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Wound Debridement for
Nursing

Courtney H. Lyder, ND, GNP, FAAN
Dean and Professor
UCLA School of Nursing

I. Anatomy and Physiology

VIABLE TISSUE

1. Skin
a. Epidermis
{1) Avascular, outer layer
{2) Function Is to repel H20, prevent H20 loss, prolective harrier

b. Dermis
{1) Supports and nourlshes epldermls
{2) Contains nerves, blood vessels, sweat glands, halr follicles, sebaceous glands

2. Subcutaneous tissue
a, Composed of mostly adipose (fat) and connective tissue
b. Lymphatics and deep biood supply
<. Yellowish In cotor

3, Fascia
a. Appearance
(1) Shiny white
{2) Thick to thin
{3} Sheath-like tough covering over muscle, blood vessels, and nerves
{4) Non-viable fascla Is grayish In color and skimy to touch

b. Funclion
{1) Supports musce fibers to keep them together so they can act as a unit

1. Anatomy and Physiology

A, VIABLE TISSUE

4. Muscle
a. Approx 660 muscles in body
b. Appearance
{1} Dull red to red, striated
{2) Contractite
c. Vascular - bleed eashy
d. Low tensile strength - can tear or be cut easily
e. important for movement
1. Non-viable muscle is grayish in color and dilficult to cut

5. Ligaments
a, Fibrous band or sheet connecting bone and cartilage
b, Facllitate motion
¢, Poor vascularity
d. Appearance
(1) Yellowish white due to higher concentration of elastin than tendons

I. Anatomy and Physiolog

6. Tendon
a. Appearance
a. {1} White shiny when healthy
b. {2} Fibrous tissue . cords, elastic, high tensile strength
¢ {3) Duli white or gray when dead (DEAD TENDON CANNOT BE RECOVERED)
a. b. Attach bone to muscle ~
b, Vascularity is poor
c. Easily Infected

I. Anatomy and Physiology

VIABLE TISSUE
7.Bones
2. Apptarance
{3} Bright white In color
{2} Solid, hard - very distinct soundfeeling when touched
(3} Becomes yeliow/brown when exposed
b. Composit
{1} Perlosteum - external layer, wiG granulate of accept skin graft
{2) Corticat- witi die with exposure, infection portal

8. Blood vessels
2. Asteries are bright red; velns are deep marcon/purple
b, Tendto run side by slge
<. Observe for pulsing of structure before cutting

3. AdiposefFat
2. YeRlow, globutar, siippery and wil recol] when touched
b, Hon-viabie fat s grayish n cotor; dissolves of ls hard/erunchy when touched

10. Viabie Tissue In the Wound Bed
a. Granulation - beefy red, bubbly tlssus
b, Epithelial - pink, fraglle, new tissue; migrates from wound margins towards the center
¢. Clean, nongranuiar - pink to red in color; no visible signs of granuar buds

$1. Hecroticonaiabie Tissue In the Wound Bed
2. Deflnition: avascular, daad tissue which Is Insensate duti In color
{1) Eschar Jeathery, crusty, of scabbed dead tissus; usually biack of brewn in color
{2) Slough - Can be yeliow, grey or white In colof; may present 25 wet, stringy of fibcous (adherent)
{3} Maceration - softaning and breakdown of a Yssue due ta profonged exposure to moisture; usually white In

color.
{4) Catius - thickenlng and hypertrophy of hothy layers of the skin, Usualty yeliow, light brown of white In
olor.

I1. Debridement

A. Definttion: the removal of pectotic tissue, celiufar waste, harmful exudate, and other metabotic waste from a wound
B, Essentiat companent of wound preparation
©, Objectives of Debridement Notes:

1. Remove pocrotihdevialtzed saue o forelgn: malerhl from 2 wound.
a. Hecrotic tlssue Impalcs the

2nd the migration of

b. Necrotke tissue prolongs the inflammatory Phase
(1) tncreases heakage of biood vessels In the wound bed Jeading to oss of protelniutd I open wound
(2] Protein ekage resuR n lin esking oo wound suface that convert Ito hard, solubi protln cost of

® (oot prokeln from the vascular space kads to edema and malnutrition focally as welt as proteln
malnutrition in general

€. Necrotic tlssue Is a medium for bacterie/intection
u) \When bioburden Is high, delays wound healing
emination: presence of bacteria on the surface that are not actively muliplying
IL Cofonzation: pathogens attach to surface of wound, bt do not Invade heathy tissus, Bacterla compete
With wound cells for oxypan and nutrlents, secrete byproducts that can be toxle to cells, and may cause
i d celtut

P grading enzymes,
il Celtical Cotonization: presence of replicating bacteria that are beginning to cause locai tissue damage
Iv, Infection: Invasion of pathologlc organisms ko healthy tissus, The organisms mustiply and overwhaim
the Immune system, This restits In host reactions {pain, heat, Induration, fever, edema, and
enythema),100,0000rganlsms/mi

(2) Necrotic tissue can Interfere with host defenses and facllitate deeper penetration of bacterlateading to
celiufitls, osteomyeltls of septicemia
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II. Debridement

d. Necrotic tissue Is a physical barrler to wound contraction

C. OBJECTIVES OF DEBRIBEMENT:

2. Prevent infection / Remove source of

flora Le. bone (ex.

3. Interrupts the cycle of & chronlc wound by bringing protease and cytokine levels closer to that of an
acute wound, thus
Increasing cellular activity
a removes cells, Ils, and MMP's
aliowing gr and migration of cells as well as growth

factors
4. Restore clrculation at the wound sie

6. Correct abnormal wound repalr
a eplboly

P with fistula and deep pressure necrosls

6. Facilitates Visualization of wound wall and base
2. Necrotic tissue may conceal abscesses and tunnels

7.Good vs. Harm

II. Debridement

D. CONSEQUENCES OF NOT DEBRIDING:

1. Increased risk of infection

2, Imposition of additional metabolic load

3. Psychological stress

4. Ongoing inflammation

5. Compromised restoration of skin function
6. Abscess formation

7. Odor

8. Inability to fully assess wound depth

9. Nutritional loss through exudate
10. Sub-optimal clinical and cosmetic outcome
11. Delayed healing

II. Debridement

GENERAL CONTRAINDICATIONS
1. Ischemic wounds

2. Stable/intact heel ulcers/eschar
a. Definition
(1) Firmly adherent to surrounding skin
(2) No inflammation
(3) No drainage
(4) Eschar does not feel boggy or soft

b. AHCPR Recommendations

(1) Heel ulcers with dry eschar need not be debrided if they do not have edema, erythema,
fluctuance, or drainage.
Assess these wounds daily to monitor for pressure ulcer complications that would require
debridement (e.g., edema,
erythema, fluctuance, drainage). (Strength of Evidence = C.)

(2) Stable heel ulcers with a protective eschar covering are considered an exception to the
recommendation that all eschar be debrided. The eschar provides a natural protective cover.
*“if any signs of complications appear, however, debridement is usually mandatory.

(3) DO NOT DEBRIDEI!! Just keep clean and dry.

3. Patients with septicemia In the absence of systemic antibacterial treatment
4. Medically unstable patients

6. Active lesions of Pyoderma gangrenosum

II. Debridement

F. TYPES OF DEBRIDEMENT
1. Selective
a. Removal of only devitalized tissue
b. Types
(1) Autolytic
(2) Enzymatic
(3) Bio Surgical

2. Non-selective
a. Removal of both healthy and necrotic tissue
b. Viable tissue sacrificed for rapid results with some methods
c. Types
(1) Mechanical
(2) Chemical
(3) Surgical sharp debridement
(4) Conservative sharp debridement

IT. Debridement

G. SELECTIVE METHODS

2 Body Ures own endogencus snrymes 1o dissolve necrotic Tissus
() Proteotyte, fbrinoiytic and collagenciytic
inless and

0]

ty popt the
y

and patierts

L
IL Risk of Increased bloburdan
B Must maintaln molst wound heallng 10 promots this process
alnt ture

(2) George Winter, PRD, Univeraty of
best mathod of healing.
L1882 conducted study by creating muttiple small partial thickness wounds on the backs of piga. Portion of the
wounds ware y whie
L Resuts: Wounds that had

expossdto .
(91n 972,07
L

poly; P e wounds

Water vapor par square matar of ki every day.
474 g of water

n
Vapor par square meter of skin every ry.

(O Temparaturs Efiects

LTheloss

wound Essues jose molature, thare 18 local cooing of the wound.
1L Celis and 'y

Atempfalof2® Chs

before
returns 13 normal.

nasdfor crygen. Ths rasuits

I1. Debridement

G. SELECTIVE METHODS
c. Indications

(1) Any wound with necrotic tissue, although other forms of debridement may be faster
(2) Dry Gangrene

d. Contraindications
(1) Wet gangrene
(2) Severe neutropenia
(3) Immunocompromised patients
(4) Deep, extensive wounds

e. Criteria for dressing selection
(1) Select dressing that maintain moisture and fluid within wound bed or add moisture?
(2) Amount of drainage?
(3) Maceration or fragility of pertwound skin?
(4) Frequency of dressing change
(5) Minimal disruption of wound bed
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II. Debridement

G, SELECTIVE METHODS
I, Dressings
(1) Alginates
1. Sorbsan, Curasorb, Kaltostat
{i. Advantages
+ Excellent exudate ahsorption
+ Molst wound environment
+Canbe used on infected wounds
» Biocompatible to tissues
* Easy application
= Noirritation to heating tissue with removal
+ Can filtIn dead space
* Conformable
. Disadvantages
» Permeable - poor barrler
* Can detydrate wound bed It Inadequate exudate
* Require secondary dressing

I1. Debridement

8. SELECTIVE METHODS
{2)Semb-parmeabls Flims (transparent)
1. Tegaderm, Opshts, Polyskin
A, Advantages
« Good visual monftoring
« Molst wound emironment
+ Limited permeablity to oxyganH20 vapor
« Blocompatibiity ta tissue
+Waterproot
+ Exceflent bacteria barrler
+ Cost efective Inlong run
« Good for superficlal wounds

{3 Semb-permeable foams

1, Alevyn, Fiexzan, Curatoam, Lyofoam

U Advantages
« Holst wound ervironment
« Falf to Good exudate absorption
« Limited permeability to oxygen/H20 vapot
« Easy appication
+ Minimal Irrtatlon to heafing Ussus (nansdherent)
« Blocompatlble with tissue
«Decreases pain at wound site
+ Most brands can be used on nfected wounds (see manfacturer recommendations)
« May be used under compression

. Disadvantages
« Ho direct visual monltoring of wound
+ May macerate tissue of they become saturated
« May need secondary dressing

IT. Debridement

G, SELECTIVE METHODS:

{4) Hydrogels and Hydrogel Sheets
1, Hydrogels: Curasal, IntraSite, SoloSite
il, Hydrogel Sheets: Efastogel, Vigilon, Carradres, Flexderm
iil. tnpergenated gauze: Transigel, Carragauze
iv. Advantages
* Moist wound environment
» Good for dry wounds/rehydrate
« Blocompatible with tissue
« Can fill in dead space
* Can he used with Infected wounds
« Nondrritating to healing tissues
+ Some allow visual monitoring
. Disadvantages
+ Poor/falr exudate absorption
+ Permeable (sheets semi-permeable)
* May be difficult to secure
* May require secondary dressing
« May cause maceration
+ Poor barrier to infection

<

I1. Debridement

SELECTIVE METHODS:

(5) Hydrocolloids
I. Duoderm, Restore, Replicare, Tegasorb

1. Can be occlusive or semi-occlusive

iil. Advantages
* Molst wound environment
+ Easy application
+ Can be used in high molsture environment
« Biocompatible with tissue
+ Ocelusive/microblal barrler
» FalriGood exudate absorption
+Decreases pain In wound site
*Some are - Jusive and/or
« May be used under compression products
*Change Q 3to 7 days

iv. Disadvantages
+ Poor molsture vapor transmission
+ Not for heavily dralning wounds, fragile periwound skin or exposed bione/tendon
» May curl at edgas
« Can leave residue behind
+ Occluslve dressings cannot be used on infected wounds
* Not recommended fro diabetic ulcers

II. Debridement

SELECTIVE METHODS:

{8) Composites
I. Telpha island, Alldress, Covaderm

H. Advantages
» Limited permeability to oxygen'H20 vapor
+ Conformable to wound
+ Easy application
* Adhestve border
= Canbe used on Infected wounds
* Good exudate absorption
+ Dressing change 3xiwk

idl. Disadvantages
* Require border of intact skin
* May cause tissue traurna with removal
» Can be expensive

{7} Speclaity Absorptives

I. Aquacel, Comdiderm, Exu-Dry

H. Advartages
+ Can be used on any type of wound
+ Infected wounds
+ Min to heavy dralning wounds
= Non-adherent
* Prevents maceration

Hl. Advantages

+Canbe costly

Il. Debridement

SELECTIVE METHODS:

{8) Coltagens
i, Fibrac, Woundres, Medfil Pads/

il. Avallable as freeze-dried sheets, pastes, gels

iil. Advantages
» PM- FTW, tunneling wounds, skin gralts
» Facilitate debridement
+ Min to heavy dralning wounds
* Non-adherent
* Can be used on infected wounds
= Conformable
+ Stimulate new tissue formatio~

v, DIsadvantages
« Hot to be used on 3rd degres burns (full thickness)
* Require secondary dressing
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I1. Debridement

SELECTIVE METHODS:

{9) Wound Fillers

1. Flexigel, lodoflex, Multidex

il, Advantages
« Molst wound environment
+ Easy application and removal
« Falr to Good exudate absorption
* Fill dead space
* Conformable
*» Can use In infected wounds

ifi. Disadvantages

+ Not recommended for dry wounds
» Requlre secondary dressing
« May require extra cleansing

II. Debridement

. SELECTIVE METHODS:

g. Basic dressing application guidelines
1) Always cleanse with appropriate solution before
(2) Reassess wound each time to determine If current wound treatment plan is most appropriate
{3) Use skin protectants (Le. Skin prep, barrier creams) to protect periwound area
{4) Use cytotoxlc agents (i.e. Dakins, povidine-iodine, efc) only when necessary
{5) Keep dressing approx 1-2 Inches larger than wound itself unless specified by manufacturer,

II. Debridement

G. SELECTIVE METHODS:

2. Enzymatic Debridement
. AppScation of protechytic substances/erogencus enzymes to vound bed to facTiate the breakdovn of devitafized

tissue (protein, collagen, fibrin)

1. Papaln Is & peoteolylic enzyme
L Urea denatires non-viable protein faciHtating the sction of papaln
ii. Effective over broad pH range 312
0. HydrophTo
¥. Non-harméul fo viable tssue
i, Once daty dressing changs
(@) Cotagenase Santyl
1. Braaks down coliagen vibich provides tha framevork thid adberes necrotio tissue 10 wound bed
il Effectivs over namov pH renge 6-8
. Hydrphoblo
b Hon-harmul to viable Essus
. Onoe dady dressing changs
©. Process/techniqus
(1) Foflow product guidelines per manufachurer
(2) Cleansa vound prior 1o eppication of each Tx
(3) Cover vith eppropriate secondary dressing
d.indications
(1) »20% necrotic tissue in vaund bed typisaly
(2) Ededy patients-suppemant body's own enzymes
e Contraindications.

() Sensitvity to the enzymes
(2) <20% necrotc tssus in veund

II. Debridement

G, SELECTIVE HETHODS:

3. Blo Surgical Debridement
. Also knawn a8 farval of maggot therapy
b, Processechnique
1) Use of sterlle maggots from "green bottle fly applied to wound and covered wih secondary dressing
{2) Maggots iiquety necrotic tissus and ingest t; consume bacteria and promate growth of fibcoblasts
(3] Leave in wound 13 days
(4] M08t ulcers completely debride In 210 6 cysles
c. Indications
1) Extensive necrotic ssue >70%
! s

(4} Woun may expose bone, tendon of joint
6} Patient unabie to tolerate surgery
d_ Contraindications

{1) Patient uncorrfortable with thought of maggots

(2) Granuiating wounds

{3 Deep, tunneling wounds

(4) Life- or imb-threatening wounds

{8) Patlents with biseding sbnormaities

(5] Osteomyelitis

{7) Rapid progressing Infection

{8] Patients with aBergies tofly larva, chicken eggs, brewer's yeast of s0y beans
«. To ordes maggots go website: www.uckhs.ucl

_page.iMm

I1. Debridement

HON-SELECTIVE METHODS - MECHANICAL.

1.Wetto dry dressings
2. Procesaechnique
{5} Appilcation of saline molstened, single layer large weave gauze to a wound, then alowed to dry out aver &
4§ hows perfod. Then remove dressing with a force great enough to pull non-viable tissue attached to
gauze from the wound be
{2) Process repeated every 4-8 howrs
{3)Can be painful with removal
{4) Minimal effectivensss in removing nectotic tissus
b. CISS {DHHS) “May be appropriate in imited clrcumstances, but repeated use may damage healthy granutation
tlssus

inhealing ulcers and may fead to excessive bleeding and Increased resident pain”, “Considered to be
against standard of practice In LYC.
¢. Indications
() Necrotlc tlssus In wound bed >70%
(2) Stage FH and N wounds
{3)Chemical or endogenous enzymes unable o remove debrls
{4)When surgical of other debridement not Indicated

I1. Debridement

d. Contralndications
1) Wounds with < 70% necrotlc tissue - traumatic to granulation and
eplthellal tissue
(2) Superficlal wounds
(3) Bleeding
(4) Pain (may need
(5) Infected wounds
(6) Exposed tendon
(7) May leave strands of gauze in wound
(8) Blood thinning meds {precaution)
e, Why not "Wet to Dry"?
{1} Allows loss of molsture vapor and local wound tissue coollng
{2) Trauma to viable tissue with removal
(3} Provides no physical barrier to exogenous bacteria
(4) Removat disperses bacteria into alr {cross contamination)
(5) Labor intensive

if other options not }

164




II. Debridement

NON-SELEGTIVE METHODS ~ MECHANICAL

2. Wound Scrubbing

a. Processitechnique
(I} Use gauze or sponge and scrub from center of wound outward
{2) Purpose Is to remove soft stough and debris
{3} Recommend 1xtday or less; as needed

b. Indication
{1) Shallow wounds
{2) Stage i, H, IV wounds

¢. Contralndlcations
(1) Granulation
(2) Infected wounds
(3} Bleeding {4) Patlents on Coumadin or bload thinning meds (precaution)

I1I. Debridement

H. NON-SELECTIVE METHODS ~ MECHANICAL

3. High Pressure frrigation

a. Irrigation of wound with fluld delivered at 8-16 ps! to remove debris and necrotic
tissue

b, Processitechnique
(1} Use 38 mi syringe and 18 gauge angiocatheter
{2) Direct stream of fluld Into wound bed at approximately a 60-70 degree angle
{3} Typlcally use normal saline
{4} Can use p; canlisters of
{6} Wear personal i
{8) 1x day or less; as needed

<. indications
{1} Superficial non-attached cellular debris
{2) Malodorous wounds
{3} Venous vicers
(4) Neuropathic ulcers
(5) Pressure ulcers
{6) Deliver bactericidal agent

d. Contraindications/precautions
(1) Clean, granutating wounds
{2} Infected wounds {protective equipment}
{3} Tunneling/undermining {precaution)

saline
due to risk of

I1. Debridement

. NON-SELECTIVE METHODS - MECHANICAL
4, Pulsed Lavage
a. Hydrotherapy delivered with handheld device
b. Provides pressurized solution to wound bed for lrrigation and debridement
¢. Purpose/Benefits
(1) Soften and remove debrls
(2) Reduce bacteria
{3} Can be used with undermining and tunneling wounds
{4) Portable
{8} Less labor intenslve than whirlpool
{6) Typically will not harm granulating tissus esp at lower psl
d. Processitechnique
(1) Pulsed lavage offers return suction and variable pressure control
(2} 4-15 psi with 8 psi most effective
(3} Utitizes Interchangeable tips for dlfferent slze wounds
{4} Tx time varies depending on wound size and extensiveness of necrosis or debris
{6} Frequency varies from 1-2x1day for 3-Tdaysivk
{6) Whera approprlate protective clothing

II. Debridement

H. NON-SELECTIVE METHODS - MECHANICAL
4, Pulsed Lavage
e. Indications
{1} Superticial non-attached cellular debrls
{2) Malodorous wounds
{3) Venous ulcers
{4) Neuropathic ulcers
{6) Pressure ulcers
{6} Fasclotomles
{7) Sternal wounds
{8) Pulsed lavage good for farge or muitiple wound sites
{8) Febrite palients
. Contralndications/precautions
(1) No absoluts contralndications
(2) Clean, granulating wounds
{3) Tunneling/undermining_
{4} Patients on anticoagulants
g.Canbe costly

II. Debridement

H. NON-SELECTIVE METHODS - MECHANICAL

6. Whiripool

a. Effects/Purpose

i) Vasodilation and Increase blood flow
2) Soften and loosen necrotic tissue
3) Wound cleansing
4) Mechanical debridement
(8) Analgesic effects
b. Processitechnique
(1) 10 1o 20 minutes as determined by goal and sizelamount of Necrotic Tissue
(2) Optimal temperature 92 to 98 degrees F
(3) Can be done 1-2x/day

< used in po
) Chlorazene
2) Betadyne
3} Povidineciodine
4) Sodium hypochlorite
d. Indications

1) . Extensive necrosis >90%

2) Malodorous wounds

3) Infected wounds

4) Wounds with joose debris and foreign material

5) Ischemic wounds where vigorous perfusion of wound and surrounding tissue Is deslred

11. Debridement

H. NON-SELECTIVE METHODS - MECHANICAL
§, Whiripool
e. Contraindications
{i) Superficial wounds
{2) Wounds with <80% necrotic tissue
(3) Granulating wounds
(4) Systemic 2 Le. y
impairment
{5) Maceratlon
(6) Acute phlebitls
(7) Renal faifure
{8) Wet/Dry gangrene
(9) Febrile conditions
{10} Active bleeding
(11} Moderate to severs edema
(12} Callous or Hyperkeratotic tissue

severe

PAP for all hy p

(. Should have written, reviewed and
for and culturing

vascular

that Inclus

165




II. Debridement

1. NON-SELECTIVE METHODS - CHEMICAL
1. Dakins Solution (sodium hypochlorite)
a. Primary action Is antlbacterial and odor control
b, Denatures proteins to loosen slough (controversial)
c. Indicatlons
{1} Infected wounds
(2) Malodorous wounds
(3) Extensive slough
d. Contraindications
{1) Thick eschar
{2) Granulating wounds
{2) Eplthelializing wounds
e. Process/technique
{1) Saturate gauze with solution
{2} Lightly pack into wound.
{3} Cover with gauze dressing
{4) Change twice dally :1
f, Precautions
(1)Cylotoxicity - damages fibroblasts
{2) Use % strangth to decrease cylotoxic effects {0,25%)

II. Debridement

. HEW DEBRIDEMENT TECKNOLOGIES AND TECHHIQUES
1.JETOX

. Made by Tavtech, Ltd
b, Uses compressed 02 and Normat sallne for krigation and debrigement
<. Portable
d. Two Types
(1).‘me up
. Ro debtis evacuation
(z).»srox KOG
1, Debridement with debrls evacuation
e. ideal for patients sensitive to traditonal debridement methods
2. Ultrasonic-Asslsted Debrigement
2. Low trequency US In conjunction with a gravity fed safine solution which alds In gently flushing of wound .
b. Littte to no paln
c. Blological Effects
(1) Unrasonic energy generstes a castiational response at celltr level
1. Gas bubbies created, separate non-viable matter from viable because tanslte strength of necratk celisIs
Jess than that of viable tissue
(2) Bactericldat Ettect
1. Kiils bacteria, viruses and fungl
. Dizect correlstion between fevel of antibacterlal effects and the lengih cf time US Is defivered to wound
d. Indieations
{1) Locasy Infacted wounds
{2)Wiounds with Impalred circutation
{3} Hecrotic tissus (slough, fibeln, blotims)

II. Debridement

3. NEV/ DEBRDEMENT TECHNOLOGIES AND TECKNIQUES
«. Contralndications
{1) Untreated advancing cefiuiitis
(2) Metal hazdware {12, antificlal joints, plates, screws) in treat field
{3} Electronic devices In trestment fields
{4) Uncontrolied pain
1. Treatment parameters
{1) Frequency at 20-80 kHz
{2) Tx time: vaties based on slze of the wound, amount of necrotic tissue and patient toterance
{3) Do not operate without Irtigating fluid
(l) Can only be admintstered by trained and licensed providers: MD, PA, PT, APNP and RN,

u ) Goustic Wound Therapy System (Arobella Medical)
1. Device utiilzes a combination of US and sharp curettes
IL 3 different curette tlps avalizble {autoclavable and reusable)
= Full curette
+ Half curette
+ Opencuretts
{li. www.arobelia.com
{2) Sonoca 180 {Soring)
1. Delivers US at 25 kHz
113 difer probes aveliabie o handie various wound topographies (autoslavable and reusabie)

500l
(3) Sonkone (M:onlx)
1. Dellvers US at 22.6 kHz
1L.4 different probes that offer a variety of for
11l www.misontx.com

and reusabie)

ITI. Sharp Debridement

T, SHARP DEBRIDEMENT

A Also known 25 Instrumertal ammne
B Fastest and most effective way (o remove necrotic tis:
C. Comes from Frenchword mmdu. aaning to urbrids
0. Reasons for Sharp Deb
1 Removing noiable [

In improving Azomes for Indhidusts requiring .
other forms and ean nn\m the fisk of irfection, snd possible sepsis.

: Vartous experts view sh from

research fs that sharp debridement shotid ba considared the nosa mrmnr. from the different mathods of debridement
studied, because # minimizes compticatons and maximizes heating

4.Migraton of epithaal ceis wi o cccut with na<rotc Sssus I tha base dlhiwmmd breause thay peed nutrients in
ordar to Irigrate across the membrans - nonvisbia tssue removalbs mperativ

s Romrvlabls tssue,

‘shown that shy healing rates (Steed DL et o, Efect of extensive

dtbﬂﬂ«mm and treatment on the healing of diabeSc fook woers, 199%)

7. Clinicat axperience nd bastc wound physiology tefls us that the more rapidly you remove the pecrotic tissus, the quicker
#wound can close,

II1. Sharp Debridement

F. GENEREAL CONSIDERATIONS

1. Anticoagulant therapy

2, Terminally ilf

3, Wounds on hands and face

4. immunocompromlised patlents
6. Smoking

6. Pain tolerance

I1I. Sharp Debridement

G. TYPES OF SHARP DEBRIDEMENT

1. Surglcal Debridement v LO
a. Debridement was originally described by Napoleen's surgeon Baron Domlinique Jean Larrey
b, Processitechnique
{1) Major p by
anesthesla
{2} Complete debridement transforming a chronic wound to an acute one
{3} Rapid results at the sacrifice of viable tissus
¢. indications
(1} One time use
(2) Extensive Necrotic Tissue>70%
{3) Osteomyelitis
{4) Advancing cellulitis and sepsis from a wound
{8) Life threatening necrosls, Le. necrotizing fasciitis
(8} Abnormal wound repair
d. Contraindications
(1) Wounds < 70% Necrotic Tissua
{2) Patlent unable to tolerate /survive procedure
{3) See general contralndications of debridement

In an operating room under
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G. TYPES OF SHARP DEBRIDEMENT

e, Laser Debridement
{3} Form of surgical debridement
{2) Performed by physiclans or surgeons
(3) Use of focused beams of fight fo cauterize, vaporize, or sfice through tissue
(4} Indicalions/Contraindications
1. Same as Surgical
(6) Advantages Notes:
I Wound bed is sterilized
ii. Severed vessels usually cauterized
{6} DIsadvantages
I. Limited availability
1l Injury to adjacent healthy tissue
I. Versa Jet (Hydrosurgery System)
(1) High pressure fet of safine solution 1200 psi) that travels parallel to the wound surface comb
excislon, cleansing and asplration
{2) Surgeon able to differentlata tissue types using technique and varylng the power settings
1. Able to target damaged tissue and decrease damage to viable tissue
il tiURiple tip configurations provides more flexibility
{3) Smith Nephew {www.versajetinfo)

I11. Sharp Debridement

G, TYPES OF SHARP DEBRIDEMENT

2. Conservative Sharp Debridement
2. Processhechnique
(1) Minor procedure performed by therapist of nurse (i state practice act aiows)to remove only devitalized
tlssue

{2} 1Aay require sevaral sassions
(3} Recommend AB|
1. ABI talculation: Ankle systolic dhvided by brachial systolic
fl. Interpteting Readings

Hormal > 1.9

LEAD <03

Bordertine 0.5 -0.8

Severe Ischemia < 0.6
b Indications
1)Cross hatching of eschar

vitatlzed tissue.
3) Signs of advancing cellulitis of sepsts
4) Adjunct In combination with other mathods
5 Tim dlabetic foot uicers teallus formation}
(6} Unstable eschar caps
. onu-mdmuons
(1) Bieeding disordersfabnormalRies
2) Rseant insutficlency
1. Check AB) prict to debridemant it lower extremity wound

Dry Gangrent
Stabie heet uer o sable eschar
5) Malfgnas

o

s

stmcturu
7) ¥ wound can be managed without procedurs
6) State law of practice disaliows pemxmame by theraplst or nurss

1. Sharp Debridement

V. LEGAL IMPLICATIONS/POLICY AND PROCEDURE FOR SHARP DEBRIDEMENT

A Legal Standards of Practice
1. State Practice Act
2, Company Policy & Procedures
3, National Professional Standards of Practice
Vo can do sharp debtridement?
1. Physicians and Podlatrists
2. Physicians assistants
3. Physical Therapists and PTA's
4, Nurse Practitioners and nurses
. Pollcy and Procedure
1. Must have a physiclan / NP order that specifically notes each site; new site new order.
a. Ex: P.T. (or R.N.) to perform conservative sharp debridement (o feft heel and lefi lateral
malleolus prn (or state specific frequency Le. 3xiweek x 2 weeks}
2. Be sure that facility policy & procedures reflect what disclplines can perform sharp
debridement
3. Nurses must complete the following to perform sharp debridement {{oflowing Is an excerpt
from a WOCN position statement)
a. Must have additlonal didactic education in the skilt
b. Must have additional laboratory education to devetop the skill
©. Must partictpate In a clinical practicum Involving patients with wounds
4, It Is highly recommended that PT's/PTA's complete an education course on wound
anda of skills

o

I1I. Sharp Debridement

Vi OTHER THINGS TO CONSIDER BEFORE PERFORMING SHARP DEBRIDEMENT

A Does your state or employer require any special education, training or credentials?
B. Are you required to perfodically updated knowledge and sidlis?

C. Are there any specific outlined by your

D. Are there policies and procedures In place?

E. Is there any physlcian supervision required and if so to what extent?
F. Is malpractice insurance provided by employer?

G. Do you have malpractice Insurance?

or employer?

I1I. Sharp Debridement

Vil. PRACTICAL APPLICATIONS OF CONSERVATIVE SHARP DEBRIDEMENT

A. V{hat does it take for effective sharp debridement?
1. Good working knowledge of anatomy
2. Ability to Identify viable tissue
3. Adequate equipment, lighting and assistance
4. Abllity to explain the procedure to the patient
&, Pain management skills before, during and after procedure
8, Abliity fo deal with complications, Le. bleeding
of clinician skill limi and those of the technique
8‘ Use of secondary debridement technique as indicated

III. Sharp Debridement

VI PRACTICAL APPLICATIONS OF CONSERVATIVE SHARP DEBRIDEMENT

B. Sharp Debrdement Tools
1., Tools used In conservative sharp debridement
2. Scalpels - for cuting away nonviable tssue and crosshatching eschar.
{1} Slze 11: small pointed biade p for getting into small areas and cross-batching eschar.
{2)Size 16: small rounded biade for cutting sway necrotc tissus, trlmming foose fissue, and cross

hat eschar,
{3) 5lze 10: farge rounded blade for cutting away large amounts of necrotic tissue {Le. calious formation)
. Forceps - foc holding of pulling away nonviabie flssue,
(1) Wit teeth (plek-ups): contain small metal teeth at the end of the forceps for geabbing and pulling
tissue up of out In order to remove of cut away.
(2) Without testh (serrated): most commonly used tool.
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1IL. Sharp Debridement

c. Sclssors - for cutting and trimiming away nonvizble tissue.
{3} Sharp: used for getting into smalt areas. v
{2} Blunt: not used often.
(3] Curved: tip curved up; hefpfut for trimming edges safely,

d. Curettes:
which s to ™ scupe

with a sharp edge. Comes from the Franch verb, “curer”,

(1) Ear curette: spoon-shaped, for removal of aoft necrotic tissue. {melon-bail scooper)

(2) Loop curetie: looped end for semaval of soft of fbrous, necrotic issve

(3) Detmal cirette: looped, with & sharp end for the removal of flbxous neccotic tlssus

(4) Fox Curette: fiat handle with a cylindrical arm extending from the handle, Thare Is an
oval of rounded4ooped cutting edge at the end of the arm. This tool ts generaly

metallle.

(5) Pittard Curette: large metal handle tapering imwardly from the bottom of the handie. it Is
similat o the Fox Curette wikh the cylindrical arm, and similar cutting edges. It difers
from the Fox Curette In that It s provided with rlbbed and grooved surfaces extending
lengthwise along the handle.

() Eye curette: very simltar fo the Fox Curette exceptthe working element Is dishdike
fathar than loop-shaped allowing for a scooplng action. (melon-ball scooper) kis
metallic, rathet than plastic, Hike the ear curette, and scan be disposable father than
autoclaved. The eye curette also has ribbing on the hande.

III. Sharp Debridement

VII. PRAGTICAL APPLICATIONS OF CONSERVATIVE SHARP DESRIDEMENT

8. Sharp Debridement Tools
2. Disposable verses Reusable
2. Disposable pros - single patient use, quality Is Improving, custom pack
b, Disposabie cons - fower quality than teusable, highes long term cost, Iimited cholces
c. Reusable pros - numerous choices, wide range of qualty, unilrmited usage
d. Reusable cons - higher intial cost, p have to be
exposurerisk with sterlllzetion process
C. Analgesics
2. May be needed in some cases
b, Ora) Analgesics
<. Topical ansigesics
{1} EMLA {topical docalne anesthetlc} Ge  1ppled 601020 minutes before a sharp debekdement
procedure, can successhully eiminate
{2}LMX4 {formarty ELAMax): tane-coumter {OTC) topical ane sthetic that produces dermal
tnesthesia n §510 30 minutes. The 4% Tdocaine prepssation containa 40 mg of idocaine per gram.
The lidocalne mofecules are in & fipid fayer ! absorption
(3CETACAINE - comes in a spray and gel. Applied directly 1o wound shte. Federal s requires MO order.
1. Spray: Appliedfor 1 second or Fess for normat anesthesia.
1l Get: Applied with cotton applicator, Should not be held In one area for extendsd perlods of ime.
1B Improper use can cause Methemogiobinemia which is a condition when more than 1% of
hemoglobin in the
blood has been oxldized to the fertic form. If Increases t0 30 % It can lead to cyanosis, dizziness,
headaches, diowsiness. fncreases to 80% 1 wi progress fo sszures, cardiac ahythras and
Requifes large quantities for X to be harmtul.
(8 terferential canent of TENS

ITI. Sharp Debridement

Vil. PRACTICAL APPLICATIONS OF CONSERVATIVE SHARP DEBRIDEMENT

D. Safety with Sharp debridement
1. Stay FOCUSED! Eliminate distractions.
2. Stay organized.
3, Use safety scalpels If possible.
4, Wear cotlon gloves under sterile gloves: v
&. Double glove i possible
6. Be comfortable with the tools in your hand,
7. Keep free hand away from debridement area when not using forceps.
8. Place patient in comfortable position and stabliize area of the body being treated.
8, Adhere to standard precautions,
a, Goggles
b. Mask
¢. Gown
d. Shoe covers

ovv.etizhandeate.com

I11. Sharp Debridement

VIIl. FRACTICAL APPLICATIONS OF CONSERVATIVE SHARP DEBRIDEMENT

E. Preparing to Debride
1. Collect supplies
2, Arrange for help if needed
3, Ask patient for history regarding blood thinners, and allergies if known
4. Position patlent for thelr comfort, and to decrease cliniclan fatigue
6. Prepare sterile field and place Instruments needed
6. Ensure containers are available for sharps and tissue disposal

I11. Sharp Debridement

VIi. PRACTICAL APPLICATIONS OF C(

ATIVE SHARP T

F.V¥ihen to 'STOP' Sharp Debridement Procedure
1. Intolerable pain
2. Reach viable tissue - the best indicator of viabifity is bleeding during debridement
3, ClinlcaVpatient faligue
4. High patient anxiety
6. Location of a fasclal plane
8. Change In patlent's medical status
7. Severs bleeding
a. Most frequent complication
b. How to 'STOP" Bleeding
(1) Pressure -Should stop most bleeding. Using the palm of your hand on the gauze or cioth,
apply direct pressure to the wound for § minutes. {During the § minutes, do not stop to
check the wound or disturb any blood clots that may form on the gauze.} If blood soaks
through the gauze, do not remove it. Apply another gauze pad on top and continue
applying pressure
{2} Silver Nitrate - cauterize by holding a silver nitrate {AgN03) applicator firmiy over the
bleeding source for 15-30 seconds. Repeat 2.3 times as needed.
{3) Etevation
{4) Cakclum alginate

VI, PRACTICAL APPLICATIONS OF CC

III. Sharp Debridement

SHARP T

G. Selecting the Right Method of Debridement
1. Wound Characteristics Notes:
a Amount of necrotic tissue to be removed
b. Type of necrotic tissue
<. infection
d, Pain
e. Exudate
1. Required rate of debridement
2. Patlent’s concerns and individual wishes
a, Patient’s medlcal history (comorbidities)
b, Patient allergles and medications {blood thinners, NSAIDS, sterolds, etc)
¢, Pain tolerance
d. Personal preferences and perception of condition
3. Clinician concerns
4. Cliniclan skill feve! and confidence
b,
¢. Cost
d. Available resources
e, Poteritial for bleeding and complications
4. MD order state spectfic method?
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VIL PRACTICAL APPLICATIONS OF CONSERVATIVE SHARP DEBRIDEMENT

H. Combination Methods
1. Use of two or more types of debridement to facilitate faster or more elfective resulis based
on needs of the patient
2. Ex: Hard, black eschar; use whirlpool to soRen followed by conservative sharp
debridement to remove tissue then followed by enzymatic debridement {o continue softening
and debriding necrotic tissue untll following day.

1. Sharp Debridement

VH. PRACTICAL APPLICATIONS OF CONSERVATIVE SHARP DEBRIDEMENT

1. Correcting Abnormal Wound Repalr
1. Epiboly- wound edges become curied, impossible to heal when this exists
a, How to treat or correct
{1) Clean area thoroughly.
{2} Explain to patient that the procedure may burn slightly if they have sensation inthe area.
{3) Protect wound by placing sallne molstened gauze In the wound bed
{4) Protect periwound area using Vaseline or other toplcal product that will prevent silver nitrate
damaging it

(5) Tissue that Is going 1o be treated must be moist.
{8) Roll silver nitrate stick along area of epiboly. Thls will turn eplboly tissue into necrotic tissue.
() Leave siiver nitrate In contact with the tissue for up to 2 minutes,
{8) RInse area thoroughly with normal saline to deactivate sliver nitrate.
{8) ¥/ben done with procedure, apply same dressing as was previously covering wound.

{10} Remove necrotic tissue during next treatment session.

{11) Repeat procedure unti wound edges are fiat again.

III. Sharp Debridement

VI, PRACTICAL APPLICATIONS OF CONSERVATIVE SHARP DEBRIDEMENT

2. Hypergranulation
2. Overgrowth or hyperirophy of granulation tissue behind the wound margins .
b. Impedes re-epithialization and wound closure
©. How to treat and correct
{1) One method is the use of foam dressings. Simply apply foam to hypergranulated area,
pushing hypergranulated
tissue into wound bed, and wrapping with kerlex.
{2} Second method is the use of silver nitrate In much the same manner used to treat epiboly.
{3) Cleanse wound and explain to patient that procedure may burn siightly.
{4) Roll silver nitrate stick over hypergranulated area,
{8} Tissue will furn grey and white,
(8) When done with pi , apply di
{7} Debride tissue during next treatment session.
{8} Repeat as needed until granulation tissue Is even with the wound edges.

Ing as was pi done,

III. Sharp Debridement

Vil APPUCATIONS OF

SHARP

J.Documerting the Debridement Session
1. Hote description of wound before and after session
4. Location = note using anatomical fandmarks; be spectfic
b. Measurement
{8} Length X vidtn X dept
ngth = uoo«osm(manotoe)
L Wdn = 3010 3:00 {side to side}
£ Depth ecistance from the visile snface o the deepest area ot the wound
{2) Option:
| Unear = using paper rser or measuring device. Recommended method s Headto tos
(length) and Side to Sids {wiith) at petpendicular angle.
1L Tracing = provides 2-dimensional tecord of wound; heipful if photography prohibited
i, Photography
« Very specific
+ Requites consertirelease form {example In appendtx)
+ Hust ensure that fighting, angle and focal length are consistert
« Lay papet rufer next to wound with first Infilal, last name of patlent, date and tima
was taken, for syery
+ Controversial
. Wound Bed Description
(1) Types of tissue present
{2) Color of ssues: Most common de scriptors are red, yeliow, black, pink, gray and white
{3} Adnerence of tissues
(4] Other structures: note presence of tendon, muscle, bone, sutures, staples, etc

I11. Sharp Debridement

VIi. PRACTICAL APPLICATIONS OF CC

TIVE SHARP T

J. Documenting the Debrldement Session
d, Surrounding Tissue
(1) Must note the condition of pi

area: healthy, callus, erythema,
etc
2. Drainage/exudate
{1} Types
i. Serous - clear
ii. Sanguineous - red, bloody, fresh bleeding
iil, Serosanguineous - pink, clear and bloody
iv. Purutent - yellow, brown, or green, containing pus
{2} Amount
1. None = dry wound bed
1. Scart = wound bed molst; no measurable exudate on dressing
iil. Minima¥small swound tissue molst; <25% of dressing
iv. Moderate =wound tssue very molst; 50-76% of dressing
v. Coplous = wound tissue filled with fiUld; >76% of dressing
£. Signs and symptoms of or absence of infection
{1} IFEE slgns: (induration, fever, edema, and erythema}
{2} Streaking, pain, Increased exudate, delayed healing, odor (abnormal or foul}
g. Miscellaneous
1,

} g - extends in any direction, results in dead space
(2) Slnus tract . drainage passageway from a deep focus of acute Infection to surface opening
(3} Undermining - destruction of tissue or eroslon along the wound margins beneath intact skin

IHI. Sharp Debridement

VIi. PRACTICAL APPLICATIONS OF CONSERVATIVE SHARP DEBRIDEMENT

J. Documenting the Debridement Session
2. Yools used
a. Be specific of the types of {ools used duzlng the session
b. Medlcare prefers “Excisional extraction™
3. Amount and type of tissue debrided
4, Dressing (sterile) applled after treatment
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Vill. PERFORMING SHARP DEBRIDEMENT

K. Sterile Field Preparation
1. Used when sharp debridement Is performed; a form of surgical
asepsis designed to keep the area free from pathogens.

III. Sharp Debridement

VI, PERFORMING SHARP DEBRIDEMENT

2, Procedure

@ A nonabsorbent sterile towel, or the outer cover or wrapping of a package Is used as a base for
the sterile field, Open the package, folding the topmost part of the packaglng away from your
body. Next, open the next layer of wrapper to the sides. The last layer of wrapper Is opened
toward you to avold reaching over the sterile field.

b. Sterile objects may be added to the field carefully by peeling back the top layer of the outer
package, and dropplng the sterile itern on the sterile field,

€. Only take out the objects that have been spectifically sterilized or sterile packaged can be
considered sterlle.

3. 4 Rules of Asepsls:
2. Know which items are sterile
b. Know which items are not sterile
¢. Separate sterile items from non-sterile tems
d. if a sterile Rem becomes contaminated, the situation must be remedied immediately.
Gontamination occurs any time a sterile item physically contacts a non-sterile item. ® may be
necessary to re-establish the sterile field.

ITI. Sharp Debridement

VIIl. PERFORMING SHARPE DEBRIDEMENT

4. Guidetines for Mantalning a sterile field

2.0 not talk, sneeze, cough of reach across a stetile fiekd.

b. Do not turn your back 10 2 sterile Neld.

<. Do not allow & non-stertie object to come In contact with a starile object.

4. Do not leave sterfle fiekd unattended, even ¥ covered with a sterfie towel.

€. A 1-inch border at the edges of the fleld is considered to be non-sterlis.

1. The only sterlie protective clothing that you wesr Is the gloves, the front of the gown above the walst, and both
sleeves of the gown.

g- Wihentools are stored In & disinfectant, they should be handles with the tip dowrmvard, so the fiuld
will not flow to & nont-stertle area, and then back down.

h. The fiekd must remaln dry, as molsture is a souree of contamination.

1 Try to postion the toois in the order that they vwill be used and closest to yoiz

J- Any Rem thatfalls of Ia focated below the sterlie field ls considered contaminated.

K. Genenl and proper ") shoutd be practiced at all timeshil

III. Sharp Debridement

Vill. Performing Sharp Debridement

L. Applying sterile gloves
1. Grasp edge of folded cuff
2. LIt and ho!d glove with fingers down
3. Puil first glove on with cuff folded
4. Slide fingers of gloved hand under cuff of second glove
&, Insert hand with cutf folded
8. Adjust gloves on both hands

=

. Removing contaminated gloves
1. Invert glove as # Is removed
2. Hold contaminated glove that was jJust removed In other gloved hand
3, Slide ungloved fingers under finside gloved hand
4. Remove second glove onto other glove, insids out.

I11. Sharp Debridement

VHi. Performing Sharp Debridement

N. Utensil Techniques
1. PickUps
a. Hold Instrument between Index finger and thumb, fike a penclt
b. Hold plck-up in the palm of hand utilizing Index finger palm, and thumb
2, Scalpel
a. Pencli hold
(1) Between Index finger and thumb fike a pencil,
b. Paimar Technique (fess control)
(1) Handle of scalpel runs along the paim of the hand

I1I. Sharp Debridement

Viil. Perfocming Sharp Debridement

©. Debridement Techniques
1. Pating o Shaving
2. Typically used with removal of calfus of eschar caps
b, Cliaklan uses scalpel, usually in confunction with a forceps to cut thin ayers of devitatized issue from
a wound
<. This Is not "scraping*
2. Cross Hatchlng ot Scorlng
2. Usedto prepate eschar for enzymatic agents o hydrogel
b Cliniclan cuts a “checkerbosrd” pattern on eschar using scaipet
(1) increases the surface area of eschar
(2] "Checkerboard™ squares should be apptax, % Inch In stze
3. Debridement
2. Removal of necrotke tissue from wourd using scalpels, sclssors andior forceps.
B. Clinkian usuatly removing extensive amounts of necrotic tissue wtlllzing different Instrument techniques
belng careful {0 not harm viable tlssue

. of sharp form)
6. Return demonstration with check off
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Clinical Decision Making Scenarios
Clinical Decision Making Scenarlos
PATIENT SCENARIO #1
Blstory
Patient Is an 85 y.0. female who bas residad In nursing home for several years sodt hu recently deve!oped
awound on her kRt LE, PAH Includes s
hemiplegla of left kower extremity and feft uppar extremty, Current medications lmlude Dood mlnners,

anthhypartensives, and a dluretic. Edema noted in bliateral LE's. Pt uses wheeichals for mobilty; able 1o
pivet transfer with assist.

Wound Assessment

Futi thickness venous stasls uicer on medial aspect of [eft lower leg measurlng §.7cm x . 1con x 04cm.
Wound base 1s 75% yellow adherent slough and 25% pal red granufation ssue. No undermining noted.
Large serosangulnous drainage. No s/1 of Infection. No cfo paln. Attending physiclar's orders are for
wihirlpool followed by gauze and ABO pad dressing bid. Patlent to have ace wraps applied to bliateral lower
extremities.

Discussion Questions

Is current treatment approptiste

Concerns?

Vihat other optlons could be considered?

Dressings?

Other?

Clinical Decision Making Scenarios

Ciinical Declslon Making Scenarlos
PATIENT SCEHARIO #2
History
63 y.0 male admitted with wound on plaptar aspect of right foot under the heel, PIH significant for 1004, obeshty,
COPD and myocardial nfarction approximately 2 years 2go: Patlent states cutrentiy taking meds for high
cholesterol and HTN, Patlent works parttime at Wal-mart. Semmes-Welnstein [s negative on entlre plantar aspect
of foot. P1. referred with eval and treat orders, Gurrent wound treatment dally whiripool wit hydrocofioid dressing.
Wound Assessment
Wound measures 2.2cm x 2.9cm % 0.6cm. Wound base Is B0% eschar, 60% yetiow slough. Hoderate amount of
puruent exudate noted. Foul odor noted. Callus around the perimater of wound with erythema beyond the callus.
Charcot foad biaterally.
Discussion Questions
What type of wound is this?
What ate yoru concerns regarding thls patients situstion/wound?

What would your treatment plan consist of?

Clinical Decision Making Scenarios
Clinical Decision Making Scenarios

PATIENT SCENARIO 3

History

87 y.o. male with multiple pressure ucers (jeft trochanter, sacrum and right heel). PN, significant for myasthenia
gravis, ASHD, malnutrition, and dementia. Pt. has a history of non<ocpetative behavior, Family Is considering
placing patient on hospice. Current traatment for all wounds Is wet to dry dressings bid,

WWound Assessment

Left Trochanter: 6.5cm x 4.1cm x 2.5cm. Tunnsling st 8 o'clock 6.2cm deep. Wound base Is 80% granulation and
10% yeliow slough. Mid foul odes noted. Mnimal serous dralnage.

Sacrum; 6.8cm X 7.2cm x 24cm. Undermining from 18 o'clock with depth of 3cm. Wound base is 26% eschar, 26%
gray siough and 60% clean non-granular tissue. Exposed bone noted In lower right quadrant. Epiboly noted at the
Wound edge from 1§ o'tlock. Modsrste serosaguinous dralnage. Mild foul odor noted.

Right heet: 3.3¢m x 3.7cm. Depth indeterminable secondary to hecrotic tissus Inwound bed. Vound base Is 100%
dry, black, Jeathery eschar, No dralnage noted. Perhwound skin normal and Intact

Discyussion Quastions
Concesns?

How would treat each uker?

Thank Youl
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TIME—Principles of wound bed preparation

M : Moisture imbalance /BEO PV INS Y 1
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