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[bookmark: _Toc211001123]Purpose 
The purpose of this document is to inform evidence based professional practice and clinical decision-making in the provision of wound assessment, prevention, and treatment. 
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[bookmark: _Toc211001124]Scope 
[bookmark: _Toc394574895]This document pertains to patients who require wound assessment, prevention and treatment provided by the Canberra Health Services (CHS) network as an inpatient, outpatient or within the community. 
CHS network includes facilities at Canberra Hospital, Centennial Hospital for Woman and Children (CHWC), Clare Holland House (CHH), North Canberra Hospital (NCH), University of Canberra Hospital (UCH) and community settings.
This document applies to the following CHS network staff working within their scope of practice:
[bookmark: _Toc394574896]Medical Officers
[bookmark: _Toc394574897]Nurses and Midwives  
Allied Health Clinicians 
Students under direct supervision
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Wounds Australia promote eight core standards for wound prevention and management 19. The standards include the key concepts and domains in which health care professionals’ deliver their practice, work in collaboration, perform wound assessment and management, documentation, education, research and corporate governance20. 
The standards provide a framework which governs clinical practice across the CHS Network, improves safety of care and contributes to care delivery of a consistent high level, promoting positive outcomes. 
Standard 1: Scope of practice 
Wound management is delivered in a way that respects and complies with legislation, regulations, scope of practice, local policies, current evidence, and ethical decision making. 
Standard 2: Collaborative practice 
Wound assessment, prevention and management are delivered using a collaborative approach between the individual, their family and carers, and the collaborative care team. Collaborative practice is associated with optimal outcomes in wound prevention and healing, quality of life, and cost-effective care delivery.
Standard 3: Wound assessment
A comprehensive assessment of the individual, their wound or risk of wounding, and their environment is fundamental for planning, implementation, and evaluation of wound management.
A comprehensive, ongoing assessment of the individual, their wound and their environment is performed and used to develop an individualised wound prevention and management plan. Clinical decision making is underpinned by screening and assessment of the individual and (when present) their wound. 
Screening is undertaken to determine areas of risk that require comprehensive assessment. Comprehensive assessment factors that influence both the risk of sustaining a wound and the ability of a wound to heal are conducted based on initial screening, clinical judgement, recommendations, needs of the individual, and local policy. Screening and assessment are core components of wound management and should be facilitated with consideration to scope of practice and the services available. 
Standard 4: Wound prevention
Prevention of wounds is an indicator of high-quality clinical care.  Wound prevention is practised according to the best available evidence to achieve optimal outcomes for the individual and their skin integrity. 
Wound prevention is performed at both the organisation level as a component of risk reduction and continuous quality improvement, and at the individual level in accordance with risks identified during screening and assessment.
Standard 5: Wound treatment
Wound treatment is delivered according to the best available evidence to achieve optimal outcomes for the individual and their wound. Wound treatment aims to maximise healing potential and outcomes for the individual. Wound treatment is guided by comprehensive assessment (see Standard 3) and the implementation of evidence-based treatments designed to meet the goals of care.
Standard 6: Documentation
Maintenance of health records in an accurate and clear manner is a legal requirement that protects the individual, their family and carers, and the collaborative care team. A comprehensive wound-related documentation system facilitates service-level monitoring and auditing. Wound related documentation provides a legal, comprehensive, and chronological record of assessments, investigations, wound prevention and management planning and monitoring, and evaluation at the individual and organisation level. 
Accurate, comprehensive, and chronological health records promote the safety of the individual, continuity of care and ability to determine if the care plan is effectively meeting the goals of care. 
Standard 7: Knowledge, education and research
Delivery of the highest standard of wound practice requires expert knowledge and skills. Formal education, research, continuous professional development, and continuous quality improvement activities promote attainment of contemporary, evidence-based knowledge for wound practitioners and the collaborative care team. Maximising the knowledge and skills of the individual and their family and carers facilitate their participation in care decisions and activities.
Standard 8: Digital platforms and technologies
Digital platforms and technologies are used to facilitate the delivery of evidence-based wound prevention and management. Digital health platforms and technologies are rapidly advancing. This includes physical technologies that are used to perform wound assessment, prevention, and management, as well as technologies that transmit and broadcast wound-related information on a one-to-one basis (e.g. telehealth consultations) or more broadly (e.g. social media). 
It is important that wound practitioners and wound service providers navigate the moral, ethical, and social responsibilities associated with using digital technologies, as well as attain proficiency in using new technologies as they emerge20. The main centralised Canberra Health Services record of patient care is the Digital Health Record (DHR). DHR incorporates many of the Australian standards for the wound prevention and management in this section. 
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[bookmark: _Toc211001126]Section 2 - Aseptic Non-Touch Technique (ANTT®) explained 
To ensure practice is both safe and efficient there are different types of ANTT®.
Inclusive to ensure practice is both safe and efficient, there are two types of ANTT® which are referred to in this document.
Surgical-ANTT® is selected for lengthy, technically complex wound dressing procedures (involving large open Key-Sites or large or numerous Key-Parts), requiring sterile gloves, sterile equipment a Critical Aseptic Field and a non-touch technique wherever possible. 
Standard-ANTT® is a selected for a short, technically simple wound dressing procedures (involving few and small Key-Sites and Key Parts, performed using non-sterile gloves, a General Aseptic Field and non-touch technique.
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Wound assessment includes:
Ensuring wound is placed on the Avatar (in DHR) with photography of the wound
Primary wound type and aetiology (e.g. skin tear, pressure injury, lower leg ulcer, burn)
Anatomical location of the wound
Measurement of wound dimensions (length, width, and depth) 
Duration of the wound indicates (acute, chronic).
Assess the wound using T.I.M.E: 
All wounds need to be assessed using the TIME principle (some wound aetiologies use additional assessment tools to categorise severity).
T	Tissue type: granulating, epithelialising, slough, necrotic, hypergranulation
I	Infection/Inflammation: observe for clinical signs of infection, odour
M	Moisture: exudate amount, colour & consistency
E	Edge: raised, rolled, colour, evidence of epithelialisation, undermining   
R	Regeneration/Repair: Review regularly, measure wound healing rates, length, width, depth and consider advance therapies
S	Social Factors: Psychological factors that affect adherence to management plan, extrinsic factors and comorbidities.  
Wound dimensions, for example:
· Length, width, and depth (e.g. measured at the longest, widest, and deepest parts of the wound perpendicular to one another using a disposal ruler)
· Also describe using the 12 o’clock method as the head determines the 12 o’clock position.
· Gently probing the wound to measure depth and determine any undermined edges or sinus tracking.
· Measurements need to be consistent for measuring healing rates.   
Clinical characteristics of wound bed (e.g. granulation, hypergranulation, epithelialisation, slough, necrotic/eschar, exposed bone, or tendon, foreign body, fistula)
Wound edge characteristics (e.g. level, raised, rolled, undermined, colour)
Peri-wound and surrounding skin characteristics (e.g. erythema, oedema, induration, maceration, desiccation, dermatitis/eczema, callus, hyperkeratosis, changes in pigmentation, urticaria and temperature).
Exudate, for example:
· Type (e.g. serous, haemoserous, sanguineous, seropurulent, purulent)
· Consistency (e.g. thick, or thin)
· Amount (e.g. dry, minimal, moderate, heavy)
· Odour present once wound has been cleaned.
Assessment of wound infection (See Attachment 4): 
· Contamination
· Colonisation
· Local infection (covert and overt stages)
· Spreading infection
· Systemic infection
Initial and ongoing assessment of wound pain
Characteristics of pain, using the Visual Analogue Scale (VAS) and include:
· Location, including any radiating or referred pain.
· Character of the wound related pain (e.g. burning, itching, stabbing, shooting).
· Invite the patient to rate the wound pain using the visual analogue scale.
· Duration of wound related pain.
Factors that contribute to pain are anticipatory or procedural e.g. if the patient has pain is related to an intervention and care, e.g. debridement, unanticipated pain refer to health professional.  
Factors that relieve pain (e.g. what helps relieve the patient’s pain: positioning, resting, pain relief).
Impact of the wound pain on Activities of Daily Living (ADL’s), Quality of Life (QoL) and wellbeing.  Consider referring the patient to a pain service or to the appropriate health professional for management of their pain.
Include any co-morbidities the patient has and any medication that the patient is taking that will affect healing of the wound (e.g., for a patient with diabetes consider referral to the High-Risk Foot Clinic if they have an ulceration on the foot).
Complete a nutritional assessment for the patient. 
Assess the psychological and social implications of the wound for the patient and their family. Consider referring the patient and their family to social work and/or psychologist if required, especially in the case of chronic or “hard to heal” wounds.
Consider if the patient requires a referral to any other appropriate health professional and/or specialist.
Wound photos
Wound photography and consent are attended refer to Photo, Video and Audio: Capture, Storage, Disposal and Use Procedure.
Minimal photos are required, one pre clean and one post clean.
Accurate photography needs to be clear and no identifiable area on patients’ body e.g. face or tattoos.


In the acute setting and Community Care Program (CCP) a photo is taken:
on admission
every week for an acute wound or chronic wound
more frequently when there is deterioration of the wound, or a change in the dressing regime.
Each photograph will have a single use disposable paper ruler positioned next to the wound and be identified using: the patient’s initials, Medical Record Number (MRN), date of birth (DOB) and date of photograph, using a clinical work device and uploaded directly into patient's medical record in DHR. 
If a clinical DHR “Rover” device is not available, and an image is required to be taken it should be taken on an approved camera or another approved device, such as government issued phones and the photo is then deleted immediately from the camera as per the Photo, Video and Audio: Capture, Storage, Disposal and Use Procedure.
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Wound cleansing and wound hygiene: 4-step approach
Wounds are cleansed to remove debris, foreign bodies, slough, excessive exudate, and to control the bacterial count. 
Maintain wound temperature during wound cleansing by:
avoiding exposing of the wound to cooling temperatures or appliances
avoiding leaving wounds exposed for lengthy periods
using wound cleansing solutions at body temperature
maintaining core body temperature i.e.: warm clothes - maintain a stable and comfortable environmental temperature.
	Note: Staff must maintain universal infection control principles when cleaning a wound. Aseptic procedures using sterile equipment will be used:
when the patient is immunosuppressed
when the wound enters a sterile body cavity (e.g. nephrostomy tube, biliary drain, penrose drain or central venous line)
during the perioperative period
when the wound healing environment is compromised.




1. Cleanse the wound and peri-wound skin 
Carried out at every dressing change, to prevent recolonisation of the wound originating in the wound bed or via the surrounding skin.
Wound cleansing is actively removing surface contaminants, loose debris, non-attached non-viable tissue, microorganisms and/or remnants of previous dressing from the wound surface and its surrounding skin up to 20cm around wound edges.
Wound cleansing is a key component to wound and skin management. There are various products used in this practice.
Sterile cleansing solutions are to be used for aseptic technique.
Cleansing solutions that are pH neutral (at body temperature warmth)
Antiseptic agents are topical agents with broad spectrum activity that inhibits multiplication of, or sometimes kills, microorganism.
Granudacyn® Irrigation Solution and Spray are hypotonic wound cleansing solutions containing sodium hypochlorite (NaOCl) and hypochlorous acid (HOCl).  Granudacyn® does not require a soak time; however, it can also be left in the wound to soak the tissue. 
ACTION: Cleanse the wound bed to remove devitalised tissue debris and biofilm. Cleanse the periwound skin to remove dead skin scales and callus and to decontaminate it. 
	Note: Ensure when opening, the date is written on the product: Irrigation solution 60 days shelf life, Gel 90 days shelf life. 


2. Debride the wound
Carried out at every dressing change, using a method determined by wound assessment and skill level (see Section 6), to remove devitalised tissue, adherent exudate, and senescent cells, and optimise the wound bed to move towards healing.
ACTION: Remove necrotic tissue slough debris and biofilm at very dressing change. 
(Always seek guidance on patient comorbidities and management goals).
3. Refashion the wound edges
Carried out according to a method determined by wound assessment and skill level, to remove areas that can harbour biofilm and ensure that skin edges are contiguous with the wound bed, to facilitate epithelial advancement and wound contraction.
ACTION: Remove necrotic, crusty and/or overhanging wound edges that may be harbouring biofilm. Ensure the skin edges align with the wound bed to facilitate epithelial advancement and wound contraction.  
4. Dressing the wound
The clinician will endeavour to protect the fragile wound environment and peri wound surrounding tissue by:
Avoiding aggressive wound cleansing unless the goal of care is mechanical debridement.
Avoiding the use of devices that desiccate or traumatise the wound bed or surrounding skin.
Applying an antimicrobial dressing that effectively manages residual bacteria to prevent regrowth/reformation of new biofilm.
Selecting a moist wound healing product or device that will maximise moisture balance while managing exudate. 
Avoid known or suspected toxic agents or allergens.
Protecting the wound and peri-wound area from trauma and maceration.
Removing foreign bodies from the wound.
Use pressure relieving devices to prevent further damage to the wound.
ACTION: Address residual biofilm while preventing or delaying regrowth of biofilm by using dressings containing antibiofilm and/or antimicrobial agents
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The type of aseptic non- touch technique (ANTT®) performed when completing a wound dressing procedure needs to be appropriate to the individual, their wound and their healing environment. 
The use of aseptic technique minimises the introduction of pathogenic organisms into a wound that might lead to infection. ANTT® clinical Practice Framework provides a basis for contemporary aseptic technique founded on core infection control principles. The type of ANTT® to be used is selected according to the technical complexity of maintaining asepsis during any given procedure.
A clinician assesses whether a standard-ANTT® or surgical-ANTT® aseptic non-touch technique is required. See Aseptic Technique procedure for more information on aseptic techniques and aseptic fields. 
[bookmark: _Toc389473282][bookmark: _Toc394574904]Equipment 
Alcohol based hand rub (ABHR)
Dressing trolley or a suitable surface in the home setting
Detergent impregnated wipes (to clean trolley or surface)
Personal protective equipment (PPE) includes safety goggles and/or surgical mask and/or face shield, gown, clean and/or sterile gloves 
General waste bin 
Clinical waste bin
Basic dressing pack
0.9% sodium chloride packaged 30mL (at body temperature warmth) or other wound cleansing solution i.e., Granudacyn®
Additional gauze swabs (optional)
Dressing equipment as per patient’s care plan and treatment orders.
	Note: There may be a need for change of the type of dressing based on the clinical assessment of the wound.


Disposal under pad for collection of excess fluids 
Single patients use disposable ruler, using the DHR “Rover” device for adding the assessment and treatment plan.

Procedure
Check patient’s digital health record for current medical/nursing orders.
Perform the dressing using a standard or surgical aseptic non-touch technique (ANTT), refer to Aseptic Technique Procedure. 
Attend hand hygiene before touching the patient by either hand washing or using ABHR, refer to Infection Prevention and Control Procedure.
Ensure privacy for the patient.
Identify the patient refer to Patient Identification and Procedure Matching Procedure.
Explain the process and purpose of the dressing change, listen to any concerns. 
Obtain verbal consent, refer to Consent for Healthcare Treatment Policy and Informed Consent – Clinical Policy. 
Confirm if patient has any allergies to dressings or tapes.
Ensure adequate analgesic cover prior to dressing change. 
Ensure the patient is placed in a comfortable position.
Attend hand hygiene by either hand washing or using ABHR.
Clean trolley or suitable surface in the home with detergent impregnated wipes.
Set up equipment on trolley or suitable surface by the side of the patient. 
Discard packaging in general waste bin.
Don PPE prior to opening sterile equipment.
Open the basic pack and position equipment using the setting up forceps.
Attend hand hygiene by either hand washing or using ABHR. 
Don gloves.
Expose the wound site.
Remove the soiled dressing with setting-up forceps.
Discard the dressing and forceps and gloves into the clinical waste bin.
Attend hand hygiene by either hand washing or using ABHR.
Open additional sterile equipment after reviewing the wound and treatment orders; add solution into the appropriate areas of dressing pack.
Use clinical DHR “Rover” device to photograph the wound ensuring patient has consented prior to the photo being taken and confidentiality is maintained. Digital photographs require a single use disposable ruler next to the wound with patient’s initials, MRN, DOB and date of photo.
Ensure that the process is timely to avoid exposing the wound to unnecessary cooling. 
Attend hand hygiene by either hand washing or using ABHR.
Don clean or sterile gloves.
Clean the wound surface, cleaning from the non-discharged area to the discharging area (clean to dirty in one direction) and discard swab (into clinical waste receptacle). Or using gentle irrigation method (allowing a controlled pressure of solution using a syringe or sodium chloride container) by using warmed 0.9% sodium chloride, or alternative cleaning agents.
Assess the wound (as per Section 2) using TIME:
	T – Tissue
	I – Infection/Inflammation
	M – Moisture 
	E - Edge 
Assess wound dimensions - measure depth, width, length and describe and measure any sinus/tunnels and undermining (note any bone, tendon, underlying structures, or sutures/ staples). 
Assess peri wound and surrounding skin characteristics – erythema, maceration, excoriation, dry skin, eczema, fragile, thin.
Apply liquid barrier film (e.g. protective barrier film, cyanoacrylate) to periwound to prevent maceration.  
Apply new dressing and secure with adhesive dressings tapes or bandages.
Discard equipment and gloves into clinical waste bin.
Clean trolley or surface with detergent impregnated wipes.  
Attend hand hygiene by either hand washing or using ABHR.
Ensure patient is informed of current treatment plan, (e.g., new dressing properties, next dressing change), and listen to any concerns. 
Documentation should be completed in the clinical record including:
The patient progress notes
The patient avatar
Flowsheets – Lines/Drains/Airways
Enter the wound dimensions, and the healing rate measurements will automatically be represented in a graph. Ensure the Avatar is updated, and the wound photo is attached to the Avatar (not in the media section). In collaboration with the patient and/or carer, document key devices (lines, drains, airways, NPWT) in the DHR by adding icons, and determine wound aetiology, assessment, and treatment plan:
Clinical characteristics of the wound 
Type, consistency, and amount of exudate
Clinical characteristics of the peri wound and surrounding skin
Wound dimensions 
Type of dressings applied
If any change of dressing types 
The reason for the change
If using NPWT consider type of technology – number of sponges, types of sponges, cycle, pressures, dressing frequency
Any allergies to dressings or adhesives
Signs of wound infection and actions taken (See Attachment 4)
Characteristics of pain
Patients’ psychosocial wellbeing
Date of next dressing change
Maintain an optimal wound moisture balance
The clinician will provide wound management that will promote a moist wound environment unless the clinical goal is to maintain eschar in a dry and non-infected condition.
Maintain a constant wound temperature 
It has been demonstrated that wound healing is impaired when the wound temperature decreases, therefore the clinician will:
Avoid exposing the wound to cooling temperatures or appliances
Avoid leaving wounds exposed for lengthy periods
Use wound cleansing solutions at body temperature
Cover with a sterile drape whilst waiting for wound to be redressed
Provide advice on interventions, appropriate for maintaining core body and skin temperature, such as the wearing of warm clothes and the maintenance of a stable and comfortable environmental temperature.
Maintain a neutral or slightly acidic pH
The skin has an acid mantle that ranges between a pH of 4.0 - 6.8. Wound healing is promoted when the skin and wound pH is maintained at a slightly acidic pH. 
The clinician will:
Avoid the use of alkaline soaps and cleansers
Avoid desiccation (drying out) of wound bed as this increase’s alkalinity.
The clinician will observe infection control principles and reduce the potential risk of wound infection by:
Performing the 5 moments of hand hygiene 
Performing a risk assessment and apply the appropriate standard or surgical aseptic non- touch technique and aseptic field
Performing wound dressing procedure with appropriate frequency
Performing adequate wound cleansing and debridement
Applying the appropriate wound dressing products that is supported by evidence
Assessing for clinical signs of biofilm and initiating appropriate management
Assessing for spreading infection and/or systemic infection and/or osteomyelitis and initiate appropriate management 
Performing qualitative or quantitative diagnostic investigation when clinically indicated to determine a definitive diagnosis of clinical infection
Managing clinical infection with prudent and discriminate use of tissue friendly topical antiseptics in combination with systemic antibiotic therapy
Refer the patient to interprofessional teams e.g., infectious disease team as appropriate.
Hypergranulation can be contained or removed by; 
· Topical antimicrobials to correct bacterial imbalance 
· Hypertonic saline impregnated dressings to reduce oedema by osmosis
· Local pressure application using a foam dressing and fixation tape
· Conservative sharp wound debridement 
· Chemical debridement with caustic agents such as silver nitrate daily (which may cause discomfort and necrosis if not used prudently). 
	Note:  Silver nitrate is to be used with caution to prevent damage to healthy tissue. Silver nitrate burns organic matter, coagulates tissue and destroys bacteria. This process leads to formation of slough. The wound management of slough will then need to be continued to manage and remove accordingly.


The clinician will maintain the integrity of wound management products, pharmaceuticals, and devices by:
Appropriate and secure storage of dressing products in the acute, ambulatory care and home setting. 
Changing dressing or appliances as frequently as required to effectively remove excessive exudate or infected material.
Using appropriate dressings or appliances to contain anticipated amounts of exudate.
Using appropriate dressings to ensure patient comfort and concordance, while maintaining optimal healing environment.
The clinician will use products and devices in accordance with licensing acts and/or regulatory bodies and manufacturing guidelines
Wound management products, devices and pharmaceuticals used in Australia should have Therapeutic Goods Administration endorsement unless they are used as a component of a research protocol with appropriate ethical approval.
The clinician will use wound management dressings, pharmaceutical and devices in accordance with the manufacturers’ instruction or research protocols.
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Probing a wound 
Probing a wound assesses and evaluates the healing rate and treatment of the wound in conjunction with wound measurements and photos. A two-dimensional measurement of the wound is recorded which examines and determines the depth and direction of a wound, any undermined edges or sinus tracking or underlying structures e.g. bone. It provides the clinician with information to assist in the decision making of product choice.
CHS Network clinical commodities committee provide governance and process for approval of known wound care products, for catalogued within the electronic stores system
Precautions
Use aseptic non-touch technique when probing a wound
Single use only equipment such as a sterile probe should be used as per the manufacture’s recommendations, and disposed of appropriately 
Clinicians who perform wound probing should be familiar with the underlying anatomical structures that are in proximity to the wound to avoid injury
Never use force when introducing a probe into a wound
Do not use cotton tipped swabs or applicators as they may shed cotton fibres into the wound.
Equipment
As per Section 4 Wound Dressing Procedure 
Additional equipment 
Sterile single use wound probe
Procedure
As per Section 4 Wound Dressing Procedure. 
Once the wound has been cleaned with an appropriate cleansing solution:
1. Gently introduce probe through opening of wound; gently guide probe along track of the wound or sinus
Note any tracking or shelving, including the direction of insertion 
Remove the probe and discard in sharps bin
Assess the wound for:
Dimension – depth/width, undermining or sinus – note any underlying structures such as bone
T.I.M.E principles of assessment (Tissue, Infection/Inflammation, Moisture, Edge)
Characteristics of the peri wound and surrounding skin
Continue with wound dressing procedure as per Section 4
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Wounds are debrided to remove devitalised tissue from the wound bed to optimise wound healing. The presence of devitalised tissue slows the healing process and increases the risk of infection. There are various methods of debridement, discussed below.
Do not debride
Ischaemic ulcers that are covered with hardened eschar such as dry gangrene. There may be insufficient blood supply to support infection control and wound healing.
Diabetic and neuropathic foot ulcers. Patients with diabetic and neuropathic foot ulcers should be referred to an appropriate podiatrist. Podiatry services are available for eligible clients at the High-Risk Foot Clinic or through the Community Care Program Podiatry Service.
Wounds on patients with impaired blood clotting or who are taking anticoagulant medication.
Eschar in a wound. While not likely to heal, eschar acts as a protection to the vulnerable underlying structures to prevent against bleeding or infection.
Malignant wounds.
Autoimmune related wounds or pyoderma gangrenosum as this can further activate the inflammatory response and make the condition worse. 
Methods of Debridement
Autolytic Debridement
Autolysis uses the body’s own enzymes and moisture to re-hydrate, soften and finally liquefy hard eschar and slough. Autolytic debridement is selective; only necrotic tissue is liquefied. It is also virtually painless for the patient. Autolytic debridement can be aided by using topical agents on the wound bed for example:
Hydrogel
Cadexomer iodine
Medical-grade Honey
Hydrofibres.
Conservative Sharp Wound Debridement (CSWD)
If considering CSWD consult with Medical Officer/Specialist, Nurse Practitioner Wound Management, Clinical Nurse Consultant (CNC) Wound Management, Tissue Viability Unit or Podiatrist. Clinicians performing CSWD must have a sound knowledge of the anatomy and physiology of the area being debrided. Sloughy tissue may be similar in appearance to tendon or adipose (fatty) tissue and other structures. 
Surgical ANTT technique and equipment is always to be used and disposed of appropriately. Adequate lighting, positioning of the patient and analgesic prior to the procedure is essential. 
Procedure for Conservative Sharp Wound Debridement
Equipment
As per Section 4 Wound Dressing Procedure
Additional equipment
Sterile single debriding instruments (sterile scissors, forceps, curette or sterile scalpel blade and handle)
Sterile gloves/gown/goggles
Adequate lighting.  
Procedure
As per Section 4 Wound Dressing Procedure
1.  Use Surgical ANTT technique when performing CSWD 
Identify and assess area of loose sloughy or necrotic tissue
Cleanse with appropriate antiseptic, allow for drying time as per product recommendations
Gently cut away loose tissue, be conservative
After debriding the loose tissue flush wound with appropriate antiseptic cleanser to remove any loose debris
Apply dressing and secure as per wound dressing procedure
Document the procedure in the patient’s clinical record and wound assessment and management DHR including the clinical characteristics of the wound bed after debridement.  
Mechanical Debridement
There are various forms of mechanical debridement including: 
The use of a monofilament fibre pad under sterile conditions can assist in removing slough and biofilm from the wound surface
A monofilament pad is a soft pad and a method of debridement that allows reliable removal of debris and exudate from the wound and skin flakes and keratosis from the surrounding skin
Wet to dry dressings using sterile gauze are considered a short-term management practice.
Mechanical debridement with Monofilament fibre pad
Wash off any emollients to periwound and/or wound bed before using monofilament.
Moisten monofilament with cleansing agent before use
Following the use of monofilament, reassess the wound/skin before selecting an appropriate dressing/therapy
Consider using monofilament weekly in chronic wound management. 
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A wound is swabbed to obtain a wound specimen for clinical analysis when a clinical wound infection is suspected. 
Equipment
As per Section 4 Wound Dressing Procedure
Additional equipment 
Appropriate wound swab container and medium
Procedure
As per Section 4 Wound Dressing Procedure 
1. Use aseptic non-touch technique 
Wound swab or sampling should take place after wound cleansing and if appropriate debridement
Irrigate the wound with 0.9% sodium chloride solution at body temperature to remove wound debris and/or contaminates. Wait for 1-2 minutes before taking the swab
Remove swab-stick from sterile container
If the wound is dry, moisten the swab with 0.9% sodium chloride. If the wound is moist, a dry swab should be used
To swab the suspected infection site, use the Levine technique. The swab is rotated over a 1 cm square area with enough pressure to express fluid from within the wound tissue. 
Place swab specimen in container and label, refer to Patient identification – Pathology Specimen Labelling procedure.  You will need a pathology request form or DHR order (General swab MCS Code LAB899) which contains full clinical details to ensure that the most appropriate staining, culture and antibiotic susceptibility analyses are performed and that the laboratory can provide clinically relevant advice
Arrange immediate delivery of the swab to Pathology with completed pathology request form, refer to Pathology Specimen Handling and transportation Procedure.
Apply the appropriate wound dressing 
Discard waste in clinical waste bin
Attend hand hygiene
Document in the patient’s clinical record
Ensure that ongoing wound assessment and evaluation of the effectiveness of treatment are documented.
Refer to Infection Prevention and Control Procedure when swabbing for Methicillin-resistant Staphylococcus aureus (MRSA) and Vancomycin-resistant Enterococcus (VRE) patients, where "attention infection control" must be written on the pathology form.
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Surgical wounds usually heal by primary intention, where there is a minimal tissue loss and the edges of the wound are held in close apposition by sutures or staples, resulting in minimal scarring.
	Note: A medical order is required for the removal of sutures and or staples at all CHS Network facilities.
Exception to this is in the Canberra Hospital Orthopaedic Fracture Clinic where there is a standing order supported by the Clinical Director to allow RNs to remove sutures two-week post-operative, prior to review by the Registrar, if wounds: 
are clean and dry 
have no signs of infection and 
have no evidence of dehiscence.


The technique used for removing sutures will depend on:
Type of sutures used.  They can be either interrupted or continuous.
Style of insertion.
Equipment 
As per Section 4 Wound Dressing Procedure 
Additional equipment
[bookmark: _Int_Qrx19wXi]Sterile suture removal set, as appropriate. This maybe metal forceps and sterile stitch cutter or sterile staple remover.
Procedure
As per Section 4 Wound Dressing Procedure
1. Use Surgical or Standard ANTT when removing sutures or staples
Check the medical orders for removal of sutures and staples
Medical orders will request removal of all sutures and staples, or alternative ones
Assess the wound for unity of skin edges and peri wound appearance
Alternative sutures or staples are removed first. If the union of the wound is satisfactory, the remainder of the sutures and staples are removed as ordered
If the primary healing suture line has partial or full dehiscence, notify the medical officer prior to removal of the remaining sutures or staples. 
Document removal in DHR may remove wound from the AVATAR. 
Technique for removal of sutures and staples
Sutures
1. Lift the knot using forceps
Using a stitch cutter, cut between the knot and the skin, on one side as close to the skin as possible
Remove the suture by pulling the unexposed material through the wound
Apply steri strips and dressing if required 
Document in patient’s clinical record the clinical appearance of the suture line after removal of sutures and number removed.
Staples
1. Using staple remover, slide the flat edge of the staple remover under the staple 
Close staple remover in scissor like motion, using steady and firm pressure (the sides of the staple will move in an upward direction)
Ensure the staple remover is fully closed and remains secure on the staple
Using a rocking movement gently free the staple from one side of the incision line then the other
Apply Steri-Strips and dressing if required
Document in the patient’s clinical record the clinical appearance of the suture line after removal of staples and number removed.
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Packing of a sinus or cavity is performed to:
Promote healing by secondary intention 
Manage a dehisced surgical wound 
Absorb exudate
Prevent abscess formation
Prevent premature closure of the wound surface
Control odour if present
Protect the surrounding skin
Protect wound from pathogens and further trauma.
Equipment
As per Section 4 Wound Dressing Procedure
Additional equipment  
Packing materials as ordered e.g., Calcium alginate, Hydrofibers, cotton gauze, x-ray lined packing. For negative pressure systems (see Section 18) VAC® GranuFoam™, WhiteFoam™,  SilverFoam™ and VERAFLO™ Therapy (used only as an inpatient) or SNAP™ Therapy System (used only in the community) 
Sterile probe
Sterile scissors
PPE sterile gloves, gown/goggles
Additional dressing products as required 
Procedure 
As per Section 4 Wound Dressing Procedure
1. Use aseptic non-touch technique when packing a wound 
Expose the wound site and remove old packing material
Ensure all packing material is removed (note the quantity or pieces of packing product removed)
Discard the dressing, packing, forceps and gloves in the clinical waste bin
Attend hand hygiene by either hand washing or using ABHR
Don appropriate gloves as per aseptic technique procedure
Clean wound with appropriate cleansing solution
Consider peri-wound protection with barrier film
Repack wound with appropriate packing material, the amount of packing material should be recorded in the patient’s DHR. Sterile disposable probe or forceps are used to assist in inserting the packing material into the wound
Wound sinus should be loosely packed 
Avoid packing a sinus where the depth of the sinus tracking cannot be determined 
Any packing or drainage tube inserted into a sinus must be in one continuous piece and remains visible and secure at the wound surface
Apply appropriate secondary dressing and secure with tape or bandage
Ensure patient is comfortable with dressing 
Document in the patient’s DHR and wound assessment form the dressing regime, amount of packing product removed and ensure correlation with previous documentation and number of packing materials placed and any change of dressing regime
If unable to reconcile, report to medical officer. 
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A skin tear is defined as “a traumatic wound caused by mechanical forces, including removal of adhesives”.  Severity may vary by depth (not extending through the subcutaneous layer).
Skin tears can be considered uncomplicated (heal within 4 weeks) or complicated (complex/chronic).
Impaired mobility and impaired cognition are common patient characteristics, whilst associated characteristics seen include senile purpura, ecchymosis, and oedema.
Under the umbrella term, medical adhesive-related skin injury (MARSI) is an occurrence in which erythema and/or other manifestation of cutaneous abnormality (including, but not limited to, vesicle, bulla, erosion, or tear) persists 30 minutes or more after the removal of the adhesive. As this can also cause a skin tear.
Both shearing, and friction forces separate the epidermis from the dermis (partial thickness wound), or which then separates both the epidermis and the dermis from underling structures (full thickness wound).
A systematic, standardised, and validated approach to classify the skin tear is known as the International Skin Tear Advisory Panel (ISTAP) classification system, see Attachment 1. 
Type 1 skin tear – no skin loss
Linear or flap tear where the flap can be repositioned to cover the wound bed. 
Type 2 – partial flap loss
The skin flap cannot be repositioned to cover the whole of the wound bed.
Type 3 – total flap loss
Total skin flap loss that exposes the entire wound bed.
Equipment
As per Section 4 Wound Dressing Procedure 
Additional equipment
Appropriate silicone interfaced dressing 
Procedure
As per Section 4 Wound Dressing Procedure 
1. Use aseptic non-touch technique
Use wound cleansing solutions at body temperature, irrigation cleans to remove debris and contaminates.
Clean the wound surface, floating the skin across the wound to approximate the skin edges using the body temperature cleansing solution. 
Roll skin flap into place to obtain optimum skin coverage 
Protect the peri wound skin with skin prep or barrier film
Swab gently in one direction only
Classify skin tear into Type 1, 2 or 3 using ISTAP Classification System
Observe the wound for: colour, depth, exudate (describe the amount, colour, and character from the wound), granulation tissue, epithelialising, slough, necrotic, hypergranulation and peri wound skin using the T.I.M.E principles
Assess the wound for clinical signs and symptoms of infection. If signs of infection notify the Medical Officer or General Practitioner   
Apply a silicone interfaced dressing. For patients with an allergy to silicone products use products which provide moist interface, protect the fragile skin environment, and absorb exudates. e.g., tulle grass and non-adherent foam
Once the dressing is applied, draw an arrow on it to show the direction in which it should be removed. This should be with the direction of the skin flap so that you don’t pull it back on removal. Use 0.9% sodium chloride to assist with removal if required.
Document the procedure in the patient’s DHR, place on the Avatar with photo, wound assessment and management chart including a description of the wound and location, type of dressing applied and any change of dressing type and the reason for the dressing change
Apply preventative management strategies as listed below.
[image: Picture of skin tear and application of dressing with arrow pointed in the direction the dressing is to be removed. ]
(Source: Oxford Health NHS Foundation Trust 2022) 
Preventative strategies
1. Identify patients at risk
Implement strategies that prevent falls and other trauma
Gentle handling of the patient and the use of transfer and repositioning devices that reduce friction and shear of the skin
Cover vulnerable skin surfaces with clothing and skin protection devices
Avoid adhesive dressing on fragile skin consider lightweight roller or tubular bandages
Always use adhesive removal wipes to remove dressings
Optimise nutrition and hydration status
Avoid the use of pH altering soaps as they can cause drying of the skin
Moisturise the skin daily or as required
Provide the patient, family and carers with information and education on prevention of skin tears
Referral of the patient to multidisciplinary teams should be considered e.g., Occupational Therapist for further preventive strategies and management, Physiotherapist, Dietitian for malnutrition assessment and if indicated nutritional supplements and Social Worker.
Additional information
Most skin tears occur when providing routine assistance to patients
Skin closure strips such as steri-strips are no longer a preferred treatment option
Films and hydrocolloids have a strong adhesive component and are not recommended
Iodine based products should not be used for the management of skin tears.
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[bookmark: _Hlk10622883]The Clinical Practice Guidelines: Burn Patient Management was developed by specialist staff working within the NSW Agency for Clinical Innovation (ACI) State-wide Burn Injury Service (SBIS). Please see Burn Patient Management and Transfer: NSW Agency for Clinical Innovation Clinical Practice Guideline on the Policy Register https://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0009/250020/Burn-patient-management-guidelines.pdf 
The ACI guidelines was developed to provide direction for clinicians and aims to achieve the best possible care through timely recognition and appropriate management following a burn injury.  
It should be noted the guidelines reflect current safe and appropriate approach to care of burns with assessment resources and management option. However, as in any clinical situation, there may be factors which cannot be covered by a single set of guidelines. 
The guidelines should be used as a guide and does not replace the need for the application of clinical judgment to each individual presentation.
Specific information for CHS Network includes:
Management of the burn wound: First aid
Emergency assessment and management of severe burns
· Acute management
· Surface area assessment
· Pain management
· Initial assessment of the burn depth
· Recognising burn depths
Burn unit admission criteria
Burn wound management
· Burn wound healing principles and concepts
· Burn patient dressing decision-making tree
· Cleansing and debriding of the burn wound
· Digital photograph of the burn wound
· Selecting an appropriate dressing: Quick reference guide
· Dressing procedure
· Specific dressing application
· Dressing fixation application
Escalation of care within CHS Network for patients with a burn injury:
A RiskMan incident report must be submitted for all healthcare facility acquired burn injuries as per Incident Management Procedure
Burns to greater than 20% body surface area meets the criteria for activation of Category 1 Trauma Code, refer to Trauma Team Activation procedure.
Consider referral to the Plastics Surgical Team or the Tissue Viability Nurse (TVN) for wound management advice or plan
For community patients, consider referral to Nurse Practitioner (NP) and CNC Wound Management
Referral of the patient to multidisciplinary teams should be considered e.g. Occupational Therapist for scar management, Physiotherapist, Dietitian for malnutrition assessment and if indicated nutritional supplements and Social Worker.
It is recommended the wound is recorded in a wound photograph. The patient must consent to the photographing of the wound, see Photos Video and Audio Capture, Storage, Disposal and Use procedure. 
Paediatric considerations 
Preferred Paediatric dressing.
· Mepilex AG, secured with Mefix, unless guided otherwise by paediatrics surgical team. 
· Decreased procedural pain and distress
· Improved efficiency and compliance to dressing changes,
· Decreased adverse outcomes
Deroofing
-	Experienced Outpatient nursing staff to complete deroofing under guidance of paediatric surgical team.
Referrals 
-	Paediatric Surgical team 5124 0000 
-	DHR referral to paediatric outpatient nurse's clinic
	-	Call paediatric outpatient nurses 5124 7374
Burn Blister Management:
Minor Burn Blister Consensus Document was developed by specialist staff working within the NSW ACI State-wide Burn Injury Service (SBIS). This document has been developed to provide direction to clinicians regarding burn blister management.
Burn blister management is generally guided by specialist clinician. ‘De-roofing’ (removal of skin and fluid) burn blisters procedure should be performed by a specialist clinician (TVN, Paediatric Surgical Team, Plastics Surgical Team, or community NP and CNC Wound Management) with appropriate analgesia administered prior to procedure.
Agency for Clinical Innovation State-wide Burn Injury Service. (February 2019). Minor Burn Blister Management can be accessed at https://aci.health.nsw.gov.au/__data/assets/pdf_file/0004/324472/ACI-Minor-burn-blister-management.pdf
Equipment
As per Section 4 Wound Dressing Procedure
Additional equipment
Appropriate wound dressings
Surgical ANTT technique, gowns/gloves/face shield/goggles
Sterile scissors/forceps 
Sterile drapes
Procedure
As per Section 4 Wound Dressing Procedure 
1. Use aseptic non-touch technique
Assess patient for pain level and offer the patient analgesia prior to applying or changing burns dressings
Use wound cleansing solutions at body temperature, irrigate with 0.9% sodium chloride solution to remove debris and contaminates
Calculate body surface area assessment using the Rule of Nines for adults and children over 14 years and Advanced Paediatric Life Support Australia Matrix (attachment 1 in the Burn Patient Management: NSW Agency for Clinical Innovation Clinical Practice Guideline) for children under the age of 14 years.
Apply a dressing as per the Clinical Practice Guidelines: Burn Patient Management. A antimicrobial “silver” dressing is applied such as Acticoat flex® 3 or 7 or Mepilex AG®
Document the procedure in patient’s clinical record DHR and wound assessment and management.
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Note: this section excludes Lymphoedema Physiotherapist Practitioners applying compression bandaging to manage oedema.
Venous leg ulcers are generally located on the lower third of leg; anterior to medial malleolus. Patient may have a history of deep venous thrombosis, valvular incompetence, obesity, or a deficit in calf muscle pump function. 
The management of a leg ulcer is influenced by the patient’s co-morbidities; therefore, a holistic assessment is required to distinguish the aetiology and assess the extent of venous insufficiency and identify any peripheral arterial disease (PAD) in addition to a comprehensive wound assessment. This information is documented on the Avatar wound assessment and management form and lower leg ulcer assessment flowsheet.
A holistic assessment includes:
Clinical history
Clinical examination
Palpation of pedal and leg pulses
Skin examination:
Venous
Oedema
Varicose veins
Hyperpigmentation
Inflammation
Atrophie blanche
Ulcer location: retromalleolar, medial aspect of the leg
Stasis eczema /contact dermatitis, lipodermatosclerosis
Arterial
shiny skin
brittle toenails
hair loss on the legs and feet
the pulse in the leg being very weak or undetectable
Hand held doppler ultrasound to obtain ankle/brachial pressure index (used in CCP to initiate safe compression bandaging)
Ankle Brachial Pressure Index (ABPI)
A non-invasive vascular test using doppler ultrasound is performed to determine adequate arterial blood flow in the legs before use of compression therapy.  
Systolic blood pressure (BP) is measured at the brachial artery and at the ankle level. Using these measurements ABPI is calculated as the highest systolic blood pressure from the foot arteries (either dorsalis pedis or posterior tibial artery) divided by the highest brachial systolic pressure is the best estimate of central systolic blood pressure. 
An ABPI of 0.8 to 1.2 is usually considered indicative of good arterial flow in the absence of other clinical indicators for arterial disease. An ABPI of less than 0.8 and a clinical picture of arterial disease should be considered as arterial insufficiency. An ABPI above 1.2 is suggestive of possible arterial calcification.
		Highest systolic ankle blood pressure
ABPI = 	
Highest systolic brachial blood pressure

Equipment
Handheld Doppler
Ultrasound gel
Tissues
Sphygmomanometer cuff
Doppler ABPI guide
Hand wipes
Procedure
1. Explain procedure to the patient and obtain consent
Perform hand hygiene
Place the patient in the supine position, encourage the patient to relax for at least 15 minutes to stabilise blood pressure.
Obtain the brachial systolic pressure as follows:
10.1. Place sphygmomanometer cuff around the arm
10.2. Palpate the brachial pulse
10.3. Apply gel over pulse site
10.4. Hold Doppler probe between forefinger and thumb at 45-degree angle (pointed towards the heart) and place over brachial pulse until blood flow is maximally heard
10.5. Inflate the cuff until the ‘Doppler’ sound disappears; slowly deflate the cuff until the sound returns, note the reading when the sound disappears and returns
Repeat this process on the other arm
The higher of these two readings is the brachial systolic pressure
Obtain the ankle systolic pressure as follows:
10.6. Place the sphygmomanometer cuff around the leg just above the ankle. If the wound is at this site, cover it with plastic wrap or a sterile dressing
10.7. Locate the dorsalis pedis pulse on the same side
10.8. Apply gel over pulse site
10.9. Hold Doppler probe between forefinger and thumb at 45-degree angle and place over dorsalis pedis pulse until blood flow is maximally heard 
10.10. Inflate cuff until Doppler sound disappears; slowly deflate cuff until sound returns, note the reading when the sound disappears and returns
Repeat this process for the posterior tibial pulse 
Wipe the gel from the pulse sites
The higher of these two readings is the ankle systolic pressure for that leg
Calculate the patient’s ABPI using the Doppler ABPI guide. If no guide is available, then calculate it manually as per formula above
Repeat the procedure on the other leg
Document ABPI on the leg ulcer assessment form
Clinical observation must be used in addition to the ABPI prior to the commencement of compression therapy
If an outpatient: Consult with the patient’s Medical Practitioner regarding the results of the ABPI and a diagnosis of venous/arterial ulceration 
	Note: Individuals with diabetes often have calcified vessels which are less compressible. These calcified vessels can, therefore, cause misleadingly high ABPI results. In such cases, the toe pressure can be measured instead of the ankle pressure (using a toe cuff). This is known as the toe brachial pressure index (TBPI).



	Note: If a patient’s ABPI is unable to be determined, e.g., due to pain or difficulty obtaining an accurate reading, notify the patients’ Medical Practitioner. The patient may be referred on for further investigations such as a Duplex Arterial Ultrasound.


Compression Therapy (see Attachment 2)
If an inpatient: 
prior to applying compression bandaging obtain a written treatment order from the Medical Officer
Registered Nurses in community care who have been assessed as competent in obtaining an ABPI recording can instigate compression bandaging if the ABPI reading falls between 0.8 and 1.2mmHg and a comprehensive holistic assessment of the patient has been performed. 
Registered Nurses and Enrolled Nurses must be assessed as competent in applying compression bandaging prior to attending this procedure
If an outpatient:
When ABPI is less than 0.8 or greater than 1.2mmHg then consult with the patient’s GP or Medical Specialist prior to applying compression bandaging and obtain a written treatment order from the Medical Officer.
The treatment order must specify:
· Type of compression therapy for e.g. short stretch bandage or compression stockings/wraps 
· Which limb to apply compression therapy
Do not apply compression bandaging to a patient if the ABPI is less than 0.8 or above 1.2 without a treatment order from GP/Medical Specialist/Nurse Practitioner Wound Management/CNC.
ABPI < 0.8mmHg: liaise with patient’s Medical Practitioner regarding the possibility of further investigations to accurately determine the aetiology of the ulcer
ABPI < 0.5mmHg: liaise with patient’s Medical Practitioner for an urgent referral to a vascular surgeon 
ABPI > 1.2 mmHg: may indicate uncompressible arteries; seek advice from the patient’s Medical Practitioner or Nurse Practitioner Wound Management prior to commencing compression therapy.
When to refer to the patient for further care
If an outpatient: Notify the GP if a leg ulcer shows no signs of healing after three months or if there is cause for concern prior to this time. 
A non-healing leg ulcer should be referred to the Nurse Practitioner Wound Clinic or CNC Wound Management in the Community Care Program (CCP) and Tissue Viability Unit (TVU) at Canberra Hospital (CH) and University of Canberra Hospital (UCH) 
In the community, the GP is always the first point of contact if there is an immediate concern about the patient and their wound and should be notified to assess the patient and refer onto appropriate Medical Specialist or health facility. 
Management of venous leg ulcers
Use aseptic non-touch technique when dressing leg ulcers. In CCP a photograph of the leg ulcer is required to be taken every two weeks or more frequently if there is a deterioration in the wound. 
Equipment
As per Section 4 Wound Dressing Procedure 
Additional equipment
Compression bandage
Procedure 
As per Section 4 Wound Dressing Procedure 
1. Ensure patient has been assessed for peripheral arterial disease and that it is safe to apply compression therapy
Encourage patient to shower leg prior to dressing change (if possible)– primary dressing can be left intact ensuring no contamination of the ulcer. Washing the wound in the shower must be separate from washing the rest of the body
If the patient is unable to shower, clean the patient’s legs with bath wipes
If the patient or carer uses a bucket of water, it should be used with care. Apply moisturiser to the patient’s leg. 
(The use of buckets or bowls with water for cleansing of the leg is not recommended due to Work Health and Safety issues for both the patient and the clinician)
Cleanse wound at dressing change as per Section 4 Wound dressing procedure
Apply appropriate dressing to the wound according to the wound assessment and treatment orders
Apply compression bandage as per treatment orders and manufacturer’s recommendation
The compression bandage may be left intact for up to 7 days
More frequent changes may be necessary if there is excessive exudate or if clinical signs of infection are present
The bandage may need to be loosened or removed if there is discomfort or tingling/numbness and/or discolouration in the patient’s foot and/or toes 
Refer the patient to a Dietitian if ulcer present for more than three months or wound healing is delayed as per the clinical judgment of the clinician 
Ensure the patient has adequate pain control for dressing changes to occur
Advise patient to:
walk regularly as tolerated or perform calf/foot exercises
elevate their legs above the level of their heart when sitting 
inspect skin integrity daily, and moisturise skin
stop smoking
seek advice to manage weight if obese 
follow a nutritional diet
After healing has been achieved with compression bandage therapy it is ideal that compression bandaging be maintained to the same degree for two to four weeks before changing to medical-grade compression garments. This is to assist with skin maturation. 
Venous leg ulcers can recur once healed unless preventative measures are maintained. Patients should continue wearing compression garments as prescribed and purchase new stockings at least every six months. 
Manual handling risk when applying graduated compression bandage  
Manual Handling risks are associated with dressing and bandaging of patients’ lower limbs. At the initial patient assessment, a Manual Handling Risk Assessment Tool is to be completed and the care plan is adjusted accordingly.  
Arterial Leg Ulcers 
Arterial leg ulcers occur due to peripheral arterial disease and are frequently located between toes and at tip of toes, over phalangeal and metatarsal heads, on side or sole of foot.
	Note: For arterial ulcers do not apply compression bandaging of limb as this will further reduce the blood supply to the lower leg.


Management of Arterial Ulcers
Do not debride ischaemic ulcers that are covered with hardened eschar, such as dry gangrene. There may be insufficient blood supply to support infection control and wound healing.
1. Advise the patient to seek referral to a vascular surgeon if the ABPI is < 0.8mmHg
If an outpatient: Liaise with patient’s Medical Practitioner or NP regarding a referral to a vascular surgeon
Refer the patient to a Podiatrist and multidisciplinary teams if required
Encourage patient to shower leg prior to dressing change if possible– primary dressing can be left intact ensuring no contamination of the ulcer
If the patient is unable to shower, clean the patient’s legs with bath wipes
If the patient or carer uses a bucket of water, it should be used with care. Apply moisturiser to the patient’s leg and foot. 
(The use of buckets or bowls with water for cleansing of the leg is not recommended due to Work Health and Safety issues for both the patient and the clinician)
Cleanse wound at dressing change as per Section 3 and Section 4 Wound dressing procedure
Apply appropriate dressing to the wound according to the wound assessment and treatment orders
The retention bandage may need to be loosened or removed if there is discomfort or tingling/numbness and/or discolouration in the patient’s foot and/or toes 
Ensure the patient has adequate pain control for dressing changes to occur
Advise the patient to: 
exercise as tolerated
inspect skin integrity daily, and moisturise skin
avoid tight clothing/shoes
avoid trauma to the skin (including adhesive tapes and thermal extremes)
offer referral and support to stop smoking
ensure that legs are in a neutral or dependant position whilst sitting or lying
offer support and referral to manage weight if obese
follow a nutritional diet
Mixed Arterial/Venous leg Ulcers
Ulcers are considered to be mixed when more than one factor is operative, e.g., Venous leg ulcers associated with diabetes, peripheral arterial disease, or rheumatoid arthritis 
Compression therapy may be contra-indicated in these patients due to poor peripheral arterial circulation 
Outpatients: If light compression is prescribed by the Medical Practitioner/Specialist, or NP, the circulation of the patient’s leg/feet must be monitored at each visit to prevent and detect any early signs of ischaemia
Advise the patient to remove the bandage if they experience an increase in pain or discomfort, notice discolouration, coolness, or pain in their foot/toes 
Inpatient/Outpatient: Consultation should be sought with a vascular surgeon for any signs of ischemia.
Possible indicators for specialist referral include: (Reproduced with permission of the Australian Wound Management Association. All rights reserved)
Diagnostic uncertainty
Atypical ulceration distribution
Suspicion of malignancy 
For treatment of underlying conditions including diabetes, rheumatoid arthritis and vasculitis
Peripheral arterial disease indicated by an ABPI less than 0.8mmHg
ABPI above 1.2mmHg
Contact dermatitis 
Ulcers that have not healed within 3 months
Recurring ulceration 
Healed ulcers with a view to venous surgery
Antibiotic resistant infected ulcers
Ulcers causing uncontrolled pain
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Skin grafting, also known as skin transplants or auto-grafts, is a surgical procedure in which a piece of skin is transplanted from one location of the body to another area of a patient’s body to cover a wound that involves a defect in skin and/or subcutaneous tissue. Skin grafting is used to replace skin lost by injury. The area where the skin is removed from is called the donor site.
Skin grafts are used to speed up the healing and reduce the risk of infection. Care of a skin graft depends on the type of graft.
There are two types of skin grafting procedures: split-thickness and full-thickness. 
Split-thickness skin grafts (STSG) include the upper layer (epidermis) and most of the lower layer (dermis) of the skin
A full-thickness skin graft (FTSG) transfers all layers of the donated skin to the wound. A FTSG offers more durable coverage and more sensation than a STSG
A split-thickness skin graft
A split-thickness skin graft can be meshed or non-meshed prior to placement. The process of meshing allows fluid from within the wound to escape through the fenestrations, thus decreasing the risk of graft failure due to the pressure of trapped wound fluids. Meshing the skin also increases the amount of area that can be covered as the skin can be expanded up to nine times.
A full-thickness skin graft
A full-thickness skin graft is harvested by excision. A FTSG is closed primarily with skin closure devices and the incision can be cared for with a topical ointment. This wound should heal with a fine line scar. A FTSG is taken from areas that most closely match the area where they are to be transplanted. For example, a defect on the face can be covered by skin from behind the ear. 
Full thickness grafts (Wolfe Graft)
These grafts are sutured to immobilise the graft. 
Depending on the size of the graft, the donor site may be closed by primary intention or covered with a split skin graft.
Delayed grafting
When the graft is harvested it can be applied to the bed immediately or it can be stored to be applied later, this is called ‘delayed grafting’. The skin can be preserved for up to 2 weeks, by storing the donor skin on 0.9% sodium chloride-soaked gauze in a sterile container in the operating theatre fridge.
Equipment 
As per Section 4 Wound Dressing Procedure
	Note: Prior to any skin grafts being redressed check medical orders often found in surgical notes. 
Chloramphenicol ointment is not recommended for non-ocular topical wound, use white soft paraffin for moisturising effects and promotion of wound healing.


Procedure 
As per Section 4 Wound Dressing Procedure
1. Use Surgical aseptic non-touch technique
Remove dressing gently to protect the skin graft
Assess the skin graft for any fluid collection under the graft, colour of graft and amount of graft that has taken
Assess wound edges
Whilst the skin graft is adhering to the wound bed, the graft must be protected from fluid collection, tension and movement as the skin graft can separate from the wound bed.
Collection of wound fluid, blood and serum beneath the skin graft prevents revascularization, therefore inhibiting nutrient and oxygen from interfacing with wound bed and grafted tissue.
1. Fluid collections under the graft can be evacuated by piercing the graft with a 25g needle, then using a sterile applicator to wick out the fluid. A treatment order is required prior to removing any collection of fluid.
The graft may have a Negative Pressure Wound therapy (NPWT) Therapy dressing applied in the operating theatre and left in place for 5 days to reduce haematoma or fluid collection under the graft and to encourage adherence of the grafted skin. An interface silicone sheet is used between the graft and the foam of the NPWT.
The dressing is usually removed 3 to 5 days after surgery. At this time the graft should appear pink as capillary buds are formed, and circulation is maintained. If no blood supply is present, the grafted area will appear white – notify the surgeon or medical officer. 
If infection is present, the skin graft will have a red or inflamed appearance with graft loss. The graft will become dark and dry/necrotic. Notify the surgeon or medical officer. 
Dressings are applied until the skin graft has 100% taken and/or wound is healed and then moisturiser is applied daily. The skin graft site is fragile initially, but over time it will strengthen and become a pale pink in colour. This process usually takes 12 months.  
Donor site
Following harvesting of the donor site, primary dressings are placed on the wound and pressure bandaging applied, because the wound is likely to bleed.
Equipment 
As per Section 4 Wound dressing procedure
Additional equipment
Primary dressing and pressure bandages as per treatment orders
Procedure
As per Section 4 Wound dressing procedure
1. Use aseptic non-touch technique
The pressure bandages remain intact for 24 to 48 hours 
Primary dressing should remain intact until the dressings can be removed without trauma, usually in 10 to 14 days 
If leakage occurs, and clinical assessment does not indicate infection, the primary dressing should be reinforced but not removed
If leakage persists, the primary dressing should be removed, and the site assessed for signs of infection 
Redress the site with the primary dressing as per the treatment orders
If the donor site has healed, leave exposed and educate patient/carer to apply a non-perfumed, moisturiser three times per day 
The donor site area once healed may be hypersensitive to touch, advise patient/carer that touching the area will help with de-sensitising 
Advise and document to the patient to avoid UV exposure to the donor site and apply sunscreen when outdoors.
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Skin flaps
A skin flap is a surgical relocation of tissue from one part of the body to another part. Flaps contain skin and subcutaneous tissue but can also contain underlying fascia, muscle, or bone. 
Indication for flaps
Reconstructive surgery following major surgery such as tumour resection (e.g., mastectomy)
Extensive trauma or surgical management of a chronic wound (e.g., pressure injury)
Areas of prior infection
Replants of a traumatically severed or complete amputation of body part most commonly fingers.
Most common types of flaps
Free- flap: relocation of skin and subcutaneous tissue with an anastomosis of its blood vessels to the receiving area’s blood vessels. 
Pedicle- flap: transfer of skin and subcutaneous tissue but blood supply is maintained until a new blood supply is established. The pedicle is then freed. 
Rotational- flap: local pedicle flaps whose width is increased by having the edge distal to the defect form a curved line; the flap is then rotated, and a counter incision is made at the base of the curved line, which increases the mobility of the flap.
Deep Inferior Epigastric Perforator (DIEP) Flap: based on the deep inferior epigastric vessels, an artery and vein at the bottom of the rectus abdominis muscle. These vessels provide the primary blood supply to the skin and fat of the lower abdomen. The lower abdominal skin and fat is removed without having to harvest any of the rectus abdominis muscle.  Blood supply is provided through the perforator vessels that are teased out from the rectus muscle, using a muscle incision. 
Other types of microvascular surgery
Replantation: the restoration of any body part to its original site.  This also requires repairing of blood vessels, nerves, and tendons. It is commonly used in post-traumatic injury such as finger amputation. Bone is often shortened to allow extra length of vessels for tension free anastomosis. K wires are used to join the bone, usually retained for 4-6 weeks until the bone unites.
Management of replantation
Refer to flap post-operative observations
If replantation deteriorates, may require leech therapy as ordered by the Plastic VMO.  Refer to Medicinal Leech Therapy Clinical Procedure for management.
Post-operative management of skin flap (not including DIEP flap)
Observation of the skin flap
Equipment
ABHR
PPE including clean gloves
Doppler 
Lubricant
Tissue
General waste receptacle
Procedure
1. Explain procedure to the patient and obtain consent
Perform hand hygiene
Ensure the patient will have privacy during the procedure
Position the patient to ensure comfort during the procedure
Don PPE (as indicated)
Expose flap site
Perform and document flap observations as per Limb Observation Chart-Skin Flap form and Neurovascular Observations Chart 
Ensure no pressure is applied anywhere near the flap
Attend capillary refill, flap temperature, colour, peripheral temperature, urine output, blood pressure, Doppler thrill and drain output. See table on following page for normal ranges
To check for Doppler sounds, locate the area where it is marked by the Surgeon
Wipe excess lubricant from Doppler site
Cover flap with dressing if necessary
Remove PPE
Perform hand hygiene
Record observations attended
Any changes from previous observations should be reported to the Plastics registrar on duty
Keep patient warm and comfortable
Cleanse Doppler with neutral detergent wipes 
Perform hand hygiene
Skin flaps will be sutured, check Surgeons orders regarding removal of sutures.
	Note: Frequency of flap observations is dependent on the Plastic team orders.  Daily review, documentation of the treatment, and ongoing management plan for flap is required by the treating team. If any change in condition, the treatment must be reviewed more frequently as required.



	Alert: Contact the treating Plastic Registrar when any of the skin flap observations are abnormal.



	Check
	Normal
	Abnormal

	Capillary refill
	2-3 seconds
	Sluggish greater than or equal to 3 seconds (ischaemic)
Brisk equal to or less than 1 second (congested)

	Flap temperature (use back of hand or finger to assess)
	Warm
	Cool, Cold

	Colour (note: can vary based on the donor, please consider comparing the colour of the flap with the donor site)
	Pink
	Purple/Blue-possible clots (venous occlusion)
White – no blood supply (arterial occlusion)

	Peripheral Temperature

	Greater than 36.5° C
	Less than 36.5°C, this indicates vasospasm
Keep the patient warm, use Bair hugger

	Doppler

	Biphasic
	Monophasic

	Urine Output

	0.5-1 mL/kg/hr – or as per Surgeon’s orders

	Drop in urine output

	Systolic Blood Pressure
	Less than 100mmHG or as per Surgeon’s accepted value/orders
	Drop in blood pressure


Post-operative management of a DIEP flap
Refer to Enhanced Recovery after Surgery (ERAS) (Adults only)
	Alert: A patient with a DIEP flap will always require a 1:1 special nurse, skilled in post microvascular observations, for a minimum of 48 hours post-operative.  The 1:1 special nurse can only be ceased when ordered by the Plastic Visiting Medical Officer.


Frequency of observations
Every 15 minutes for first 6 hours
Every 30 minutes for the next 12 hours
Review by consultant to determine ongoing frequency.
Equipment
ABHR
Clean gloves
Doppler 
Lubricant
Tissue
Bair hugger
Alternating air mattress (reactive)
General waste bin 
Procedure
1. Increased Patient Care/ Supervision Request Form, found on the clinical forms register, must be completed by the ward CNC or the Team Leader on the shift as per the Increased Nursing Patient Care and or Supervision Procedure.  Requirement of the special nurse can be changed according to frequency of observations (e.g., hourly flap observations).
Ward staff are to organise alternating air mattress, calf compressors, and Bair Hugger from Central Equipment Stores, prior to the patient arriving from surgery.  Alternating air mattress can be requested to be sent to recovery so that patient can be transferred directly to this post surgery (patients will require to be resting in bed for 48 hours or as directed by the plastic surgeon).
On admission to the ward
1. [bookmark: _Hlk10623761]The Special Nurse together with the ward Nurse In-charge will receive handover from Recovery nurse as per Post-Operative Handover and Observations – Adult Patients (First 24 Hours) procedure.  Making sure flap hand over and observation is performed in front of the receiving nurse and documented.  If Doppler is required, ensure exact location where to use Doppler and Doppler sounds have been handed over.
Post-operative observations are to be attended as per Post-Operative Handover and Observations – Adult Patients (First 24 Hours) procedure.  Monitor observations as per Limb Observation Chart – Skin Flap.  
Frequency of observations can change depending on Plastic Surgical team instructions  
On changeover of shift flap observations are to be handed over at the bedside. The outgoing nurse is to handover the flap observations along with the location of the flap and also the Doppler sound to be handed to the incoming nurse
To check for Doppler sounds, locate the area where it is marked by the Surgeon
Connect the Bair Hugger and maintain desired temperature of patient as directed by their surgeon
Monitor the patient’s urine output every hour. Intravenous fluid therapy can be titrated according to the output but only as directed by the Plastic Registrar
Check, monitor, and date the drains attached to the surgical wound. Change the drain bag and record the output every 24 hours. Document the drain output on the Fluid Balance Chart. (Monitor and ensure the drain patency as these patients are at high risk of seroma)
Ensure the patient has adequate analgesia
Do not apply pressure on the flap
Monitor the donor site for bleeding or ooze
Monitor the patient’s haemoglobin level as per treating team instructions.
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Please refer to CHS procedure: Orthopaedic Surgery – Pre and Post Operative Management in Adults Section 11 Care and management of pin sites following application of external fixation and/or Skeletal traction.
	Alerts:
Assess neurovascular status of affected limb/digit
Assess for oedema
Check skin integrity prior to treatment
Assess patient capacity to understand and comply with k-wire instructions
The orthopaedic patient with full cast may require additional foam around k-wire site and layer of gauze/foam for protection, prior to plaster cast application.


Kirschner wires (K-wires) are applied to:
Provide immobilisation and maintain position of a limb in the presence of a fracture or suspected fracture or soft tissue/tendon injury
Provide immobilisation and maintain position following an operative procedure
Prevent or correct deformity
Procedure principles
K-wires are prescribed and applied by the medical officer in operating theatre. K-wires are used to fix bones in correct alignment.
K-wires have the dressing changed 1 to 2 weeks post-surgery and remain immobilised within a back slab/cast as per MO orders. When changing the dressing observe for signs of infection and notify MO if present. Educate the patient on signs of infection and advise to seek medical advice if signs are present (this information is contained within discharge summary care instructions). 
	Note: Outpatients with K-wire require weekly dressing change with GP/Walk in Centre (WiC)/CCP. Outpatient staff to provide appropriate orders.


Application of back slab/splint may cause pain or discomfort to the patient and analgesic needs of the patient should be assessed prior to changing the dressing.
During the k-wire dressing or removal patients should be positioned to ensure comfort and safety, stability of the fracture/operative site and the manual handling safety of the health professional.
Back slabs/splints have the potential to cause neuro vascular compromise, pressure injury and skin breakdown. All care should be taken to minimise these risks. See Section 2 Neurovascular Observations for Orthopaedic Patients in the Orthopaedic Surgery - Pre and Post-Operative Management in Adults Clinical Procedure on the CHS Policy Register.
All patients who have a cast applied require written and verbal instructions (refer to Section 7 – At Home Care Instructions of Plaster and Polyester Cast Management Clinical Procedure on the CHS Policy Register) regarding the care of the cast and limb. Instructions should include but are not limited to the signs of neurovascular compromise and when to seek urgent medical attention.
Changing the K-wire Dressing
Equipment 
Alcohol based hand rub (ABHR)
Basic dressing pack
Normal saline
Gauze swabs
Clean gloves
Personal Protective Equipment (PPE) 
Split foam dressing (optional)
Securing tapes
Clinical waste receptacle
General waste receptacle.
Procedure
1. Confirm MO instructions for care of the K-wires and operative site.
Confirm patient identification and consent for the change of dressing. 
Perform hand hygiene. 
Assess the patient’s analgesic requirement (if applicable).
Assess the patient’s capacity to assist/comply with instructions and need for additional staff.
Position patient for safety and comfort and manual handling safety of health professional.
Don clean gloves. 
Remove old cast/and dressing (if applicable).
Discard waste into a clinical waste receptacle.
Remove gloves.
Attend hand hygiene by either hand washing or using ABHR.
Assemble clean dressing equipment on cleaned dressing trolley.
Discard packaging in general waste receptacle.
Attend hand hygiene by either hand washing or using ABHR. 
Don clean gloves.
Clean around the k-wires using gauze and normal saline.
Leave to dry after cleaning, or dry with a clean gauze to avoid colonisation.
Assess skin integrity and position of k-wire to ensure no risk of pressure injury development to skin or adjoining structures. If risk identified, apply dry gauze/foam around k-wire shaft/insertion site to protect skin. For patients requiring back slab, apply additional padding to prevent trauma and promote comfort.
Discard waste in clinical waste receptacle.
Remove gloves.
Attend hand hygiene be either hand washing or using ABHR.
Advise patient to keep dressing/back slab dry and intact and/as per doctor instruction. 
Document the procedure and findings in the patient progress notes in their clinical record. 
K-wire removal
Equipment 
Alcohol based hand rub (ABHR) 
Basic dressing pack
Normal saline
Gauze swabs
Clean gloves
Personal Protective Equipment (PPE) protective goggles
K-wire removal pliers
Band-Aid (or other appropriate dressing)
Clinical waste receptacle
General waste receptacle 
Procedure 
1. Confirm MO instructions for removal of K-wire
Confirm patient identification and consent
Perform hand hygiene
Identify medical order for removal of k-wire documented in patient notes, view x-ray for position and direction of the k-wire/s prior to performing procedure 
Assess the patient’s analgesic requirement (if applicable)
Assess the patient’s capacity to assist /comply with instructions and need for additional staff
Position patient for safety and comfort and manual handling safety of health professional
Don clean gloves
Remove old cast/and dressing (if applicable)
Discard waste into a clinical waste receptacle
Remove gloves
Attend hand hygiene by either hand washing or using ABHR
Assemble equipment on cleaned dressing trolley
Discard packaging in general waste receptacle (Keep tracking sheet – see point 27) 
Attend hand hygiene by either hand washing or using ABHR
Don clean gloves
Clean around the k-wires using gauze and normal saline
Leave the wound to dry after cleaning, or dry with a clean gauze
Inspect skin prior to removal for pressure injury or skin damage
Removes k-wire/s with k-wire removers. The K-wire should be removed with a gentle twist side to side, then controlled firm pull to remove. The aseptic field should be maintained without contamination
Place firm pressure over insertion site with gauze to stop bleeding and cover with appropriate dressing
Discard waste in clinical waste receptacle. k-wires should be placed into a sharps bin.
The dressing is to remain dry & in situ for 48 hours. Ensure the patient is comfortable and provide post care follow-up instructions as per medical order provided
Remove gloves
Attend hand hygiene be either hand washing or using ABHR
Document the procedure and findings in the patient progress notes in their clinical record
Product/sterilising number transcribed into patient’s DHR.
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Malignant wounds are the result of cancerous cells infiltrating the skin and its supporting blood and lymph vessels causing loss in vascularity leading to tissue death. The lesion may be a result of a primary cancer or a metastasis to the skin from a local tumour or from a tumour in a distant site. 
The management of malignant fungating wounds shifts from healing the wound to addressing patient’s quality of life. The management of the wound should be holistic and fall into two main categories: physical and psychological management.    
Initially the lesion will appear as a firm, flesh coloured nodule, and may eventually turn red or blue. These lesions quickly develop a necrotic core because of poor oxygenation and metabolite toxicity. The skin will eventually break down. Chemotherapy or radiation therapy is sometimes used to reduce the size of the mass, limit the bleeding, or control the patient’s pain.
	Alert:  Vigorous cleaning of malignant wounds should be avoided as this will predispose the wound to bleeding. Sharp debridement is also contraindicated because of the persistent nature of the necrosis and the friability of the underlying tumour.


Following discussion with the patient, the primary goals are:
Reducing odour (malodour)
Managing exudate
Promoting comfort 
Preventing bleeding
Preventing Infection
Maintaining aesthetics 
Malodour
Malodorous wounds result from bacteria that reside in necrotic wound tissue. They are usually polymicrobic, containing both aerobic and anaerobic bacteria. 
Malodour is a frequent problem in fungating wounds and is caused by bacterial activity in the devitalised tissue. Odour may be controlled by the topical application of Metronidazole (ordered on medication chart) or Medical-grade Honey. Carbon based dressings may also be used for odour control however in case of excessive exudate the charcoal will be inactivated by the moisture. 
Dressings may need to be changed daily, depending on the odour and the amount of exudate. Consider antimicrobial dressing such as Mepilex® Ag.
Environmental factors such as good ventilation and room deodorants may assist with odour control.
Exudate management
Excessive exudate may occur due to the increased permeability of blood vessels within the tumour and the secretion of vascular permeability factor by tumour cells. Suitable dressing products for a highly exudating malignant wound include alginate, hydrofibre, foams, or non-adherent contact dressings with an absorbent secondary dressing. Drainage bags may be required to collect high volume exudate.
Pain 
Pain may be caused by the tumour itself, or by adherence of the dressing to the wound. Ensure the patient has adequate pain relief, particularly prior to dressing change. Choose an appropriate dressing product that will not cause pain upon removal such as: 
non-adherent dressing
impregnated gauze
calcium alginate
hydrocolloids
hydrogels
foams. 
Cleansing the wound by irrigation or showering will be less painful for the patient than a swabbing technique.
Bleeding
Malignant wounds frequently bleed due to erosion of blood vessels. The risk of bleeding can be minimised by using non-adherent dressings and avoiding trauma to the wound. Bleeding may be controlled by the application of alginate dressings.  Refer the patient to their Medical Practitioner if continual heavy bleeding occurs, as cautery or ligation may be necessary. Where possible, secure the dressings with a tubular dressing (mesh) to prevent any additional skin damage from repetitive tape removal.
Aesthetics 
Malignant wounds can affect a patient’s self-esteem. Appropriate wound management techniques can have a positive effect on self-esteem. Promote quality of life by using dressings that minimise disfigurement. Referral to Palliative Care Service may be required for a multi-disciplinary approach to patient care.
Infection 
Malignant wounds are susceptible to infection because of devitalised or decayed state of the tissue. Wound cleansing / hygiene and Topical antiseptic dressings such as cadexomer iodine, medical grade honey, silver impregnated dressing, polyhexamethyl biguanide can assist in the control of infection. Systemic antibiotics may need to be prescribed. 

Follow Section 2 full Wound assessment, Section 3 Wound cleansing and hygiene and Section 4 Wound dressing procedure.
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Moisture associated skin damage (MASD) is a type of irritant- contact dermatitis, and common irritants can include urine, faecal content, intestinal liquids from stomas and exudate from a wound. 
Overexposure of the skin to moisture can compromised the integrity of the barrier function, making it more permeable and susceptible to damage. 
IAD is one of the known MASD skin injuries, the other being peristomal dermatitis, intertriginous dermatitis, and periwound dermatitis.
IAD is defined as skin damage associated with exposure to urine or faecal matter solid or liquid or both. It causes considerable discomfort and can be difficult, time-consuming, and expensive to treat. 
IAD disrupts the normal barrier function of the skin which triggers inflammation. Key mechanisms involved are over hydration of the skin due to urine and faecal matters including an increase in pH.
Patients vulnerable to skin injury from pressure and shear are also likely to be vulnerable to skin damage resulting from moisture, friction, and irritants. 
Prevention of IAD should be aimed at all incontinent patients with the focus of promoting positive outcomes and avoidance of patient injury and harm. 
Preventative strategies should:
Identify patients at risk
Implement strategies that prevent further skin damage through incontinence e.g.  IDC or faecal management system in collaboration with medical team
Gently handling of the patient and the use of transfer and repositioning devices that reduce friction and shear
Optimise the patient’s nutrition and hydration status
Avoid the use of drying pH altering soaps and creams
Clinicians and caregivers should check the ingredients of any product to be applied to the skin of a patient to ensure it does not contain any substance to which the patient is sensitive or allergic 
Skin care product or combination product that has skin protective/restorative actions is recommended to prevent IAD in at-risk patients
Provide the patient, family and carers with information and education on IAD management
Consider: increased frequency of pad changes, skin integrity checks and personal care to peri area. 
Referral to multidisciplinary teams should be considered e.g., Dietitian for malnutrition assessment and if indicated nutritional supplements and medication cueing in collaboration with medical team.
A validated tool used to categorise IAD across CHS is the GLOBIAD Ghent Global IAD Categorisation tool. This tool identifies four categories of persistent redness and or skin loss with/or without infection, see Attachment 3.
Assessment of Incontinence Associated Dermatitis (IAD)
IAD is an irritant contact dermatitis, associated with moisture associated skin damage (MASD). Caused by prolonged contact with urine or faeces as a result of incontinence.  Ensure to document anatomical location of IAD genitalia, groin folds, inner thigh, perianal, gluteal fold, and buttocks. 
Document within the patient's clinical record, in the AVATAR, as assessment and management with consented photo attached.
Category 1: persistent redness
1A - Persistent redness without clinical signs of infection
Critical criterion
Persistent redness a variety of tones of redness may be present.
Patients with darker skin tones, the skin may be paler or darker than normal, or purple in colour.
1B- Persistent redness with clinical signs of infection
Critical criterion
Persistent redness a variety of tones of redness may be present. Patients with darker skin tones, the skin may be paler or darker than normal, or purple in colour.
Signs of infection such as white scaling of the skin (suggesting a fungal infection) or satellite lesions (pustules surrounding the lesion, suggesting a candida albicans fungal infection)
Additional criteria
Marked areas of discolouration from a previous (healed) skin defect
Shiny appearance of the skin
Macerated skin
Intact vesicles and bullae (multiple bulla)
Skin may feel tense or swollen at palpation
The patient may experience burning tingling itching or pain in the area.
Category 2: Skin loss
2A: Skin loss without clinical signs of infection
Critical criterion
Skin loss which may present as skin erosion (may result from damaged/eroded vesicles or bullae) denudation or excoriation. The skin damage pattern may be diffuse.
Additional criteria
Persistent redness. A variety of tones of redness may be present. Patient with darker skin tones, the skin may be paler or darker than normal, or purple in colour
Marked areas or discolouration from a previous (healed) skin defect
Shiny appearance of the skin 
Macerated skin
Intact vesicles and bullae
Skin may feel sense or swollen at palpation
The patient may be experiencing burning, tingling, itching or pain in the area.

2B- Skin loss with clinical signs of infection
Critical criterion
Skin loss. This may be present as skin erosion (may result from damaged/eroded vesicles or bullae, denudation, or excoriation. The skin damage pattern may be diffuse.
Persistent redness a variety of tones of redness may be present. Patients with darker skin tones, the skin may be paler or darker than normal, or purple in colour
Signs of infection such as white scaling of the skin (suggesting a fungal infection) or satellite lesions (pustules surrounding the lesion, suggesting a candida albicans fungal infection), slough visible in the wound bed (yellow/brown/greyish), green appearance within the wound bed (suggesting a bacterial infection with Pseudomonas aeruginosa) excessive exudate levels, purulent exudate (pus) or a shiny appearance of the wound bed.
Additional criteria
Persistent redness. A variety of tones of redness may be present. Patients with darker skin tones, the skin may be paler or darker than normal, or purple in colour.
Marked areas of discolouration from a previous (healed) skin defect
Shiny appearance of the skin 
Macerated skin
Intact vesicles and bullae
Skin may feel tense or swollen at palpation
The patient may be experiencing burning, tingling, itching or pain in the area.
Consider the underlying cause of incontinence and may require alternative urine and faecal diversion for a short period of time to assist with skin improvement.
Management of IAD
The 4 focuses on the management of IAD is to cleanse, protect and restore and prevent. 
Cleanse
Body and skin cleansing wipes available to clean skin surface and remove faecal and urine at skin surface with softness minimising friction at skin surface. The product should be pH neutral, component cleaner agent, minimal preservatives and fragrant within the product and biodegradable and compostable (no plastic component).  
Do not rub the skin and add additional friction to the skin surface.
Protect
Skin barrier creams (single patient use)
Apply a pea-sized amount of cream to the finger
Gently pat or wipe onto the area affected by incontinence
Always apply front to the back to avoid contamination
Should see no residue on the skin
Repeat at every cleanse or pad change.
ABHR clean hands
Skin barrier films (single patient use)
Apply directly to affected on erosion and denuded skin
Gently pat or wipe onto the area affected by incontinence
Always apply front to the back to avoid contamination
Should see no residue on the skin
Repeat at every cleanse or pad change
ABHR clean hands
Restore
Repeat as above, consider increasing pad changes at care times
IAD Infection present
Category 1B and 2B swab for culture and treat according to wound swab result in addition to the fungal management cream charted by medical officer. As candida albicans is common fungal skin infection. Treat after confirmed swab with antifungal cream in medical order, (typically 2-3 times per day application) for approximately 5 days.
Prevention 
3M™Cavilon™ Advance Skin Protectant (not to be used on neonates. If used on paediatrics check with TVU members prior to application).
Within the ICU this product is used as a preventative management on admission into the Unit, for patients expected LOS > 48 hours. One application on health skin with no infection Every 7 days. This is then documented in the patients record flow chart “cares attended”.
[image: Infographic wih steps on application of the 3M Cavilon Advanced Skin Protectant with applicator. It details process of activating the foam with the applicatior before application, use of skin protectant with applicator, and dry time before skin can touch other surfaces/patient returns to normal position.]
Advanced Skin Protectant | 3M™ Cavilon™ Professional Skin Care Solution | 3M Australia
For Neonates within the NICU and SCN please use the preventative and management strategies for IAD.
With the principles of cleans, protect, and restore. Products may differ from the adult population.
Equipment 
ABHR
Safety glasses or goggles
Clean gown (if required) and gloves
Clinical waste bin
General waster bin
Procedure
1. Attend hand hygiene before touching the patient by either hand washing or using ABHR
Check the patients clinical record if the patient has allergies to any proposed products and read the management plan for patient’s incontinence  
Obtain the patients consent and offer pain relief prior to cleansing
Ensure the patient will have privacy during the procedure
Explain to the patient the process and purpose of cleaning skin
Ask the patient if they have any allergies to proposed products
Ensure the patient has adequate analgesic cover prior to dressing change if required or requested
Ensure that the patient is positioned in a comfortable position for the procedure
Attend hand hygiene by either hand washing or using ABHR
Set up equipment on trolley at the patient’s bedside
Don safety glasses and gown prior to opening sterile equipment
Discard packaging in general waste receptacle
Attend hand hygiene by either hand washing or using ABHR
Don clean gloves
Expose the patient’s perianal and buttock region
Remove the soiled creams and faecal matter
Discard the products and gloves into the clinical waste receptacle
Attend hand hygiene by either hand washing or using ABHR
Use wound cleansing solutions to remove debris and contaminates 
If a pressure injury is present, apply management plan. 
Classify category of IAD 
Observe the wound for: colour, depth, exudate (describe the amount, colour and character from the wound), slough, necrotic appearance of the skin
Assess the wound for clinical signs and symptoms of infection. If considering infection swab take a wound gently in one direction only. 
Apply cleansing agent and prevention management strategies such as cream or film. 
Change continence pads
Consider IDC insertion or faecal management system for patient 
Discard equipment and gloves into clinical waste receptacle
Remove goggles
Attend hand hygiene by either hand washing or using ABHR
Ensure patient is comfortable with new dressing change and understands when the next dressing change will be attended
Frequent incontinence review and increasing care changing times to 2-3 hourly
Document in patient’s clinical record and wound assessment and management noting category of IAD, if a pressure injury is present, a description of the injury with staging and anatomical location, type of dressing applied if required and any change of dressing and the reason for the change.
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Wet dressings (or wet wraps) are wet bandages wrapped over emollients and/or topical steroid ointments to areas of red, excoriated, blistered, pruritic skin. Wet wraps are used to treat conditions such as eczema, psoriasis, bullous diseases, Steven Johnson’s Syndrome, severe drug reactions, and erythroderma. 
Benefits of wet wraps include: 
Steroid absorption- greater absorption into the superficial and deeper layers off skin where the inflammation occurs
Moisturising – emollients under occlusion are absorbed deeper into the skin allowing for longer skin hydration 
Cooling- as the water evaporated from the bandages this cools the skin and reduces inflammation, pruritis, and soreness. 
Equipment
Alcohol based hand rub (ABHR)
Dressing trolley or a suitable surface (in the home setting)
Detergent impregnated wipes (to clean trolley or surface)
Personal protective equipment (PPE) as indicated including clean gloves 
+/- prescribed topical corticosteroid (ensure patient has multiple tubes)
Emollient (Epaderm ® Cream 500g) unless Dermatology specifies another emollient. 
Warm water in green bowl or clean bowl in home setting
Two sets of Molnlycke ® Tubifast ®  Garments (for 6 months to 14 years of age) or towels for whole body for over 16 years of age. In Hospital in the Home (HITH)/CC can use patient’s own thin cotton blend clothing that fits firmly on patient such as leggings/long sleeve stretchy long sleave top
Warm blankets
Space blanket x 2
Bair hugger (for CHS inpatients)
Procedure
1. Check patient’s DHR for any medical/nursing orders
Attend hand hygiene before touching the patient by either hand washing or using ABHR, as per Infection Prevention and Control Procedure
Ensure privacy for the patient
Identify the patient as per the Patient Identification and Procedure Matching Procedure
Explain the process and purpose of the wet dressings/wet wrap
Obtain verbal consent, as per Consent for Healthcare Treatment Policy
Confirm allergies to corticosteroids/emollients
Attend hand hygiene by either hand washing or using ABHR
Clean trolley or suitable surface in the home with detergent impregnated wipes and wipe dry
Set up equipment on trolley or suitable surface by the side of the patient with green bowl filled with warm water
Apply space blanket to fitted bed sheet (for admitted patients)
Ensure the patient is placed in a comfortable position
Apply enough topical steroid to cover all affected areas. One fingertip unit is enough to cover an area of skin twice the size of a flat adult hand with the fingers together. For example, if the area of skin to be treated is the size of four flat adult hands, two fingertip units of topical steroid should be applied each time.
[image: cortisone amount]
Infographics - National Allergy Strategy
Immediately following, apply generous amount of emollient (Epaderm ® cream) to whole body 
125g for baby
250g for small child
500g for bigger child, teenager, or adult
Place either Tubifast ® garment/or towels in warm water bowl. Wring the garments/ or towels out and make sure they are damp but not wet or dripping. Place warm garments/towels/patients clothing all over the body
For paediatric patients using Tubifast ®  garment, lock in moisture by applying a second dry garment over the wet one, to allow movement.
For adults, place space blanket on top (for inpatients)
Cover the adult patient with warm blankets and consider Bair hugger to keep patient warm and prevent hypothermia
Leave these on for 30 – 60 mins (or until next dressing if paediatric with TDS dressings)
Take all wet materials off
Do not shower or rinse off any creams/ointments
In the Community Care Program (CCP)
Patients/carers are provided with evidence-based education to support them in self- management
Provide follow up visits to the patient until they, or their carer, are independent. This may take approximately two-four weeks
If staff support is required, contact the NP/Wound CNC in Community Care.
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Negative Pressure Wound Therapy (NPWT) 3M™ V.A.C,® Therapy
NPWT is an evidence based wound management system, used in a various range of wound aetiologies both acute and chronic in all ages.
NPWT is used on open wounds, with the intention to create an environment that promotes wound healing by secondary or tertiary (delayed primary). NPWT helps by preparing the wound bed for closure, reducing oedema, promoting granulation tissue formation and perfusing, and by removing exudate and infectious material. 
Open wound types include, chronic, acute, traumatic, subacute, and dehisced wounds, partial-thickness burns, ulcers (such as diabetic pressure or venous insufficiency) flaps and grafts. Granufoam silver™ dressing is an effective barrier to bacterial penetration and may help reduce infection in the above wound types.
NPWT used on closed surgical incisions are intended to manage the environment of surgical incisions that continue to drain following sutured or stapled closure. NPWT system maintains a closed environment, removing exudates via the application of NPWT. These methods consist of the application of negative pressure to a foam based sterile and disposal product inside the wound (usually -25, 75-125mmHg -200 white foam). The wound is sealed with an airtight adhesive film that prevents the entry of air from the external environment. Exudate is managed in a cannister attached to the device.

Benefits of therapy
Wound retraction on wound margins
Stimulation of granulation tissue
Remove wound exudate through a closed system
Pressure related reduction of interstitial oedema with consequent improvement of local microcirculation
Application of NPWT as a management solution, is decided in collaboration with medical officer and Tissue Viability nurses within CHS and CC.
Prior to application, consideration to the correct NPWT type and environment to be used including key wound healing goals is to be in collaboration with the patient.
Contraindicated for patients with:
Malignancy in the wound
Untreated osteomyelitis
Non-enteric and unexplored fistulas
Necrotic tissue with eschar present
Sensitivity to silver (VAC® Granufoam silver dressing only).
Contraindications
Do not place foam dressings of the NPWT systems directly in contact with exposed blood vessels anastomotic sites, organs, or nerves.
Haemostasis, anticoagulants, and platelet aggregation inhibitors
Haemostatic agents applied at the wound site.
	Alerts: Do not apply V.A.C.® therapy on patient which are high risk of bleeding, which if uncontrolled could be potentially fatal.
Patients who have weakened or friable blood vessels or organs in or around the wound because of not limited to:
Suturing of the blood vessel (native anastomoses or grafts)/organs
Infection
Trauma
Radiation 
Protect vessels and organs
Infected blood vessels


V.A.C.® dressing foam except for V.A.C® Granufoam Silver ™ is radiolucent not detectable on Xray.

MRI – do not take V.A.C.® therapy units in the MR environments or PICO systems. Dressings can typically remain on the patient with minimal risk in an MR environment assuming that use of the V.A.C.® therapy is not interrupted for more than 2 hours.
Device types
There are different brands of NPWT devices, and the consumables used for each brand need to match the device chosen. Pressures are dependent on type of foam used on each wound aetiology. Always follow the manufacturers guidelines for each device and wound types.
Patients with NPWT require regular review with a collaborative approach to wound healing and clinical goals. 
Device systems for therapies that are available within CHS
Systems disposal and non-disposal 
NPWT –  systems – non disposal – (all systems are located within the operating theatre at CHS and are located in the operating theatre and in Surgical ward 6W at NCH).
ActiV.A.C.® (smaller/ portable)
V.A.C. Ulta (in hospital use only)
These systems require disposal foams to provide negative pressure and canister.
NPWT – systems – disposal
3M™ PREVENA™ Therapy V.A.C.® disposal kit – (insitu for a week – devices preprogramed to be day 7).
SMITH AND NEPHEW PICO 14-day system or 7 days system – inclusive of 2 dressing change, no canister required
Therapy – foams – various shapes and sizes
3M™ V.A.C.® Granufoam® Dressings (black)
3M™ V.A.C.® Whitefoam™ Dressing 
3M™ V.A.C,® Granufoam Silver™ Dressing
Other products available
V.A.C. GEL®  - to assist in securing difficult to seal areas
V.A.C.® Dermatac Drape – for sensitive skin / part adhesive and part silicone sheets.
Cleanse Choice3M™ foams- Veraflow system (this is only for the Instil therapy in hospital setting).
Travel with PICO 
You can travel on an aircraft, train and boat with your PICO system.
Special care must be taken regarding pump positioning when in close proximity to other people.
3M™V.A.C®Therapy discharging into home care
When a patient transitions to home, consider using one of the alternative 3M Therapy systems approved for post – acute environment and home care.
· 3M™ ActiV.A.C.™ therapy unit
· 3M™ Prevena™ Plus 125 therapy unit
The 3M™V.A.C® Ulta system is not intended for home use.
If patient is required to travel on a aircraft with a 3M™ V.A.C® Therapy system, then the proposed airline is required to be contact prior to travel. 
Therapy delivery
Key therapy guidelines require in the documentation are types of foam, therapy, mmHg and continuous or intermittent treatment.  Change of dressing regime is also required in the documentation. 
Prior to dressing removal
Review the medical order or surgical note regarding therapy change times.
Dressings on skin grafts are often left intact for 7 days and for splinting the wound, often continuous therapy is ordered.
Some therapies like PICO system can only run continuous. This product is available in a 7-day system and 14-day system (day times reflect the battery life).
Applying NPWT in wound management must use - ANTT aseptic non-touch technique. Whist using this management therapy continually monitor of the healing process is required. Therapeutic guidelines for use of the NPWT systems are evidence based and consistence in practice. 
Dressing removal:
Ensure patient is offered pain relief prior to dressing change
Switch therapy off and wait for 15-30 minutes to allow the foam to decompress
Separate dressing tubing and canister tubing by disconnecting the connector 
Gently remove the intact foam dressing. It may be necessary to moisten any points of adhesion with saline to make removal easier
Ensure “removal wipes” are used on the film to prevent skin trauma
If the foam dressing is still adhering to the wound bed introduce 10-30mls of warm normal saline into the drainage tubing and leave in-situ for 15-30 mins to soak into the dressing and then try again to remove the dressing
Paediatric and complex wound dressing changes may be changed by surgeons in the theatre
Document the number of pieces on removal and the types of foam
Staples may be used at times to secure the foam.
For wound dressing application follow Section 4 - Wound dressing.
Procedure
1. Clean wound bed with appropriate solutions and ensure haemostasis must be achieved before dressing application
Gather equipment 
Ensure surrounding skin is cleaned, dry and hair free, clipping where necessary
Periwound preparation with film prevention of MASI, additional strips, film, hydrocolloid
Cut appropriate foam as it must fit within the wound area, do not cut the foam larger than the wound as this may lead to excoriation and damage to periwound skin
Foam dressing should always be placed gently into the wound, packing too much into the wound may inhibit reduction of the wound size and negative effect of wound healing
More than one piece of foam can be used within the wound, if the piece of foam is in contact with each other
Cut the drape to cover the foam and periwound products used for protection. Ideally this should be no more than a 2 cm boarder
Apply foam to ensure that it is crease free
Apply tubing to the wound dressing using technique appropriate to device, (cutting a hole within the film the size of the track pad). Adhere this to the foam within the wound bed. The tubing must not be secured so that it rests over a bony prominence. A strip of hydrocolloid can be used to cushion or anchor the tubing on the skin where it exists the filler
Remove the canister from sterile packaging and insert into NPWT device
Connect the tubing from the track pad tubing and canister tubing
Place the NPWT device on a level surface
Turn the NPWT device and follow the instructions on the screen to set therapies
Continuous therapy optimally for the first 48 hours or until the first dressing change
Continuous therapy should be maintained:
When there are high levels of drainage from the wound or there is difficulty maintain a seal
For open abdominal wounds or where a “splint effect” is required
When intermittent therapy is painful
Over meshed skin grafts when NPWT is being used.
On discharge all patients with NPWT require referral to community care (CHI) within the ACT, despite the need of the change time requirement. This allows for the LINK team to “trouble shoot” when the device with a local clinician, as they will escalate for the patient to go the ED if appropriate.
Key Documentation requirements
Rate the NPWT machine is to be set e.g. mmHg 
Type of therapy being used continuous or intermittent, installation
When first dressing to be changed or change regime
Location for dressing change if appropriate 
Continue communication with treating team and follow up requirements
Document would assessment as per Section 2 Wound assessment.
Provide patient with educational material within the packaging
Devices should not become wet
Ensure that the device is securely so it does not become a trip hazard and minimise any falls risk
What the alarms may mean and what resources available for support if alarms
If therapy is disconnected for > 2 hours, dressing will need to redress.

Negative pressure wound therapy
Negative pressure wound therapy (NPWT) is a medical device used to promote wound healing by applying controlled suction or negative pressure to a wound. It's often used for complex wounds, such as chronic ulcers, surgical incisions, or traumatic injuries.
Hospital-Based NPWT System
These larger and more advanced systems are typically used in clinical settings. They often have more features and capabilities for managing complex wounds.
Instillation NPWT system
This therapy is only suitable for used in the inpatient setting. It is used to wash out the wound bed and apply NPWT between washouts. 
it runs continuously 
has a set soak time and NPWT time (this can be adjusted according to surgeons' preference).
Portable NPWT Systems: (portable) machine/s are used both in the inpatient/ outpatient and community setting
These are lightweight and compact devices designed for ambulatory patients. They are often battery-powered, making it easier for patients to move around while receiving treatment.
There is a selective variety of NPWT dressings: 
3M KCI VAC 60 mmHg – 200 mmHg intermittent and continuous therapy.
Smith and Nephew PICO system 
80mmHg continuous therapy. This system does not require a cannister for exudate management as exudate is driven into the foam dressing. No ability to adjust the therapies in this system.
Procedure
1. All NPWT requires sterile technique on application therefore Surgical ANTT.
Please click on link for further educational clinical information on management of VAC Dressings Medical | 3M Health Care | 3M Australia. 
Please click on link for further educational clinical information on management of PICO dressing PICO◊ Negative Pressure Wound Therapy | Smith+Nephew Australia (smith-nephew.com).
	Note: A RiskMan incident report must be submitted for all healthcare facility acquired pressure injuries, skin tears, surgical wound dehiscence and burns as per Incident Management Procedure.
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[bookmark: _Hlk170467190]Outcome
Improved wound assessment accuracy
Enhanced wound prevention practices
Effective wound treatment and healing
Enhanced Interdisciplinary Collaboration
Cost-effectiveness of Wound Management Interventions
[bookmark: _Hlk170467240]Measures
Regular review and reporting to relevant managers of skin injury activity and wound aetiologies in healing outcomes
Regular review and reporting to relevant managers on clinical activity referrals received and waiting times
Rates of wound complications (e.g., infections)
Clinical and quality outcomes are evaluated through consumer feedback data.
Regular review and evaluation of wound management strategies to identify areas for improvement and adaptation based on evolving public needs and emerging evidence. Incorporation of feedback from stakeholders to refine interventions and enhance effectiveness over time.
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Policies
Nursing and Midwifery Continuing Competence 
Waste Management   
Consent for Healthcare Treatment
Informed Consent – Clinical
Procedures
Patient Identification and Procedure Matching
Post-Operative Handover and Observations – Adults Patients (First 24 Hours)
Clinical Handover
Increased Nursing Patient Care and or Supervision
Antimicrobial Stewardship Procedure
Infection Prevention and Control
Aseptic Technique 
Waste Management Plan 
Care Planning - Community Care Program
Photo, Video and Audio Capture, Storage, Disposal and Use
Pressure Injury Prevention and Management 
Skin care Regime for Radiation Oncology Patients
Continence Assessment and Management
Pathology Specimen Handling and Transportation 
Patient Identification – Pathology Specimen Labelling
Orthopaedic Surgery – Pre and Post Operative Management
Medicinal Leech Therapy (Adult)
National and International Guidelines 
Australian Wound Management Association Inc., (2009) AWMA Position Document: Bacterial impact on wound healing: From contamination to infection. AWMA. http://www.awma.com.au/awma/index.php
Australian Wound Management Association Inc., (2011) the Australian and New Zealand Clinical Practice Guideline for Prevention and Management Venous Leg Ulcers. Cambridge Media Osborne Park, WA.
Harding, K et al (2015) Simplifying Venous Leg Ulcer Management Consensus recommendations, Wounds International 
LeBlanc K et al. (2018) Best practice recommendations for the prevention and management of skin tears in aged skin. Wounds International 
International Wound Infection Institute (IWII) Wound infection in clinical practice. (2022) Wounds International.
National Pressure Ulcer Advisory Panel, European Pressure Ulcer Advisory Panel and Pan Pacific Pressure Injury Alliance. Prevention and Treatment of Pressure Ulcers: (2019) Emily Haesler (Ed.). Cambridge Media: Perth, Australia. 
Agency for Clinical Innovation State-wide Burn Injury Service Clinical Guidelines Burn Patient Management (2019)
https://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0009/250020/Burn-patient-management-guidelines.pdf
Agency for Clinical Innovation State-wide Burn Injury Service. (February 2019). Minor Burn Blister Management. https://aci.health.nsw.gov.au/__data/assets/pdf_file/0004/324472/ACI-Minor-burn-blister-management.pdf 
Wounds Australia, 2023. Standards for Wound Prevention and Management. 4th edition. Cambridge Media: Osborne Park, WA. http://www.woundsaustralia.org.au 
Legislation
ACT Medicines, Poisons and Therapeutic Goods Act 2008 
ACT Medicines, Poisons and Therapeutic Goods Regulation 2008
Health Practitioner Regulation Law (ACT) Act 2010	
Work Health and Safety Act 2011
Human Rights Act 2004
Health records (Privacy and Access) Act 1997
Carers Recognition Act 2021
Other
Australian Charter of Healthcare Rights
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	Abrasion
	An injury caused by rubbing or scraping that results in the loss of the superficial layer of skin or epidermis and or dermis and may involve the mucous membrane.

	Abscess
	A localised collection of pus.

	Acid Mantle
	Body’s natural protection of the outer layer of skin having a pH between 4.0 and 5.5. Made from sebum and sweat. Inhibits the growth of harmful micro- organisms and pollutants.

	Acute Wound
	An acute wound is any surgical wound that heals by primary intention or any traumatic or surgical wound that heals by secondary intention, and which progresses through the healing process (reaction, regeneration and remodelling phases) in an orderly and timely manner that results in sustained restoration of anatomical integrity.

	Acute wound Assessment
	Accurate and regular, review including assessment of wound area at least weekly. Or if there is a significant change in the wound.

	Acute Wound Review
	Evaluation of treatment, management and intervention, at least weekly.

	Angiogenesis
	The process of forming new blood vessels. Occurs in the granulation phase of healing in wound repair.

	Ankle Brachial Pressure Index
	Ankle Brachial Pressure Index (ABPI) - ratio of ankle arterial systolic blood pressure to brachial pressure.

	Arterial Insufficiency
	Reduced arterial blood flow in the artery due to narrowing of the lumen leading to ischemia.

	Arterial Perfusion
	The movement of oxygenated blood through tissues to the arteries.

	Arterial Ulcer
	Ulcer which results from an inadequate blood supply due to arterial insufficiency. Usually located on distal extremities.

	Atrophy Blanch
	Smooth depressed ivory white plaques found on the lower leg in advanced venous disease. They can be mistaken for scar tissue or healed venous leg ulcers.

	Avatar
	An icon or figure representing the patient in the DHR

	Biofilm
	 is a structured community of genetically diverse microbes that creates behaviours and defences that produce unique infections. 

	Blanching
	When pressure is applied to a reddened area (inflammation) the area under the pressure becomes white and then returns to the red.

	Burns depth
	Epidermal
Superficial dermal partial thickness
Mid dermal partial thickness
Deep dermal partial thickness
Full thickness

	Caustic
	Able to burn or corrode organic tissue by chemical action 
(e.g. Silver nitrate applicators)

	Cellulitis
	A local soft tissue inflammatory reaction which occurs following bacterial invasion of the skin. It involves deeper dermis and subcutaneous fat and is characterised by pain or tenderness, swelling, warmth and erythema that blanches on palpation. Cellulitis can be acute, subacute or chronic and can be accompanied by pyrexia and general malaise.

	Chronic Wound
	Occurs when the healing process does not progress through an orderly and timely process as anticipated and healing is complicated and delayed by factors that impact on the person, the wound or the environment. May be viewed as incurable.

	Chronic wound Assessment
	Accurate and regular, review including assessment of wound area at least monthly.

	Claudication
	(Intermittent) Inadequate blood supply to the muscles on the leg associated with narrowing of the arteries leading to cramping pain on exercise.

	Complex Wound
	A wound that presents with complicating medical , clinical , psychological, socio-economic or wound related factors that put the wound at risk of failing to heal with standard therapy in an orderly, consistent and timely manner.

	Compression (reduced, light or mild)
	Graduated compression therapy which is not effective in the treatment of venous leg ulcers.

	Compression Bandages High / long stretch
	Provide both a high resting pressure and a high working pressure e.g. has elastic in its properties.

	Compression Bandages Short stretch bandages
	Provide a low resting pressure and a high working pressure e.g. has no or little elastic in its properties.

	Compression Bandages
	Can be cotton and/or synthetic, with or without elastic or latex and are described as short or high/long stretch bandages.

	Compression Garments
	Include manufactured graduated compression hosiery e.g. compression stockings.

	Compression Levels
	Vary against type of pressure wanting to be achieved.

	Compression Therapy
	Graduated compression can be achieved through compression stockings or compression bandages and includes the use of intermittent pneumatic compression pumps.

	Continuous therapy
	A constant sub atmospheric pressure applied to a wound bed.

	Debridement
	Removal of foreign material and non-viable, necrotic or senescent tissue. May be surgical, conservative sharp, mechanical, autolytic, biological or enzymatic. A wound should be clear of dead or devitalised tissue to support healing and reduce the risk of infection There are many ways to debride.

	Dehiscence
	Is a surgical complication where a wound ruptures along a surgical incision; may be due to infection, haematoma, protein deficiency, anaemia.

	Denudation
	Is the loss of the epidermis, caused by exposure to urine, faeces, body fluids, wound exudate or friction.

	Dermal
	Related to skin or derma.

	Dermis
	The second layer of the skin, under the epidermis. This layer provides blood supply to the nonvascular epidermis, contains the sweat and sebaceous glands, hair follicles, lymph and blood vessels nerves and pigment cells.

	Dermatitis
	Inflammation of the skin.

	Devitalised tissue x
	See Necrotic Tissue.

	Dressing Primary dressing
	The dressing in direct contact with the wound.

	Dressing Secondary dressing
	A dressing placed over the top of one that is in direct contact with the wound bed.

	Enzymes
	A protein secreted by cells that acts as a catalyst to induce chemical changes capable of breaking down necrotic tissue.

	Epidermis
	Outermost layer of the skin.

	Epithelialisation
	The process of epithelial cell formation and migration from the wound edges (including hair follicles) that close over the wound. Regeneration of epithelium over a wound

	Erythema
	Abnormal redness of the skin due to vasodilation (as in inflammation).

	Eschar
	Necrotic tissue that forms a black thickened covering over wounds Dry, avascular necrotic tissue, typically black or brown in colour and of tough/leathery consistency. The term “eschar” is NOT interchangeable with "scab".

	Eschar stable
	Stable intact (dry, adherent, intact without erythema and not moveable) eschar should not be removed.

	Eschar unstable
	If the eschar becomes unstable (wet, draining, loose, boggy, oedematous, red) medical review is required. A management plan should consider if the removal of the necrotic tissue is required.

	Excoriation
	 redness around the wound from exposure to exudate  

	Extravasation
	Leakage of fluid from a blood or lymph vessel into surrounding tissue.

	
Exudate
	Fluid that comes from wounds. Can be clear (serous), sanguineous (bloody) or purulent (pus). Liquid material composed of serum, fibrin, cellular debris and white blood cells that escapes from the tissues into a wound

	Fascia
	A band or sheet of connective tissue found throughout the body.

	Fenestration
	Perforations, window or hole.

	Fibrin
	A protein involved in the blood clotting process. Can also be involved in the granulation phase of healing.

	Fibroblast
	A cell in connective tissue that secretes collagen and elastic fibres.

	Fistula
	An abnormal passage between two or more structures or spaces.

	Flap
	A piece of tissue partly severed from its place of origin for use in surgical grafting. May comprise of skin, subcutaneous tissue and deeper structures such as muscle +/- bone. A flap has a blood supply that is local, or the blood supply can be detached from the donor site and re-anastomosed at the recipient site, i.e. free flap.

	Full thickness skin graft
	A skin graft which is excised from the body at or under the deep or reticular dermal level, the resulting donor site cannot re-reepithelialise spontaneously.

	Full thickness wound
	Refers to depth of tissue damage that extends beyond the skin and at least into the subcutaneous tissue. May extend down to muscle, tendon and/or bone. Tissue loss involving the epidermis, dermis and subcutaneous tissue.

	Fungating
	Tissue that assumes a fungal form or grows quickly like a fungus.

	Graft
	An implant of living tissue undertaken surgically. The transfer of tissue from one part of the body to the other e.g. skin graft.

	Granulation tissue
	Pink to red, fragile and moist capillary tissue that fills in an open wound bed during the proliferative phase of wound healing.

	Haematoma
	A localised collection of blood or clot of blood in the tissues, caused by injury, disease, or a clotting disorder.

	Haemosiderin Staining
	A discoloration of the lower leg, often present in venous disease. It is caused by the release of iron containing pigment as red blood cells disintegrate. Staining can be seen above the ankle and can be an indicator of venous disease.

	Hard-to-Heal Wound
	A wound that presents with factors that impede achievement of healing. E.g. due to underlying factors or difficult anatomical locations. Failure to respond to evidence-based standards of care. Biofilm will be present and exhibits exudate, slough and an increase in size by the 3rd day of occurrence.

	Healed Wound
	A completely healed wound is one that has totally reepithelialised and has stayed healed for a minimum of 28 days.

	Holistic
	An approach to care that supports many relationships and disciplines to support a comprehensive treatment plan.

	Homeostasis
	The ability of a system such as the human body, to maintain equilibrium when changes occur.

	Hyperaemia
	Excess of blood in a tissue; engorgement or congestion of blood in a tissue.

	Hypergranulation / Over granulation
	Abnormal granulation tissue that is raised above the level of the peri-wound area. The tissue is soft, spongy, and friable (bleeds readily). Also known as over-granulation, exuberant granulation, granulation hypertrophy, hyperplasia of granulation.

	Hyperkeratosis
	The thickening of the skin such as callus formation.

	Hypodermis
	A layer of cells below the dermis that store fat and anchor the skin to the underlying structures. Layer of tissue situated below the dermis.

	
Incontinence Associated Dermatitis (IAD)
	A term used to describe skin damage associated with exposure to stool or urine.

	Induration
	A process where the skin becomes firm, often surrounds a wound as a healing ridge or can be a sign of building bioburden. Abnormal firmness of tissue with a definite margin. An increase in the fibrous elements in tissue commonly associated with inflammation and marked by loss of elasticity and pliability.

	Infection
	The presence of micro-organisms that have overwhelmed the body’s defenses resulting in damage to the host; accompanied by local or systemic symptoms.

	Inflammation / inflammatory response
	A series of changes in tissue indicating their reaction to injury, whether mechanical, chemical or bacteria, so long as the injury does not cause death of the affected part. The cardinal signs are heat, swelling, pain and redness.

	Intermittent Claudication
	Often identified as a pain in the lower limbs related to poor or com-promised blood supply. The pain usually occurs when walking and relieved with rest.

	Intermittent pneumatic compression (IPC) systems
	Intermittent pneumatic compression (IPC) is a mechanical method of delivering Sequential compression to swollen limbs.

	Ischaemia
	Deficiency of blood caused by functional constriction or obstruction of a blood vessel to a part a deficiency of blood supply to an area.

	Keratotic
	Any horny growth, such as a wart.

	Laceration
	A wound caused by a sharp object producing edges that may be jagged, dirty, or bleeding. Lacerations most often affect the skin, but any tissue may be lacerated, including subcutaneous fat, tendon, muscle, or bone.

	Lipodermatosclerosis
	Inverted shape of a leg that looks like an inverted champagne bottle can occur in advanced venous disease and is associated with fibrosis and necrosis of the subcutaneous fat. The acute phase can be misdiagnosed as cellulitis and is characterised by a localised painful l area on the lower leg which is inflamed indurated and oedematous.

	Localised infection
	(previously known as critical colonisation) - A wound with a level of bacterial colonisation that impairs wound healing but with an absence of host signs of clinical infection5. Other signs of localised infection include an increase or alteration in pain, periwound oedema, friable granulation tissue, malodour and wound bed discoloration, an increase or alteration in exudate, induration, pocketing and bridging.

	Maceration
	A softening and whitish look to the intact skin around wounds caused by excessive moisture. Often occurs when exudate is not well managed by dressings. Macerated tissue often has a white appearance and feels boggy to the touch.

	Malodour
	An unpleasant smell coming from the wound. This is assessed after cleaning.

	Matrix Metalloprotease (MMP’s)
	An enzyme that breaks wound proteins during wound healing. When found in large numbers in chronic wounds these enzymes can interfere with healing as they will break down good proteins as well as proteins that can negatively impact healing.

	Moist wound healing
	Keeping a wound covered to retain a damp environment at the wound base. 1962 George D. Winter discovered that epithelisation, the process of wound closure, would proceed twice as fast in a moist environment than under a scab.

	Moisture Vapour Permeability (MVP)
	Water-vapour permeability is the “ability of a coated fabric to transmit water vapour above a specified level whilst maintaining a high degree of water penetration resistance”.

	Necrotic tissue
	Dead tissue that usually presents as black, brown or slough and is hard or leathery in texture. Also referred to as Devitalised tissue.

	Negative Pressure Wound Therapy (NPWT)
	See Dressing Negative pressure wound therapy (NPWT).

	Oedema
	Swelling.

	Offload
	To reduce or eliminate pressure from an area.

	Osteomyelitis
	Inflammation/infection of a bone.

	Palliative wound
	Wounds that do not have the capacity to heal e.g. Cancerous wounds -If healing is not the expected outcome the focus of management is on aesthetics, comfort, prevention of bleeding, infection and dealing with malodour (usually caused by infection).

	Pathogen
	An organism that can cause disease such as a virus, bacteria or other micro- organism.

	Patient
	Any person to whom a health service provider owes a duty of care in respect of the provision of health services.

	Perfusion
	The pumping of a liquid into tissues or an organ. Delayed wound healing can result is there is inadequate oxygen perfusion to the wounded area.

	Peri-wound
	Is the area immediately adjacent to the wound edges extending out 4cms

	Pressure Injury
	Is localized damage to the skin and /or underlying tissue, as a result of pressure or pressure in combination with shear. Pressure injuries usually occur 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.

	Primary intention healing
	Healing with minimal granulation tissue formation and minimal scarring e.g. healing following surgical closure of a wound by suturing or stapling.

	Purulent
	Containing or forming pus.

	Pyoderma gangrenosum
	is a rare cause of chronic, recurrent and painful wounds

	Re-epithelialisation
	The formation of new epithelial tissue (epidermis) over a wound. Usually signifies wound healing and closure.

	Remodelling
	The final phase of wound healing with regression of capillaries and cross linking of collagen fibres.

	Revascularisation
	The growth of new blood vessels within a wound to an area that is relatively ischaemic.
A surgical procedure to restore blood flow to an ischaemic body part.

	Rover
	 Rover is a mobile device which has an application installed on Clinical Work Devices.

	Sanguinous
	Frank or heavily blood stained.

	Scab
	An incrustation over a wound, vesicle or pustule formed by the dried discharge. Scabs are found on superficial or partial-thickness wounds normally rusty brown in colour.

	Scar
	A mark in the skin or flesh made by a wound or ulcer and remaining after the wound or ulcer has healed otherwise known as a cicatrix.

	Scar – Hypertrophic
	An enlarged, thickened scar due to increase in size of constituent cells. Hypertrophic scars remain within the boundaries of the original wound and can regress over time.

	Scar – Keloid
	Abnormal scar tissue that continues to grow and exceeds the boundaries of the original wound. The scar remains red, raised and smooth. Due to excessive fibrous tissue deposition.

	Secondary intention healing
	Wounds where the margins cannot be re-approximated. Healing occurs through	granulation	tissue	formation, wound contraction and epithelialisation.

	Seroma
	A collection of serous fluid within a wound.

	Sero-purulent
	Wound exudate comprised of a mixture of pus and serum.

	Sero-sanguinous
	Light pink wound exudate that contains serum and blood.

	Serous
	Clear yellow, thin wound exudate.

	Sinus Tract
	A narrow, elongated channel from a deep infection to the skin. A tunnelling or a narrow opening or passageway underneath the skin that can extend in any direction through soft tissue and results in dead space with potential for abscess formation.

	Skin graft
	The transfer of a healthy piece of skin from one site to another. Can be partial thickness (split skin graft) or full thickness.

	Skin Stripping
	Loss of the epidermis from removal adhesives in dressings or tapes.

	Skin Tear
	A traumatic wound that results from the separation of the epidermis from the dermis, or the epidermis and dermis from the subcutaneous tissue and is usually related to friction and/or sheer combined with a blunt force.

	Skin tear Realign:
	To replace the skin or flap into the normal anatomical position without undue stretching.

	Skin tear Linear
	A skin split or the skin splitting in a straight line.

	Skin tear Flap:
	A segment of skin or skin and underlying tissue that is separated from the underlying structures.

	Slough
	Non-viable tissue within a wound bed. Usually whitish-yellow in colour. Dead tissue usually yellow in colour and can be stringy in appearance. Can be a source for bacteria and should be removed. Autolytic debridement is often the chosen approach to remove the necrotic tissue. Should not be mistaken for fibrin.

	Splinting Effect
	NPWT can be used to immobilise wounds often termed ‘splinting’ or stabilising effect for certain wounds e.g. sternal, abdominal wounds and skin grafts. Continuous therapy should be used in order to facilitate the splinting effect thus minimising movement and stabilising the wound bed.

	Strike-through
	Wound exudate that leaks through the outermost layer of bandage or dressing. Indicates the need for a more absorbent dressing regimen or more frequent dressing/wound reviews. Provides a possible portal of entry for micro-organisms to a wound. Refers to wound drainage that becomes visible on the outside of dressings.

	Swab / Culture
	A specimen collection of fluid (wound) to determine number and type of bacteria present. A wound should be cleansed prior to a swab being taken

	Swelling
	Presence of abnormality large amounts of fluid in the interstitial space.

	Tensile Strength
	The strength of a closed or healed wound in terms of the greatest stress the tissues can bear without tearing. Tissues over a healed wound are approximately 80% as strong pre-injury. The amount of pressure that can be applied without breaking the tissue. The term is used in relation to the strength of a wound post healing.

	Tissue Tolerance
	The amount of pressure a person can withstand before capillary occlusion.

	Toe Brachial Pressure Index (TBPI)
	A procedure to determine arterial perfusion in the feet and toes by measuring the systolic pressure in the arm and the great toe.

	Topical
	Applied to the surface e.g. of the wound.

	
Total Contact Cast
	A fiberglass device/cast often used to support the healing of diabetic foot ulcers (neuropathic ulcers) by redistributing the weight along the entire surface of the foot. The lower limb is encased in plaster of Paris to protect the area from trauma and provide an even pressure distribution.

	Tri-phasic sound
	The normal sounds heard on a handheld Doppler for assessing blood flow.

	Ulcer
	A break in the skin or mucous membrane with the loss of the surface tissue.

	Undermining
	Tissue destruction underlying intact skin along wound margins.

	Urticaria
	A skin condition which appears as small red raised lumps in a localized area usually associated with allergy.

	Vasculitis
	Inflammation of a blood vessel. May lead to tissue ischaemia and tissue breakdown.

	Vasoconstriction
	Constriction or narrowing of the blood vessels.

	Vasodilation
	Dilation or widening of blood vessels.

	Venous Hypertension
	Due to the inability of the veins in the lower legs to return the blood to the heart as a result of incompetent venous valves, the build-up of fluid creates a high pressure within the lumen of the veins.

	Venous Insufficiency
	Inadequate venous blood return from the legs due to incompetent venous valves and/or underlying venous pathology.

	Venous Stasis
	Impairment (slowing) of venous flow from the lower extremities.

	Venous Ulcer
	Wound on the lower extremity caused from venous insufficiency.

	Wound
	A breach in the internal and/or external tissue of the body due to accidental (i.e. pressure injury) or intentional trauma (i.e. surgery) or an underlying disease process (i.e. arterial/venous insufficiency, neoplasm etc.)

	Wound contamination
	The soiling or pollution by inferior material, as by the introduction of organisms into the wound. A wound containing potentially harmful bacteria.

	Wound Bed
	The lowest viable surface of a wound.

	Wound contraction
	In wound healing, contraction occurs around the edges of the wound causing the wound size to become smaller. It is important to measure wounds to identify change over time; healing or deterioration.

	Wound Hygiene
	An established concept that promotes healing hard-to-heal wounds. Biofilm must be addressed early with a strategy comprising wound cleansing (wound and surrounding skin), mechanical debridement (initial debridement, if necessary, as well as maintenance), refashioning the wound edges and biofilm-targeted management (or antibiofilm therapies) and prevention. Wound Hygiene comprises a set of four tasks that should be carried out regularly and repetitively.

	Wound Management
	Refers to:
Planned intervention
Regular assessment
Regular evaluation
Education of patient/caregiver

	Wound repair
	The healing process: partial-thickness healing involves epithelialisation; full-thickness involves granulation tissue formation wound contracture and epithelialisation.

	Wound, Full Thickness
	A wound which extends through the epidermis, dermis & subcutaneous tissue, may expose bone or tendon.

	Wound, Infected
	A wound in which harmful bacteria have invaded the host and are producing local & systemic indicators of infection, such as redness, pain, increased temperature, purulent exudate, malodour, etc.

	Wound, Partial Thickness
	A wound which extends through the epidermis and into but no through the dermis.
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Attachment 1: ISTAP Skin Tear Classification
[image: International Skin Tear Advisory Panel's example of types of skin tear classification infographic. Type 1 shows no skin loss, type 2 showing partial flap loss, and type 3 total flap loss.]
[image: Flowchart of initial management of skin tears presented at CHS and prevention and risk reduction tools to assists staff when treating patients.]
[bookmark: _Toc163768650][bookmark: _Toc174614897]Attachment 2: Examples of available compression systems 
	Also referred to as
	Description and function

	Two, three and four layer bandaging

	A compression system with more than one layer or aspect. Most bandaging systems include at least a padding layer and bandages so are classified as multi-component systems.
Can also refer to a system that consists of several layers which use a combination of elastic and inelastic bandages (i.e. four layer bandage system). This system is also available as kits.

	Short stretch bandages
	Bandages with minimal or no elastomers. Low extensibility and high stiffness (high SSI). Low resting pressure and high working pressure.

	
	Compression bandaging system that has only one layer or aspect to the system. Most bandage systems currently used in practice include a padding layer and so are not described as single component systems.

	Tubular stockings, compression stockings, 
multi-layer garment systems
	Available in a range of compression levels. International consensus on compression scales is lacking and different scales are used around the world. Two scales and/or classifications of compression garments commonly used by Australian and New Zealand manufacturers include:
Scale one:120
· extra light (5mm Hg)
· light (15 mm Hg)
· mild (18—24 mm Hg) 
· moderate (20—40 mmHg) 
· strong (40—60 mmHg)
· very strong (>60 mmHg)
Scale two:
· Class I 
· Class II 
· Class III 
· Class IV 

	Unna’s boot
	Although there are several systems referred to as Unna’s boot it is commonly a gauze bandage impregnated with zinc paste under a cohesive inelastic bandage.

	Pump compression
	Pressure is applied via a boot inflated by a machine either continuously, intermittently or in sequential cycles.


(Reproduced with permission of Wounds Australia) 





[bookmark: _Toc163768651][bookmark: _Toc174614898]Attachment 3: GLOBIAD Ghent Global Incontinence Associated Dermatitis Categorisation Tool
[image: Dermatitis tool showing pictures and critical/additional criterion for categorisation of dermatitis. ]






Attachment 4: IWII Wound Infection continuum and management guide
[image: Assessment of wound infection guide for staff to refer to for management of wound contamination, colonisation, local infection (covert and overt stages)
spreading infection and systemic infection.
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Applying 3M™ Cavilon™ Advanced Skin Protectant

AEEE

Grasp the applicator and place your
thumb at the end of the lever

Aim the applicator sponge downward
and frmly depress the lever to break the
internal ampule.

You will hear a snapping or popping
noise when the ampule breaks; it i not
necessary to continue to press the lever.

Keep the applicator pointed in
2 downward position for approximately.
10 seconds to allow fluid into the foam
sponge. The fluid lows by gravity

<0 you don't need to maintain pressure.
on the lever.

Fluid will not completely saturate the
sponge to the edges.

Continue application until the entire
area tobe treated has been covered.
Itis important to apply the product
toallskin that s exposed to moisture.
such as faces and/or urine.

Allow the area to dry for at least
30 seconds or until touch dry. If an area
is missed, wait unti the fluid has dried
completaly before applying additional
product

Apply Cavilon™ Advanced skin protectant
by gontly wiping the foam sponge

across the affected area and surrounding
skin. Use an even, sweeping motion with
minimal overlap of product. The applicator
may be used in any direction

There is no need to push down on the.
applicator during application. Additional
pressure s not needed and can result
inexcessive wetness or pooling of fid.

1f Cavilon” Advanced skin protectant
is applied within a skin fold or other are
of skin-to-skin contact, make sure that
the skin surfaces are separated to allow
the luid to dry complately touch dry
before allowing skinto returnto the
normal position.
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INITIAL MANAGEMENT

Skin Tear Risk Factor

Control
Bleeding

Approximate
Wound Edges Mobility

Patient
General Health > Encourage awareness

of skin changes related
toage

> Optimise nutrition and
hydration

> Encourage mobilisation
(if possible)

> Use appropriate assistive
devices

GRS Classify Type

Not actively bleeding: If actively bleeding:

skin
Silicone foam or Calcium alginate with
silicone mesh with secondary dressing
super absorbent non- eg. silicone foam or
adherent dressing super absorbent non-
adherent dressing
Goals of
Treatment Moist wound healing Manage exudate
Protect periwound skin

> Encourage awareness of
medication-induced skin
fragility

- Wear protective clothing

> Moisturise skin

> Keep nails short

Implement prevention
Pain control

PREVENTION AND RISK REDUCTION OF SKIN TEARS

Health Care Provider

> safe patient environment

> Discuss risk factors and skin
fragility

> Protect from self harm

> Be aware of underfoverweight

> Beaware of polypharmacy

> Daily skin assessment and
monitor for skin tears

> Safe patient handling including
appropriate transferring and
repositioning

> Falls prevention (remove clutter,
ensure adequate lighting)

> Pad equipment where
necessary

> Avoid long fingernailsfjewellery

> Ensure skin hygiene (warm/
tepid water, soapless pH-
neutral cleansers, regular
moisturiser)

- Avoid adhesives/tapes

> Avoid long fingernailsfjewellery

> Use adhesive remover

Avoid infection
Dr

Avoid trauma
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1A - Persistent redness without cl

al signs of infection

Critical criterion

« Persistent redness
A variety of tones of redness may be present.
Patients with darker skin tones, the skin may be paler or darker
than normal, or purple in colour:

‘Additional criteria

« Marked areas or discolouration from a previous (healed) skin defect
* Shiny appearance of the skin

* Macerated skin

* Intact vesicles and bullae

+ Skin may feel tense or swollen at palpation

« Burning, tingling, itching or pain

1B - Persistent redness with clinical signs of infection

Critical criteria

« Persistent redness
Avariety of tones of redness may be present. Patients with
darker skin tones, the skin may be paler or darker than normal,
or purple in colour.

« signs of infection
Stich as white scaling of the skin (suggesting a fungal infection)
or satellite fesions (pustules surrounding the lesion, suggesting
a Candida albicans fungal infection).

‘Additional criteria
« Marked areas or discolouration from a previ
= Shiny appearance of the skin

* Macerated skin

« Intact vesicles and bullae

« The skin may feel tense or swollen at palpation
« Burning, tingling, itching or p

s (healed) skin defect
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2A - skin loss without cl

al signs of infection

Critical erterion

« skin loss
kin loss may present as skin erosion (may result from
domaged/eroded vesicles or bulloe), denudation or excoriation.
The skin domage pottern may be diffuse.

Additional criteria

« Persistent redness.
A variety of tones of redness may be present. Patients with darker skin tones,
the skin may be poler or darker than normal, or purple in colour

« Marked areas or discolouration from a previous (healed) skin defect

« Shiny appearance of the skin

* Macerated skin

« Intact vesicles and bullae

« Skin may feel tense or swollen at palpation

« Burning, tingling, itching or pain

2B - Skin loss with clinical signs of infection

Critical riteria

« kin loss
Skin loss may present as skin erosion (may result from damaged/
eroded vesicles or bullae), denudation or excoriation.
The skin damage pattern may be diffuse.

« Signs of nfection
Stich as white scaling of the skin (suggesting a fungl infection)
orsatelite lesions (pustules surrounding the lesion, suggesting a
‘Condida albicans fungal infection), slough visible in the wound bed
(vellow/brown/greyish), green appearance within the wound bed
(suggesting a bacterial infection with Pseudomonas aeruginosa),
excessive exudate levels, purulent exudate (pus) or ashiny.
‘appearance of the wound bed.

‘Additional criteria

« Persistent redriess
Avariety of tones of redness may be present. Patients with darker skin tones,
the skin may be paler or darker than normal, or purple in colour

* Marked areas or discolouration from a previous (healed) skin defect

= shiny appearance of the skin

* Macerated skin

« Intact vesicles and bullae

« skin may feel tense or swollen at palpation

« Burning, tingling, tching or pain
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Assess for wound infection

CONTAMINATION COLONISATION

+ Microorganisms +Microorganisms are  +Hypergranulation <Erythema

are present within present and +Bleeding, friable +Local warmth

the wound but are undergoing limited granulation +Swelling

not proliferating proliferiation <Epithelial bridging =Purulent discharge
«No significant host  «No significant host and pocketing in +Wound breakdown

reaction is evoked reaction is evoked granulation tissue and enlargement
+No delay in healing  +No delay in wound «Increasing exudate +New or increasing

is clinically healing is clinically «Delayed wound pain

observed observed healing beyond Increasing

expectations malodour

Be alert for clinical indicators of potential biofilm

‘appropriate antibiotic treatment « Increased exudate/mois
Ice to appropriate antimicrobial treatment « Low-level chronic infl
of delayed healing on cessation of antibiotic treatment « Low-level erythema
ealing despite optimal wound management and health « Poor granulation/friable |
+ Secondary signs of

Initiate biofilm-based wound care when appropriate using step-down/step-up approach (see below)

Perform therapeutic cleansing*

« Select and use a wound cleansing solution based on resources and local policy
+ Use an inert cleansing solution prior to taking a wound sample

« Cleanse the wound and periwound region o & a5
Confirm microorganisms and sensitivities

« Antibiotics as per
« Determine review

Debridement and post debridement care

Debridement usually not + Use a topical antiseptic cleanser or surfactant soak
required « Initiation and method selected based on clinical need, goal, resources and |

Apply a wound dressing

« Select a wound dressing based on clinical assessment, goals of care, tissue type, exudate level, resouv@‘
« Consider either a medicated/active wound dressing or a non-medicated wound dressing with antimicrobial
antimicrobial stewardship policy

Following each review, document assessment and treatment, monitor progress and evaluate management

Step-down/step-up biofilm based wound care#

DE-ESCALATE TREATMENT AS WOUND SO TS
IMPROVES e
EVALUATE
« Standard care
WOUND HEALING —»
« Advanced therapy options:
TO DECIDE v ced Derepyoptons
« Skin gras
 Assess inflammation and healing status « Combination products
+ Maintenance debridement + Negative pressure wound
 Re-evaluate need for topical antisepics and e
systemic anibiotics products
+ Continue management of host factors « Standard care B e nibime
DAYS 1-4 (approx.) DAYS 5-7 (approx.) 1-4 WEEKS (approx.) CONTINUE UNTIL HEALED I

* refer to Aseptic technique when performing a wound dressing procedure.
# Schultz, G. et. ., Consensus guidelines for the identification and treatment of biofilms in chronic nonhealing wounds. Wound Repair and Regeneration, 2017. 25(5): p. 744-757.
Reproduced with permission.
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