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Training Module 2

Wound Assessment

Partnertirst.
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Upon completion of this PartnerFirst.
Training Module you will be able to:

[ Describe five wound measurements to include in
| an assessment

Identify four wound tissue types

| Describe the terms used to describe wound
| drainage

[ Identify healthy and unhealthy wound edges and |
| peri wound skin

[ Describe the signs and symptoms of an infected
| wound
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Anatomical Locations Partnerfirst.

Ear ——e \ Occipital area
| ) Cervical
Shoulder——¢ vertebrae
| Scapula
Appropriate ‘ ' ' Thoracic
anatomical location vertebrae
is important for ]
Communication "' Elbow
Determining the | § ) lliac crest
Femoral cause of the . “ Sacrum
triangle wound J ‘\ Coccyx
. J Y H \\\
Thigh Reimbursement \\ Trochanter
Ischial

Knee tuberosity

Calf

Phalanges Malleolus | ' 8

Calcaneus
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Wound Measurements-Length pgtneriat

The greatest
length from
head to toe
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Width pgrnerfirst.

Wound Measurements-
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Depth Partnertirst.

From skin level to the
base of the wound
Depth: 4.2cm
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Undermining Partnertirst.

Tissue destruction that occurs
under intact skin around the
wound perimeter !

Documentation:

Undermining
6.2cm from 2 o’clock to 5 o’clock
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Tunneling Partnertirst.

/)

A channel that extends from any part
of the wound through subcutaneous

tissue and muscle?! Documentation:

Tunneling
5.4cm at 3 o’clock
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Partnerrirst.
Wound bed tissue types
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Granulation Tissue Partnertirst.

The pink/red moist tissue ‘J
comprised of new blood vessels,
connective tissue, fibroblasts and
inflammatory cells, which fills an

open wound when it starts to heal;
typically appears deep pink or red

with an irregular, “berry-like”
surface.?

y
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Clean, PartnerFirst.
non-granulating tissue

Absence of granulation tissue:
wound surface appears smooth as
opposed to granular. For example,
in a wound that is clean but non-

granulating, the wound surface
appears smooth and red as
opposed to berry-like.?
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Partnertirst,

~ Soft moist avascular
(devitalized) tissue; may
be white, yellow, tan or
green; may be loose or
firmly adherent.?
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Eschar Partnerfirst.

| -

’ Black or brown necrotic,

devitalized tissue; tissue
can be loose or firmly

adherent, hard, soft, dry

or wet.2 ‘

. N
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Drainage Partnerfirst.

Serous Minimal or none
Sanguineous Light
Serosanguineous Moderate
Purulent Heavy
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Wound drainage

Image Courtesy ot R Martin

i/,

PN: 1547879A 05/13 © Medela



http://www.google.com/url?sa=i&rct=j&q=&esrc=s&frm=1&source=images&cd=&cad=rja&uact=8&ved=0CAcQjRw&url=http://pixgood.com/purulent-wound-drainage.html&ei=q9grVb3HBtagyAT0wIGABg&bvm=bv.90491159,d.cGU&psig=AFQjCNE_gAmeG8OYhKsLJlLcOB12z_3qDg&ust=1429022939139059

Partnertirst,

Odoris a
natural result
of semi-
occlusive or
occlusive
dressings 3

If odor remains,

consider
infection if
consistent with
other signs and
symptoms >

Document
presence or
absence 4
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Wound Edges Partnert-irst.

| Healthy

| ‘ Epibole | Hyperkeratotic

’ leitjzlfr?\?s ¢ Rolled under e Well defined,
“thickened—soft fibrotic, scarred,
to firm and or — “callus-like
flexible to touch™ tissue formation

around wound
and at edges”4
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Surrounding Skin Partnert-irst.

Surrounding Skin
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Signs and Symptoms of Partnerfirst.
Infection

Peri
wound
redness

| |
‘Pur.ulentl Odor Warmth
Drainage ,
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Clinical Signs Partnertirst.
of Infection

Chronic Wounds - often subtle
« New breakdown or slough’

« Drainage — change in color and consistency,
increase’

« Poor granulation tissue — friable,”-2 dark red,
exuberant, dull, bright red”’

« Pocketing at base of the wound?

« Elevated blood sugar in diabetic patients 8
« Delayed healing,® non-healing’

* Increased size or satellite areas’

* Probing to bone’

« Undermining’
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| Documentation
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Partnertirst,

Weekly Wound Assessment

Patient Name

Type Open Surgical

Room Number

Closed Surgical

Arterml

Venous

Diabetic

Presaire Uleer (PUJ

Trauma

Fistiila

Skin Tear

Rash

Other

Classification Partial Thickness

Full Thickness

Pressure Uleer Stage (1, 1L 11,1V)

Suspected Deep Tissue [njury

Unable to Stage-Eschar

Dimensions (emy Lengll

Widh

Depth

“Tract /Tunneling (_cme__o'clock)

Week

Cleansed with

Undermining (_ema__o chock)

Coated with

Wound Base “eGranular Red

% Clean non Granular

Loosely filled
with

“a Slough/Yellow

% Eschar/Black/Brown

Covered with

Other

Secured with

Exudate Dry. mnimal

Maist,lightly

Debridement
type

Moist, moderately

Wet, heavily

Compression via

Ty pe of Exndaic “Serons

Serosinguenods

Support Surface

Sanguenous

Purilent

Odor absent

ddress Risk Factors for Delayed Healing

Odar present

Surrounding SKIn Teally

pithelialization

Reddenedblanched

Enytherna

Hyperpigmentation

Maceratation

Nonblanchable crythema

Dermitilis

Additional Notes

Induration

Edema

Heal/warmth

Other

Wound edges lltalllaz'ihllsilm

Healthy/Attached

amily notification

It attached

Rolled under

= No change in condition o Change in condition Hyperkeratolic
o MD notification & Treatment Pain Na pain repofted

Pain reported (1-10-point scale)

© 24 hour report Infection No signs & symptoms
Signs & SympLoims present
RN Date | RN Date | RN Date RN Date
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Partnertirst,

Wound Assessment

Documentation e
Evaluate
Healing
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Partnertirst

ASSESSING THE WHOLE PATIENT

Conditions which may affect healing

(Cooper, 2000)
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