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Wound care
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Wound care: perché?
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Wound care ...




Prevenzione
Trattamento

HANA
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Wound healing ——
Processo di guarigione della ferita

Proliferative

Remodeling

Fibroblast proliferating

Good practice
Percorso assistenziale nel wound care
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~ Come scegliere il trattamento locale?

Tissue
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Si definisce medicazione avanzata quel materiale di copertura che abbia
caratteristiche di biocompatibilita, qualita che si identifica nella interazione del
materiale con un tessuto e nella evocazione di una risposta specifica.

Winter (1962) - Hinman e Maibach (1963)

COSA QUANDO LA LESIONE SI ED 1O VORREI
POSSO PRESENTA IN QUESTA OTTENERE QUESTO
USARE MANIERA RISULTATO?
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Tecnologie vecchie e nuove

Preparazione del letto della ferita
Debridement/sbrigliamento




A%OP LDP vs Skin breackdown
IZI ‘NPIAP 4 j'\ ™ PA&C"Q

e,  NATIONAL PRESSURE INJURY ADVISORY PANEL

' Pressure Lnjury Alliance

I_ Lesione localizzata alla cute e/o agli strati sottostanti, generalmente in corrispondenza di una prominenza
ossea, come risultato della pressione o della pressione in combinazione con le forze di taglio; cio determina un
carico meccanico esterno che, applicato per un periodo prolungato di tempo alla cute e ai tessuti mollj,
determina una lesione.

P Skin breackdown

v’ lesioni da pressione

v/ attrito, frizione, umidita, temperatura v’ Maggiore fragilita cutanea - skin tears
v’ presenza di devices e ponti cutanei v’ Formazione di flittene
v’ lesioni correlate ai farmaci v Maggiore perdita di acqua trancutanea

v' dermatiti associate all'incontinenza v Maggiore assorbimento trancutaneo
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Perche trattare le skin breackdown

v’ insorgenza acuta e rapida: pu0 insorgere nelle prime 48 ore di ricovero in
Area Critica

v’ precoce comparsa anche di lesioni multiple, per cui I'eventuale comparsa
di lesioni anche piccole, isolate ed al primo stadio, richiede una
prevenzione accurata, per evitare la rapida evoluzione in stadi piu avanzati

v’ possono essere molto dolorose

v’ Possono diventare ben presto fonte di infezione

v possono avere implicazioni cosmetiche con esiti anche permanenti e
cicatrici talvolta deturpanti
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Lesione device correlata
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Per gentile concessione della UO TCSE dell’Istituto Giannina Gaslini - Genova
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PRESSURE INJURY AND STAGES
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Pressure Injury Definitions

A pressure injury is defined as “Localised damage to the skin and/or underlying
A tissue, as a result of pressure or pressure in combination with shear. Pressure
injuries usually occur over a bony prominence but may also be related to a medical
Regional Wounds Victoria device or other object”.

Non-blanchable Erythema Shage | Prvars irary - Eouve

® Intact skin with non-blanchable redness of a localised area usually over a bony
prominence.

« Darkly pigmentad skin may not have visible blanching: its colour may differ from the :
surrounding area.

* The area may be painful, firm, soft, warmer or cooler as compared to adjacent tissue.
Stage 1 may be difficult to detect in individuals with dark skin tones.

Partial Thickness Tissue Loss

W 2 Frevrs vary "
« Partial thick loss of dermis as a shallow open ulcer with a red pink
wound bed, without slough.
® May also present as an intact or open/ruptured serum-filled blister.
* 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. 9
Full Thickness Tissue Loss Wy 3 Preves wary -

* Subautaneous fat may be visible but bone, tendon or muscle are not exposed.

« Slough may be present but does not cbscure the depth of tissue loss.

* May include undermining and tunneling.

« The depth of a Stage III pressure ulcer varies by anatomical location. The bridge of s
the nose, ear, iput and malleclus do not have sub tissue and Stage ITT

Stage III

Sy & Prewnes by

= Full thickness tissue loss with exposed bone, tendon or musdle.

* Slough or eschar may be present on some parts of the wound bed.

* Often includes undermining and tunnelling.

* The depth of a Stage IV pressure uker varies by anatomical location. The bridge of the
nose, ear, occiput and malleclus do not have subcutaneous tissue and these ulcers can
be shallow. Stage IV ulcers can extend into musde and/or supporting structures (e.g., =
fascia, tendon or joint capsule) making osteomyelitis possible.

Depth Unknown rntnpnnte Prrvass fnary g end Eter
= Full thickness tissue loss in which the base of the ulcer is covered by slough (yellow,
tan, grey, green or brown) and/or eschar (tan, brown or black) in the wound bed.

= 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 without erythema or fluctuance) eschar on the heels
serves as ‘the body’s natural (biological) cover” and should not be removed.

Unstageable

Depth Unknown
* Purple or maroon localised area of discoloured intact skin or blood-filled blister due to
damage of underlying soft tissue from pressure and/or shear.

sDTI
Suspected Deep

Tissue Injury

Evolution may include a thin blister over a dark wound bed.

* The wound may further evolve and become covered by thin eschar.

Not Part of the Staging System

® Occurs on the moist membranes that line the respiratory, gastrointestinal and
genitourinary tracts.

* Primarily caused by medical devices (generally tubing and stabilisation equipment)
exerting compressive and shear forces on the mucosa.

= Where pr is a signifs factor in the logy of the mucosal wound, it should
ﬂlbemmdsadaptessuequy however, it is inappropriate to use a pressure
injury classification system to stage.

Copyright © 2020 Regional Wounds Victoria. This poster |s free to Gownioad from wWiw.t toria.com for use only.
Do not alter without permission. All photographs, cther than the mucosal pressure injury photograph are copyright NPIAP and are available for purchase from the NPIAP website.
mwammmpwmmrummmmmunmw

system UAP Pressure Ulcer Classification System (2009,2014).

References :
Navioral Pressure Ulcer Advisory Panel, European Pressure Uicer Advisory Panel and Pan Pacific Pressure Injury Alllance. Prevention and Treatment of Pressure Uloers: Cinical
Practice Guideine. Emily Haesler (Ed.). Cambridge Media: Osbome Park, Westem Australia; 2014.

European Pressure Ulcer Advisory Panel, National Pressure Injury Advisory Panel and Pan Pacific Pressure Injury Allance. Prevention and Treatment of Pressure Ulcers/Injuries:
Clinkcal Practice Guideline. The International Guideline. Emily Haesler (E4.). EPUAP/NPIAP/PPPIA; 2019, Published 24th Aug 2020 12006rs
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Scale per la valutazione del rischio Scale per il monitoraggio

The Glamargan Paediatric Pressure Ulesr Risk Assessmant Scale - 2008 vorsion

Flgure 1a

Pressure Ulcer Scale for Healing (PUSH)

Risk Factor Score | Dabe and time of assessments PUSH Tool 3.0
(M data sych as serurm alburmin oF haemaogiobin ane not seslabie [Reatgass o least daity and gvery time condition oo "
" d Y NATIONAL
write NK (noft knawnk and soce changes) E Patient Name Patient 1D#
Ulcer Location Date
Directions:
Observe and the p ulcer. C ize the ulcer with P to surf; area, and type of
wound tissue. Record a sub-score for each nf these ulcer r.:hamclenstl::s Add the sub-scores to obtain the total
score. A comparison of total scores d over time p an ion of the improvement or deterioration
in pressure ulcer healing.
L¢] 1 2 3 4 5 Sub-score
LENGTH
X o <03 03-08 0.7-1.0 11-240 21-30
WIDTH
(- 7 8 -] 10
(in cm2)
3.1-4.0 41-8.0 8.1-120 121 - 240 >24.0
EXUDATE o 1 2 3 Sub-score
e None Light Moderate Heavy
o 1 2 3 4 Sub-score
T.:?;EE Epithalial Granulation Necrotic
Closed Tissue Tissue Slough Tissue
TOTAL SCORE
Total score
ACTION TAKEN Length x Width: Measure the greatest length (head to toe) and the greatest width (side to side) using a
centimeter ruler. Multiply these two measurements (length x width) to obtain an estimate of surface area in square
centimeters (cm2). Caveat: Do not guess! Always use a centimeter ruler and always use the same method each
time the ulcer is measured.
Signature
Exud A Esti the amount of i )P after removal of the dressing and before
Risk score | Cab y Suggested action applying any topical agent to the ulcer. the { ) as none, light, moderate, or heavy.

Tissue Type: This refers to the types of tissue that are present in the wound (ulcer) bed. Score as a “4" if there
is any necrotic tissue present. Score as a “3" if there is any amount of slough present and necrotic tissue is absent.
Score as a “2" if the wound is clean and contains granulation tissue. A superficial wound that is reepithelializing is
scored as a “1". When the wound is closed, score as a “0".
4 — Necrotic Tissue (Eschar): black, brown, or tan tissue that adheres firmly to the wound bed or ulcer
edges and may be either firmer or softer than surrounding skin.
3 — Slough: yellow or white tissue that adheres to the ulcer bed in strings or thick clumps, or is mucinous.
2 — Granulation Tissue: pink or beefy red tissue with a shiny, moist, granular appearancs.
1 — Epithelial Tissue: for superficial ulcers, new pink or shiny tissue (skin) that grows in from the edges or
as islands on the ulcer surface.
0 — Closed/Resurfaced: the wound is completely covered with epithelium (new skin).

www.npuap.org PUSH Tool Viarslon 3.0:9/15/08
@Mational Pressure Ulcar Advisory Panal



AIEOP Siannuncia con gioia la nascita della
procedura internal!

Valutazione

Stato nutrizionale
Mobilita

Stato della cute
scala Glamorgan

Pianificazione ed attuazione

Cosa fare e cosa NON fare

Verifica ed implementazione
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Detersione

Idratazione

Protezione
PREVENZIONE
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Prospettive per il futuro

v’ Approvazione della procedura e condivisione nel
dipartimento

v’ Implementazione con antisettici e prodotti per il
debridement

v’ Utilizzo di filtri assoluti ai rubinetti

v Uso di presidi specifici per I'igiene vs detersione con
prodotti a discrezione del caregiver
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