounds is 

conservatively estimated at $31.7 billion”. (41)
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Some final thoughts...

• Approximately 60, 000 patient die each year from pressure injuries (41)

• We need to treat our patients as whole and know how to care for their 
wounds

• Today we learned how to identify different types of wounds, stage 
wounds, how to assess and measure wounds, different treatments, healing 
wounds, and wound prevention

Conclusion
• Don’t let your wound education stop here!

– Continue to research and educate yourself about wound care. 
– Learn more about wound vacs, mist therapy, hyperbaric oxygen chambers, fish 

skins for burn treatments, etc.

• Technology is always changing and improving wound care.

– We can treat and heal wounds faster as new treatments are developed. 

• Share information with others. 

– Develop a wound prevention team at your facility. 

– Set up reps from wound companies to provide education R/T their product

– Sign up for a webinar or to receive articles from a credible wound site. 

– Don’t stop your wound knowledge here!
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Questions?

Thank you for attending!
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