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     Welcome to the premier edition of The Heal-
er, a peer reviewed publication from Advanced 
Healing, Inc.  The theme of this quarter is Let’s 
Take the Pressure out of Wounds.  The efforts to 
reduce the incidence of facility acquired pressure 
ulcers are not unnoticed.  This is accomplished 
by leading research, exploring the models of 
practice delivery through assessing, diagnosing 
correctly, planning, intervening, and evaluating.   

     Beginning this publication is a brave endeavor.  
I traditionally spend my days as a Family Nurse 
Practitioner orchestrating wound rounds in long 
term care facilities.  This involves a collaboration 
which sets nurse practitioners on a pedestal in 
our current healthcare delivery system.  After 
providing the facilities with their required docu-
mentation, I find myself seeking ways to recreate 
energy.  In other words, I’m exhausted!  

      The genesis of The Healer reproduces 
my energy.  I struggle with ways to deliver qual-
ity wound care and dermatology education in 
the arenas of our community.   Incorporating 
the brilliant minds that I am surrounded with 
and having these creative people publish their 
strengths is an amazing source of empowerment.  
Read this publication at your leisure in a relaxed 
setting of your choice and open your mind to the 

ever dynamic exciting world of the largest organ 
of your body….your skin!  

      Opinions are endless.  However, evi-
dence-based practice with researched literature 
to back a professional license is the only way I 
practice.  Frequently, I’m asked my “opinion” on 
a various treatment plan.  I provide my ‘opinion’ 
but I back it up with literature.  This is moving 
Delaware forward in wound care to a world of 
advanced wound care procedures and dressings.  

 At a conference I spoke at recently, a 
physician boldly stated that “I have always done 
a wet-to-dry dressing, and I always will.”  Any-
one who knows me knows I was mortified.  A 
colleague took the microphone and stated “just 
because your preceptor from 1940 taught you 
that procedure, it does not imply that we cannot 
progress.”  I could have hugged that person!  We 
are moving forward!  Disseminating that infor-
mation in an organized publication is a huge step 
in providing our patients with the cutting-edge 
modalities that will HEAL.  

 Enjoy this premier edition.  Send your 
comments to me through Advanced_Healing@
hotmail.com.  Without all of you, I could not do 
this.  It is with humble gratitude that I present to 
you, my friends and colleagues, The Healer.  
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AND THE SURVEY SAYS….

The presence of pain and how it is managed is a surveyor’s responsibility to determine through the 
facility’s documentation.  See The Painful Truth on page 12 to better understand your assessment of 
pain.  Remember to fully document regularly on pain, your intervention, and your evaluation of your 
intervention.  If the dressing change is painful, it is likely the wrong dressing choice!

The surveyor experience is unavoidable.  You will go through this.  Your perception of your experi-
ence is totally in your control.  Let it be educational.  Welcome them, and the experience.  Always 
do things the ‘right way’ and there will be no need for anxiety.  View the surveyor as an extension of 
your team!  

Your Source for all Emergency Response Education 
including 

CPR, First Aid, and EMS training 
Customized Continuing Education.

ON SITE education 
means your staff does not have to travel.

Call to schedule a class today, 
do not wait until you are about to expire.

Call Ryan at 302-462-1220

www.advanced-healing.net
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 Pressure ulcers have long been a concern 
for long term care facilities.  They are painful 
for the patient, costly for the facility, and now, 
with the QIS survey, a facility may receive up to 
sixteen separate tags from CMS for failure to 
provide appropriate interventions for the preven-
tion and treatment of pressure related injuries.  
Though some ulcers can be considered unavoid-
able, it is true that most are not. However, with 
a multi-disciplinary team and a thorough care 
plan in place, preventing pressure ulcers can be a 
simple process.

 Immediately upon admission, a full 
body skin assessment should be completed.  It 
is imperative to note any open areas, as well as 
any areas that are red or dusky, either warmer or 
cooler than surrounding skin, as well as any areas 
of bogginess.  If any of these changes are noted, 
measurements of the area should be included on 
the assessment.  These areas need to be docu-
mented as community acquired, or present at 
the time of admission to the facility, “as docu-
mented on the admission assessment’” (National 
Database of Nursing Quality Indicators, 2012).  
F-314 is the CMS tag related to the prevention 
and management of pressure ulcers.  This tag 
can be cited not only for avoidable nosocomial 
pressure areas, but also for any community ac-
quired areas that were incorrectly assessed upon 
admission.

 All open areas, whether nosocomial or 
community acquired, should be measured at 
the time of assessment with a description of 
the wound, including color of wound bed, odor, 
and the amount and color of drainage if present. 
The area should not be staged.  Staging should 
be done consistently throughout the facility 
by a single nurse who is knowledgeable about 
wounds and is able to differentiate between ve-
nous, arterial, neuropathic and pressure related 
ulcers. 

 The Braden Scale should be part of 
the admission assessment.  The scale is a clini-
cally validated tool used to predict a patients 
risk for developing pressure ulcers. (Lyder and 
Ayella, 2008).  A score less than sixteen presents 

a patient at greater risk and requires further 
investigation and intervention beyond routine 
to prevent skin breakdown (Braden,2001).  The 
Braden Scale should be completed weekly for 
four weeks post admission, as a more complete 
picture of the patient develops.  

 Prevention of pressure ulcers also begins 
at time of admission.  Every patient’s plan of care 
should include basic interventions such as “Turn 
and reposition every two hours.”  Though this 
is a standard intervention, the plan should be 
individualized based on the risk of the patient.  
More frequent turning, or specified turning, 
such as side-to-side only to prevent pressure 
on a compromised area should be considered.   
Limiting time in wheelchair, or time out of bed 
may be necessary.   For those at higher risk of 
breakdown, or with areas of redness or stageable 
wounds present, an air-mattress overly should 
be provided (National Pressure Ulcer Advisory 
Panel and European Pressure Ulcer Advisory 
Panel, 2009).  If a stage III or greater wound, or 
full thickness skin loss, is present, a low air-loss 
mattress is indicated (Lyder and Ayello, 2008).

 Many patients are admitted with red or 
boggy heels, caused by decreased mobility and 
direct pressure against the mattress.  Patient’s 
heels should be off-loaded with a pillow.  The 
heels should not be directly on the pillow; rather 
they should be floating in the air.  The pillow 
must be placed high enough under the legs to 
allow the heels to float as well as support the 
lower legs, without hyper-extending the knees 
(NPUAP and EPUAP, 2009).  For those who are 
unable to maintain positioning on a pillow, 
whether due to contracture, surgery, or demen-
tia, soft heel boots may be used.  Do not use 
hard sided boots, as these may cause pressure or 
trauma to areas on the leg.  For those with vas-
cular insufficiency, a foot cradle to prevent the 
blankets rubbing on the toes may be considered.  
Use of film-forming protective wipes is indicated 
to prevent shearing, and helps maintain skin 
integrity for boggy heals.

 Incontinence is an essential factor to 
consider in prevention of pressure related 

injuries.  Incontinence care should be provided at 
least every two hours, and more often for those 
who may be on diuretics or having episodes of 
loose stools.  A moisture barrier protective cream 
should be used with each brief change.  There 
are many different brands, and different levels 
of protection.  A zinc based product is helpful for 
those with excoriation.  

 Physical therapy should be involved with 
pressure reduction.  The therapist should evalu-
ate for and provide appropriate seating cushions 
for the wheelchair.  A pressure reducing cushion 
should be provided for all patients.  Therapy also 
should be involved with wound healing, as there 
are many modalities available to promote tissue 
repair.   

 Oxygen tubing is often overlooked where 
pressure is concerned.  The skin behind the ears 
is very thin and subject to trauma.  All oxygen 
tubing should be padded either with gauze or 
foam.  Pay attention to any other types of tubing 
a patient may have.  Patients often lay on their 
tubes causing pressure to the site and may de-
velop an ulcer.  Foley catheters should always be 
secured with a leg strap.

 Some factors, such as immobility, vas-
cular insufficiencies, and malnutrition, may be 
unavoidable.  However, pressure is not.  By using 
simple basic interventions related to offloading, 
pressure and the risk it presents to the patient 
can be avoided. 
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Introduction

“What stage is this wound?”  Few words 
set fear and uncertainty into the minds of an ad-
mission nurse than sentences that includes the 
words “what stage did you say the wound is?”  
However, with a few simple anatomy reminders, 
you will be able to stage these areas with ease 
and confidence.

 In February, 2007, the National Pressure 
Ulcer Advisory Panel (NPUAP) has literally set the 
stage for our practicing guidelines.   This Panel 
redefined the definition of a pressure ulcer and 
the stages of pressure ulcers, including the origi-
nal 4 stages and adding 2 stages on deep tissue 
injury and those pressure ulcers determined to 
unstageable. This work is the culmination of over 
5 years of work beginning with the identification 
of deep tissue injury in 2001. (National Pressure 
Ulcer Advisory Panel website, 2007). 
 
 The staging system provides a name to 
the amount of anatomical tissue loss. The origi-
nal definitions were confusing to many clinicians 
and lead to inaccurate staging of ulcers associ-
ated or due to perineal dermatitis and those due 
to deep tissue injury. This writer has experienced 
the daunting task of correctly staging during my 
weekly wound rounds in long term care facilities.  
However, the preciseness of admission staging is 
the valuable component necessary for Centers 
for Medicare and Medicaid Services (CMS).  The 
accuracy also provides the necessary structure 
for interventions and treatments.  
 
 The proposed definitions was refined by 
the NPUAP with input from an on-line evaluation 
of their face validity, accuracy clarity, succinct-
ness, utility, and discrimination. This process 
was completed online and provided input to the 
Panel for continued work. The proposed final 
definitions were reviewed by a consensus confer-
ence and their comments were used to create 
the final definitions. “NPUAP is pleased to have 
completed this important task and look forward 
to the inclusion of these definitions into prac-
tice, education and research”, said Joyce Black, 
NPUAP President and Chairperson of the Staging 
Task Force.  (http://www.npuap.org/pr2.htm).  
Therefore, staging is not a loose thought process 
based on subjectivity.  However, it is structured 
and objective, so that any Registered Nurse 
completing the admission assessment is able to 
accurately assess, diagnose, plan, intervene, and 
evaluate appropriately.

Pressure Ulcer Stages 
Suspected Deep Tissue Injury: 

 Purple or maroon localized area of dis-
colored intact skin or blood-filled blister due to 
damage of underlying soft tissue from pressure 
and/or shear. The area maybe preceded by tissue 
that is painful, firm, mushy, boggy, warmer or 
cooler as compared to adjacent tissue. 

(Wound Educator website, n.d.)  
 

Further description:

 Deep tissue injury may be difficult to 
detect in individuals with dark skin tones. Evolu-
tion may include a thin blister over a dark wound 
bed. The wound may further evolve and become 
covered by thin eschar. Evolution may be rapid 
exposing additional layers of tissue even with 

optimal treatment.  
 

Stage I: 

 Intact skin with non-blanchable redness 
of a localized area usually over a bony promi-
nence. Darkly pigmented skin may not have 
visible blanching; its color may differ from the 
surrounding area.

 
(Teasdale, 2001)

Further description:

 The area may be painful, firm, soft, 
warmer or cooler as compared to adjacent tis-
sue. Stage I may be difficult to detect in individu-
als with dark skin tones. May indicate “at risk” 
persons (a heralding sign of risk) 

Stage II: 

 Partial thickness loss of dermis pre-
senting as a shallow open ulcer with a red pink 
wound bed, without slough. This wound may 
also present as an intact or open/ruptured 
serum-filled blister. 

 
(Image source: http://www.ouhsc.edu/geri-
atricmedicine/Education/pu/staging.htm) 

 
Further description:

 Presents as a shiny or dry shallow ulcer 
without slough or bruising.* This stage should 
not be used to describe skin tears, tape burns, 
perineal dermatitis, maceration or excoriation.  
*Bruising indicates suspected deep tissue injury

Stage III: 

 Full thickness tissue loss. Subcutaneous 
fat may be visible but bone, tendon or muscle 
are not exposed. Slough may be present but 
does not obscure the depth of tissue loss and 
may include undermining and tunneling. 

 
(Spinal Injury Network Website, n.d.) 

Setting The Stage
  Teresa Matthews, FNP-C

Continued on Page 8
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Further description: 

 The depth of a stage III pressure ulcer 
varies by anatomical location. The bridge of the 
nose, ear, occiput and malleolus do not have sub-
cutaneous tissue and stage III ulcers can be shal-
low. In contrast, areas of significant adiposity can 
develop extremely deep stage III pressure ulcers. 
Bone/tendon is not visible or directly palpable. 

Stage IV: 

 Full thickness tissue loss with exposed 
bone, tendon or muscle. Slough or eschar may 
be present on some parts of the wound bed. 
Often include undermining and tunneling.

 
(Burn Surgery Website, n.d.)) 

 
Further description: 

 The depth of a stage IV pressure ulcer 
varies by anatomical location. The bridge of the 
nose, ear, occiput and malleolus do not have sub-
cutaneous tissue and these ulcers can be shal-
low. Stage IV ulcers can extend into muscle and/
or supporting structures (e.g., fascia, tendon or 
joint capsule) making osteomyelitis possible. Ex-
posed bone/tendon is visible or directly palpable.

Un-stageable:

 Full thickness tissue loss in which the 
base of the ulcer is covered by slough (yellow, 
tan, gray, green or brown) and/or eschar (tan, 
brown or black) in the wound bed.

 
(Visual Diagnoses Website, n.d.)

 

Further description:

 Until enough slough and/or eschar is 
removed to expose the base of the wound, 
the true depth, and therefore stage, cannot be 
determined. Stable (dry, adherent, intact with-
out erythema or fluctuance) eschar on the heels 
serves as “the body’s natural (biological) cover” 
and it is recommended that this eschar should 
not be removed.  

 A few pearls to remember during the 
staging process:

a.  If there is slough, it is indeed a stage 
3. 

b.  If there is bruising with the non-
blanching erythema, it is a suspected 
deep tissue injury

c. Only stage pressure wounds!

Conclusion

All admission nurses in all arenas of 
healthcare can familiarize themselves with 
proper staging.  This dictates the course of inter-
ventions to follow, including nutritional consults, 
mattress selection, and offloading schedules.  It 
also is paramount in wound care dressing selec-
tion and advanced debridement needs.  Fol-
lowing the objective standards set forth by the 
National Pressure Ulcer Advisory Committee will 
assure uniform assessments with anticipated in-
terventions and subsequent evaluations.   Donot 
be intimidated by the task of staging.  Just keep 
it objective, document thoroughly everything 
you see (including periwound) formulate your 
diagnosis based on your assessment. 
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“Pressure Ulcers”, “Decubs”, “Bed Sores”…..
no matter what word is used, it makes wound 
care and staff nurses shudder and midnight 
advertising law firms drool. An estimated 2.5 
million patients are treated for pressure ul-
cers annually in the US, costing Medicare an 
average of $43,000 per patient.  An estimated 
60,000 patients die each year from complica-
tions secondary to a pressure ulcer.  It is the 
second most common reason for healthcare 
lawsuits.(DeMarco, 2007).

 It is often thought that pressure ulcers were 
the result of poor care, but this is not usually the 
cause. Some very ill patients can develop pres-
sure ulcers even when the best care is given.  
Most, however, can be prevented.

To better help prevent pressure ulcers, we 
must understand what they are and what causes 
lead to them.  The main cause is in the name; 
pressure.  A pressure ulcer is a localized wound 
that develops over a bony prominence (usually) 
and is the result of pressure, leading to ischemia 
and tissue destruction.  It can also be caused by 
pressure from a hard object, like a telemetry box.

The first step to prevent pressure ulcers from 
occurring is to offload the patient’s bony promi-
nences.  Ensure that they are turning at least 
every two hours while in bed or the chair.  If they 
cannot do these things themselves, staff must 
turn them.  This includes the time the patient is 
sleeping. Make sure that any medical devices are 
not lodged under them and that their heels are 
suspended off the bed surface with pillows or a 
soft offloading device.

Although pressure is the defining cause of 
the ulcer, many other factors contribute to their 
development, putting the patient at high risk for 
skin breakdown.  These factors must be elimi-
nated or reduced as much as possible:

•	 Activity Level:  Those who spend 
extended periods of time in the bed, 
chair, or wheelchair are more prone to 
develop pressure ulcers.

•	 Nutritional and hydration Status: 
Decreased protein intake resulting in a 
low albumin place the patient at a higher 
risk as does dehydration.

•	 Alertness:  With a decrease in alertness, 
a patient may not know that it is time to 
turn or be aware that they are sitting on 
something for a prolonged period.

•	 Incontinence:  The enzymes in stool and 

urine as well as the excess moisture from 
incontinence dramatically increases risk 
by changing the pH of the skin.

•	 Advanced age:  As skin and 
subcutaneous tissues age, changes 
occur that makes pressure ulcers a more 
common problem.

•	 Other medical issues:  Cancer, anemia, 
obesity, vascular insufficiencies, and 
diabetes all are risk factors.  (National 
Pressure Ulcer Advisory Panel website, 
2007)

Most facilities use a risk tool to assess for in-
creased risk, the most common being the Braden 
Score.  When the score falls within a specific 
range, preventative measures must be taken to 
prevent pressure ulcers from forming.  These 
scores should be reassessed on a regular basis.

Preventative measures include routine 
repositioning, use of moisture barrier creams, 
offloading devices, low air loss mattresses and 
seating cushions.  Labs should be monitored for 
dehydration, low album, low hemoglobin, and 
glucose levels and any abnormalities treated.

If these contributing factors have been elimi-
nated and a turning schedule is in use, a WOCN 
(Wound Ostomy Continence Nurse) can be con-
tacted for an assessment.  WOCNs are specialists 
in wounds and utilize evidence based practices 
along with state of the art dressings to help pre-
vent and heal wounds.  For a list of WOCN nurses 
in your area, you can contact the organization 
through the http://www.ncwocn.org website.  

Families should be educated on how 
to prevent pressure ulcers and how the facility 
is working to minimize patient’s risk.  They can 
remind patients to turn and help ensure that 
heels are offloaded.  Families who are educated 
in this process can help assure that repositioning 
occurs.

Pressure ulcers are a problem for every-
one.  They are painful, embarrassing, and can 
even be fatal for patient.  They are also expen-
sive and resource consuming for facilities. The 
incidence of pressure ulcers is an area of atten-
tion for Center for Medicare/Medicaid Services.   
With attentive care (turn, turn, turn!) and an 
evidence based prevention program, most pres-
sure ulcers can be prevented.
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Nursing Care Facilities face multiple chal-
lenges on a daily basis.   Pressure ulcers can the 
top of the list.  Not only are they painful to the 
residents and take months to heal, they are ex-
pensive to your facility, time consuming to your 
staff and avoidable.  (Lyder & Ayello, 2005).  Tak-
ing the time to chart a course for pressure ulcer 
prevention in your facility is a win/win situation.  

Where Do We Start?

 As a new Staff Developer in a facility 
with 160 beds, I was told there were 32 wounds.  
After I recovered from the initial shock of hear-
ing this, I sat down and started taking notes.  The 
first and most important strategy was finding, “a 
few good men and women”.  Certified Nursing 
Assistants  are your front line staff.  After three 
days of observing the units and staff, I choose a 
unit with potential leaders.  The next step was to 
make a giant thermometer with a red ribbon that 
would move up each day they were pressure ul-
cer free.  The thermometer was taped to the wall 
on that unit.  They were told if they went a week 
without a new pressure ulcer they would all get 
ice cream and sodas.  Each day, the Certified 
Nursing Assistants would raise the ribbon on the 
thermometer and in a week everyone received 
their promised reward.  I was then approached 
by the two other units asking for thermometers 
so they could join in on the fun.  I was making 
thermometers, ribbons were rising and pressure 
ulcers were on the decline and they were re-
warded.  Then, after forming a Wound Care Com-
mittee, one of the Certified Nursing Assistants  
suggested “turning teams”.  The receptionist 
would announce the time, every two hours for 
the 7-3 and 3-11 shifts, creating a heads up for 
the turning team to reposition the residents at 
risk.  The nurses would give them an updated list 
every other day of our at risk residents.   Wheel-
chair residents were stood and their positions 
were changed.  Our facility was pressure ulcer 
free in three months and by the end of the year 
reached 100 days without a single new pressure 
ulcer.   

Staff Changes

 As I reflect back on this special time, the 
changes in the staff were incredible.  Certified 
Nursing Assistants began to exhibit a sense of 
pride in their work; pressure ulcer prevention 
was a major focus.   Our residents were clean, 
comfortable and satisfied with their daily care. 
Our staff developed a team spirit and worked 
together for their residents.  

Keeping the Fire Burning

 As we entered a new year, I was con-
cerned that the enthusiasm witnessed in the 
past seven months would start to decline.  My 
units would still be pressure ulcer free but the 
thermometer was not touched so I knew it was 
time for a change.  We started a new program 
for the Certified Nursing Assistants.  They would 

apply and interview for a new position, Team 
Leader.  This gave them additional duties in 
teaching new Certified Nursing Assistants about 
our expectations, especially with pressure ulcer 
prevention.  We hired a Team Leader on each 
unit, each shift.  We would meet weekly to 
discuss the successes and problems that they 
were facing.  Heel cushions were implemented, 
foam booties were used and as Staff Developer, 
we started monthly in-services on pressure 
ulcer prevention.  I developed a new game, 
Pressure’Oply that looks like a Monopoly board 
but each square represented pressure ulcer ma-
terial.   If they developed a new pressure wound, 
they were in jail for ten days. They moved on the 
board if they were pressure ulcer free for the 
day.   We were back in business.  This was a huge 
success.

Evaluating the program 

 The success of a program centers on the 
cooperation of the Certified Nursing Assistant 
staff.  Motivation includes spending time with 
them and listening to their concerns.  Rewards 
are always a plus.  The simple words, “good job” 
go a long way.  

 Frequently, I have heard Administration 
say, “they get paid for the duties they perform”.  
These same Administrators are rewarded in their 
positions as well, just on a different level.  When 
confronted with these statements, I find it wise 
to smile and thank them for their input.  

Whether it is a game, a kind word or 
giving them a Tootsie Roll and telling them they 
are on a roll you will see amazing results.  Start a 
contest and encourage your Certified Nursing As-
sistants to come up with an idea to help prevent 
pressure ulcers.  Reward ideas include gift cards, 
meals, special parking spots, etc.  Implement the 
idea and you have encouraged your staff to start 
a pressure ulcer program.  Pressure ulcer preven-
tion is improved in facilities who utilize a pres-
sure ulcer prevention program. (Horn & Sharkey, 
2010).
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Suspected Deep Tissue Injury 
has become an official stage in accordance with 
the National Pressure Ulcer Advisory Panel.  The 
following is a direct statement update from the 
NPUAP in February, 2007.

Pressure Ulcer Stages Revised by NPUAP

 February 2007 - The National Pressure 
Ulcer Advisory Panel has redefined the definition 
of a pressure ulcer and the stages of pressure 
ulcers, including the original 4 stages and adding 
2 stages on deep tissue injury and unstageable 
pressure ulcers. This work is the culmination of 
over 5 years of work beginning with the identifi-
cation of deep tissue injury in 2001.  
 
 The staging system was defined by Shea 
in 1975 and provides a name to the amount of 
anatomical tissue loss. The original definitions 
were confusing to many clinicians and lead to 
inaccurate staging of ulcers associated or due to 
perineal dermatitis and those due to deep tissue 
injury.  
 
 The proposed definitions were refined by 
the NPUAP with input from an on-line evaluation 
of their face validity, accuracy clarity, succinct-
ness, utility, and discrimination. This process 
was completed online and provided input to the 
Panel for continued work. The proposed final 
definitions were reviewed by a consensus confer-
ence and their comments were used to create 
the final definitions. “NPUAP is pleased to have 
completed this important task and look forward 
to the inclusion of these definitions into prac-
tice, education and research”, said Joyce Black, 
NPUAP President and Chairperson of the Staging 
Task Force. (National Pressure Ulcer Advisory 
Panel website, 2007)

Pressure Ulcer Definition

 A pressure ulcer is localized injury to the 
skin and/or underlying tissue usually over a bony 
prominence, as a result of pressure, or pressure 
in combination with shear and/or friction. A 
number of contributing or confounding factors 
are also associated with pressure ulcers; the sig-
nificance of these factors is yet to be elucidated. 

Pressure Ulcer Stages

 
Suspected Deep Tissue Injury:  
 Purple or maroon localized area of 
discolored intact skin or blood-filled blister due 
to damage of underlying soft tissue from pres-
sure and/or shear. The area may be preceded by 
tissue that is painful, firm, mushy, boggy, warmer 
or cooler as compared to adjacent tissue.  
 
Further description: 
 Deep tissue injury may be difficult to 
detect in individuals with dark skin tones. Evolu-
tion may include a thin blister over a dark wound 
bed. The wound may further evolve and become 

covered by thin eschar. Evolution may be rapid 
exposing additional layers of tissue even with 
optimal treatment. (http://www.npuap.org/pr2.
htm). 

An anatomical visual aid of Suspected Deep Tis-
sue Injury:

(National Pressure Ulcer Advisory 
Panel Website, 2007)

 This becomes a valuable assessment 
upon admission.  Long term care facilities are 
particularly concerned with facility acquired 
pressure ulcers.  On admission, an assessment 
described as above would warrant a community 
acquired pressure ulcer of Suspected Deep Tis-
sue Injury.  Pearls to remember during assess-
ment include:

•	 Damage to deeper structures has 
already occurred

•	 Skin may still be intact because of its 
higher resistance to hypoxia

•	 Heralding sign of an impending stage 
III or IV

Tissue injury that appears dark discoloration, 
deep bruising, or hematoma is Suspected Deep 
Tissue Injury.   Borders are generally irregular.   
Hemorrhage and clotting occur as a consequence 
of an acute injury, such as trauma from pres-
sure or shearing.  Clotting cuts off oxygen to the 
tissues, with hypoxia and ischemia following.  It 
is not known exactly how long clotted blood can 
remain in the tissue before cellular death occurs.  
Typically, stage I pressure ulcers are considered 
minor wounds that are likely to heal with pres-
sure redistribution.  A suspected DTI potentially 
caused by reperfusion injury may not respond to 
offloading.  If the blood is not reabsorbed into 
the tissue in a timely manner, necrosis will occur. 
(Touch Briefings Website, n.d.)  

  
(Wound Educator website, n.d.

 

 (Touch Briefings Website, n.d.)  

 Heels present an especially common 
area for deep tissue injuries to develop. The skin 
of these ulcers tends to present with a purple or 
‘bruised’ look to them. 

 In summary, accurate assessment of Sus-
pected Deep Tissue Injury on admission can initi-
ate necessary interventions.  These wounds are 
likely to deteriorate, and prompt identification 
can prevent the occurrence of a facility acquired 
pressure ulcer.  Of highest importance, however, 
is the immediate treatment protocols that are 
set in place for a serious wound issue.  Imple-
menting offloading and evaluating the efficacy 
of the interventions will promote the healing of 
suspected deep tissue injury.
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Pain is what the patient says it is.  Pres-
sure ulcers are certainly painful.  It becomes a 
challenge when a patient is admitted for reha-
bilitative services with a painful pressure ulcer.  
If an oral pain reliever narcotic is ordered, safety 
becomes an issue, and rehab can be delayed.  
There is a logical process in assessing, diagnos-
ing, planning, intervening, and evaluating pain in 
the patient with a pressure ulcer.

Begin with a thorough pain assessment.  The ver-
bal and non-verbal patient can give a pain scale 
based on the Wong faces.

(Wong, Hockenberry-Eaton, & 
Schwartz, 2001)

 As simplistic and accurate as the Wong 
faces are, evidence supports that pain is poorly 
assessed.  Seventy-six percent of physicians 
with patient care responsibilities rated poor 
pain assessment as the number one barrier to 
adequate pain management. (“Principles of 
Analgesic Use in the Treatment of Acute Pain 
and Cancer Pain,” 1999)  It was found that of the 
58% of hospitalized patients reporting excruciat-
ing pain, fewer than half had anyone ask them 
about their pain or document the pain in their 
records.  (Donovan, 1987).  The use of pain as-
sessment measures has been shown to improve 
pain management.  ((Baronoski & Ayello, 2008). 
However, problems using the pain assessment 
scales persist.  One problem includes lack of clini-
cians knowledge and familiarity with pain scales.  
This is why it has become an important survey 
readiness topic.  Training is required for clinicians 
to deliver the pain scale with adequate patient 
instructions on the possible answers to the pain 
scale questions.  

 After pain has been identified, its cause 
must be determined.  “The goal of pain manage-
ment in the pressure ulcer patient is to eliminate 
the cause of pain, to provide analgesia, or both.” 
(Van Rijiswijk & Braden, 1999). Dressing changes, 
debridement, wound edema, infection, turning 
and positioning are some of the factors that can 
cause wound-associated pain.  An appropriate 
plan can be formulated after the specific cause 
has been identified.  For example, if the patient 
experiences pain during a dressing change, it 
is this writer’s experience that it is the wrong 
dressing choice.  Besides medications, pain 
may be treated with physical and occupational 

therapy modalities to decrease muscle spasms, 
decrease contractures, and increase circula-
tion.  Proper cushions, positioning, and adaptive 
equipment may also help to decrease pain.

 The World Health Organization (WHO) 
developed a three-step analgesic ladder.  The 
WHO approach advises clinicians to match the 
patient’s pain intensity of 0 to 10 with the po-
tency of the analgesic to be prescribed, starting 
with non-opioid analgesics and progressing to 
stronger medications if the pain is not relieved.  
For example, a pain score of 1 to 3 (mild pain) 
should receive a non-opioid.  A score of 4 to 6 
(moderate pain), a weak opioid.  A score of 7 to 
10 (severe pain) should be given a strong opioid.  
Adding an adjuvant medication, such as an anti-
convulsant or tricyclic antidepressant is most 
useful in addressing the burning, stinging, shoot-
ing, or stabbing symptoms of neuropathic pain.  
Using a combination of an opioid and a non-
opioid can enhance pain relief because of the 
synergistically enhancement of the combination.  
The opioid works on the CNS to alter the percep-
tion of pain while the non-opioid works on the 
periphery to block impulses.  Using a combina-
tion method may decrease the need for higher 
doses of opioids. (Baronoski & Ayello, 2008).

(World Health Organization Website, 2003)

 There are many natural pain control 
methods and therapies.  These methods can 
improve one’s outlook, attitude, and quality of 
life.  Alternative therapies, when used in con-
junction with pain medications, may enhance 
the beneficial effects of the medication.  It is this 
writer’s experience that the following modalities 
can reduce pain.

•	 Laughter may help you breathe 
deeper, lower your blood pressure, 
and change your mood.

•	 Acupuncture may decrease or 
eliminate pain and has been used for 
more than 2,500 years.

•	 Environment, such as having the 
room at a comfortable temperature, 
avoiding bright lights (bring your 
flashlight!) and keeping the room 
relatively quiet during assessment 
may help to decrease pain.

•	 Distraction, such as watching televi-
sion or looking at family pictures can 
help the patient focus his attention 
on something other than the pain.  
Most residents have several fam-
ily pictures in their rooms.  I have 
debrided sacral wounds while my 
team member holds a nearby photo 
within the patients field of vision  
and asks about the picture’s details 
to distract from my task.  Even if 
your patient is non-verbal, this is an 
excellent technique.

•	 Music may blood flow to the brain 
and increases energy which, in turn, 
causes an increase in the produc-
tion of endorphins.  However, many 
times I enter a resident’s room 
to find the television or radio on 
a channel that the patient would 
never enjoy.  Perhaps the caregivers 
enjoy the choice?  Choose a calming 
station that plays soothing, relaxing 
music that the patient will enjoy.

 In summary, pain is an impor-
tant assessment on all wound patients.  
Patient completed pain scores from the 
Wong assessment scale can be useful 
as the basis for treating wound related 
pain.  Pain is detrimental for patients 
because it can exhaust them, increase 
catecholamine release, affect their abil-
ity to perform ADLs, and add to feelings of 
decreased worth as a person.  As clinicians, 
we are obligated to provide adequate pain 
relief using an appropriate selection of the 
treatment modalities available.  (Donovan, 

1987)

The absolute best way to treat pressure ulcer 
pain is to avoid the pressure ulcer altogether!

THE PAINFUL TRUTH
  Teresa Matthews, FNP-C

Continued on Page 13
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THE PAINFUL TRUTH Continued from Page 14
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NOW WHICH DRESSING DO I CHOOSE?
  Teresa Matthews, FNP-C

Eeeny, Meeeny, Miney, Mo,…

 As clinicians seek to develop a “one size 
fits all” protocol for wound management, it be-
comes increasingly apparent that no two wounds 
are alike.  Therefore, carefully assessing designs 
an algorhythm of critical thinking to choose the 
best dressing possible.  Long gone are the days of 
accepting a “wet to dry” order.  It is this writer’s 
mission to completely remove this treatment 
from all standards of practice.  In contrast,  the 
dynamic advanced wound care dressing selec-
tions that are available decrease wound healing 
time, reduce pain, and increase financial feasabil-
ity.  

 When choosing a dressing, look for 
a good moisture vapor transfer rate (MVTR).  
MVTR is the passage of water products through 
a barrier.  Different dressing types have differ-
ent MVTRs.  The more occlusive the dressing, 
the lower the MVTR.  Advanced, active products 
have “good” MVTRs, or “low” MVTRs. If a dress-
ing transmits LESS MVTR than the wound loses, a 
moist wound bed will follow.  This is our goal.  

 Pearls for managing wound fluid:

•	 Exudate contains blood and proteins

•	 Fluid is necessary for healing

•	 Chronic and acute wound fluid is 
very different

•	 Chronic wound flouid can delay heal-
ing

•	 Chronic wound fluid contains 3-500x 
higher levels of enzymes than acute 
wound fluid

•	 Goal:  A dressing that wicks away 
fluid but maintains a moist environ-
ment. 

 A study (Lawrence, 1994), showed the 
alarming infection control issue with the use of 
gauze dressings.  There are implications given the 
lack of private rooms, roomates with decreased 
immunity, and the potential for cross infection 
with healthcare workers. 

•	 Gauze dressing changes released 
the greatest amounts of bacteria in 
colonized wounds

•	 During a gauze dressing change, the 
decline of airborne bacteria took al-
most 30 minutes.  This means it took 
almost 30 minutes for there to be no 
bacteria left in the air.  (Lawrence, 
1994)

 Frequently, my wound care teams hear 
me speak of a wound “being too cold.”  The 
concept of thermoregulation is not new.  Optimal 
wound bed temperature for cellular function-

ing is 37 degrees Celsius.  Hypothermia causes 
vasoconstriction, decreases cellular activity, 
decreases collagen deposition, and weakens host 
resistance to infection.  Most chronic wounds are 
hypothermic. (Ovington, 2002).  After a wet to 
dry dressing change, it can take 4-6 hours for a 
wound bed to become normotensive.  With the 
typical BID or TID change, the wound is staying 
cold much longer than normothermic.  This will 
turn an acute wound into a chronic wound.  It 
also creates a painful dressing change, which be-
gins a cascade of multiple other issues to include 
quality of life.

 We must not confuse the cost of the 
dressing with the cost of care.  The simple act 
of the labor associated with a dressing change 
can make advanced dressings less costly. Sev-
eral studies have been done to establish how 
advanced dressings can be cost effective simply 
by taking into account the cost of labor  A more 
expensive dressing that requires less frequent 
changes and results in shorter healing times has 
been found to be much less expensive to use.  It 
has been demonstrated that even when the cost 
of the sem-occlusive dressing and ancillary sup-
plies was $6.15 per dressing change versus the 
$0.47 for wet to dry gauze, the daily cost of care 
for the semi-occlusive dressing was only $3.55 
versus the $12.26 for the gauze because the 
former healed the wound in a timely manner and 
kept the wound from turning chronic.   (Colwell 
& Trotter, 1993)

 Why is gauze still being used?  

The following answers may apply:

•	 One size fits all

•	 Perceived as inexpensive

•	 In-stock

•	 Lack of knowledge of advanced/ac-
tive products

 What shoud be used?

•	 Dressings with “Good” MVTRs

•	 Dressings that maintain the optimal 
moisture level

•	 Dressings that are appropriate for 
the wound given the clinical presen-
tation.

 Hydrogels are excellent for dry wounds.  
They come in various forms, and provide a warm, 
moist environment. 

By adding Hydrogel to the above wound, au-
tolytic debridement of devitalized tissue and 
maintaining a moist wound bed becomes 
possible.

 Collagens are effective for a “stalled” 
wound.  They work best when granulation has 
begun, and when there is mild to moderate 
exudate.

Continued on Page 15
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This wound would likely respond well to a Col-
lagen dressing.

 Calcium Alginates are excellent for 
moderate to heavily exudating wounds.  They 
autolytically debride, and for a gel chemical 
reaction to the drainage.  They are perfect for 
packing undermining and tunnels.  They are a 
seaweed derivative that absorb up to 20 times 
their weight in drainage.  

Packing this wound with Calcium Alginate will 
absorbe the heavy exudate, decreasing the peri-
wound maceration, and fill dead space.

 

 Foam dressings are absorbant, provide 
cushioning over bony prominences, prevent 
airborne bacteria release due to excellent MVTR, 
and won’t stick to the wound bed. 

A foam dressing over this wound will help main-
tain MVTR and offer protection.  This wound 
is infected, and has a high potential for heavy 
bacterial load.

 Choosing a dressing based on amount of 
drainage is an excellent start in the overall treat-
ment plan.  The grid below gives multiple dress-
ing choices based on the exudate presented.  
Keep in mind that a moist wound today may be a 
dry wound tomorrow!   A good rule to follow is 
to ask yourself the following questions.

•	 Is the wound dry?  Choose a hydro-

gel

•	 Is the wound moderately draining 
with good granulation?  Choose a 
collagen.

•	 Is the wound heavily exudating?  
Choose a calcium alginate.

•	 Whenever possible, cover with a 
foam!  This will help insure a ther-
moregulated wound bed and main-
tenance of optimal MVTR.

 In summary, dressing selection is vital 
in the planning and implementation stages of 
wound assessment.  Cost of a wound is not 
always just the cost of the dressing.  We have 
moved past wet to dry dressings in healthcare, 
and the current research and evidence based 
practice rests on advanced/active wound care.

 This article does not promote one wound 
care dressing brand over another, nor does it 
endorse any wound care dressing company.

References
Colwell JC, Foreman MD, Trotter JP. A comparison of 
the efficacy and cost

effectiveness of two methods of managing 
pressure ulcers. Decubitus

1993;6(4):28-36.

Lawrence, J. C. (1994). 1A []. American Journal of 
Surgery, 167, 21S-24S. 

Ovington, L.  2002.  Hanging wet to dry dressings out 
to dry.  Advances in Skin and Wound Care:  
The Journal for Prevention and Healing.  
March/April 2002.  15/2

WHAT DRESSING DO I CHOOSE? Continued from Page 14
Page 15  The HealerAugust 2012



Page 16  The Healer August 2012

Long Term Care

Are You Concerned 
About:

•Risk

•Profitability

•Patient Care
 
•Pain Control

•Infection Control
 

Advanced Healing

   is your SOLUTION!

Advanced Healing, makes 
regular, scheduled weekly vis-
its to each participating nursing 
home for treating new and es-
tablished wound patients.  The 
weekly visit is meant to supple-
ment, not replace, the daily 
wound care provided by the 

nursing home.

Following each visit, Advanced 
Healing will provide the nursing 
home with written follow-up 
care recommendations for each 
wound for the coming week.  
Whenever possible, these rec-
ommendations will take into 
consideration the dressings and 
supplies available in the nursing 

home’s formulary. 

Advanced Healing takes the pa-
tient’s pain very seriously.  All 
wound care and dressing changes 
will coincide with a comprehensive 

pain control policy.

Advanced Healing can provide edu-
cation to your staff on wound top-
ics such as documentation, F314, 
assessment and measuring, and 
wound identification.  These ses-
sions are personally tailored to the 
specific educational needs of the 
facility and are complementary to 

the weekly services provided.  

Advanced Healing can become 
an integral part of a healing pro-
gram.  Through thorough clinical 

documentation that complies 
with Medicare and state regula-
tions, Advanced Healing will pro-

vide a complete weekly evalu-
ation. This includes suggested 

treatment plans, Medicare 
approved product protocols, 

pain management, and bedside 
debridement, if indicated.  This 
will save costly transportation 

fees to local wound care centers. 
Collaboration with physicians, 
dieticians, physical therapists, 

and other holistic practices will 
complete the treatment plan.  By 
billing Medicare and insurances 
directly, there is no cost to your 

facility.  
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