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Use these next 15 pagesto get a general overview of necessary information to
assist with wound management and improve your outcomes.



REVIEW OF THE HEALING PROCESS

LAYERSOF SKIN

1. Epidermis—most superficial layer that is avascular and consists of five layers of stratified
epithelium; provides protection

2. Dermis —underlying layer which makes up the bulk of the skin; consists of two layers
o Papillary layer — loose collagenous and elastin fibers; contain free endings, Meisner’sand
Pacinian corpuscles
e Reticular layer — dense collagenous fibers
Blood vessels, nerves, lymph vessels, hair follicles, and sweat glands are embedded in the dermis.

TISSUE REPAIR

Inflammatory Phase

¢ Presentswith erythema, edema, and warm temperature

¢ Vasodilation from histamine response allowing increased blood flow to area causing erythema
and warm temperature

e Accumulation of white blood cells (neutrophils) sometimes creating exudate causing edema —
neutrophils are phagocytic, fight bacteria and enhance antibiotic function

e Macrophages collect and clean the area; necessary to move to the next stage — stimulate
fibroblast activity for proliferative phase

Proliferative Phase

e Macrophages and growth factors attract fibroblasts to migrate to area and release collagen
known asfibroplasia

e Endothelial cellsfrom vessels of surrounding tissue migrate to supply nutrients; known as
endothelial budding

e Granulation tissue forms out of a gel-like matrix of collagen, hyaluronic acid and fibronectin;
beefy red in color ideally

¢ Reepithelialization occurs when a sheet of epidermal cells migrate across the wound bed
therefore resurfacing it

Maturation Phase

e Contraction of the wound bed by myofibroblasts
Epidermal cell migration
Decreased vascularity

e Tensle strength of collagen increases but will not exceed 70-80% of original skin

e Collagen alignsto applied stress; DON'T IGNORE RANGE OF MOTION DURING
HEALING



WOUND GLOSSARY

Definitions

Autolytic — natural degradation of devitalized tissues with enzymes or moisture

Colonization — presence of large numbers of replicating bacteriawith or without a host response
that does not impede healing

Contamination — presence of non-replicating bacteria that does not impede healing
Cross-hatching — Sharps debridement in perpendicular movement to loosen eschar to alow
penetration of moist wound dressing

Debridement — removal of nonviable tissue

Demarcation —distinct, defined area of ischemic tissues that has hardened or mummified
Denuded — loss of epidermis, superficial abrasion

Desiccation — Drying out of awound bed or structure in wound bed

Edema - swelling

Epiboly — rolled edges due to reattachment of skin to itself

Epithelialization —new skin over healed wound

Erythema - redness

Eschar — thick, dry non-viable tissue

Exudate —drainage or pus from an open wound

Granulation tissue —viable tissue growth in an open wound with good vascular supply
Hemosiderin —stained tissue or skin resulting from leakage of blood and fluid into interstitial
spaces of tissue over time with excessive edema

Hypergranulation tissue — granulation tissue that has exceeded skin level

Hyperkeratosis — excessive callus tissue

Induration — hardness at wound edges indicating further involvement or infection

Infection — defined as 10*or 10° organisms per gram of tissue causing a systemic response in
host

Intermittent Claudication — pain in calves or posterior lower legs when walking after short
distances due to poor circulation or arterial insufficiency

Maceration —excess moisture at wound edges or periwound; may appear as white peeling tissue
Necrosis — nonviable tissue

Periwound — skin around open wound

Purulent — thick drainage or exudate from open wound indicating infection

Sanguinous — bloody drainage from an open wound

Serous — watery drainage; variesin color but typically clear or yellow

Serosanguineous — watery drainage with a bloody tint

Sinus Tracts — non-visible area of wound extending into or out from wound that is narrow; has
an entry but no exit point

Slough — moist non-viable tissue

Tunneling — non-visible area of wound extending into or out from wound that is narrow and
connects to another wound; has an entry and exit point

Undermining —non-visible area of wound extending under periwound



PRESSURE ULCERS

Pressure Ulcer Stages —AHRQ (formerly AHCPR) guidelines

Stage 1 — An observable pressure related alteration of intact skin whose indicators as compared
to an adjacent or opposite area on the body may include changesin one or more of the
following: skin temperature (warmth or coolness), tissue consistency (firm or boggy fedl),
and/or sensation (pain, itching).

Stage 2 — Partial thickness skin loss involving epidermis and/or dermis. The ulcer is superficia
and presents as a blister, abrasion, denuded area, etc.

Stage 3 — Full thickness skin loss involving damage or necrosis of subcutaneous tissue which
may extend down to but not through underlying fascia. The ulcer presents as a deep crater with
or without undermining of adjacent tissue.

Stage 4 — full thickness skin loss with extensive destruction, tissue necrosis, or damage to
muscle, bone or supporting structures

Unstageable — wound bed covered with necrosis and unable to identify extent of injury

DO NOT STAGE A WOUND COVERED WITH ESCHAR OR BLISTER AND NEVER
BACKSTAGE A HEALING WOUND.

“Unableto identify extent of injury secondary to eschar therefore unableto stage.”
“Wound is a healing Stage 4 with 100% granulation tissueto skin level.”

Extrinsic Factors

Pressure —a perpendicular force

Friction — aparallel force

Shear — combination of friction and pressure
Trauma

Treatment choices

Intrinsic Factors

Advanced age

Anemia

Chemotherapy or Radiation Rx
Circulatory impairment
Dehydration



e |mmobilization
Incontinence

Infection

Medications

Moisture

Nutritional deficiencies
Psychological factors
Sensory loss

Stress

Temperature changes
Smoking - #1 deterrent in wound healing
Obesity

Diabetes
Unconsciousness

Prevention isthe KEY'!

Turning the patient every two hours at |east
Positioning

Wheelchair pressure relief

Cleaning the skin

Specialty beds and mattresses/ cushions
Nutrition

Patient and/or caregiver education
Moisture control

Daily inspections

Gods of Support Surfaces

Minimizes pressure under bony prominences
Controls the pressure gradient in the tissue
Provides stability for performing functional activities
Allows independent or assisted weight shifts
Allows transfers

Controls the temperature at the tissue interface
Controls the moisture at the skin surface
Lightweight

. Low cost

10. Durable

11. Minimizes deformities

CONoUA~WNE



