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WELCOME

Welcome to your course
and Premium Health.

The aim of this resource is to provide the essential
knowledge and skills required in your training.

We select our Premium Health trainers and assessors
carefully. All are either nurses or paramedics with
appropriate training qualifications, technical
expertise and experience.
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I3 WHAT YOU NEED TO KNOW

ABOUT YOUR COURSE

Welcome

Welcome to your course and Premium Health. The aim
of this resource is to provide the essential knowledge
and skills to recognise different types of wounds which
may be found in the support setting. The resource should
also be able to assist support workers in recognising
wound health or wound ill health and report the status to
their supervisor, undertake infection control procedures
in a wound care setting and follow aseptic non-touch
technique protocols.

Evaluation of the course

Your feedback is vitally important to us as we use this
as part of our continuous improvement process. We
especially value any personal comments you would like
to make. Your trainer will provide you with the way to
access the feedback survey.

Premium Health's customer service

We offer you an on-going service in relation to course
information and invite you to call our office or email us.

For more information about Premium Health specialised
health and first aid courses, products, services and
policies, access our website
www.premiumhealth.com.au



WHAT IS A WOUND?

A wound is defined as any damage or break to the surface of the skin.
WOUNDS CAN BE:
Accidental and Intentional (self harm)

For example:




Due to underlying diseases Surgical

For example: For example:

A surgical incision or stoma

Due to underlying diseases Due to skin conditions

For example: For example:

Pressure injuries Psoriasis or eczema
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Wounds generally fall into two categories:

Acute

Acute wounds are recent wounds which heal at a
predictable and normal rate.

Chronic

Chronic wounds were initially acute wounds however
they partially or entirely heal very slowly. Wounds that
don't heal within 30 days are considered chronic and
have not progressed through the normal phases of
healing. They are generally associated with underlying
chronic disease issues which affect the clients blood
supply or the function of the cells at the wound site.

Wounds can present as a serious and common
problem for those with disabilities, pre-existing medical
conditions, the ageing population and those with
impaired mobility.

STRUCTURE AND
FUNCTION OF THE
SKIN

The skin is the largest organ of the human
body. Healthy skin is soft and supple to
allow movement, but still strong enough
to withstand breaking or tearing. It varies
in texture and thickness from one part of
the body to the next.

i

For example, the skin on the lips and eyelids is very thin
and delicate, while the skin on the soles of the feet is
thicker and harder. To understand why wounds develop
and how they heal, it is important to have a basic
understanding of the structure and function of the skin.

FUNCTIONS OF THE SKIN

The skin is a vital organ which covers the entire external
surface of the body. There are several functions however
three significant ones are:

+ a waterproof wrapping for our entire body

« the first line of defence against bacteria and other
organisms

+ acooling system

STRUCTURE OF THE SKIN

The skin consists of three main layers, which sit on top
of muscle:

+ epidermis
+ dermis

+ hypodermis/subcutaneous tissue



STRUCTURE AND FUNCTION OF THE SKIN

HYPODERMIS/SUBCUTANEOUS TISSUE

The hypodermis/ subcutaneous tissue is a layer of fat
(adipose) that sits directly under the dermis. This assists
in conserving the bodies heat, acts as a ‘shock absorber’
and protects organs from injury. It gives smoothness
and contour to our body. The adipose fat stored in the
subcutaneous tissue is a source of energy.

——
MUSCLE
, Tiny muscles called Arrector Pili are attached to one end
B of the dermal tissue, and the other end is attached to

arrector pili muscles contract all at once, causing the hair
to "stand up straight" on the skin.

i @ hair follicles. To generate heat when the body is cold, the
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EPIDERMIS

The epidermis is the skin which you can see and is the
outer waterproof layer. It protects the more delicate
layers underneath and is made up of several ‘sheets’ of
cells. The bottom sheet is where new epidermal cells are
made. As old, dead skin cells are shed off the surface,
new ones are pushed up to replace them. The epidermis
also contains melanin, the pigment that gives skin its
colour. There is no blood supply to the epidermis.

DERMIS

Sitting under the epidermis is the dermis. This is made
up of elastic fibres (elastin) which make the skin supple
and protein fibres (collagen) which provide strength to
the skin. The dermis contains sweat glands, sebaceous
glands, hair follicles, blood vessels and nerves. The
dermis also contains nerve endings and pain and touch
receptors and is well supplied with blood vessels. In hot
weather or after exercise, these blood vessels expand,
bringing body heat to the skin surface. Perspiration
floods out of sweat glands and evaporates from the skin,
taking the heat along with it. If the temperature is cold,
these blood vessels in the dermis contract, which helps
to reduce heat loss. Sebaceous glands in the dermis
secrete sebum to lubricate the skin.



TYPES OF WOUND
HEALING

HEALING

The healing of a wound is a complex process and yet
always follows a predictable pattern. Different types and
sizes of wounds may take longer to heal than others and
can be delayed by aggravators such as infection and
poor wound care. There are two main types of wound
healing, however all wounds will all go through the same
four phases of healing.

TYPE 1 - PRIMARY INTENTION

+ where the wound edges are held together by artificial
means such as sutures, staples, tapes or tissue glue

+ most surgical wounds and recent traumatic injuries
are managed by primary closure

TYPE 2 - SECONDARY INTENTION

+ secondary wound healing occurs through the four
phases of wound healing

+ where edges of wound cannot be closed so healing
occurs from the bottom of the wound upwards (dog
bites, burns, ulcers, pressure sores)

FOUR PHASES OF HEALING

Haemostasis




TYPES OF WOUND HEALING

FOUR PHASES OF WOUND HEALING

1. HAEMOSTASIS - 0-2 DAYS

During the haemostasis phase of wound healing, any bleeding at the
wound site will stop. For this to occur, the body activates its blood clotting
process.

A clot will form at the opening of the wound, preventing too much blood
loss. This is the first step of the wound closing.

2. INFLAMMATION - 0-4 DAY

S M ey Once clotting has occurred in phase one and your body is no longer
S ' bleeding, your body activates its key defence mechanism — inflammation.

o

Inflammation is the body’s normal response to injury, such as a skin wound,
and will often be the most painful phase of the healing process. This is due
to vasodilation in this phase leading to increased blood flow causing heat,
redness, pain and swelling at the site. White blood cells flood the area to
destroy microbes and other foreign bodies, and wound exudate (0oze) may
occur. Skin cells will multiply and begin to grow across the wound.

Once the inflammation at the wound site is reduced, the proliferation phase
of healing begins.

A protein fibre called collagen starts to grow within the wound, the edges
come together, and the wound becomes smaller. Small blood vessels
called capillaries form at the wound site and begin to cover the wound.

4. MATURATION - 28 DAYS-UP TO ONE YEAR

The maturation phase can take the longest, sometimes up to a year for the
wound to fully repair.

The body will constantly add more collagen to the wound site, continuing to
build strength and flexibility in the area.




FACTORS AFFECTING WOUND HEALING IN CLIENTS

Wounds that become chronic, generally stall in one or more of the phases of wound healing. Here are some of the
most common factors affecting wound healing in chronic wounds

Nutrition/hydration
status

Medical conditions

Age

Unhealthy weight
range

Unhealthy weight
range

Infection of the
skin

Temperature of the
skin

Dryness of the skin

Maceration of the
skin

Mechanical issues
of client and skin

Cancer

Medicines

Chemicals eg:
Povidone lodine
Hydrogen peroxide
Chlorhexidine

Smoking
Variscose veins
Dead skin

(necrosis)

Haemorrhage

Malnutrition deficiencies of vital nutrients such as vitamin C, zinc and protein results in insufficient
building blocks for cell growth

Conditions such diabetes, anaemia (low in iron) and some vascular diseases (blood vessel
disease) that restrict blood flow to the area, or any disorder that hinders the immune system and
reduces the body’s ability to fight infection

Cell duplication slows down with advanced age and because of this thinner and dryer skin are
more susceptible to damage

Poor vascularity (blood flow) of adipose (fat) tissue, this increases the risk of infection and
wound complications

There is an increased risk of wounds and delayed healing due to boney prominences being
closer to the skin surface (eg hip and back bone). There may also be possible nutritional
deficiencies affecting wound healing

An open wound may develop a bacterial infection. The body fights the infection rather than
healing the wound

37¢°c is the optimum temperature for human cell growth. If there is a decrease in the body
temperature, this will result in decreased blood supply to the wound. When undertaking dressing
changes apply cleansing solutions at body temperature

If a wound dries out, healing will either be delayed or will stop. The various cells involved in
healing, such as skin cells and immune cells, need a moist environment to heal

The softening and breaking down of skin from prolonged exposure to moisture from
incontinence, perspiration, excessive exudation or incorrect dressing/changes destroys tissue
and slows healing

Immobility increases the risk of pressure injuries because of constant pressure and friction.
Frequent dressing changes disturb the wound bed, damaging granulating tissue (new connective
tissue and microscopic blood vessels that form on the surfaces of a wound during the healing process)

Cancerous cells infiltrating the skin and its supporting blood and lymph vessels cause a loss in
vascularity (blood flow) and death of the tissue

Certain drugs or treatments used in the management of some medical conditions may interfere
with the body's healing process

Cleansing and antiseptic agents used to reduce the bacterial load can delay healing and may
have a toxic effect on epithialising cells by killing healthy cells and bacteria. These solutions
have a role in skin preparation before surgery but are of little benefit on closed surgical wounds

Cigarette chemicals such as nicotine, carbon monoxide and cyanide dramatically inhibit the
healing process and increase the risk of complications
Restricted blood flow and swelling can lead to skin break down and persistent ulceration

Dead skin and foreign materials interfere with the healing process

Persistent bleeding will keep the wound apart and stop it knitting together

Note: Wounds should be managed by staff trained in wound management. Most organisations employ either
registered or enrolled nurses to manage wounds. The advice of a qualified health professional/wound specialist

should always be sought for the management of chronic or complex wounds or if a wound is unchanged or
deteriorating after four weeks.




SPECIFIC WOUND TYPES OFTEN SEENIN A
SUPPORTED INDEPENDENT LIVING SETTING

SKIN TEARS

Skin tears are acute wounds, which have
a high probability of becoming chronic
wounds if not effectively managed.

Left untreated, skin tears can lead to
complications such as pain, delayed
wound healing, infection. cellulitis, or
generalised sepsis.

Any part of the body can be affected by skin tears, but
70 to 80% of skin tears occur on the arms and hands,
with them most commonly occurring in older adults.

Partial thickness
skin tears occur
when there is
separation of the
epidermis and
dermis

N

Full thickness
skin tears occur
when there

is separation

of the dermis
and underlying
structure

—
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Skin tears account for nearly 55% of all wounds affecting
older adults. As the skin ages the epidermis thins,
collagen production decreases and the skin becomes
less supple, making it vulnerable to trauma.

PREVENTION

Healthcare workers can take the following precautions
to help minimise the risk of developing skin tears in at
risk clients and to minimise complications in clients who
already have a skin tear:

> Keep fingernails short.
> No wearing of jewellery.

> Create a safe and clutter free environment to reduce
the risk of the client bumping into furniture.

> When possible, covering skin in high-risk clients
with appropriate clothing, footwear, shin guards or
retention bandages.

> Maintain skin integrity with proper nutritional and fluid
intake, as well as using pH balanced skin products.

> Ensure water temperature is not too hot whilst bathing
and skin is gently patted dry with a soft towel (avoid
rubbing).

> Regular moisturising.
> Avoid the use of adhesive products on the skin.

If a client is deemed to be at risk of a skin tear, the risk
reduction program checklist below, or similar, should be
implemented and filled in by staff daily. Always refer to
the client’s care plan when implementing care.

— Epidermis

—— Dermis

—— Subcutaneous layer



Risk reduction program checklist
(adpated from LeBlanc and Baranowski, 2011)

Skin

Mobility

OO0 od oo b boooo

Inspect skin and investigate previous history of skin frailty
If client has dry, fragile, vulnerable skin, assess risk of accidental trauma

Manage dry skin and use emollient/moisturiser to rehydrate limbs twice daily/as required

Implement an individualised skin care plan using a skin-friendly cleanser (not traditional
soap) and warm (not hot) water

Prevent skin trauma from adhesives, dressings and tapes (use silicone tape and cohesive
retention bandages)

Consider medication that may directly affect skin (e.g. topical and systemic steroids)
Be aware of increased risk due to extremes of age
Discuss use of protective clothing (e.g. shin guards, long sleeves or retention bandages)

Avoid sharp fingernails or jewellery during client contact

Encourage active involvement/exercises if physical function is impaired

Avoid friction and shearing (e.g. use slide sheets, hoists), using good manual handling
techniques as per local guidelines

Conduct falls risk assessment and prevention

Ensure that sensible/comfortable shoes are worn

Apply clothing and compression garments carefully

Ensure a safe environment — adequate lighting, removing obstacles
Use padding for equipment (as per local policy) and furniture
Assess potential skin damage from pets

Educate client and carers on skin frailty risk and damage prevention
Actively involve the client/carer in care decisions where appropriate

Optimise nutrition and hydration, referring to dietitian if necessary
Refer to appropriate specialist if impaired sensory perception is problematic (e.g. diabetes)

Consider possible effects of medications and polypharmacy on the client's skin




SKIN TEARS

CLASSIFICATION OF SKIN TEARS

In Australia, the Skin Tear Audit Research (STAR) classification system is used to distinguish the different types of
skin tears. Other countries use the International Skin Tear Advisory Panel (ISTAP) classification system. The STAR
classification system provides a consistent method of assessing, documenting, and communicating the extent of the
injury. Effective management and treatment of skin tears depends on their stage or classification.

The STAR system comprises five categories:

A skin tear where the edges can be realigned to
the normal anatomical position (without undue
stretching) and the skin or flap colour is not pale,
dusky, or darkened.

A skin tear where the edges can be realigned to

the normal anatomical position (without undue
stretching) and the skin or flap colour is pale, dusky,
or darkened.

A skin tear where the edges cannot be realigned to
the normal anatomical position and the skin or flap
colour is not pale, dusky, or darkened.

A skin tear where the edges cannot be realigned to
the normal anatomical position and the skin or flap
colour is pale, dusky, or darkened.

A skin tear where the skin flap is completely absent.




A stoma is a surgical wound which may be permanent
or temporary. It is an opening made into an organ which
connects a portion of the body cavity to the outside
environment. A stoma will initially be swollen after the
operation, but this will reduce after 6-8 weeks and will no
longer be classified as a wound.

Roughly the size of a 20-cent coin, it is soft, moist and
red. It is usually located on the front of the abdomen,
halfway between the belly button and the hip bone. There
are no nerve endings in the stoma, therefore other than
the peristomal (surrounding) skin, it does not have any
sensation or feeling.

A stoma will discharge faecal matter or urine, depending
upon the type of surgery. A collection pouch is fitted over
the stoma to collect the material coming through this
alternative elimination site.

Reasons for a surgical formation of a stoma
include:

+ trauma to the abdomen
« some cancers of the bowel, bladder, or pelvic organs

« diseases such as diverticulitis, Crohn’s disease,
ulcerative colitis

+ congenital abnormalities
- some uncommon familial disorders

+ some neurological disorders where toileting is
complicated

+ degenerative changes in the bowel’s blood supply in
preterm babies or the elderly

« after-effects of some radiation therapy to the pelvis

Around 46,000 Australians live with a stoma, and, with
help and support, most are able to maintain a normal
quality of life.

DIETARY GUIDELINES

A low-residue diet is prescribed for the first few months
after surgery to reduce the strain on the bowel and
stoma. Thereafter, with the advice of a stomal nurse,
dietician or other allied practitioner, they can eat a normal
diet. Always refer to the client’s care plan for dietary
requirements.

Common problems of the client with a stoma
« diarrhoea

+ blockage

+ leaking

* bleeding

+ inflammation and irritation

Always seek the advice of a stomal therapy nurse if any
of the above problems occur.

The client’s care plan should contain this important
contact information if problems occur. A stomal therapy
Nurse will also advise on the appropriate stomal care
products such as colostomy bags, skin sealants, skin
barriers and powders.




PRESSURE INJURIES

Pressure injuries are generally referred
to as chronic wounds which are caused
by unrelieved, constant pressure
resulting in damage to the underlying
soft tissue.

The tissue is compressed between a bony prominence
and the surface skin. Therefore, areas such as the heels,
elbows, the back of the head and the tailbone (coccyx)

are particularly at risk. Due to this constant pressure, the
blood vessels supplying the area have restricted blood
flow. With this limited blood supply, skin cells begin to die,
a wound develops, and a pressure ulcer begins to develop.

This type of skin damage can develop quickly in anyone
with reduced mobility, such as older people or those
confined to a bed or chair. Pressure injuries can be difficult
to treat and can lead to serious complications. Other
names for pressure injuries include pressure sores, bed
sores, pressure ulcers and decubitus ('lying down) ulcers.

ON THE BACK

SHOULDER

BACK OF HEAD ELBOW

SHOULDER
ON THE SIDE

Specific pressure points where a pressure injury
may develop

Pressure injuries first appear on the skin’s surface as
pink, red or dark patches. Beneath the surface, blisters
can form, and the tissues, bones and joints can become
infected.

Infections can be localised to the ulcer but sometimes
the surrounding tissue or underlying bone can also
become infected. For the effective management and
treatment of pressure injuries, they need to be graded.
The classification system for grading pressure injuries
provides a consistent method of assessing, documenting,
and communicating the extent of the injury.

They are graded in four levels, then they become
unstageable.

The areas of skin most at risk of getting sore depends
on lying down of sitting.

The areas of skin most at risk of
getting sore depends on lying
down of sitting.

TAILBONE

KNEE ANKLE




Pressure from
mattress /

‘ CWeight from the body)

A\

Muscle

C Subcutaneous fat )

Dermis

Epidermis

Pressure ulcers are caused by pressure placed on an area of skin for a long period of time. The pressure reduces the

blood circulation to areas of skin causing cell death (atrophy) and the breakdown of tissue.

STAGE 1 STAGE 2

b
B

—
E

Skin reddened and
may be warm to the
touch and either feel
firmer or softer than
the surrounding skin.

A - Epidermis

B - Dermis

C - Subcutaneous fat
D - Muscle

E - Bone

Ee——————

Skin breaks open
exposing the
epidermis or dermis.
The lesion will be
superficial and often
resembles an abrasion
or a popped blister.

STAGE 3 STAGE 4

N
=

Lesion extends into
the dermis and begins
to move into the
subcutaneous layer.
This stage, the lesion
will form a small crater.
Fat may begin to show
in the open sore.

Subcutaneous layer
and underlying fascia
are breached, exposing
muscle and bone.




PRESSURE INJURIES

PRESSURE INJURY STAGING GUIDE

STAGE 1:

Pressure Injury: Non-blanchable erythema of intact skin

Intact skin with a localised area of non-blanchable erythema, which may appear
differently in darkly pigmented skin. Presence of blanchable erythema or changes in
sensation, temperature, or firmness may precede visual changes. Colour changes do not
include purple or maroon discolouration; these may indicate deep tissue pressure injury.

STAGE 2:

Pressure Injury: Partial-thickness skin loss with exposed dermis
Partial-thickness loss of skin with exposed dermis. The wound bed is viable, pink or red,
moist, and may also present as an intact or ruptured serum-filled blister. Adipose (fat) is
not visible and deeper tissues are not visible. Granulation tissue, slough and eschar are
not present. These injuries commonly result from adverse microclimate and shear in
the skin over the pelvis and shear in the heel. This stage should not be used to describe
moisture associated skin damage (MASD) including incontinence associated
dermatitis (IAD), intertriginous dermatitis (ITD), medical adhesive related skin
injury (MARSI), or traumatic wounds (skin tears, burns, abrasions).

STAGE 3:

Pressure Injury: Full-thickness skin loss

Full-thickness loss of skin, in which adipose (fat) is visible in the ulcer and granulation
tissue and epibole (rolled wound edges) are often present. Slough and/or eschar

may be visible. The depth of tissue damage varies by anatomical location; areas of
significant adiposity can develop deep wounds. Undermining and tunneling may occur.
Fascia, muscle, tendon, ligament, cartilage and/or bone are not exposed. If slough or
eschar obscures the extent of tissue loss this is an Unstageable Pressure Injury.

STAGE 4:

Pressure Injury: Full-thickness skin and tissue loss

Full-thickness skin and tissue loss with exposed or directly palpable fascia, muscle, tendon,
ligament, cartilage or bone in the ulcer. Slough and/or eschar may be visible. Epibole (rolled
edges), undermining and/or tunneling often occur. Depth varies by anatomical location. If
slough or eschar obscures the extent of tissue loss this is an Unstageable Pressure Injury.

UN-STAGEABLE

Pressure Injury: Obscured full-thickness skin and tissue loss
Full-thickness skin and tissue loss in which the extent of tissue damage within the ulcer
cannot be confirmed because it is obscured by slough or eschar. If slough or eschar is
removed, a Stage 3 or Stage 4 pressure injury will be revealed. Stable eschar (i.e. dry,
adherent, intact without erythema or fluctuance) on an ischemic limb or the heel(s) should
not be removed.

DEEP TISSUE PRESSURE INJURY

Persistent non-blanchable deep red, maroon or purple discolouration
Intact or non-intact skin with localized area of persistent non-blanchable deep red, maroon,
purple discolouration or epidermal separation revealing a dark wound bed or blood filled
blister. Pain and temperature change often precede skin colour changes. Discolouration may
appear differently in darkly pigmented skin. This injury results from intense and/or prolonged
pressure and shear forces at the bone-muscle interface. The wound may evolve rapidly to
reveal the actual extent of tissue injury, or may resolve without tissue loss. If necrotic tissue,
subcutaneous tissue, granulation tissue, fascia, muscle or other underlying structures are
visible, this indicates a full thickness pressure injury (Unstageable, Stage 3 or Stage 4). Do not
use DTPI to describe vascular, traumatic, neuropathic, or dermatologic conditions.



PREVENTION

Support workers can take the following precautions to
help minimise the risk of developing pressure injuries in
at-risk clients and to minimise complications in clients
who already have a pressure injury:

> Ensure the client’s care plan entails an individualised,
risk-based pressure injury prevention plan in
collaboration with the multidisciplinary team.

> Frequent repositioning (minimum every two hours,
even at night).

> Checking the skin at least daily for redness or signs of
discolouration.

> Incontinence management.
> Prophylactic dressings.
> Correctly fitted medical devices.

> Ensure appropriate nutrition and healthy weight.
A dietician review may be necessary.

Pressure offloading surfaces such as mattresses and
wheelchair cushions may help in providing pressure relief
by evenly distributing the pressure. Pillows may be used
as soft buffers between the skin and the bed or chair.
The head-of-bed elevation should be maintained at/

or below 30 degrees, depending on the client’'s medical
condition.

LEG ULCERS

Wounds on the lower leg are often
caused by problems with veins or
arteries, or a combination of both.
A leg ulcer is a full thickness skin loss
on the leg or foot commonly caused
by a range of disease processes, most
commonly with arterial, vascular or
nerve (neuropathic) diseases. A leg
ulcer may be acute or chronic.

Around one per cent of the Australian population suffer
from leg ulcers, with the most common cause being poor
blood circulation. In particular, the inability of the veins to
return deoxygenated blood from the legs back to the heart.

Other causes or risk factors include prolonged pressure
on an area (such as long-term lying in bed in one
position, which may cause pressure injuries), poor
arterial circulation, smoking, dietary problems and poorly
managed diabetes which can cause diabetic ulcers.



VENOUS VS ARTERIAL ULCERS

It is important to know the difference between venous
and arterial ulcers because their treatment differs,

and the wrong treatment can be detrimental to wound
healing. A doctor will determine the type of leg ulcer,
the cause and the treatment required, and this should
be documented in the client’s care plan. In some cases,
surgery may be required.

Venous ulcers

Veins in the legs are designed to move blood from the
lower legs back up to the heart.

Venous ulcers occur when these veins are not working
properly. Normally functioning veins rely on the calf
muscles to push blood back up to the heart, whilst one-
way valves prevent the flow of blood back down the legs.
When the one-way valves are not functioning properly, if
there is an obstruction of the veins or an impaired calf
pumping action, the result is pooling of blood around

the lower part of the leg to just below the ankle. The
increased venous pressure causes fibrin deposits around
the capillaries, which then act as a barrier to the flow of
oxygen and nutrients to muscle and skin tissue. The
death of tissue cells leads to ulceration.

+ located below the knee, most often on the inner part of
the ankles

« relatively painless unless infected

+ associated with aching, swollen lower legs that feel
more comfortable when elevated

+ surrounded by mottled brown or black staining and/or
dry, itchy, and reddened skin

* may be associated with varicose veins
+ edges often have a ‘sloping’ appearance

Arterial ulcers

Arteries in the legs are designed to provide blood
circulation and deliver oxygen and nutrients to the legs.

Arterial ulcers can form in those with poor blood
circulation. This is most commonly due to a condition
called atherosclerosis. In atherosclerosis, the arteries
become narrowed from deposits of fatty substances

in the arterial vessel walls, often due to high levels of
circulating cholesterol and aggravated by smoking and
high blood pressure (hypertension). The arteries fail to
deliver oxygen and nutrients to the leg and foot, resulting
in tissue breakdown, forming an arterial ulcer.

« usually located on the feet, heels or toes

« frequently painful, particularly at night in bed or when
the legs are at rest and elevated. This pain is relieved
when the legs are lowered with feet on the floor as
gravity causes more blood to flow into the legs

+ associated with cold white or bluish, shiny feet

+ there may be cramp-like pains in the legs when
walking, known as intermittent claudication, as the leg
muscles do not receive enough oxygenated blood to
function correctly. Rest will relieve this pain

+ edges often have a ‘punched out’ appearance
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Treatment

Where possible, treatment aims to reverse the factors
that have caused the ulcer. Dressings for various types of
leg ulcers will be discussed further on in this workbook.

are usually treated with exercise,
elevation at rest, and compression.

may require surgery to relieve the
narrowing of the arteries. Compression must not be
used on arterial ulcers, as it will aggravate an already
inadequate blood supply.



DIABETIC ULCERS

A diabetic ulcer has similar characteristics
to arterial ulcers but are more likely
to occur over pressure points such as Ulcers
heels, tips of toes, between toes or
anywhere the bones may protrude and
rub against bed sheets, socks or shoes.
Callus

" 4

Dry, Cracked
Skin

Although diabetic ulcers may occur on other parts of the
body, they are more common on the feet.

In those who have diabetes, their high or fluctuating blood
glucose levels, nerve damage or sensory neuropathy,
reduces their awareness of pressure or injury, therefore
rubbing and pressure on the foot can go unnoticed,
causing damage to the skin and subsequent ulceration.

Reduced
Blood Flow

Prevention

In Australia, 4,400 amputations are performed in
Australian hospitals each year. Of those amputations
resulting from diabetic ulcers, 85% are said to be
avoidable if correct care and prevention are observed.
> Whilst a client’s treating doctors will manage ulcers,
support workers can take the following precautions to
help minimise the risk of developing ulcers in at risk
clients and to reduce complications in clients who

Bunion already have leg ulcers:
Ingrown . . . .
Toenails > Checking the skin at least daily for redness or signs of
discolouration.
> When possible, covering skin in high-risk clients
. with appropriate clothing, footwear, shin guards or
orn
(Hammer Toe) bandages.
» Maintain skin integrity with proper nutritional and fluid
intake.

> Ensure Blood Glucose Levels are managed, and
abnormal levels reported as per client’s care plan

> Attend to pre-ulcerative signs.




COMPLICATIONS

The most common complication in wound healing is
infection. The skin is the body’s first line of defence,
however when the skin is broken or if the immune system
becomes compromised, bacteria, viruses or fungi may
enter and establish on the wound bed. These organisms
form colonies, which increase in number and release
enzymes and toxins that initiate infection. This triggers
the body's immune response, causing inflammation and
tissue damage, as well as slowing the healing process.
Wound infections are classified as either local or systemic.

LOCAL INFECTION

When the bacteria in the wound begin to multiply, this
is called colonisation. Once this colonisation reaches
a point that the wound bed is damaged and healing
affected, a local infection will occur.

Treatment

> A doctor may prescribe dressings and topical
antimicrobial products (eg powders, creams).

SYSTEMIC INFECTION

If a local infection is allowed to progress, the infection
can spread throughout the body via the vascular (blood)
and/or lymphatic systems. It can affect the body, causing
generalised sepsis (the body’s extreme response to
infection which may be life threatening) and systemic
illnesses such as cellulitis (bacterial infection of the
dermal or subcutaneous layers of skin), osteomyelitis
(bacterial infection of the bone or bone marrow) or
septicemia (bacterial presence in the blood that can
lead to a whole-body inflammatory state which is life
threatening).

Treatment

> A doctor may prescribe dressings and systemic
antibiotics will be required.

Signs and symptoms of infection

« fever

+ feeling of overall malaise

+ green, yellow/tan or pungent drainage

+ slough (pronounced sluff) which is a yellow/white
material in the wound bed. It is usually wet but can be
dry. It generally has a soft texture, can be thick and
can adhere to the wound bed. It consists of dead cells
that accumulate in the wound exudate and needs to be
removed for healing to take place.

+ increased pain in wound

+ redness around wound

+ swelling of wounded area

« warmer skin surrounding the wound

- loss of function or movement

Slough and redness around wound

Prevention

The following precautions can help minimise the risk
of developing infected wounds in at-risk clients and to
minimise complications in clients already exhibiting
symptoms:

> Prompt and proper wound cleansing according to
doctors’ orders on care plan.
> Maintaining proper nutrition and hydration.

> Maintain hand hygiene and do not touch wound with
hands.

> Always use correct Personal Protective Equipment
when managing wounds.

A doctor or nurse may take a wound swab to confirm if
there are bacteria in the wound. It is important to note, that
incorrect swabbing may produce a false positive result.

Antibiotics may be prescribed and sometimes surgery
will be required to debride the wound.




INFECTION CONTROL

In caring for clients who have wounds,
infection control measures must be
routinely followed by all staff. Infection
control is about taking steps to minimise
the transmission of infectious agents
from person to person or person to
environment.

The following practices are required to achieve a basic
level of infection control.

PERSONAL HYGIENE PRACTICES

Hand washing is the most important
hygiene measure in preventing the
spread of infection in any setting.

Alcohol-based hand rub is the gold
standard of care for hand hygiene
practice in healthcare settings,
whereas handwashing is reserved for situations when
hands are visibly soiled, or when gloves have not been
worn in the care of a client with Clostridioides difficile
infection (C. difficile).
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Hand Hygiene Australia states that based on substantial
evidence, the 5 Moments for Hand Hygiene are designed
to minimise the risk of transmission of microorganisms
between support worker, the client, client and the
environment.

5 MOMENTS FOR HAND HYGIENE ARE:

a Before touching a client/client

e Before a procedure

e After the procedure or exposure to bodily fluids

e After touching the client/client

e After touching a client/client’s surroundings




Gloves are not a substitute for hand washing:

> Put on BEFORE client care where contact with blood,
other body fluids (except sweat) or non-intact skin and
mucous membrane is possible.

> Change when moving from one client to another.
» Change if torn or punctured.

> Removed promptly AFTER use and hands washed,
BEFORE touching non-contaminated items and/or
environmental surfaces.

The act of removing gloves needs to be undertaken
correctly. One incorrect move could end up damaging
the skin of your client, contaminating the immediate
surroundings or contaminating yourself.

The following image demonstrates the correct technique
for removing gloves.

Removing protective gloves

Pull contaminated
glove from rib
downward, turning
inside out.

Remove and dispose
of contaminated
glove.

Using clean hand
place fingers under
glove and turn
inside out.

Roll downward
and dispose of
contaminated
glove.

PROTECTIVE CLOTHING

Protective clothing
(waterproof overalls,
plastic aprons, gowns,
overshoes, and masks)
should be available in the
workplace for client care
involving contact with
blood, other body fluids
(except sweat), non-intact
skin and mucous membrane.

EYE PROTECTION/ FACE-SHIELDS

Goggles and face shields
to be used where splashes
or sprays of blood and
other body fluids are likely.

Masks should be worn to
prevent respiratory droplets
being expelled from the
mouth and nose into the
environment.

Masks should also be
worn in conjunction with
eye protection to prevent
exposure of the wearer’s
mucous membranes to
blood or body fluids due to
splashing.

WASTE DISPOSAL

Different types of waste
require segregation to
reduce the spread of
infection. General, clinical
and pharmaceutical waste
have different waste
management procedures
that must be followed.

Clinical wastes used

in wound care such as
cotton balls, used bandages and wound dressings are
to be discarded in plastic bags displaying the biohazard
symbol. This is designed to meet clinical waste disposal
specifications and incinerated according to workplace
arrangements by a licensed contractor.




ASEPTIC NON-TOUCH
TECHNIQUE

Wound dressings aim to promote
healing and reduce the risk of
infection for clients. However, this
can only be achieved by practicing
an Aseptic Non-Touch Technique
(ANTT). Aseptic technique is a key
component of Standard 3 of the
National Safety and Quality Health
Service (NSQHS) Standards, which is
an infection control technique used
in wound care which reduces the risk
of pathogenic organisms coming in
contact with the wound.

Healthcare professionals have a responsibility to provide
wound care in line with aseptic technique that is current,
to ensure the best outcome for the client.

Cleaning surfaces and equipment is an important part
of preventing and controlling the spread of infection.

It is part of the process to ensure asepsis and sterility
whilst undertaking a wound dressing. There are a several
important components to correctly using the aseptic
technique for a wound dressing:

+ Key sites are any breaches in skin integrity which could
be a portal of entry for microorganisms to colonise the
client. This includes wounds and puncture sites

+ Key parts are any parts of the equipment which come
into contact with procedural equipment or the client.
This can include items such as sterile gauze to clean
a wound, or the wound dressing. If key parts become
contaminated, they can transfer microorganisms to
the client

+ Aseptic field is the workspace that contains and
protects procedural equipment from becoming
contaminated. For minor wound dressings, a general
aseptic field is used

The following ANTT steps should be taken when doing a
wound dressing:

> Consult client’s care plan for instructions on wound care.
> With clean hands, wipe dressing trolley or surface.

> Gather equipment and clinical waste bag.

> Perform hand hygiene.

> Prepare equipment, including dressing pack and
wound dressing.

> Put on clean gloves.

> Position towel or drape under the wound and remove
dressing.

> Dispose of gloves and perform hand hygiene.
> Put on clean gloves.

> Cleanse the wound using non touch technique.
> Dress the wound using non touch technique.

> Dispose of gloves and perform hand hygiene.

> Clean workspace.

> Perform hand hygiene.

Always ensure that you are adhering to infection control
measures such as hand hygiene, wearing PPE and
disposing of waste appropriately.

Always clean the wound from the inside out. Ensure that
cleaning materials (i.e. gauze, cotton balls) are not over-
used, as this will re-introduce bacteria back into the wound.



ASEPTIC NON-TOUCH TECHNIQUE

STANDARD ANTT

Infection Prevention Principles | Uncomplicated Wound Dressing in a Facility

Good practice points:

(a)

(b)

(c)
(d)
(e)

Always ensure a wound care plan has been completed. Check before commencing care update as required at the
end of care.

If asepsis cannot be maintained using Standard ANTT, use Surgical ANTT (incorporating a critical aseptic field and
sterile gloves).

Hand hygiene may be performed using soap and water or a waterless product.
Use a non touch technique at all times to protect key parts and key sites.

If it is absolutely necessary to touch the wound or key parts directly, use sterile gloves. Determine is further PPE is
required if there a potential for splash of blood or body substances.

(f)  Waste must be disposed of as per your agency policy. Waste bag/container may be attached to trolley or free
standing if within reach.
PREPARE WELL

Consult client care record With clean hands, use wipe Gather equipment and
to inform wound care.(a)(b) to clean all surfaces.(c) waste bag/container ()
place on bottom shelf.

e Perform hand hygiene.(c) e Prepare your equipment.(d) Put on non-sterile gloves.
Ensure you have a bag/ (b)(e)
container ready and open If further PPE is required
for waste.(e) put on before gloves.(e)

Open pack, assemble
equipment and position on
top shelf.

ANTT]

Aseptic Non Touch Technique



PERFORM ANTT

0 Position towel or drape e Dispose of gloves.
under the wound, remove
old dressing, place into
waste bag/container.

Cleanse the wound (b) Dress the wound using a
(b)(e) using a non touch non touch technique.(b)
technique.

Dispose of gloves and e Perform hand hygiene.(c)
waste.(f)

COMPLETE PROCEDURE

Clean the workspace and e Perform hand hygiene.(c)
equipment.




WOUND DRESSING
PRODUCTS

Wound dressings are used to cover

and protect the wound from the
external environment, protecting it from
infection and further trauma. There are
multiple types of dressings available,
however it is important that the right
dressing is prescribed for the right
wound, so healing can occur.

A doctor or nurse will determine the appropriate dressing
type for the client’s needs and in many circumstances
the dressing changes are managed by them.

However, on occasion you might need to change a
wound dressing. For example, if the dressing falls off,
it gets wet, or you are instructed to do so on the client’s
care plan.

When wound dressings are being chosen, the importance
of maintaining the moisture balance in the client's wound
is considered.

> Too dry = add moisture.

> Too wet = remove moisture.

Moisture Balance

Too dry
E - Add moisture
Maintain A
v
Too wet

- Remove moisture

- Absorption/
Retention/
Sequestration

- Debridement

- Treat infection

Despite the vast number of available dressings, they fall
into the following main categories:

GAUZE
Gauze dressings are made
of woven or non-woven
materials and come in a
wide variety of shapes and
N sizes. Can be used to pack

. wounds.

Use on: infected wounds, wounds which require packing,
wounds that are draining, wounds requiring very frequent
dressing changes

TRANSPARENT FILMS

Transparent film dressings
allow oxygen to penetrate
through the dressing to the
wound, while
simultaneously allowing
moisture vapor to be
released. These dressings
are generally composed of
a polyurethane material.

Use on: partial-thickness wounds, donor sites, minor
burns, stage | and stage 2 pressure ulcers

Foam dressings are less
likely to stick to delicate
wound beds, are non-
occlusive and are
composed of a film coated
gel or a polyurethane
material which is
hydrophilic (or attractive to water) in nature. This
dressing primarily manages and supports weeping
wounds. Generally they are be secured with a bandage
(no adhesive strips as this may damage the skin).

Use on: pressure ulcers, minor burns, skin grafts, diabetic
ulcers, donor sites, venous ulcers



HYDROCOLLOIDS

SALINE SOLUTION

Hydrocolloid dressings are
very absorbent and contain
colloidal particles such as
methylcellulose, gelatin or
pectin that swell into a
gel-like mass when they
come in contact with
exudate. They have a strong
adhesive backing and usually
last three to seven days.

Use on: burns, pressure ulcers, venous ulcers

ALGINATES

Alginate dressings contain
salts derived from certain
species of brown seaweed.
They may be woven or
nonwoven and form a
hydrophilic gel when they
come in contact with exudate
from the wound. Effective on
infected wounds.

Use on: venous ulcers, wounds with tunneling, wounds
with heavy exudate

BANDAGES

Bandages can be made
from a variety of materials.
May be used as primary
dressing or as a secondary
dressing to hold another
dressing in place.

Use on: a wide variety of wounds

WOUND DEBRIDEMENT

Necrosis is the death of

cells in living tissue caused
by external factors such as
infection, trauma or toxins.

Sometimes this dead
tissue can cause infection
and prevent healing. This
can be removed through surgical debridement. This
process mechanically removes this superficial slough
through scrubbing or irrigation or by dissolving it with
enzyme preparations. The wound will then be dressed
with an appropriate dressing.

Wounds can be cleaned
with solutions such as
sterile water, saline and
antimicrobial agents. The
most commonly used
solution is saline because
it is isotonic and unlikely to
interfere with wound
healing. Saline cannot be
used with silver dressings
and is best used at body temperature, so the wound does
not cool too much.

DRESSING PACKS

Dressing packs are
designed to support an
Aseptic Non-Touch
Technique whilst doing
wound dressings.

Dressing packs ensure key
parts are protected and
contain sterile materials
such as drapes, forceps, gauze and cotton balls.

There are several wound management products
available. These products often require prescription and
are in combination with one another. These products
would be determined by the doctor or nurse and
documented on the health care plan.

Some of these wound management products are:

+ silver based dressings which generally are used for the
treatment of burns and sometimes used for chronic
wounds

antimicrobial dressing products which kill or slow the
spread of bacteria, viruses, protozoans, and fungi such
as mould and mildew

« charcoal dressings used to trap odour, often used with
silver dressings to absorb odour and reduce bacterial
load

biosynthetic dressings which influence wound healing
by providing as moist environment which stimulates
tissue repair




SUMMARY

Wounds generally fall into two categories:
+ acute
+ chronic

Chronic wounds are acute wounds which have not
progressed through the normal phases of healing, may
be healing at a slower rate or only partially heal. Wounds
can present as a serious and common problem for those
with disabilities, co-morbidities, pre-existing medical
conditions, ageing population and those with impaired
mobility.

The skin acts as the body’s first line of defence against
infection and is the largest organ of the human body. The
skin consists of three layers which sits on top of muscle:

+ epidermis
+ dermis
* hypodermis/subcutaneous tissue

Wound healing consists of two main types, primary
where the wound edges are held together artificially, and
secondary where wounds heal from the bottom upwards.
Both types go through the same four phases of wound
healing:

+ haemostasis
+ inflammation
« proliferation
* maturation

There are several key factors which affect wound healing,
including pre-existing medical conditions, age, nutritional
status, infection, medicines and mechanical issues.

There are different types of wounds, which may be acute
or chronic. These are:

+ skin tears

+ stomas

* pressure injuries

+ leg ulcers - venous, arterial and diabetic

Infection is one of the main complications with wounds
and recognising the signs and symptoms of this means
the client can receive prompt treatment.

Maintaining infection control measures when dealing
with wounds, including hand hygiene, wearing PPE and
disposing of clinical waste appropriately, will reduce the
risk of infection occurring.

When changing a wound dressing, adhering to the
Aseptic Non-Touch Technique will reduce the risk of
pathogenic organisms coming in contact with the wound.

Wound dressings are used to cover and protect the
wound from the external environment, and whilst a
doctor or nurse will usually tend to your client’s wound,
there may be circumstances where you need to change a
wound dressing. The main consideration when changing
a wound dressing is to always follow the client’s care
plan and document the outcome.
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HEALTH CARE

+ Assisting clients with medication

+ Assisting clients with medication (part 2)
+ Autism spectrum disorder

+ Blood pressure — using a digital blood pressure
machine

* Bowel management — elimination
+ Coronavirus and infection control
+ Dementia training for support workers
+ Diabetes training for support workers

Call us to discuss our onsite » Dysphagia for support workers
face-to-face and live virtual * End of life care
classroom options, delivered " Epilepsy training for support workers

) ) + Epilepsy training and midazolam administration
anywhere in Australia. via intranasal and buccal routes

+ Food safety awareness for support workers

+ Infection control

+ Managing behaviours with positive support

* Manual handling

* Nebuliser training for asthma

+ Ostomy and stoma care for support workers

+ Pressure injury — prevention and care for
support workers

+ Providing personal care with dignity and respect
+ Shallow suctioning

* Tube feeding management

+ Urinary catheter care

+ Wound care awareness for support workers

FIRST AID TRAINING

+ Cardiopulmonary resuscitation (CPR)
* Provide first aid

« Asthma and anaphylaxis

+ Advanced first aid

MENTAL HEALTH

+ Mental health first aid

+ Leadership and resilience training
+ Mental health awareness

And many others...

1300 721292
premiumhealth.com.au
info@premiumhealth.com.au ABN 24 692 649 946
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