
WOUND TYPE CHEAT SHEET 

 

 

Wound 
Type 

Description Picture Treatment 

Arterial 
Ulcers 
 

 Develop from PAD.  
 Ischemic Ulcers usually on the feet 

on tips of toes or ankles.   
 Round with well defines edges 

&look “punched out”.  
 Pale in color  
 Painful. 

 

 Keep wounds moist. Apply hydrogel 
or medihoney to keep moist. Cover 
with dressing such as a foam 

 Keep limbs in a dependent position 
to promote blood flow. 
 

Venous 
Ulcers/ 
Stasis Ulcers 
 

 Develop from PVD.  
 Pressure in the lower extremities 

from edema breaks down tissue 
due to lack of oxygen and 
nutrients.  

 Shallow large wounds with 
irregular edges.  

 Red with heavy excaudate.  
 Painless.  

 If wound has heavy exudate, 
select a dressing with high 
absorption such as calcium 
alginate and a dry dressing to 
cover 

 With scant moisture, use 
medihoney or hydrogel. May 
need to use adaptic to ensure 
wound doesn’t stick to 
dressing. Cover with dry 
dressing 

 Compression distal to proximal 
 Elevate limb 
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Diabetic/ 
Neuropathic 
Ulcers 
 

 Develop from loss of sensation or 
damaged blood vessels. 

 Appearance can vary based on 
location and cause.  

 Usually on feet and toes 
 Painless 

 

 If wound has heavy exudate, 
select a dressing with high 
absorption such as calcium 
alginate and a dry dressing to 
cover 

 With scant moisture, use 
medihoney or hydrogel. May 
need to use adaptic to ensure 
wound doesn’t stick to 
dressing. Cover with dry 
dressing 

 If wounds are dry with scabs or 
eschar, do not remove or cover. 
Keep protected and dry. May 
use skin prep or betadine 

 Make sure patient has proper 
fitting footwear. 

Skin Tears 
 

 Related to trauma or from tape.  
 Elderly are at high  
 Partial or full thickness 

 

 Keep wounds moist. Apply 
hydrogel or medihoney to keep 
moist. Cover with dressing such 
as a foam. Or just cover with 
foam 

 Barrier dressing (non-
permeable) such as 
hydrocolloid or tegaderm 
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MASD  Caused from inflammation and 
erosion of skin from prolonged 
exposure to moisture.  

 Can be from urine, stool, saliva, 
mucous, or exudate.  

 Also called incontinence 
dermatitis.  

 Skin appears red, irritated, with 
irregular edges.  

 Skin can be white or pale from 
maceration.  

 

 Barrier cream to protect skin 
from moisture 

 Barrier dressing (non-
permeable) such as 
hydrocolloid 

 

Fungal  Caused my moisture being trapped 
in a warm dark area such as skin 
folds or diaper  

 Causes itching, burning, or odor.  
 Red and scaly in appearance.  

 

 Antifungal cream or powder.  
 May need PO antifungal 

medication 
 Betadine 

 

Pressure 
Injuries 

 Develop over a boney prominence 
 Can be intact skin, partial or full 

thickness wounds.  
 Localized damage to the skin and 

underlying soft tissue usually over 
a bony prominence or related to a 
medical or other device. 

Wounds cannot be back staged. Once a 
wound is a stage 3, it cannot become a 
stage 2 
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Stage 1 
Pressure 
Injury 

 Intact skin with non-blanchable 
erythema 

 May appear differently in darkly 
pigmented skin.  

 Do not include purple or maroon 
discoloration; these may indicate 
deep tissue pressure injury. 

 

 Barrier cream to protect skin 
from moisture 

 Barrier dressing (non-
permeable) such as 
hydrocolloid 

 Skin prep 
 Off load to relieve pressure and 

restore blood flow 
 

Stage 2 
Pressure 
Injury 

 Partial-thickness skin loss with 
exposed dermis.  

 Pink or red, moist  
 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.  

  If wound has heavy exudate, 
select a dressing with high 
absorption such as calcium 
alginate and a dry dressing to 
cover 

 For scant moisture, use 
medihoney or hydrogel. May 
need to use adaptic to ensure 
wound doesn’t stick to  

 dressing. Cover with dry 
dressing  

 If wound has sufficient drainage 
to keep moist, cover with dry 
dressing such as a foam 

 If in a location at risk for 
moisture or further damage use 
a barrier dressing (non-
permeable) such as 
hydrocolloid 

 Off load to relieve pressure and 
restore blood flow 
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Stage 3 
Pressure 
Injury 

 Full-thickness loss of skin 
 Adipose (fat) is visible in the ulcer 

or granulation tissue  
 Slough and/or eschar may be 

visible.  
 The depth of tissue damage varies 

by anatomical location;  
 Undermining and tunneling may 

occur.  
 Fascia, muscle, tendon, ligament, 

cartilage and/or bone are not 
exposed.  

 If slough or eschar cover wound so 
depth cannot be determined, it is 
an Unstageable Pressure Injury 

 

 If wound has heavy exudate, 
select a dressing with high 
absorption such as calcium 
alginate and a dry dressing to 
cover 

 For scant moisture, use 
medihoney or hydrogel. May 
need to use adaptic to ensure 
wound doesn’t stick to  

 dressing. Cover with dry 
dressing  

 If wound has sufficient drainage 
to keep moist, cover with dry 
dressing such as a foam 

 If in a location at risk for 
moisture or further damage, 
use a barrier dressing (non-
permeable) such as 
hydrocolloid 

 Wound Vac 
 Do not leave dead space 

between wound and dressing. 
May need fillers such as gauze, 
alginate, or medihoney 

 Off load to relieve pressure and 
restore blood flow 

 

Stage 4 
Pressure 
Injury 

 Full-thickness skin and tissue loss 
with exposed or directly palpable 
fascia, muscle, tendon, ligament, 
cartilage or bone  

 Slough and/or eschar may be 
visible  

 Undermining and/or tunneling 
often occur. Depth varies by 
anatomical location.  

 If slough or eschar cover wound so 
depth cannot be determined, it is 
an Unstageable Pressure Injury  
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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. 
Use betadine or skin prep to 
keep dry and intact 

 For slough, use Santyl and dry 
dressing such as a foam 

 Off load to relieve pressure and 
restore blood flow 

Unstageable 
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.  

 Discoloration may appear 
differently in darkly pigmented skin 

 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) 

 

 Skin prep or barrier cream 
 Barrier dressing (non-

permeable) such as 
hydrocolloid to protect skin 

 Off load to relieve pressure and 
restore blood flow 
 

 

Medical 
Device 
Related 
Pressure 
Injury 

 Wound from pressure caused by a 
medical device.  

 Shape is usually the pattern or 
shape of the device.  

 Should be staged using the 
pressure injury staging system  

 See treatments above based on 
pressure ulcer stage 

 Relieve pressure and restore 
blood flow by removing device 
or adding padding to device 
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Mucosal 
Membrane 
Pressure 
Injury 
 

 On mucous membranes and are 
caused by pressure from a device 
used at the location of the injury.  

 Ulcers cannot be staged because of 
the anatomy of the tissue. 

 

 Keeps wounds moist and clean, 
may need to cover if possible 

 Relieve pressure and restore 
blood flow by removing device 
or adding padding to device 

 

Burns  Range from mild to life threatening.  
 Classified by degree: 

first/second/third/fourth 
 Can cause shock in serious cases.  

Treatments vary depending on degree of 
burn and % of the body covered in burns. 

 Use Rule of 9’s to measure body % 
that is burned 

 Usually are red with blisters, swelling, 
and scarring.  

 Can be caused from heat such as  
o fire, steam or hot liquids;   
o electrical; from chemicals;  
o radiation, occupational or 

environmental exposure,  
o friction such as road rash;  
o respiratory tract burns/damage,   
o radiation.  

 

First Degree 
Burn 

 Damage to the epidermis.  
 Area is usually red painful and 

swollen.  
 No blisters present 

 

 Apply Aloe cream or lidocaine 
ointment 
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Second 
Degree Burn 

 Damage to the epidermis and 
dermis.  

 Are red painful, swollen, and have 
blisters. 

 

 Keep wounds moist with 
hydrogel or medihoney. Use 
adaptic so dressing doesn’t 
stick to wound bed and cover 
with dry dressing 

 Use Silver sulfadiazine cream to 
prevent infection and keep 
moist 

 
Third 
Degree 
Degree Burn 

 Damaged down to hypodermis.  
 Causes skin to be whitened, 

browned or blackened and may be 
numb. 

 

 Keep wounds moist with 
hydrogel or medihoney. Use 
adaptic so dressing doesn’t 
stick to wound bed and cover 
with dry dressing 

 Use Silver sulfadiazine cream to 
prevent infection and keep 
moist 

 Refer to Wound Specialist/ 
Burn Specialist 

Radiation 
Wounds 

 Burns from cancer radiation 
 Similar to first degree burn 

 

 Keep skin moist with A&D oint, 
Eucerin Cream, or Aquaphor 

 Refer to Wound Specialist/ 
Dermatologist/ Oncologist 
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Cancer 
Lesions 

 Changes in normal condition of the 
skin.  

 Lesions can be present at birth or 
acquired later in life. 

 Can be a 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 

 


