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Wound Care Basics
Skin Layers
Epidermis
· Outer protective layer
Dermis
· Contains blood vessels, nerves, sweat glands
Subcutaneous Tissue
· Fat layer
· Provides insulation and cushioning

Types of Wounds
Open Wounds
· Abrasions
· Lacerations
· Incisions
· Punctures
Closed Wounds
· Contusions
· Hematomas

Wound Healing Phases
1. Hemostasis (Immediately)
· Vasoconstriction
· Clot formation
· Bleeding stops
2. Inflammatory Phase (1–5 Days)
Assessment Findings
· Redness
· Warmth
· Mild swelling
· Pain
Normal response to injury

3. Proliferation Phase (Days to Weeks)
Characteristics
· Granulation tissue develops
· Wound contracts
· New blood vessels form
Healthy Granulation Tissue
✅ Beefy red
✅ Moist appearance

4. Maturation/Remodeling Phase
May Continue
· Up to 1–2 years
Findings
· Scar formation
· Increased tensile strength

Types of Wound Healing
Primary Intention
Examples
· Surgical incision
· Clean wound edges approximated
Characteristics
· Minimal scarring
· Faster healing

Secondary Intention
Examples
· Pressure injuries
· Large open wounds
Characteristics
· Granulation tissue fills wound
· Greater scarring
· Longer healing

Tertiary Intention
Also Called
Delayed primary closure
Example
· Contaminated wound left open initially

Wound Assessment
Document:
Location
Size
· Length
· Width
· Depth
Drainage
Odor
Tissue Type
Surrounding Skin
Pain Level

Drainage Types
Serous
· Clear
· Watery
Sanguineous
· Bright red blood
Serosanguineous
· Pink watery drainage
Purulent
· Thick
· Yellow, green, tan
· Indicates infection

Signs of Infection
Local Signs
· Increased redness
· Warmth
· Swelling
· Pain
· Purulent drainage
Systemic Signs
· Fever
· Elevated WBC
· Chills

Wound Measurement
Measure:
1. Length (head to toe)
2. Width (side to side)
3. Depth using sterile applicator
Example: 4 cm × 3 cm × 2 cm

Wound Tunneling and Undermining
Tunneling
· Narrow passage extending from wound
Undermining
· Tissue destruction beneath wound edge
Document using clock method.
Example: Undermining from 2 o'clock to 5 o'clock.

Pressure Injuries
Stage 1
Findings
· Intact skin
· Non-blanchable redness

Stage 2
Findings
· Partial-thickness skin loss
· Blister possible

Stage 3
Findings
· Full-thickness skin loss
· Adipose tissue visible

Stage 4
Findings
· Exposed bone
· Tendon
· Muscle

Unstageable
Findings
· Covered by slough or eschar
Cannot determine depth.

Deep Tissue Pressure Injury
Findings
· Purple or maroon discoloration
· Intact or non-intact skin

Pressure Injury Prevention
Turn Every
2 hours
Reposition Chair Patients
Every hour
Interventions
· Pressure-relieving mattress
· Float heels
· Maintain nutrition
· Keep skin clean and dry

Wound Drainage Systems
Jackson-Pratt (JP)
Characteristics
· Closed suction drain
· Bulb compressed
Nursing Care
· Empty when half full
· Recompress bulb after emptying

Hemovac
Characteristics
· Closed suction reservoir
· Circular collection device

Common Dressings
Gauze
Advantages
· Inexpensive
· Absorbs drainage
Disadvantages
· Can adhere to wound bed

Transparent Film
Example
Tegaderm
Uses
· Superficial wounds
· IV sites
Do Not Use
Heavily draining wounds

Hydrocolloid
Uses
· Stage 2-3 pressure injuries
· Low to moderate drainage

Foam Dressing
Uses
· Moderate to heavy drainage

Alginate
Made From
Seaweed
Uses
· Heavy drainage
· Tunneling wounds

Wet-to-Dry Dressings
Purpose
Mechanical debridement
Nursing Considerations
· Can remove healthy tissue
· Often replaced by more advanced wound therapies

Debridement
Purpose
Remove dead tissue

Autolytic
Method
Body's own enzymes
Dressing
Hydrocolloid

Mechanical
Examples
· Wet-to-dry
· Irrigation

Enzymatic
Uses
Topical enzymes

Surgical
Fastest Method
Performed by provider

Negative Pressure Wound Therapy (Wound VAC)
Purpose
· Promotes granulation
· Removes excess drainage
· Speeds healing
Nursing Assessment
· Seal intact
· Vacuum functioning
· Drainage amount
Report
Loss of suction immediately

Diabetic Foot Ulcers
Risk Factors
· Neuropathy
· Poor circulation
· Poor glucose control
Patient Teaching
✅ Inspect feet daily
✅ Never walk barefoot
✅ Wear properly fitted shoes
✅ Control blood glucose

Arterial vs Venous Ulcers
Arterial Ulcers
Characteristics
· Painful
· Toes or feet
· Pale wound bed
· Cool extremity
Treatment
Improve circulation

Venous Ulcers
Characteristics
· Medial ankle
· Edema present
· Brown discoloration
Treatment
Compression therapy

Nutrition for Wound Healing
Important Nutrients
Protein
Builds tissue
Vitamin C
Collagen formation
Zinc
Cell growth
Iron
Oxygen transport
Hydration
Supports healing

Surgical Wound Complications
Dehiscence
Definition
Partial or total separation of wound edges
Risk Factors
· Obesity
· Infection
· Poor nutrition
· Excessive coughing
Nursing Action
· Cover with sterile dressing
· Notify provider

Evisceration
Definition
Internal organs protrude through wound
Emergency
Nursing Actions
1. Stay with patient
2. Cover organs with sterile saline-soaked dressing
3. Flex knees if possible
4. Notify surgeon immediately

Clean to Dirty
Always cleanse from least contaminated to most contaminated area.
Dressing Changes
· Sterile technique for most open wounds
· Clean technique may be used at home
Culture Collection
Collect before antibiotics whenever possible.
Drain Assessment
Measure and document amount, color, and consistency.

Wound Care Pearls
✅ Red granulation tissue = healthy healing
✅ Purulent drainage = infection
✅ Stage 1 pressure injury skin remains intact
✅ Stage 4 pressure injury exposes bone, tendon, or muscle
✅ Evisceration is a surgical emergency
✅ Adequate protein is essential for healing
✅ Reposition immobile patients at least every 2 hours
✅ Diabetic patients require meticulous foot care

Must-Know Wound Care Terms
· Approximation = wound edges closed together
· Granulation = new healing tissue
· Eschar = black, dry necrotic tissue
· Slough = yellow, stringy necrotic tissue
· Debridement = removal of dead tissue
· Exudate = wound drainage
· Maceration = skin breakdown from excessive moisture
· Dehiscence = wound separation
· Evisceration = organs protrude through wound

Wound Care Golden Rule

The three most important things to assess in any wound are: signs of infection, tissue viability, and healing progress. When prioritizing care, always protect the wound, prevent infection, and promote healing through proper dressing selection, nutrition, and pressure relief.
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