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SCOPE:

All company faciliies, Including hospitals and any enifiles oparating under the hospiars Medicars
Prowider Mumbsr Including, but not meed 1o, the follwing:

Wursing Personnel
Staff PhysiclansMon-Physican Provider

Purpose:

To Insure all necessany Information Is Includad In the physiclanpracttionsr History and Physical
{H&PWpograss noba.

Policy:

All wounds will recelve a standardized examinaton.

Procedure:

In examining any wound, it l5 necessany to conslder not Just the leslon, but the entire patient, his
or her anatomical make-up, physiciogical function, and ongolng pathological processes, kesping
In mind that the leslons we are treaing more often than not are caused by other condiions; which
may desende our attention. The following Information will be obtained by the physician and wound
care center staf, a5 well 35 the patent completing the new patientguestionnalre,

1. IidentMeation of the problemys)

What brought e patient to the Wound Care Center? The problem may be synonymous with the
diagnosis.

2. History
The FIE'I.EI'IT'E- |'I|-E|IIF!|' may Include Infoemation that can or cannot be verhed EI:|I'1.|IE medical recond.

The source of the iInfamation Incleded In the history should e Identified, e.q., patent siatements
should be In guotes.

The following schamatic is offerad as 3 gukds 1o guestioning relative io the patent's nistany:

Hisiony — Age, Sex, Occupation
When did 2 wound, joint problem, Sook!ankle deformnity, edema or other develop?
How did It stari?

Sudden onsat from rauma
Gradual onset

What happened?

Trauma

Mo trauma

What happened?

When first noticed?

Symphoms

Degres and location

Of Immediate sympioms
Progress shice

R s

LA

= Relgvant previous history

Is the patient Matatic?
History of perpheral vascular disease, HTH, CHF?

Pasl treatment for simliar problems
Meadizines?

Allergles

R

« Ralevant family history jex. diabetes, cancer, CAD, respiratory disease, etc.)

+  Soclal history
& DBEE-FI-HUEITI Emoke?

< How long? How much?
+ Curentmadication?

4. Subjectve Examination

This porfion of the examination shouk! nciuge the patient's description of his cument symploms.
It akso Includas I'EE-FIIH'IE-EE-III E-FIEIH'HI: qI.IEEHEII'IE. which |I1'|F'I'ﬂ'.'E the LI'IﬂE-I'E-‘EHdhg of the condiion
{ex. Woundiuicar, pain, [olnt problem, edema, other).

= Ama3 of sympioms
+ I5there pain? If yes, |5 It Just at the uicar sibe or are ofher areas painful?
< Parestheslas andior anasthesla’

= Behavior of Symptoms
+ In cases of lower extrem iy ulcerations, ane e sympioms relleved or aggravated

by elevation, rest, oraciivity?
+ Special Questons

+  Has cufiure Deen taken?
+  Hawe x-ays been aken to rule outosteomyslis?
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Objective Examination

2. Aszessment

» The physikclan will plan for the objecitve examination based on the information obtaned
from the history and subjeciive examinations. It s at this point that the therapist or
physicanipraciioner may decide R I8 necessary to evaliatz other than |ust the
uicarative lesion.

= Cioservation and Inspecton

= The praciitioner should node:

Location, slze, and seventy oflesion

If i=slon Is dry ordraining

Boundanes of sumounding Inflammaton

If evidenca of poor skin nowishment exisis such @5 skin atrophy and or anyloss
af halr

Is gwalling presant?®

Is there any discolorafon of theskin?

= Motlon Examination

The patient should be asked to aciively move sumounding joints £0 the physiclan
or Meraplst can assess Malr Invalvement. I abnommaliiss 2xist, @ more speciic

2xaminaton Is ndicated.

= Clinkcal Measurements:

Defemmination of stbe and dep® of lesion: The depih of the leslon can be
determined by Insering a cotton-tioped applicator nto the lesion and measuring
the depth to which It pénefrates. The length and width will be measured accondng
ip a clock face. Phoio documentation will ke prowvided using a digital camera.

Glrth — I swelling or atrophy are evident, baseline girth measurements should be
taken.

Wascular exam — I the ulcerations appear o be causad by 3 vascular disorder, this
probiem should be examined more cipsely. Refer fo vascular examination

procedure.
Naurnioglzal exam — fulcerations app=ar io be caused by Insenskiviy, 3 compiete

neunsizgical exam may be indicated.

= [fnot noted previously, the following may be noded and recorded for appropriate patients:

Sensory disturbances

Fresence of deep tendon refaxes

Presencs of H’aﬂl’rﬂ. l:p'FIE. [ocation and hoUre Warn
Contractures andior laxity of joint ligaments
Acivities of dally Iving: IFting, feeding, transfers, bathing, personal toleting,
E.'EEEJHQ. Incontbinenss, ambulation, communkaion

At this point, the physiclan or therapist should assimiate all of the Infoem ation obtalinad from
the history, subjeciive and objective examinations and come to a determination as to
whether physiclan, nursing, andior physical therapy reament might be beneficial Tor this
patient. This s determined by the physician/practitioner.

Plan

th

Treatment goals and the methods to be used o accomplish these goals or 3 plan should
b= putiined and documenied In the medical recond.




Wound Assessment

Examining any wound, it is necessary to consider not
just the lesion, but the entire patient. Anatomical
make-up, physiological function, and ongoing
pathological processes, keeping in mind that the
wounds we are treating more often than not are
caused by other conditions; which may deserve our
attention.




Wound Assessment

1. Identification of the problem

2. History

3. Subjective Examination

4. Objective Examination

5. Assessment

6. Plan



The following schematic s ofMered as a gukde 1o guestioning relathve to the patent's history:

N A O Y
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History — Age, Sex, Occupation
When dkd e wound, joint problem, hotfankls deform iy, edema of other dewsiop?
How did It siar?

Suaden onsat from rauma

Gradual onset

Whnat happened?

Trauma

MO trauma

What happenad?

When Airst noliced?

Symptoms

Degres and IosIton

O immediate sympioms

Progress since

« Relevant previous history

Is the patent diabetic?
History of penpheral vascular disease, HTN. CHF?
Pas! treatnent for similar probiemes

Medicines?

Allergles
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SCOPE:

All company facilities, Including hospitals and any enilies oparating under the hospitals Madicarns
Prowider Mumber Including, but not limied o, the following:

Hursing Personnel

Stal PhyskclansMon-Physidan Proyvider

PURPOSE:

Information abaut e dimensions of the wounds wil be collectad and recomded on a patients
Inttial assessment vist and all subsequent visits. If more than one wound ks being treated,
maasurements for all wounds will b2 collectad and cleany recorsed for each wound numbsr. If 3
debrndemant s performed during a wish, pre and post debdgement measuremenis will be
coliected and reconded.

PROCEDURE:

Dimensions of tha wound are measured In cenbmetars (cm) using 3 Misposable measwning taps
and sterlle cotton ip applicator, when appropriate.

Wounds are measured:
1. Atinklal assessment
2. Alall subsequent visiis, no l2ss than weekly.

3. Prior o and after any debridement Is pesformed

DEFIMITIONS:
Length: The langest distance of the wound referencing head-io-foe dinscion,
Width: The widest girth of the wound from left to right, 3 fo 9 o'clozk.

Depth: Using a sterlle cotton Hip applicator, locate the deepest point of the wound.

measuring it 3t 3 90 degres angie with the sion, to the level of the skin.

Mote: All wounds which have a -:Iep-th af less than 0.1cm, but are nod TLII]I' EFIrJ'IE"E'IEd dire
rounded o 0 1em. Only wounds which have a full layer of epithellal coverng (and therefore
arz healed) are 1o b2 assigned a depth of O cm.

Sinue Track/Tunnellng:  The lengest or deepest area which extends through a small
opening or channsl from the base of the wound bo be measured using gentie probing
with sterie cotton tip applicator, and recorded Ingicating the general location throwgh
me reference of 3 clock - the patient's head representing 12 o clock.

Undemmining: The longest area which exitended fhom the mangins of the wound Inbo the

subcLtaneous tissus which runs paralsl with the skin. To be measured using gentie probing
with 3 sterlie cotbon tip appiicator, and reconded Indicating the general location through the

reference of a clock-the patlent's head representing 12 o'dock




PROCEDURE:

Dimensions of the wound are measured in centimeters (cm) using a disposabie measuring tape
anad sterlie cotton tip applicator, when appropriate.

Wounds are measursd:
1. Al Inkial assessment
2. Al all subsequent visits, no ess han weekly.

3. Pmor to and after any debridement s performed

Measuring Wounds

Measure the length "head-to-toe™ at the longest point (A). Measure the width
side-to-side at the widest point (B) that is perpendicular to the length, forming
a ~“+". Measure the depth (C) at the deepest point of the wound.

All measures shouwld be in centimeters.

faerE
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Measure Tunneling & Undermining

Tunneling/Sinus Tract
Using a clock format, A narrow chanqel or passage-
e S —— way extending in any direction
asacnrte nte f%ﬁ?mov from the base of the wound.
: E— ’ ol This results in dead space with
ing (sinus tract) and/or e e
B it a potential nisk for abscess
- formation.
Undermining

Open area extending under
intact skin along the edge of the wo

The head of the patient
is 12:00, the patient's
foot is 6:00.

P R S S R S S S R S RS R S R e R R s e .

If the wound has many landmarks, you may want to trace it before measuring.







QUESTION 1:

All wounds will receive a standardized exam.




ANSWER 1:

All wounds will receive a standardized exam.




QUESTION 2:

Measurement are only taken on Initial visit.




ANSWER 2:

Measurement are only taken on Initial visit.

Answer: False. Measurements should be
performed at least weekly




QUESTION 3:

The head of the patient is 12:00 o’clock and the foot of the
patient is 6:00 o’clock.




ANSWER 3:

The head of the patient is 12:00 o’clock and the foot of the
patient is 6:00 o’clock.

Answer: True. The clock format is
used for measuring.




QUESTION 4:

Measurement are as follows: Lx W x D




ANSWER 4:

Measurement are as follows: Lx W x D




QUESTION 5:

The physician will plan for the objective examination based on
the information obtained from the history and subjective
examinations.




ANSWER 5:

The physician will plan for the objective examination based on
the information obtained from the history and subjective
examinations.




QUESTION 6:

Wound measurements are to be done before and
after debridement.




ANSWER 6:

Wound measurements are to be done before and
after debridement.




Thank you for taking the time to complete SerenaGroup Education
for November 2021. SerenaGroup continues to focus on providing
education to all clinical staff. If you have ideas, questions,
comments around education — please reach out to the Education
Committee Members.

SerenaGroup Education Committee Members,
Nick Duquette

Ally George

Blair Flinn

Nancy Trafelet

Jill Schroder
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