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Aged Care Series
Online Course

Welcome to the comprehensive workbook designed to support nurses in
enhancing their expertise in wound management within the unique context
of aged care settings. This course encompasses a wide array of crucial topics
that cater to the diverse and specialised needs of elderly people. From
understanding and adhering to Aged Care Standards, Quality Indicators, and
the Code of Conduct to delving into the intricacies of wound management
standards, legal and ethical practices, and skin anatomy, this course equips
nurses with the knowledge and skills necessary for optimal care.

As we navigate the workbook, we will explore the intricacies of wound
healing physiology, delve into the importance of skincare and frailty, and learn
the essentials of wound assessment and documentation. The integration

of photography as a tool for comprehensive wound documentation will

be covered, offering a valuable skill set for effective communication and
collaboration among healthcare professionals.

Our journey continues with a focus on product selection, addressing moisture-
associated skin damage, and understanding the challenges presented by skin
tears. We will explore the complexities of wound infection and the growing

concern of antimicrobial resistance. The course also provides in-depth coverage

of leg ulceration, oedema management, pressure injury development, and
effective strategies for pressure injury management.

The course includes knowledge and performance assessments at various
intervals to reinforce the theoretical knowledge gained. Additionally, practical
learning is enhanced through demonstration videos presented in this Clinical
Training Made Easy-Aged Care Series. These videos offer a valuable visual aid,
facilitating a better understanding of best practices in wound management.

This workbook is meticulously curated to empower nurses with the skills,

knowledge, and confidence needed to provide exceptional wound care within the

dynamic and challenging aged care landscape. Embrace this learning journey, and
let’s work together to elevate the standard of care for our older adults to whom
we are privileged to provide care.

W 'UND EDUCATI 'N

To support your learning, we have
curated a list of recommended reading
articles. These articles have been
carefully selected to provide you with
a comprehensive understanding of key
concepts and practical approachesin
skin and wound care. We encourage
you to read these articles thoroughly
and reflect on how you can apply the
knowledge gained in your practice.
Happy reading and learning!

These recommended reading articles
can be viewed online under the
Materials tab within each lesson.
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Standards for Nurses

| am delighted to have the opportunity to discuss a vital topic that holds great
significance in our roles as registered nurses and enrolled nurses in the aged
care setting, residential and community, wound management.

As healthcare professionals, we are bound by professional standards and a code
of conduct that guides our practices and ensures high-quality care to those
entrusted to us. Wound management is an essential aspect of our duties, and
we must be well-versed in the latest guidelines, standards, and best practices to
provide the best possible outcomes for our patients.

Throughout this presentation, we will explore in-depth the professional
standards that underpin our roles, including the code of conduct we must
adhere to. Understanding these standards ensures compliance and guarantees
that we always deliver ethical and legal care, promoting the well-being and
safety of our patients.

Additionally, we will delve into the aged care standards, rights, and quality
indicators that shape the resident and community experience. Our commitment
to meeting these standards and upholding the rights of those in our care is
paramount to fostering an environment that promotes respect, dignity, and
optimal patient outcomes.

The Australian Standards for the Prevention and Management of Wounds,
Fourth Edition 2023, serves as a comprehensive and evidence-based guide for
wound management. We will explore the key recommendations and strategies
outlined in this edition, enabling us to implement the latest wound prevention,
assessment, and treatment approaches. By staying current with these standards,
we can ensure that our practices align with our professional standards, the most
current best practices in wound care.

Throughout this presentation, we will engage in interactive problem-based
learning, case studies, and practical examples to enhance our understanding

and enable us to apply this knowledge in our daily practices. By the end of our
session, | hope that you will feel confident and equipped to navigate the complex
landscape of wound care in the aged care setting, both residential and community.

Let us embark on this journey together, deepen our knowledge, and embrace the
opportunities to provide exemplary wound management care to our patients.

W 'UND EDUCATI 'N
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Notes

W UND EDUCATI N

CLINICAL TRAINING MADE EASY B

WOUND & AGED CARE STANDARDS

MODULE 1 OVERVIEW

1. Knewiedge & Performance Goals

2 Code of conduct for nurses

3. Murses Professional Standards

4. The role of the Nurse

5. Aged Care Standards
* Charter of Aged Care Rights
* Aged Care Quality Indicators

6 Nurses - Legal & Ethical Practice

7. Wournds Austraks Standards

KNOWLEDGE PERFORMANCE

i, jgosls and code of conduct that 1. Nurses in aged il apply
povern wound management practices in the aged care scenarios, abiity.
seings.

2. Gain knowledge of the aged care standurds, rights and quality
indcators thatimpac s careand wound B e et ceared vt o he o s g
the care of clder peaple. pdini

3. Familiarise healthcan with the Australia 3 in wound
Standards for the Prevention and Wounds decsi providing d within the
02y for scope of practice.

4. Recogn nd in wenund care,

practice g

W UMD EDUCATI N CLBSCAL TRARGIVG WAL EASY - AGED CARE®

NURSES CODE OF CONDUCT
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STANDARDS OF RN PRACTICE

Standard 1

Mursing and

Ahpra

STANDARDS OF EEN PRACTICE

Enrolled nurse standards for practice

Mursing and

Ahpra

(Aged Care Act 19897)

CHARTER OF AGED CARE RIGHTS ,

el
= Safe.and hagh-guality care services Aged Care Act 1997
iy _— oz T

* Have control and make choices sbout my care and persanal and
social life. ncluding whene the choices involve personal risk.

Compilation No. 85

S pidam
Intiwder amendmenn ap te: At Mo, 47, 2022
5
r Reghered: BAprl 2013
N

NURSE’s ROLE

Murses in aged care facilities supervise and create indnidualised
care plans for the perscnalised and dignified care of eldery
residents, ensuring their safety and well-being while working
within the chnical care team 10 meet Austraiian Aged Care
Standards and Qualiy Indicators.

W 'UND EDUCATI 'N WOUND CARE AGED CARE SERIES | 6




AGED CARE QUALITY INDICATORS (Ql)

+ Unplanned weight loss
+ Physica restraint

+ Pressure Injury
/ + Haspitalization
* Incontinence cane [ "
0 | - Consumer experience
+ Actiity dally Iving (ADL) \ /
+ Quality of life
+ Medication O

* Workforte
+ Falls

e e oy ey Gy s g M 1 e

QI SCENARIO

Mrs Mable Brown cams to stay at the aged care facilty 14 weeks
age following a leng stay in hospital. She had a fall in her home

cat. a
ard pehis which has left her unable to mobiise and she now has
trauble cantrolling her blacder, Her appetite s poor and she has
lost 5 kg since aeviving a the facility. Her days are spent bing in &
rechner or in her bed in the afternoon watching TV,

QUESTION
PLEASE SELECT THE QUALITY INDICATORS RELATED TO MABLE'S CARE BASED ON THE BRIEF STORY
TN
I‘ \
Medications, Quadty of life, Physical restraint, hespialisation T 7

Consurmes experience, Workforce, Falls, Quality of life
Falls, Medication,
ADL', Weight loss, Incontinence care, Pressure Injury

W UMD EDUCATI N CLBSCAL TRARGIVG WAL EASY - AGED CARE®

w

PCA’s & NURSES ARE CLOSELY
CONNECTED TO RESIDENTS

While Sally, the regular PCA, was assisting Mable with her shower, she
noticed that there were red marks on both of her heels and a painful
stngng rash in her groin area. Mable expressed her embarrassment
about the rash and shared that she didrft warit to tell anyone, Sally
assured Mable that she would be discreet and asked if she could
request the nurse to take a look. The RN assessed both the heels and
the rash and provided appropriate treatment to aliedate Mable's
dscomica.

UND EDUCATI ‘N
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RESIDENTS CAN SHOW SIGNS
OF WITHDRAWING

Sally took the chance to speak with the RN about her worries
regarding Mable's weight loss and lack of interest. This
commurscation prompted the RN to make some tme to talk with
Mable and see how she was feeling, The nurse discovered that
Mabie was sad because she missed her at and did not like the
food at the faciity.

AGED CARE STANDARDS e,

Consumer dignity & cholce
Assessmant & planning
Personal care & clinical care
Senvices & support of dady lving

Organisation's service ervironment
Feedback & Complairts
Human resources

I

Organisational governance

AGED CARE STANDARDS

STANDARD  ELEMENTS REQUIREMENTS & RELEVANCE
1 ks i =

2 akcde) Safe i Effective, End of e planning. Consumer partnershin, Communicating outcomes, Cane revewed regularly

, Jeibeatpn  Depee ury & IAD, cemnfant escalation & referal, infection
4 ey . quiprmen is sal, ffective, eheas

’ Iincda Salf kncwtedge. ate , st invohves

. SRl Gavermance. safe, inclusive & qualty car, " Chnical

pvermance framework far antmicrobial stewardship.

EXCEEDING, MEETING, DEVELOPING

W UMD EDUCATI N

STANDARDS FOR WOUND
PREVENTION AND MANAGEMENT

« Consistency

= High level care

+ Variation reduced
= Improve safety 4
= Positive outcomes High-level .._%
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WOUND MANAGEMENT STANDARDS

W UMD EDUCATI N

WOUND STANDARDS & THE NURSE

Jenny, the urse, has been supervising Ted with his hygiene. She
ohserved that Ted uses saap to wash his face and body and rubs

hits g by drying himself before applying aftersh,
However, Ted's skin looks d Jenary that Ted
should use 3 pH skin-friendly deanser and meisturising cream

atter showering

W UMD EDUCATI N

QUESTION

WHY IS VIGOROUS RUBBING WITH A TOWEL HARMFUL?

A Excessive rubbing ean ruin towels and ean be costy
B % the risk of skin o

€. Can be the direct cause of hair loss
D. Repeated friction can make the skin less sensithve over time

DLBSAL TRARSSVG MALSE EASY - AGED CARE®

SCOPE OF PRACTICE

MADE EASY - AGID CAREY

W 'UND EDUCATI 'N
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LEGAL PRACTICE

Malpractice

Duty of care

Breach of duty
Harm to the patlent

Harm as a result of the breach

LEGAL RESPONSIBILITY
A o V) e
@ Elmnmeumien *1 Care planning

.i\sye§s|vle:1t:u:d [‘]J Dlag:nm&

MEDICAL ETHICS & THE NURSE

Ethical behaviours by health care
professionals that can be trusted.
Principles of dignity, honesty, fairness,
“respecting the diversity and rights of
Individuals® (Beldon P. Wounds UK 2014)

W UMD EDUCATI N

w

ETHICAL EXAMPLES IN WOUND CARE

Industry partners
Contracts
Innovation/Research
Education/Training
Health Care Setting
*Posteode lottery”
Vulnerable Groups

Informed consent

Confidentiality

UND EDUCATI ‘N
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DEMONSTRATING STANDARDS FOR WOUND
PREVENTION AND MANAGEMENT

Scope of

QUESTION
Ethical Practice

Patient consent.
A national wound company advertises a case study Organisational permission.

competition. The winning prize is an opportunity to
attend the national wound conference being heldina
5-star resort. The facilities podiatrist enters a case
study that highlights the success of the company’s
wound product. Is it ethical for podiatrists to enter the

Declaration of conflict of interest.
Conditions of entry.
Post prize expectations.

Case study publication.

-
competition? List the patential concerns. -~
7’
/
!
Question -~
Scope of Practice f ,’x
~
The medical officer attends the aged care facility -
>

and requests the RN to apply a 2-layer compression
bandage system on an elderly resident who has
had frequent episodes of cellulitis in the lower limb
over the past four months,

‘What is the nurse's most appropriate action 7

1. Reflect on existing knowledge, recent experience and training to safely complete the procedure
2. Discuss the request with the Nurse Unit Manager

3. Escalate to the wound specialist or community nurse who has been trained in the skill

4. Seek out opportunities for further training with skill assessment and discuss with the manager
5. Discuss with the patient and family the options for safe compression bandaging.

KEY POINTS

= As a nurse employed in an aged care role, it is essential to have a
i of the Nurses of Practice, Aged
Care Standards, Charter of Aged Care Rights, Aged Care Quality Indicators,
and Wounds Australia Standards.
+ The nurse is crudal in ensuring that elderly individuals receive respectful,
personalised, and safe care.

* To promote quality care for vulnerable aging pecple. nurses must
o the practice rds and translate the best evidence into -~
dinical practice. Nurses who possess these capabilities will be successful in '
their profession. l
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Deteriorating Resident

This presentation will focus on deteriorating residential and community aged care
patients. As caregivers, we must be aware of the signs of resident deterioration
and respond accordingly. This is especially important in the unique residential and
community aged care settings where our elderly residents have diverse and often
complex healthcare needs.

We understand that timely intervention can profoundly impact resident’s outcomes. As
dedicated professionals committed to the well-being of our elderly residents, we must
strive to identify and manage deteriorating patients effectively. To achieve this, we will
explore the early warning signs, communication strategies within interdisciplinary teams,
and clinical judgment required to respond to deteriorating patients.

Continuous learning and improvement are essential to providing the highest quality of
care to our elderly residents. By equipping ourselves with knowledge, compassion, and a
shared dedication, we can ensure that the residents under our care are safe and receive
the best possible outcomes, even in the face of deterioration.

The “Stop and Watch” tool is a valuable resource for healthcare professionals, especially
in aged care, to promptly identify and respond to deteriorating patients. When using this
tool, the following key factors must be considered:

e Thetool’s purpose is to have a structured approach emphasising early
identification and intervention to keep elderly people safe.

e Stop: This highlights the importance of stopping and noticing changes in the
person’s condition.

o Watch: Observe closely any signs of deterioration or deviation from the
persons normal.

e Act: The proactive nature of this tool encourages immediate action when concerning
signs are identified.

e Early Warning Signs: Both physical and behavioural cues. Respiratory distress,
complexion-colour, perspiration, feeling dizzy or faint, pain, nausea, vomiting,
diarrhoea, thirst, changes in vital signs, altered mental status, and/or
increased confusion.

e Documentation and Communication: Concise, factual, and timely documentation is
the role of all healthcare professionals. Ensuring the communication strategies are
relevant and effective.

e Interdisciplinary Collaboration: Communicating concerns and escalating promptly to
the aged care team members is an important responsibility of the aged care nurse.

e Role of Education and Training: The Stop and Watch framework must be familiar to
all care and clinical staff and seamlessly implemented within the team. This tool allows
PCAs to promptly alert nurses to their concerns, making it pivotal for the nurse to
respond appropriately. A culture of recognising the signs and responding timely will
keep older people safe inour care.

W 'UND EDUCATI 'N
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CLINICAL TRAINING MADE EASY®

Notes

DETERIORATING RESIDENT

MODULE 2 OVERVIEW

Knowledge & Performance Goals
Stop & Watch

Qbservatons

Action & Escalation

Reporting, Documentation and Clinical Photegraphy

[ i T

W UMD EDUCATI N CLIMICAL TRANING MADE EASY-KGED CARE

KNOWLEDGE PERFORMANCE
b e m settingsfor g et |

of resident deterioration, P e FErAEmSEAnS.
2. Respond appropriately when a resident shows signs of L he nurse

distress, discomfart, or unusual behaviour, { cider

their medical records.
i roles in 3. Based on the f th persons, the nurse.
residents are clearly identified. ill i * b
40 4. The thy ion ool
Lo it Facil protess for patients in an

to other healthcare professionals invobeed in patient care. peTcans satting.
5 aEng 5
hrical m Develop far nAges.

CLINCAL TRASANG MADE EAS'Y-AAED CARE

ASSESSMENT & COMMUNICATION TOOLS

CLINCAL TRASANG MADE EAS'Y-AAED CARE

W 'UND EDUCATI 'N
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STOP AND WATCH TOOL

+ Early Warning Tool

+ Consistent Communication

* Minimise the risk of health deterioration or hospitaisation
= Improves resident safety

= Complete at any sigridue ical change

R

W UMD EDUCATI N CLINCAL TRASANG MADE EAS'Y-AAED CARE

“NOT THEIR USUAL SELF ..."

COMPLETING THE TOOL

* Mary did not attend the scheduled exercse dass as planned

il g Mary regy shewas
feeling tired

+ Complained of a headache
* Did not eat breakfast

W UMD EDUCATI N CLINCAL TRASANG MADE EAS'Y-AAED CARE

OBSERVATIONS & ESCALATION

* The PCA reported the concerns about Mary to the RN, although
the Stop and Watch form was not completed.

. y in bed and drink, ar mave
for the remainder of the day.

The shift PCA nated the chang M ‘skin colour

and condition on her left fool.

=+ Anew S1op & Watch form was completed by the afternacn shift
PCA, adding the foot skin changes, signed, dated, and incuding
time reported to the AN for acticn,

UND EDUCATI ‘N
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QUESTION

The PCA was concerned about Mary's headache and
increasing pain. The PCA decided to help by checking with
her doctor if Mary could have Panadol, knowing sha had
bean offered it before. Do you believe the PCA"s actions
were appropriate since you are the nurse on duty?

A s a5 | never have enough time
B. Mo because Many's headache is severe and a stronger medication s wasranted.
€. Yes as the PCA knows Mary well and you ane & new emplayee

D Mo this is outside the traning, skill and scope of care for 3 PCA D

w

QUESTION

Mary's family notified the clinical

of

ges and

requested delivery to the facility from the local pharmacy. Should the family

be responsible for communicating their mother's medication changes?

A Yes, The farmidy want 10 acoelerate Mary's recovery

B. M. The pharmacist must recelve a preseription written by a medical officer o rurse practitioner befare a medication can be dispensed.

€. Yes, Mary has requested that her family remain irvalved in her treatment.

D. No. The fai

wyed, which may vs candition even further.

DOCUMENTATION

by the Nurse?

= Mary complained of a frontal headache and faeling tired. She did not want to eat or drink at breakfast. Remained in bed for the past &
oars. Shit has a reddened left hael, which did not blanch wath gentle pressure.

* Heal pressure was rebeved with twa heel lifts, which elevated the heets off the bed. Repasitioned in bed every 3 hours,
* Stop & Watch completed and reponediescalated 1o AN 21 2 prm.
. Tnmqgnm: u.e smrune llegsmed and monitored her vital Signs, urine outpu
ourly. The RN slso requested the PCA to encourage Mary to dririk more fluids and reposition her % hourly.
gven a (all belland m:mctea to contact the RN immedsately if she experienced increased pain of any ather signs of fy piy
+ TheRN dition and a  the LMD, who was updated on Mary's suddefliness.
+ The doctor i ime he would be at the faciity to review Mary V4
+ AL4.30 pm, the docior anwed and assessed Mary's conditian.
- Marys hanged to reduce her and the vital signs Mr‘a ot 48 hours

. war erder, concise, accurate and imely. I

w

KEEPING RESIDENT’S SAFE

® Vv

The RH promicy asiessed

ogulpment was put in place Iundwmllm 6 e machcal afhoer, As the resicent and prescribed
for M) WS appropriate medication for
reposneg Trom the Stop and Wit Merkaring -:;';:’N P and further
ot vestgations
oot Secumented trdings were

discussed with her LMO

UND EDUCATI ‘N
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QUESTION

UNUSUAL RESIDENT CONFUSION AND CONSTIPATION SHOULD BE ESCALATED TO THE NURSE
USING THE STOP-AND-WATCH TOOL

- TRUE

TRUE

W UMD EDUCATI N CLINCAL TRASANG MADE EAS'Y-AAED CARE

CLINICAL IMAGE PURPOSE & BENEFIT

-+ Diagrosisvaidaton .
« Wound healing progress

+ Tebeheaith support “ Wound photogrophs provide o

: ity v visual reference not matched by

+ Evidence of care - Incdent reporting memory or the written word,

+ EducatiorvReseareh/Product Evaluaton o -
’
/
1
RULES & POLICY RECOMMENDATIONS
=« Purpese of image explained
+ Publicationfeducation consent L
= Third-party consent
= Organisational policy differences
* Privacy, data protection, storage
 Legal & Insurance
\L TS
I A}
\ 1
o
W UND EDUCATI N CLINCAL TRABNG MADE EASY - A0ED CAREY

ONE:

TIMING

= O adrnissian

* On initial ciscovery - escalation
* Falow-up - monitaring weekly
= Discharge image or on transfer

W 'UND EDUCATI 'N
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TWO:

SECURITY

+ Residert identification e MRN
* How o labed images

* Upload to medical record

+ Safe photo ransfer

W UMD EDUCATI N

THREE:

LIGHTING

W UMD EDUCATI N CLINICAL TRANG MADE EASY - AGED CARE®

FOUR:

DEVICE

+ Organizatian device

+ Contractors device
+ Tablet/Sman Phone or Camera
* No editing of the image

* Factory settings
* Flash er no fash?

W UMD EDUCATI N

QUESTION:

EXPLAIN WHY THE NURSE SHOULD NOT USE A PERSONAL
PHONE TO TAKE IMAGES OF A RESIDENT'S WOUND.

I
* Security Breach
* Privacy I
+ Consent \

+ Organisational Policy

W 'UND EDUCATI 'N WOUND CARE AGED CARE SERIES | 18




FIVE:

CONSISTENCYIPOSITIONING

» Same posilion every time

* Do not diston the body part
+ 1% Entire body or limb

+ 4 closeup

SIX:

IMAGE DISTRACTION

+ Consider the background
= Clean the wound of debris
+ Obscure the foce

= Cower genitals for dignity

SEVEN:

MEASUREMENT

= Consistent measirement device with 2 rulers
* Length - head 1o toe

* Width - side to side

= Depth with a saft g probe in position

+ Same placement each time

EIGHT:

ASSESSMENT FINDINGS

« Wourd characieristics can abso be captured
= Exudate colour and amount on a dressing
« Blanching for pressure injury

= Capilary refill and temperature

W 'UND EDUCATI 'N
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QUESTION:

WHAT IS WRONG WITH THIS IMAGE?

= Wound product advertisement
= Cowering some of the wound with the paper tape
= Measurement should be at the bottom of the wound

= Thewound's anatomical position on the body is unclear.

W UMD EDUCATI N

CUNCAL THARSNG MADE EASY

NINE:

PRE-POST

* Debridement
+ Unstageable pressure injuries
= Treatment monitoring

TEN:

PRINTING IMAGES

+ Communicating with healih care team
- Displayirg progress to the patient and farrily
+ On transfer to another faciity

* Minirnise dressing disturbances ie NPWT

+ File in hard copy medical record

QUESTION:

WHERE IS THIS WOUND LOCATED?

WOUND CARE AGED CARE SERIES | 20



KEY POINTS \

N
* The nurse must act on observations made by the PCA, wha report abnormal ~ P
behavicur, distress or changes in an older persor's health.

= The nurse interpreds these reports, uses the Stop & Watch tool 1o addness.
CONERMS, and candudts timely Jsessments.

- Policies must be follwed for ebtairing and storing images.

W UMD EDUCATI N CLINCAL TRASANG MADE EASY-AED CARE

W UND EDUCATI N

CLINICAL TRAINING MADE EASY-AGED CARE®
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Skin Anatomy, Wound
Healing Physiology and
Skin Frailty

This module has been carefully developed to provide you, a dedicated aged care
nurse, with the knowledge and skills necessary to offer optimal care for the
aging population. As a nurse for the elderly, your role goes beyond routine tasks
and requires an intuitive understanding of the unique challenges presented

by aging skin. This workbook explores the complexities and functions of skin
anatomy, delving into risk management and harm prevention in a population
with challenging skin issues.

Wound healing physiology is a critical aspect of your expertise, and this module
takes you on ajourney through the physiological processes that govern the
body’s remarkable ability to repair and regenerate. With a focus on the aging
population, we unravel the intricacies of wound healing in older individuals,
considering the factors that may influence this process.

Navigating the terrain of skin frailty in the older person requires a practical
understanding of the unique challenges presented by aging skin. We explore
the factors contributing to skin frailty, from intrinsic aging processes to external
influences, offering insights and strategies to enhance the overall skin health of
older individuals under your care.

This workbook features practical knowledge, fostering a deeper connection
between theory and hands-on application. Through engaging exercises, case
studies, and interactive content, you can apply your newfound knowledge

in real-world scenarios, solidifying your understanding and enhancing your
competence as a caregiver in aged care.

W 'UND EDUCATI 'N
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CLINICAL TRAINING MADE EASY®

W UMD EDUCATI N

ANATOMY, PHYSIOLOGY and SKIN FRAILTY

MODULE 3 OVERVIEW

1. Knowledge & Performance Goals
2. Skin Anatormy & Aging Skin Charges
3. Wound Healing Physiology

4 Skin Erailty

CLMACAL THANSI MASE EATFAGED CAXE SERES &

PERFORMANGE
ety o =i
assacisted with aging listing the impact of aging on the (= SemaynE e
‘epidermis, dermis, and subftaneous e, SO,
Exphin o o 2 related to sk edery,
the elderly papulation and ta fFect inchuding y and informed
wound healing in this group.
i aging and skin fraityand 3 IMegFate evel q
their fife.

w

THE SKIN

= Laegest Organ
= Protective Covering
+ After 40 years < 10% new cells
« Weak top layer (epidermis) Hai folficle
 Dryskin
= Skin barrier less effective
= Shallow “ancharing area” (epidenmal jundtion)

—
ST

UND EDUCATI ‘N

Notes
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THE AGING SKIN CHANGES

= Protection

= Temperature contral
* Sensation

* Metaboksm

« Eimination

» Cosmesis

W UMD EDUCATI N

THE AGING SKIN CHANGES

Gt sy
frasaiiey

W UMD EDUCATI N

SKIN OUTER LAYER

EPIDERMIS-STRATUM

SKIN ANATOMY

W UMD EDUCATI N

CLMCAL THASIE MASE EATTASED CAXE SERES &

NATURAL MOISTURISING FACTOR

+ Barrier Mechanism
* Inside the cell
+ Sodium PCA
+ Amino Acid
* Lactate 1

W 'UND EDUCATI 'N
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“BRICKS & MORTAR" A
LAMELLAR LAYER

= nteacelhular Lipids [mortar)
* Ceramides
« Free fatry acids
« Cholesters!

SEBUM

* Produced by the sebacecus glands
+ Squalene
* Trighyeerides
* Wax esters

+ Fine film on skin surface

* Natural lubricant

+ Skin smoothness

W UMD EDUCATI N

DEMONSTRATION VIDEOS - SKIN

Hewer hi mouse owir the inage, then press play

W UND EDUCATI N

DEMONSTRATION VIDEOS - DAMAGED SKIN

Hewer hi mouse owir the inage, then press play

W UND EDUCATI N
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ACID MANTLE

+ Protectha film cver the skin- sebum

+ Aming ackd from sweat
* pH 5.5 antibacterial

W UMD EDUCATI N

\
QUESTION

AS A PERSON AGES, THEIR SKIN CAN ... 5

A, Brutse easily

8. Become drier

€. Thir & werinkly

0. Al of the above D

W UMD EDUCATI N

%
WOUND HEALING MODES \

* Primary Intention
* Delayed Primary intention
* Secondary Intention

- Superficial

* Partial Thicknass

= Full Thickness

W UMD EDUCATI N

W UND EDUCATI N
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BLEEDING

W UND EDUCATI N CLBSCAL TRASYS MASE S, ABES Cant e 8

INFLAMMATION

https:, utu.be/IbvMvSdQTRU

Control + Click on the links to watch  video

UND EDUCATI N

BUILD & REPAIR i

W UND EDUCATI N

EPITHELIALISATION

W UND EDUCATI N
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DEMONSTRATION VIDEOS - tissue

Hover the mowuse ever the image, thon prass play

epithelialisation granulation non-viable slough

W UND EDUCATI N

SCAR FORMATION

W UND EDUCATI N CLNacaL THAmYS MADE EASY. A cant e 8

QUESTION:

Can You Summarise Wound Healing Physiology?

injury ~ coagulation/plateets flbrin/f Ay

plasma proteins mast cells

Proliferation - fibrobilast, fibronectin

Remodelling = collagen cross Nnking. capdllary reabsorption,
collagen ysis

Control + Click on the knks to watch o video

h b watch v=MsOQVEM7bHaQ

hitps:fivouty beNDmnOZSvhe

W UND EDUCATI N

WOUND HEALING TIMELINE
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ACUTE WOUND FLUID \

Inflammatery cells and Cytokines -~
Proteases and Inhibitors (MMP & TIMP) balance
Matrix Metolloprofeinases

Matrix re-building. Growth factors PDGF, FGF VEGF
Matrix adhesion proteins. Fibronectin & Vitronectin

Fibroblasts & Keratinocytes

N

DELAYED WOUND HEALING FLUID \

Proinflammatory in cytokines increased -~
Increased proteases MMP, reduced inhibitors

Tissue Inhibitor MMP (TIMPs)

Reduced growth factor proteins

Degradation cellular matrix

Senescent fibroblast & Mitogenic activity

N

QUESTION:

There are differences in the composition of wound fluld botween wounds that hoal quickly and those that
True

False

W UND EDUCATI N CLacaL THAmYS MADE EASY. A cant e 8

FACTORS AFFECTING HEALING

* Intrinsic

*  General Health
* Extrinsic

*  Environment
* latrogenic

*  Wound Practice

EDUCATI N

W 'UND EDUCATI 'N
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INTRINSIC

O

+ Underlying Dissase =
+ Wascularity
+ Obesity
+ Moty
+ Sensation

* Psychological

W UND EDUCATI N

EXTRINSIC

« Radiation
* Drugs - Prescribed! lick
« Stress

* Nutriion

« Hygiene

W UND EDUCATI N UMM TRAMS MALE EASY.ABES CARE SeRES 8

IATROGENIC

* Local Wound Factors
= Local lschermia

* Wound Trauma

* Wound Duration

+ Standards of Care

W UND EDUCATI N

PRINCIPLES OF WOUND MANAGEMENT

*+ ldentify the cause & duration of the wound

+ Holistic health assessrent. Co-maorbidities.

. Wound 8 wound bed
* Adjust the care regime a5 the wound responds
+ Treatment goal. Short term - Lang Term.

- Healable or Paliative

UND EDUCATI ‘N
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CAUSE OF WOUNDING

* Pathclogic aetiology
« What is the undarlying factor for wounding

+ Documentation and coding
+ Legal dagnosis: elder abuse etc.
+ Contributing factors

w wi-END EDUCATI N

HOLISTIC HEALTH ASSESSMENT \
\
~
Medium -~
» Histary gathering e -
« Disease management
* Health care team involved. Standard of care (SoC) I
* Comp: d risks Low High

w wi-GND EDUCATI N

SKIN FRAILTY

* Oider Aduls.

= Mability issues

=+ ChildrenvNeonates

« Spina Bifida, Cerebral Palsy
+ Bariatric
+ Oneslogy

+ Chronic liiness.

W UMD EDUCATI N

SKIN FRAILTY

VULNERABILITY RISKS

Hutrition

Wl oo Sun Damage
— Skin Conditions
sbility

o i Pressure
Medicad Sidn Irritanits.

cation

Genetics

Incortinence
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AGED CARE QUALITY INDICATORS (Ql)

+ Unplanned weight loss \
+ Prysical restraint & ’
+ Pressure Injury -
/ + Haspitalization
* Incontinence cane [ "
O | - Comsumes experiance
+ Actiity dally Iving (ADL) \ /
+ Quality of life
+ Medication
* Workforee
. Falis 4 o .

W UMD EDUCATI N

SKIN FRAILTY SCENARIO

Shis . :
I an aged care faciity for respite care.

She s experiencing uring incontinende, has a poor appetite, her
chathas are Ioose, she requires a frame to walk, and she has lost
Ingerest in taking walks in the garden.

During the siin inspection, it was observed that the patient had a
rash in hor grain area, red patches on her bustacks, and dry, scaly,
and thin skin with 5igns of bruising on har legs,

SKIN INSPECTION

~
Shirley's Skin —
= Head-to-toe visual inspection i —
. + Bruised & dry skin
= Feel th skin cverhying bany areas -
* Falls risk

hips. in skin foicts, and argundiundar

medical devces
+ Blanchable/Non-blanchable

* Colour, warmith, pain, dryress
sweling, breaks, moisture.

+ Aging skin conditions risk
« Pressure injury
= Skin tear
* Wet skin condition, 1AD

DOCUMENTATION

Example

When the resident was first sassessed upon admission, red areas. = Monioring the care plan effect

were naticed on their buttacks. Even after the - Changesi Jon o plse

red aress presens. 1 - Escal o, when & why

of the situation, and an * The action following the escalation

Shirley to relieve pressure while seated = Information for the next shift. -

W UMD EDUCATI N
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CARE PLANNING WITH SHIRLEY

* Nutriticn and hydration monioring

+ Incontinence care

+ Personal hygiene supervision

+ skin care and dally inspection

* Mobiity supervision and group exercises

+ Checkein on quality of Ife

W UMD EDUCATI N CLMCAL THASIE MASE EATTACED CAXE SERES &

REPORTING FINDINGS
ESCALATION

« The PCA alerts the nurse to Shirkey's skin inspection findings.
The PCA 3t g statf of Shirly's
Bkesidislikes to improve Shirley's nutrition insake,

+ The physio sd places protective padding over the walkes's sharp
wdge, Shirkey s encouraged 1o in the exercises of the
marning. Shirley 515 an the afficading cushion

+ The nurse explains LA why
daily is Important and encourages rydraticn with water,

= Abarsier cream i used daily in her groin aies o prevent
excoriaon.

SHIRLEY’S PROGRESS

= After & weeks Shirley Improves,

= Appetite has retumed

* Mo red areas of rash

* Skin is maoisturised with no breaks
* Mobiliy & balance has increased

+ Shirkey described herself as happy & heatthy

w

QUESTION

SKIN FRAILTY INCLUDES THE FOLLOWING ISSUES:

A Pressure ingury, skin tear, wound infectian ,
B. Pressure injury, skin tears, IAD, !
€. Pressure irgury, skin tears, skin cancer

. Ko of the above I

B

UND EDUCATI ‘N
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KEY POINTS

L pair process follows an iy Seus

+ e = e« 0% - g

* Ahalistic assessment can help predict the potential to heal

= Ary factor affecting food, water and axygen reaching th RAThE impac

« Health and Wellbeing, D d wound b dered
together rather than dressing selection in solation.

+ The epidermis or auter skin Ly by e Jlst the

D'n!:;w!wrler. -~ =
= Asaperson ages, the ability to maintain siin moisture reduces. s
loss of the pr barrier, g ki /
risk of skin trauma for alder peogle. [
* Best care for the older frailvy and y risks.

W UND EDUCATI N

CLINICAL TRAINING MADE EASY - AGED CARE SERIES®
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Wound Assessment and
Product Selection

Welcome to Module 4 of Clinical Training Made Easy - Aged Care Series, “Wound
Assessment and Product Selection”. This workbook is designed specifically for dedicated
aged care nurses like you. As professionals committed to the well-being of our older
adult population, your role in wound management is pivotal to ensuring the highest
quality of care.

The comprehensive module has been constructed to provide you with the essential
knowledge and practical skills needed to navigate the intricate landscape of wound
assessment and product selection within the aged care context. Wound care is a critical
aspect of nursing, and your proficiency in this area directly contributes to the comfort,
health, and overall quality of life of those under your care.

Our training focuses on the TIMERS framework - a systematic approach to wound
assessment that considers Tissue, Inflammation and infection, Moisture, Edge,
Regeneration, and Social factors. This holistic approach thoroughly evaluates the wound
and its impact on the patient’s overall well-being.

Engage in interactive exercises that simulate real-world scenarios commonly
encountered in aged care settings. These exercises are crafted to enhance your decision-
making skills and critical thinking abilities.

As you progress through this workbook, envision it as a roadmap guiding you toward
mastery in wound assessment and product selection. Whether you are a seasoned
nurse or just beginning your career, this resource is designed to empower you with the
knowledge and skills needed to elevate your practice.

Relate to practical case studies drawn from actual aged care experiences. These case
studies provide valuable insights into the complexities of wound care in a context familiar
to you, allowing for a more relevant and enriching learning experience.

Beyond theory, we emphasize practical application. The module has been constructed
to bridge the gap between knowledge and hands-on skills, ensuring you can confidently
apply what you learn in real-world scenarios.

Thank you for your dedication to providing exceptional care to our elderly population.
Your commitment to continuous learning is a testament to your passion for excellence
in nursing. We wish you success as you embark on this educational journey positively,

striving for excellence in wound care and the well-being of our elderly patients.

W 'UND EDUCATI 'N

WOUND CARE AGED CARE SERIES | 35




W UND EDUCATI N

CLINICAL TRAINING MADE EASY®

ASSESSMENT and PRODUCT SELECTION

MODULE 4 OVERVIEW

Knowledge & Performance Goals
Introducing The Wound Management Process
Wound Assessmant - TIMERS

Wiourd Cleansing

L T

Wiound Product Selection

W UMD EDUCATI N

GOALS

KNOWLEDGE PERFORMANCE

1 petsciples otwoind ik

2. Gain skills in prompe detection of risk factors and

2. Determing the most appropriate wound product according to
complications delaying wound healing

the wound assessment and goal of treatment.

2 3
according to the specific needs of clder aduls. Interdisciplinary team member/s.

W UMD EDUCATI N

w

UND EDUCATI ‘N

Notes
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» T(Tissue) 1 {Infecti i M i E (Edge] '
= Wound Size - Wound P iph - Wound Doc i \

* Wound Bed Preparation/ Manage Moisture; Hydrate or Absorb/Reduce Pain/Palkiate
* Inc IF Reduce Bacteria/Control O Ti Skin Integrity

~ :

E P T e TR e T e Py
= Realign Tissue/SkinCare - hygiene & moisturise ]

» Understand the action of the wound product and how it can help achieve the goal

« Monitor the ing progress, photograp . Assess if goal is being achieved
* Reassess the wound. Revise the care plan.

» Consider scope of practice of the clinician. Refer to the relevant healthcare professional.

WOUND PLANNING PROCESS - GOAL SE?TM,{?

< T(Tissue) | {infecti ) M [Moi £ (Edge)
= Wound Size - Wound Photograph - Wound Documentation \

= Wound Bed Preparation/ Manage Moisture; Hydrate or Absorb/Reduce Pain/Palliate e
= Increase trol naf Tisswe/Protect Skin Integrity

« Autolytic " . . e TProtect
= Realign Tissue/Skin Care - hygiene & moisturise

» Understand the action of the wound product and how it can help achieve the goal

* Monitor the wound healing progress, photography and measurement. Assess if goal is being achieved.
= Reassess the wound, Revise the care plan,

= Consider scope of practice of the cliniclan. Refer to the relevant healthcare professional.

E€E€CCCK

W UMD EDUEATI N CLINCAL TRAIING MADE EASY Aged Cars Sarss®

GOAL SETTING - WILL IT HEAL?

Goal senting

W UMD EDUCATI N CLINCAL TRAIING MADE EASY Aged Cars Saras®

GOAL SETTING - PATIENT-CENTERED

= Healing or Paliistive

+ Shom & Long term

* Local wound enviranment

= Patent centered

= Active engagesnerit

= Empowering

W 'UND EDUCATI WOUND CARE AGED CARE SERIES | 37




WOUND PLANNING PROCESS - ACTION ," h

M-Trr.am] 1 {Infecti ) [ E (Edge) ot 1
1" ‘Wound Size - Wound Photograph - Wound Documentation
= Wound Bed Preparation/ Manage Moisture; Hydrate or Absorb/Reduce Pain/Palliate
= Increase /Reduce B fa/Control na/ Tisswe/Protect Skin Integrity

« Autolytic " . . e o
= Realign Tissue/Skin Care - hygiene & moisturise

w » Understand the action of the wound product and how it can help achieve the goal

* Monitor the wound healing progress, photography and measurement. Assess if goal is being achieved.
= Reassess the wound, Revise the care plan,

= Consider scope of practice of the cliniclan. Refer to the relevant healthcare professional.

W UMD EDUEATI N CLINCAL TRAIING MADE EASY Aged Cars Sarss®

GOAL & ACTION

Wound Bed Prep

* Remove loose slough
+ Soft debride twice a week

Re-hydrate wound be:

* Clean & refashion the "crusty” wound edge
+ Apply a moisture dressing to the wound bed.

CHECK-IN

02 05

Short-term goals Engaging patients
will change as the [ J i and families in the
wound changes i

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Sarias®

|
\

\
The wound management process is a systematic apprthh to
planning wound treatment. This process includes: ~

QUESTION:

Wound Assessment & Product Selection
‘Waund Assessmant, Goals, Action, Product Selection, Manitoring and Escalation
Wound Assessment, Goals. Adtion and Product Selection

Watnd Produsct Seis d referral

asEw

W UMD EDUCATI N CLINCAL TRAIING MADE EASY Aged Cars Sarias®

w
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ACUTE WOUND

Mode of healing
Wound cleansing
Exudate management

Reassessment - monitoring

WOUND HEALING DELAY

w

CHRONIC WOUND DELAYED HEALING
SIGNS & SYMPTOMS

= Hypergranulation/inflamenasion
+ Dressing trauma - adherence

* Moisture Balance ’
« Bleeding
- Fan 1
= Infection
+ Malodour 1
* Surrounding tissue \
= Scarring/itch
\

UND EDUCATI ‘N
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|
\

Select the incorrect answer. \

Delays in wound healing can happen due to various reasomé __|
such as:

‘Wound infection
Dehydration and low biood pressure

Uncontrolied oedema
Maotst Wound Healng

QUESTION:

oenres

W UMD EDUCATI N

T..M.E.R.S.
Hard-to-Heal Wounds

'
2
a
a
!
[

TISSUE
Granulation Non-Viable

INFECTION/INFLAMMATION

WOUND INFECTION IN
CLINICAL PRACTICE

W 'UND EDUCATI 'N WOUND CARE AGED CARE SERIES | 40




WOUND INFECTION CONTINUUM !
2022

International Waund Infection Institute (IWIl) Wound Infection in Clinical Practice. Wounds Infernational. 2022

W UMD EDUCATI N

WOUND INFECTION CONTINUUM 2016/2022 \

Figees 1| W1l wound infection continuum™ = -~

International Wound Infection Institute (IWII) Wound infection ir clinical practice, Wounds International 2016
International Waund Infection Institute [IWI1) Wound Infection in Clinical Practice. Wounds International. 2022

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Saras®

LOCAL INFECTION

Spreading Infection Systemic Infection

Hypergranulation

MOISTURE

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Saras®
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EXUDATE CHARACTERISTIC \

. Healing V's Non-healing exudate ~ad

+ > Pro-inflammatory cytokines

+ > Matrix Metalloproteases
» < Growth Factors
+ < Mitogenic activity

RECORDING EXUDATE

EXUDATE MANAGEMENT- ODOUR
-

EXUDATE AMOUNT

WET DRY

W 'UND EDUCATI 'N WOUND CARE AGED CARE SERIES | 42




EXUDATE CONSISTENCY .

FINDING BALANCE: Goldilocks....

Not too Wet

Not too Dry

Just MOIST,.,

W UMD EDUCATI N

WOUND EDGE !

ADVANCES IN

WOUND CARE: THE

TRIANGLE OF WOUND
ASSESSMENT

WOUND EDGE
Thick & Rolled Sloping Thinning Epithialising

W 'UND EDUCATI 'N
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WOUND DEBRIS

WOUND CLOSURE & SCAR FORMATION

CAVITY Wound Measurement

DEMONSTRATION VIDEO: “Genty Fill the Cavity”

W 'UND EDUCATI 'N
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HOW TO MEASURE

« Linear: greatest length x greatest width
+ Head ToFoot
« Left 1o Right
= Total Surface Area
- Oiclock method
= Wound tracing
Tunneling
* Undermining
+ Deptn
* Image softaare
= Laser technaloges

QUESTION:

Describe how to measure an undermined wound? ~

Use a soft tip probe and gently palpate under the undermined area.

Wish a waterproal marker, track the outline of the wound edges

The weane should be measired from the undermined wound edge,
Greatest width and lengeh. The wound opening sheuld be measured,
Greatest width and length.

W UMD EDUCATI N CLINCAL TRAIING MADE EASY Aged Cars Sarias®

MEASUREMENT CONSIDERATIONS

+ Accuracy
+ Reliabiity

Cansistently

+ Heabng rae prediciion

« Frequency of measurement
* Oiclock & feet

= Wihen not to measure?

REASSESSMENT

* Healing

* Duterioration

= Static

= SyMpLom management
+ Pain, cdour, exudate

+ Escalation

» Wound wellbeing
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DEMONSTRATION VIDEO: Wound Measurement

CLINMCAL TRAIING MADE EASY Aged Cars Sarias®

WOUND HEALING PREDICTION

A0% reduction in wound total surface area [TSA) over 6 weeks ’
Haw ta determine th in wound TSA
1, Cakulate the wound surface area in om?, Length x Width

2. Following 4 wueks of treatment repeat the TSA measurement
3. Current TSA (10) + Previcus TSA (15.5] % 100 = 64.51% Sm 30m
4. Deduct the % figure (64.51) from 100 (100 - 6451 = 35.6%)

5 The wound 754 hos reduced in sice by 35.49% over 4 week period.

!

W UMD EDUEATI N CLINCAL TRAIING MADE EASY Aged Cars Sarss®

CHECK-IN

* Accurate wound assessment ks protal

* TIME the nd

= W infection should be classified as local, spreading or systemic

* Wound-related pain s an kmportant component of the wound assessment.

. rellability, which completed

+ Repeated pasitioning of the patient ta gai

+ Healing cwer time can predict the rate of progress .
+ Mot all wounds should be measured

W UMD EDUCATI N

WOUND CLEANSING

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Saras®
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CHECK-IN

weonnds todiy.
* Saling i not ar effectivr cleansing sclution for chronic wounds.
for

mary prevest wound infection.

* Active wound deanaing bs an important procedere 62 reduce
Infection ritks.

QUESTION: Match image and wound description

Az B3 Ca

I. \|
1. NECROSIS 2. OVERT  3.FRIABLE
INFECTION GRANULATION

W 'UND EDUCATI
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QUESTION: select the correct answer

All wounds should be cleaned with warm normal saline?

= True
* Fake

False

“Clean it like you mean it” assists in biofilm detachment

* True True
* False

On the wound dressing day lower limb ulcerations should have compression left in
place and a clean bag secured over the leg before showering

* True
= Fakse False

W UMD EDUCATI N

o[ e ~
“"7ld A
eal

m‘ Dressing ' on

W UMD EDUCATI N

DRESSING SELECTION CONSIDERATION
i&i Persan s
A
@ o
]
7’
g Organisation /
!

W UMD EDUCATI N

.

*E4]..or Wound Care Confusion! ., .5 =
=8

Bl
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WOUND PRODUCT SELECTION

W UMD EDUCATI N

DRY - HYDROCOLLOID

DRY - HYDROGEL

H"E:l
21

W UMD EDUCATI N

DRY - FILM
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MOIST - COATED MESH

W UMD EDUCATI N

MOIST - LOW ADHERENT

W UMD EDUCATI N

MOIST - FOAM

W UMD EDUCATI N

WET - GELLING FIBRE
-

(==

Ll L) ;:_
T
P
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WOUND CARE AGED CARE SERIES | 50




WET -ABSORBENT PADS

WET - SUPER ABSORBENT PADS

W UMD EDUCATI N

DEMONSTRATION VIDEQ: Testing Absorbency

W UMD EDUCATI N

WHAT DOES STEPPING UP LOOK LIKE?

A P |

A — | Reusable
. : I dNPWT [ NPWT
I Super |

Absorbent

A
AdF
Absorbent § h
Dressings
I Foam Dressings

A
IJ .Gauze B
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W UMD EDUCATI N

DEBRIDEMENT

W UMD EDUCATI N

DEBRIDEMENT

W UND EDUCATI CLINICAL TRAINING MADE EASY®

ANTISEPTICS

W 'UND EDUCATI 'N
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ANTIMICROBIAL

W UMD EDUCATI N

SPECIFIC APPLICATION

- Pain ,
+ Gdour s
* Scar ’
+ Dressing remover
= Surrcunding ttssue

= Zinc paste bandages

= Cyanaacrylave-based

W UMD EDUCATI N

ADVANCED ADJUNCT THERAPIES

\.u
-

SENADYNE U,

OUTCOME MEASURES

= Hasling ovar thna i T TSA over Time

+ Sl rface reduction

* Wound infection

* Amgutation reductions

+ Pain resuction 2
* Likcer froe days

+ Hongital woldance

WOUND CARE AGED CARE SERIES | 53
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QUESTION: Match the wound to the wound product

4. Non adherent 2. Silicone foam & Soft

m CASE STUDY

QUESTION: Thick, Tenacious Slough and fibrotic oedematous lower
limb. What is the best practice treatment recommendation

Soften the limb, trapped oedema
Preumnatic pump fallowed by farrow wraps
Surfactant gel “well time*

Cureme wound bed twice 3 week
Asarbent dressing

e

5
| g warave praselation aaity
Grandnion Framone B, Aepar & Provect
Maitnare balance
[re—— Pristect B store bance. Cower B Proteey

W 'UND EDUCATI 'N
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Crty Wond | L | Gty 1 et e el
B rat crvar pach ety it guare
i o
a2 | | | | Microte bsag riton
Epariaining sdge Fratect Wirirmise sahavercs. impragnated gure

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Sarias®

KEY POINTS

" process bs.a [ ard
Improve patient cutcomss.

5 wound o

management success

irgindov o i e i delay heakng

CUtEOmes,
+ Wound ! andp . P d bedta

recee 3 wound pro<duct ane vital acticns before dressing selecion
+ Mo 1 dressing will manage all wounts -
+ Systematicaliy gatherieg the iformation and morltoriag the culomes meaures progress -~
. of care aiks to ach prompt escal hould 1 rs
+ Awound center with the capacity to impl advanced quired 7/

]

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Sarias®
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CLINICAL TRAINING MADE EASY®
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Skin Tear Management

Welcome to module 5, “Skin Tear Management”” As dedicated healthcare
professionals committed to the care and comfort of our elderly residents, your
role in preventing, assessing, and managing skin tears is crucial to promoting
the well-being of those under your care.

This module is a comprehensive guide tailored specifically for nurses working in
aged care settings, recognising the unique challenges and priorities associated
with our elderly population. Skin tears are common, and your expertise in
managing them is pivotal in minimising discomfort, promoting healing, and
enhancing our residents’ overall quality of life.

Practical tasks and simulated scenarios demonstrate critical steps in skin tear
treatment, allowing you to apply your knowledge in a controlled environment.

A multiple-choice assessment is included to evaluate your understanding of the
module’s concepts. Recommended readings and references are also provided to
deepen your learning. We encourage you to engage with the content, practice
the skills you acquire, and seek further information at your workplace
whenever needed.

Let’s begin this journey of mastering skin tear management by equipping
you with the knowledge and skills to make a positive difference in the lives of
the elderly residents under your care. This will enhance their well-being and
wound-healing potential.
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Notes

W UND EDUCATI N

CLINICAL TRAINING MADE EASY -AGED CARE SERIES®

SKIN TEAR MANAGEMENT

MODULE 5 OVERVIEW

1. Knowledge & Performance goals

2. Defining what is a “skin tear™

3. Risk factor reduction

4. Severity of skin tears

5. 1% ad goal & Implementation of best practice
6.

7

Skin tear management
. Skin tear prevertion

1. The nurse

Further g L
the prevention, assessment & 19 aid care of skin tears. steps in best practic 19 aid shin tear managoment.

" . 2 practice in th o and
2. Improve the quality of skin tear documentation oeinatation of & s laar:

3. Promote best practices in the care of older aduks with at-risk
skin inegricy.

SKIN TEARS

€6 s B ’ THE PREVENTION AND MANAGEMEN
i f OF SIIM TEARS IN AGED SN
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SKIN TEAR - THE FACTS

* Acute wound, which is caused by a mechanical force (shear, friction
andvor blunt] resulting in separated sion layers

Traumatic t heal within trajectory

= Neonates to elderty sustain this injury

Depth can be partial or full thickness

+ Commen on the extremities

SKIN TEAR PREVALENCE

+ 10- 5% across different countries
+ 2.23%.92% Long Term Facilities
+ 4.5%- 19.5% Communiy Care
+ 6.2%- 11.1% Acute Care
+ 3.3% - 14.3% Palliative Care
* Australian Data

+ B-11% pravalence acute care WA

SKIN TEAR DATA ISSUES

*  Undetected
+ Clssification complexity

= Misdiagnosis wound type
+ Decumentation standardisation

= 10D internaticnal coder data

QUESTION: Why is skin tear data collection important?

Answer

« Preventable wound

+ Adverse event

+ indicator of care

+ Consistent documentation leads 1o relisble data capture
« Data can infarm the exent of the issise

+ Best practice imervertion can be messured sccurately

W 'UND EDUCATI 'N
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BEST PRACTICE

RISK FACTOR REDUCTION

EXTREMES OF AGE - + Stratum Corneum matury
VERY YOUNG SKIN + Pash ticges

+ red, wrinkled, transparent, gelatincus fragile skin
+ Subcutaneaus fat layer

QUESTION: Extremes of age increase the risk of skin tears. Why?

” T~
ANSWER | A
+ 5kin is underdeveloped or deteriorating, ‘ lh "
= Less capacity to “anchod the
|

epidermis/dermis - reduced flaggrirs.

= Thin pretective layer increasing risk to
trauma.

i)sr  Skin Tear Classification

Type 1: No Skin Loss Type 2: Partial Flap Loss Type 3: Total Flap Loss

Linear or Flap® Tear whichcan  Partial Flap Loss which  Total Flap Loss exposing

be repositionedto cover the it bed
wound bed to cover the wound bed
Semenan ) v g . 35 e > e ST, Gt ey
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QUESTION: Using the ISTAP tool on the previous slide.
What classification is the skin tear in this image?

ANSWER: TYPE 1

ADRIN TEARUR A ...,

Uncomplicated Complicated

Slow to heal (> 4 weeks)
lower lims wound

Healing skin tear
< 4 weeks

GOAL:

STOP BLEEDING & CLEAN THE SITE

- Hinse the site with warm diean water or sterile saling

« Elevate the area above the heart
+ Reassess f bleeding has stopped

Nt g

TISSUE RE-ALIGMENT

===
Catton tp applcators N 2 I I
Fall flap back into place
Genithy realign the flap into posiion [
Use a skin prep fim to secure the flap into position. 1 =
Assess the amount of siin loss 1o dassify the tear e
Protect prep
Cowver with a silicons dressing and secune into positon W
Mark an arrow on the autside of the dressing
{waterproaf marker) §
9. Use remaover wipes if required -~

10 The BN should assess and determine the - - s
Improvementideterioration of the “fag take”

T R

W UND EDUC, ELINCAL TRASVING MASE EASY Aged Cara Serisa®

w
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CLEANSE THE WOUND

W UMD EDUCATI N

APPROXIMATE THE SKIN FLAP

DEMONSTRATION VIDEQ: sccuring the skin flap

DRESSING SELECTION

YES NO
* Atraumatic removal tadine
« Hon-adherent mesh Films
= Maisture Balance Hydrocolioid
= Conformable Skin Closure Strips
= Ease of application Dry gauze
. Wear time

+ Mark the dressing
* Adhesive removers
= Skin protoction fim
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DRESSING SELECTION

SPECIAL CARE: EXTREME AGE-SKIN INTEGRITY

* Previous skin tear

+ Fragile, thin skin

+ Dryskin

* Ecchymases-bruising
* impaired mobikty

- Dependency

= Nutrition - low weight

SPECIAL CARE: INFECTION

# systemic infection monitoring
@ Local infection sk
[ Cleansing

& Oressing frequency

B Topical antimicrobial

SPECIAL CARE: HEMATOMA

- Debridement

« Pain Management
« Infection prevertion
+ Immobiksation

* Light compression
+ Dressing selection

W 'UND EDUCATI
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DEMONSTRATION VIDEO: skin TEARS

INCIDENT INFORMATION

Hiw did the injury ocour
‘What was associated with the incident

Cansider factors: Skin, Mobility and General Health

Has the patient sutfered from skin tears proviously

Hiwar will care b charged to minimise risk

‘Wound description & image photo completed

Escalation Stop & Watch” relevant aged cane team membar
Dequmentation & Reparting

RTINS RV

SKIN TEAR DOCUMENTATION

Comaorbidities Movement equipment 1" aid care

Mobility Status Ughting TIME

Mutrition Clutter Skin Condition - ecchymosis
Dependency Manual handling equipment Skin Flap perfusion
Hygiena Fingernails ‘Wound Faln

Falls risk lewellery ‘Wound Infection

Vision deficit Pets Oedema
Medication/Polypharmacy Adhesive dressings/tapes
Previous skin tears Skin Protector

Mental capacity Reassessment

QUESTION: Mrs B sustained an injury to the skin around the wound on
her forearm as the nurse removed the adhered dressing. Should the injury
be reported as an incident?

Yes

Skin TFauMa ks 3 tenm commonily ised 1o descrite the resw of consequence of 3 specific
Situation or svent. The use of adheshe LApes Can Cause Skin bears, which should be reported to
enable learning from the incident and improve clinical practice to minimise injuries.
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QUESTION: Explain why skin tear injuries should be
reported as an incident.

Skin tears are wounds that can be preveried. If a siin tear occurs, & Is Important to

Investigate & chreumstances, This imvestigation can help ider

ways to avald
%5 in the futuse and identify areas for improve

ollecting dan
€an also inform us of the extent of the issue, trends, and opponunities for practice

Improvement.

SKIN TEAR DOCUMENTATION \

« Comprehensive & Accurate

= Intident report
- Assessments

+ Person

= Emironment

* Wound

W UMD EDUCATI N CLINMAL TRASVIMG MASE EASY Aged Cars Sarisa®

ENABLING SELF CARE

Table 4. Self care

st for patients

wvulnerable skin (adapted from Wounds UK, 2015)
1 Have | been given an individualised skin care plan?

Am | using an emallient every day?

Am | eatin

ng sensibly and drinking enough water?

A | keeping a3 active snd mobile as possible?

Have | thought about wearing clothing to protect my skin - e . long sleeves, shin guards or tubular
bandages?

Has my environment been made as safe as possible - e.g. adequate lighting, no obstacles and using
padding on furniture if required?

ortable shoes to avoid falls?

Arm | wearing sensible,t

SKIN TEAR
PATIENT 15T AID

W 'UND EDUCATI
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QUESTION: Patients should be instructed to always anchor the \

skin flap into position with skin closure strips.

False. ~—

Patients can be shown how to realign the skin flap into position. A dressing can keep the flap in position,
especially if the dressing is not disturbed for up to 5 days. Impartanitly the ressing should have arrows.
indicating the correat dinection to remove the dressing 5o a3 nat to disturb or (It the skin flap from the
wound bed

PREVENT RECURRENCE

* Skin maisturising
« Limb protection

= Adheshie FemMover wipes

= dwoid adhesive

- Daily skin inspection

* Apply protective padding to equipment
« Safe Safe manual handling - slide sheets
+ Carer - short nails & no jewelery

QUESTION \

CAN YOU IDENTIFY A RISK FACTOR/S IN THIS IMAGE

~
~
ANSWER =~ -
Jewallary
Dy S&in
_ -
-~

W UMD EDUCATI N

KEY POINTS

+ Bleeding must be stcpped before dressing the wound

+ Healigning the flap at the time of injury

- fed y the flap and the d

* Secure in pasition with a silicane dressing

* Date and arrow on the outside of the dressing

+ Escalate, document and report the injury

+ incident reparting skin tear injuries offers practice improvement
oppounites.

- Consistent allows rellable

and i

W UMD EDUCATI N CLINMCAL TRASWMG MASE EASY Aged Care Sarisa®
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Moisture Associated
Skin Damage

Welcome to Module Six: MASD. This module focuses on preventing,
recognizing, assessing, and treating common wet skin conditions that affect
older adults. As a nurse, it is crucial for you to have expertise and underpinning
knowledge in managing wet skin conditions to ensure the well-being and
comfort of the older people under your care.

In this module, you will learn about the most effective ways to prevent,
diagnose, assess, and treat common wet skin conditions in older adults.
Additionally, you will gain knowledge on how to evaluate skin conditions and
select suitable skincare products to protect fragile skin from damage. By the
end of this course, you will be able to differentiate between IAD and pressure
injury to ensure accurate diagnosis and provide optimal care management.

The module covers common wet skin conditions, including incontinence-
associated dermatitis, moisture-associated skin damage, peristomal damage,
tinea, and skin damage from wound exudate leakage. You will be able to
apply your knowledge and skills in a workplace activity and reinforce your
understanding with a multiple-choice assessment.

By completing this module, you will be able to prevent, assess, diagnose, and
treat wet skin conditions, which will positively impact the comfort and well-
being of the people you care for. We encourage you to engage with the content,
practice the skills you acquire, and seek clarification from the recommended
reading whenever needed.

Let’s start mastering wet skin conditions and equipping you with the knowledge
and skills to contribute to the health and quality of life of the elderly in your care!
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CLINICAL TRAINING MADE EASY®

Aged Care Seriea

WET SKIN CONDITIONS

MODULE 6 OVERVIEW

Knowedge & Performance Goals

. Incontinence Associated Dermatitis
Meisture Assoclated Skin Damage
Peristomal Damage

Tirea

[

W UMD EDUCATI N

GOALS
1. Nurses can improve skin health ] prevens, 1. of
Tecognize, assess, and treat 5 d and ta support healing.

W UMD EDUCATI N

w

SKIN BARRIER
FUNCTION COMPROMISE . -

= Lamellar Lipids [
= Natural Mealsturising Factor (NMF) R
+ Sebum B
* ph Acid Mantie
+ Contact with bodily fuids P— = e Y
+ Sweating
« Wound Exudate
+ Mechanical force, friction.

UND EDUCATI

Notes
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HOW DOES MOISTURE ASSOCIATED
SKIN DAMAGE (MASD) OCCUR?

« Contact with bediy Puids
- Sweating

* Wound Exudate

* Mechanical force, friction

”
u&l“*w“ﬁ

SWEAT

|

CORNEOCYTES

|

CORNEOCYTES

|

BURSTS

|

MACERATION

"
Ao Warg,

PERISTOMAL SKIN
BREAKDOWN

INCONTINENCE ASSOCIATED
DERMATITIES

CLINICAL PRACTICE IMPORTANCE

+ Duration of urine & faeces exposure
+ Incontinence devices remaining in contact with the skin

= Skin profectants can reduce dontinence products absonption

. gt i kit rishs of further
Corneacyte damage, Ipid reduced, dryness, & friction forces.

*  Abrasive clieaning technigues & products

= Use of occhusive products

* Malnutrition, Diabetes, Medcations, immaobility

UND EDUCATI ‘N

WOUND CARE AGED CARE SERIES | 69




IAD CATEGORISATION TOOL (GLOBIAD)

1AD Categorisation Tool *

Catogory Category Description

Category 1A | it e it g of i, & varety of crs

Category 18 | Prrstent pedoes WITH clscl s of infection S o

Category 2A TR ——

Category 28 ‘_“_"_"I‘""".""--!.'\-\_“-l-.l\vln-.-.. scalny shrvikn g may b i, sy woard wth o

[DLBSAL TRARSSVG MALSE EASY - AGED CARES

PREVENTION

kin be ¥ treatment early
If fancal incontinence is suspected a banrier film may be preferred
Frequent application of barrier )  frequent

liquid faeces occurs

BROKEN SKIN OR FAECAL INCONTINENCE

= Compatble 1o use on broken skin lf
= Permits incontinence pads 1o continue absorption

= Rerncves from the skin with minimal force

* Wisualsation of skin

PREDICT THE RISK & PREVENT APPROPRIATELY

MADE EASY - AGID CAREY
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IAD & PRESSURE INJURIES CO-EXIST! \

IAD Zinc Problems

Fungal Pressure Injury

DIFFICULT BARRIER REMOVAL

SILICONE DRESSINGS

SKIN PROTECTANTS
TARLEA|
Princpal skin [— Notes
et et imreent
e PO ool <

= May affect fhid uptabe of aborbent
incoatinence products
= Transparent when sopked thinky

Zinc cuide White powder mixed with a cartier | ® Can be diffcult and uncomiorable 1o
2 form an opague cream, cintment rermose (e g. 1 ons pastes)
or paste ™ Oipaque. needs to be removed for skin

inspection

o 5 T - . does ot affect
skane sbsorbency of incontinent products

when cad sparinghy
= Qpague or becames tramauanent alter
sepkeation

Aerylate terpalymer

MADE EASY - AGID CAREY
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QUESTION

CAN YOU IDENTIFY THE CAUSE OF THIS WOUND

COMBINATION

Stage 1 pressure injury & D

CLINICAL TRASOWG MALE EASY - AGED CARE

QUESTION

CAN YOU IDENTIFY THE CAUSE OF THIS WOUND

SCABIES

CLINICAL TRASOWG MALE EASY - AGED CARE

QUESTION

CAN YOU IDENTIFY THE CAUSE OF THIS WOUND

QUESTION

CAN YOU IDENTIFY THE CAUSE OF THIS WOUND

IAD

CLINICAL TRASOWG MALE EASY - AGED CARE
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QUESTION

CAN YOU IDENTIFY THE CAUSE OF THIS WOUND

COMBINATION

LD & Stage 1 pressure injury

INTERTRIGO SKIN FOLDS (RASH) i

= Inflammatory skin condition
* Oppasing skin surfaces

* Friction forces

- Husmidiy

* Lack of air circulation

INTERTRIGO (WET RASH) GROIN

INTERTRIGO BREASTS

W UMD EDUCATI N
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WOUND and PENDULOUS ABDOMEN

INTERTRIGO FEET

BETWEEN TOES

WOUND EXUDATE

TRARSH MADE EASY - AGID CAREY

EXUDATE
- SKIN

WOUND \)
DAMAGE
y

TRARSH MADE EASY - AGID CAREY
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POOR PRACTICE

KEY POINTS

+ Wt skin conditions ocour whan the skin barrier s broached .
= Add more mosstune to wet siin causes further harm

Meisture Associated Skin Damage (MASD) can occur as a result of
wrine, faeces, wound exudate, 5

Barrier products must be easy to remove
Barrier films permit the skin to be abserved

W UND EDUCATI N

CLINICAL TRAINING MADE EASY®
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Leg Ulceration &
Oedema Care

Leg ulcers are prevalent in Australia, with about 0.6 cases per 100 medical
encounters. While venous insufficiency is the primary cause of chronic leg
ulcers in 70% of cases, there are various other underlying causes, and often,
the ulcers have mixed aetiology. To provide the best care, evaluating the
cause, treating the underlying issue, managing the wound, and monitoring the
progress is essential.

As a health professional, you must comprehensively assess a patient with
alower leg wound. You should identify whether the patient is suitable for
compression therapy, which involves selecting and applying the appropriate
compression therapy principles for leg ulcers. You should also educate the
patient and other team members about the role and types of compression
therapy in managing leg ulcers.

To choose the correct compression therapy, it is important to understand

the anatomy of the leg, the physiology of the calf pump, and the principles of
managing leg ulcers. It is also important to know how to apply different types of
compression properly. Nurses who work with elderly patients who have venous
leg ulcers play an essential role in selecting the appropriate compression
therapy. The best option should be chosen in partnership with the patient.

This module will equip you with the knowledge and skills to effectively care for
patients with leg ulcers, whether of venous or arterial origin. By completing
this module, you can manage leg ulcers appropriately and provide ongoing
monitoring to improve patient outcomes.
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CLINICAL TRAINING MADE EASY®

LEG ULCERATION & OEDEMA CARE 4 ¥
MODULE 7 OVERVIEW

1. Knowledge & Perforrance goals
2. Leg UlcersiVenous Leg Ulceration
3. Causes of cedema
4 Caring for cedema

W UMD EDUCATI N

KNOWLEDGE PERFORMANCE
. Sk nine
1. Learn the of lower g mest cedema e
2. Differentiste between the various causes of kwer limb & LR SR e ;
oedema
3 Tower o pr
with the vencas blood fiow.

W UMD EDUCATI N

ARTERIES & VEINS

W UMD EDUCATI N
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Notes

WOUND CARE AGED CARE SERIES | 77




VENOUS LEG ULCERATION

The vein system in the leg fails to retum biood back up to the heart
agairnst gravity,

Prolonged high pressure in the veins due toc
= Musche pump failure

* Venaus abstruction
= Wahe incompetence

W UMD EDUCATI N

ARTERIAL ULCERATION

The arterial blood flow is reduced due to blockages in the vessel which limits tissue perfusion.

W UMD EDUCATI N

MIXED VENO-ARTERIAL LEG ULCERATION 1

Combs ofvenous & . Biood supply | that limb does nct suffer gangrene.

W UMD EDUCATI N

ATYPICAL LEG ULCERATION

Atypical syma

W 'UND EDUCATI 'N
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RHEUMATOID \
INFLAMMATORY ULCERATION

* Teamn approach
+ Imemunclagist

* infectious disease

* Topical managemant

W UMD EDUCATI N

RHEUMATOID DISEASE
TRAUMATIC INJURY

+ Team approach

* Promps escalation
= Sqope of praciice
+ Look beyond the wound

W UMD EDUCATI N

QUESTION:

The patient with arterial insufficiency should be referred to
- JENC

A) Podiatrist for & doppler

B) Vascular surgeon for surgical options

€} Wound Specialist for appropriate topical management

0] Pain team for aptimal management long-term

W UMD EDUCATI N

VENOUS/DIABETES/PYODERMA GANGRENOSUM

~

-~ =
/
| A
A~ A

Tearn approach
* Vascular surgeon

- Endocrinclogist

* Immunalogist

* Local Doctor

 Community Nurse f ‘
= Wound Specalist p

- ©
ra
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RENAL FAILURE/PYODERMA GANGRENOSUM

W UMD EDUCATI N

HYPERTENSION/MARTORELL'S \-

* Wound-related pain
= Wound location
= Oedema from immobdity

W UMD EDUCATI N

NEUROPATHIC - PRESSURE DAMAGE

W UMD EDUCATI N

BASAL CELL CARCINOMA (BCC) AND SQUAMOUS CELL
CARCINOMA-SUN DAMAGED SKIN

+ Dermatalogy
« Tepical chamotherapy

W UMD EDUCATI N
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CARCINOMA

+ Dalayed healing
* Dark friable granulation

W UMD EDUCATI N

VENOUS LEG ULCERATION/IHD/DIURETICS

+ Cardighogsst

* Wound Speciaist

» Compression

+ Exudate management

-~

W UMD EDUCATI N

SWELLING NOT RELATED TO VENOUS ISSUES

LYMPHOEDEMA WITH LEG ULCERATION

\
Tissise swdkng due to fallure of t
Iymgh drainage

W UMD EDUCATI N
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LYMPHOEDEMA - UNDIAGNOSED

* Lymphoedema Speciabst
« Wourd Specialist
* Compression

- Esudate management

W UMD EDUCATI N

INVESTIGATIONS

* HEID {History, Examinatian, investigations, Diagnesis,
Indlications/interpretation}

= Bedside vascular assessment
+ ABPUToe Pressure

+ Duplex Scan

* Wound Biopsy

W UMD EDUCATI N

HISTORY \

b
Family history Carglovascular ~ -
-
SRy Hypartansion (HT)
Fraciures
Oecupation Cerebiral Vascular Accident [CVA]
Pregnancies
Ty tschaemic heart dissase (IMD)
T Smaking
Fhi
bl Cholesterci

Mobilry
Cogupation Diet
Obasi

g Exercise
NusFition

W UMD EDUCATI N

WOUND HISTORY

= Current Ulgeration Duraticn

= Privious Ulceration & Time To Heal
« Tame Spent Ulcer Free

= Successful Management

= Nutrition Assessment

= Pain Assessment

= Social Impact
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EXAMINATION

QUESTION: HEIDI can be defined as...

HEIDI is a structured approach to a comprehensive assessment of
a patient with an undiagnosed leg ulceration.

History

Examination
Investigations

Diagnosis
Indications/Interpretation

W UMD EDUCATI N

CLINICAL TRABING MASE EASY Aged Cars Sarisa®

INVESTIGATIONS

Brachial blood pressure

Beurger's test

Pedal & Leg pulses

Photoplethysmography
Arterial/VMenous Duplex

Plain film x-ray
Blood profiles
Wound biopsy
MRI

SIGNS & SYMPTOMS

Venous
Disease
Oedema, could be leaky
Brown pigmertaton
Diated veim
Arkie flare
Prinvious scarring
Aaropres tancr
Sraped of leg
Lower 1/3 leg
Inegular shage wound
High exudate

UND EDUCATI

-~

Arterial Disease .

This, shiew, éry skin

Thicher nadls, stdant hair, cool limd
Straight shaged leg

Tigs af 10w, sake foot

Demarcated edges

Necrosis presant

Low ewudate

Puintul, at night refieved by hanging -
legs out, dausication pain

Dimenished palses /
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QUESTION: What is the significance of the
calf muscle in a patient with a recurrent

venous leg ulceration?
* Answer: Ambulation, which involves
heel-toe action with calf muscle

pump movement, assists venous flow

returning to the heart during walking.
+ Lack of calf muscle pump action can

increase venous hypertension.

PERIPHERAL VASCULAR ASSESSMENT “in the field”

ASSESSMENT: CLAUDICATION PAIN

Arterial Blockage (PAD)
Can Cause Leg Pain
While Walking

(CLINMCAL TRASVING MASE EASY.

ASSESSMENT: TEMPERATURE
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ASSESSMENT: SENSATION

sient <an feel it buzzmg
it o the

o
>3 mare provimally

ASSESSMENT: COLOUR

i
ASSESSMENT: BUERGER'S \
Used to assess the adequacy of the arterial supply to the legs AY
*  Liethe patient on the bed. Straight leg raise slowly (normal side first) LY
* The point at which the ischaemic leg goes pale is Buerger’s angle (The b M8

smaller the angle the severer the disease)
Hang the leg down off the bed: a delay in return of colour followed by
reactive hyperemia is seen in the affected side

W UMD EDUCATI N CLINMCAL TRASWMG MASE EASY Aged Care Sarisa®

ASSESSMENT: PULSE
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ANKLE BRACHIAL PRESSURE INDEX

<0.5 Arterial

0.5 - 0.7 Mixed Arterial

0.7 = 0.8 Mixed Venous

>0.9 Venous

»1.2 Calcified Vessels

W UMD EDUCATI N

TOE PRESSURE g

* Great toe l
- Smenkig healabie
* 30menkg severe dissase

o Ausess severe arterisl disease ’ r )
. Duberes : \6}

+ Gater (lower 1/3% of the leg painful ukceration I/ »

* Warm foot # P 1 b

W UMD EDUCATI N

QUESTION: A bedside vascular assessment should be
attended by health care professionals (HCP). What does this
assessment include?

g foe pratients whth ke lim uicaration should be traied in bedsie vaseulas assessent

fuding Buerger ange
chuding pain

» Pulse paipation and scund warve

W UMD EDUCATI N

DIAGNOSIS: DIFFERENTIAL DIAGNOSIS \

Causes of leg Ulceration
+ irterial insufficienty
+ Malignancy
= Infection
* Metabolic dsorders
AT

* latrogenic effects

* Hyperiension

W 'UND EDUCATI
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DUPLEX VENOUS & ARTERIAL SCAN

Uses of colour duplex scanning

Arverisd Vensus
= Mesnfy chemscure atheroscierots Sseass: » Dunpmonts of deep e teomboe above the knee

Carctd » Assasing cosprtensce of valves in deep veim

Rreal - Spertical vraceen refl

* Surveillne of ¥ pibiect nh recisrent vancon Tema
= Surveillance of kower liush areries ader angroplasty Jdenacy and bocaie refhux at saphemepogineal junction

» Poraperative mapping of saphenom vem

W UMD EDUCATI N

WOUND BIOPSY \

= Purpous of Blopey

- Depth & Area of biopsy
= Prognost - Plan

* lacigion/Exciiion/Shave/Punch

W UMD EDUCATI N

QUESTION: HCP should advocate for the doctor to request all
tests available to gain an accurate diagnosis? True or False

False

Not all investigations will be appropriate or necessary.
Collating individual clinical information assists in determining .

the rationale of why an investigation may be warranted.

W UMD EDUCATI N

QUESTION: Is it appropriate to request a biopsy of a wound
if it is failing to heal after 3 months of best practice?
True or False

True,

* With best practice wound care consistently applied,
and aé)atient motivated to heal it is anticipated
wound size reduction would occur.

* Further investigation to determine aetiology for

delayed healing is required., a patient is motivated to
heal.

W UMD EDUCATI N
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CAUSES OF OEDEMA

Cheonic Venous insufficency
Lymphaedema

Acute: DNT/infection/Trauma

Systemic dsease: Cardiac, Liver, RenalMypoalburninemis,
Pulmanary hypertension

Medcation

Pregnancy/Obesity

Idiapathic

CAUSES OF OEDEMA ™y
T
Chronic Venous Insufficiency Bilateral or Unilateral Reduces overnight
Fitting
Immobility assoclated
Lymphoedema Toe oedema. Histery of tumour [Does not reduce with elevation alone
Acute: DVT/Infection, Trauma Unilateral. Pain Sudden
Systemic disease: Consistent with uncontrolled disease  Combination of CV1 and/or
Cardiac Symptoms ymphoedema
Liver Diuretics beneficial
Renal/Hypoalbuminemia
Pulmonary hypertension
Medication Bilateral Calelurm channel blockers,
Corticosteroids, NSAID, sex hormones
Pregnancy/Obesity Bilateral Weight on lower limbs.
idiopathic Cyclic associated with menstruation 20 - 30 year females

W UMD EDUCATI N

I
LYMPHOEDEMA SIGNS & SYMPTOMS \
G S
y .
+ Swelling of part or &l of the arm or leg, inchuding fingers o toes i
A ~
- Afesling of heaviness or tightness \‘\\\ = -~

= Restricted range of motion

+ Recurring infections

W UMD EDUCATI N

LYMPHOEDEMA TREATMENT \

« Skin Care

Lymphatic drainage & massage

Compression
- Deep breathing

+ Exercise

Waight loss

UND EDUCATI
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QUESTION:
Lymphoedema reduces if lower limbs are elevated overnight.
True or False

* False.

* Oedema because of CVI alone will reduce with elevation
whereas lymphoedema can remain unchanged.

SCALE - CARDIAC FAILURE

+ Cardiac oedema

W UMD EDUCATI N

DEMONSTRATION VIDEOS - OEDEMA

Australian and
New Zealand Clinical
Practice Guideline
for Prevention and
Management of
Venous Leg Ulcers
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I
VENOUS LEG ULCERATION 1
TREATMENT/MANAGEMENT \

P vy comPRESSION *

* COMmective venous SUTgeres a
A Caercive, ankde flesicn i aptions and heakhearE
settings

+ Mosiery - Danning/Remaving

+ When to use hoslery. bandage,
WHUr COMPrESSIon, PReumatic
purnps and wiaps.

+ Training & Support

W UMD EDUCATI N

CLASSIFYING VENOUS LEG ULCERATION

Simple Complex
* e
in Cart trn

Mixed aeticlogy ulcer oo
Ulcer > 100 em2

Duration > & manths.
History of non-concordance

‘Wound failed to reduce by 20-30% in 46
weeks despite best practice

70 - 1007% heabed within 24 weeks

W UMD EDUCATI N

QUESTION: LIST THE SIGNS THAT THIS IS AN IMAGE OF
AN ULCERATION AS A RESULT OF ARTERIAL
COMPROMISE OR VENOUS INSUFFICIENCY.

o

= Venous insufficiency
+ Dedema
* Gaier area
+ Large wound
* High exudate (towel)

* Compiex VLU

W UMD EDUCATI N

QUESTION

PEOPLE WITH OEDEMATOUS LEGS AND VARICOSE VEINS MAY SUFFER FROM LEG ULCERS.

- False

W 'UND EDUCATI 'N
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COMPRESSION TYPES & INDICATORS

W UMD EDUCATI N

HOW DOES COMPRESSION WORK?

+ Exerting external pressure =
+ LaPlace's LawP+ = N.T.C.W ——
~ 5kill of elinician 1

* Size and Shape of limb

+ Compression stiffness

= Amount of calf muscle

Graduated & Progressive
Compression Systems

* Properties of bandage
* Multi-components

- Inelastic

= Elastic

W UMD EDUCATI N

BANDAGE TENSION

BANDAGE OVERLAP - NUMBER
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2

N\ T 4

Comprilar

¥

AN

W UMD EDUCATI N

SHAPE - SIZE: LIMB CIRCUMFERENCE

WHAT IS PNEUMATIC COMPRESSION? ‘
. Preumatic compr hat Is astached r
+ Air filled garmerns exert a pressure on the kmb in sequential pattern )
. Treatment setting variation:
g e
+ Duration
+  Order of inflation ] P -
; = 4
= /
)
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REDUCING OEDEMA

IMPROVING SKIN

W 'UND EDUCATI 'N
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+ Ensurn siin ks dry

= Use ghoves (o apply

- Nails hands

* Stocking inverted to heel section

* Use stacking spplicator or side to ghde haslery oo leg
+ Siide to heel and position

W UMD EDUCATI N

HOISERY APPLICATION HINTS m -

' \
>4

LIGHTER COMPRESSION

111

... patients can be prescribed up to 17 mmHg
compression in the absence of a full vascular
assessment if no risk factors for arterial
insufficiency are identified.

W UMD EDUCATI N

\.\
i
-
.\
f P 1

COMPRESSION WRAPS

« Ease of application
+ OHES issuts

+ Durabiley

+ Flexibility

* Footwear

+ Cost effectivenss

W 'UND EDUCATI 'N

APPLICATION GUIDE - STEP BY STEP
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WET LEG

SKIN BREAKDOWN

WHY IS COMPRESSION UNDER UTILISED?

Person

Setting ‘Wound

Clinician f

W UMD EDUCATI N

QUESTION: The person suffering from a Venous Leg Ucer
may have previously experienced a negative result from the
selected compression. Provide some examples.

-
+ Previous negative experience :
* Pain - discomfort -
* Leakage - odour

» Cosmesis - self-image

* Access to experts - confidence in the clinician

* Costs and affordability

+ Lack of patient-centred care.

W UMD EDUCATI N

QUESTION - SCENARIO \

COMPRESSION APPLICATION *  Stop & Watch form \
Escalate to the medical officer h S

Take an image of the skin breakdown o

Mary has been wearing compression hosiery for over five years. *  Explain to Mary that the swelling is

i i her lower legs. In the
st wee, Mary has complained of aching legs. tight shoes. and skin Increasing as her compression has not
breakdown from weeping fluid from her legs. Mary decides nat to
wear the stockings s they hurt, trying to get on over her sore ghin. been worn,
Asa Mary do you have any .
what ghould be your net steps? *  Suggest other methods of compressing

her lower limbs such as wraps andlor a

pneumatic pump

You will arrange for the doctor to review

her legs and approve agreed compression.
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SIMPLE VLU SCENARIO

= Recurment VU following abnence of comgeession for 3 masths.
- Partial thickness, soninfected ulceration of 3 weeks

* Malleslus pesithetia

W UMD EDUCATI N CLINMAL THASVIMG MASE EASY Aged Cars Sarisa®

COMPLEX VLU SCENARIO

« €VI, Arterial compramise with Lymphoedema
* Diabetes and Heart failure

* Previous amputation

= High output ulceration

= Immability

W UMD EDUCATI N

DEMONSTRATION
VIDEO

Farrow wrap, Hybrid
liner and layered
tubular bandage.

W UMD EDUCATI N

CASE STUDY

79 year old Lady

= Ower 5 years duration

= Diabetes type 2
* Asthma

= CCF

* Hypertension
= CKD

* Anaemia

= cMRSA
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3rd Feb 21 3rd March 12 April
21

14th April 21 5th May 21 28t May 21

w21
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\
COMPREHENSIVE WOUND CARE \
Wound Type | Wound lssue Goal Strategy LS
Slow to heal Slough/Debris Prepare wound bed  Debriclean e S
Past-op Infection risk Reduce wound Sorbact
Inflection risk microbes
Venaus Leg High Exudate Prevent tissue Sarbion
Ulceration breakdown/Abserb
enudate
Venous/Mixed/ Uncontrolled Wound  Reduce & maintain  Farrow Wrap
Lymphoedema Care oedema control
- 1 s mm
gt o T,

W UMD EDUCATI N

COST CALCULATIONS \

+ Direct Costs

~—
= Dressing Frequency

« Staff Resources

+ Hospital Awokdance

« indlirect Costs

+ Infaction Prevention

« Pain Contral -
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I
HEALTH ECONOMICS \
Product Frequency | Cost | Weekly Monthly | Healing \
Tatal Tatal Dutcome a
Compri 2 34f7days  $42.00 58400 $336.00 Static .
Hybrid Liner Daily 555.00 $55.00 $55.00 Healing _
Farrow Calf Wrap  Daily 5147.00 5147.00 $147.00 Healing. -
Total $202.00
Product Frequency | Cost iwmny Monthly | Healing
| Total Total ‘Outcome:
2 x Polymen Ixweek 51880 $56.40  $22560  Deteriorated
10x% 10 cm.
Zetuvit Plus 3 xweek $5.23  $15.69 $62.76 Deteriorated
15 20cm
Total $288.36
Sorbion 25 week 5$29.40 $58.80 523520  Healing
20 x 20cm
Savings  $53.15 4=

EDUCATI N

w

KEY POINTS

are a resubt of taking blcod back up to the heart
« Correct diagnasis of the cause of the leg swelling (oedemna) is phvatal to selecting the correct
treatment
= The HCP must apply a struttured pro<ess 1o assess a patient with & lower limb wound,
3 not a disgnosis but f an underying seticlogy
2 ly can help diagr leg ulceration accurately.
+ Comgression ks the best treatment for vein or calf causes of oedema
= LaPlace’s law determines the pressure exerted, which i controlled by the tersion. width, number of
Layers and imb circuméerence,
+ Compression can be delvered via  bandage, hosiery, wrap o pneumatic pump, depending on the

Individual clinical requirements. -
« safe, aff o wraps that a PCA could -~

» Earlier escalation is pivotal for patients with atypical presentations. s

« HOP must corsider systemis treatments that eantrol underlying health conditions !

* VLU £an be classified as simple or comp P 18 0n the pati mobiity, and l

wound characteristics,

+ Team approach will offer optimal care,
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Wound Infection and
Antimicrobial Resistance

Welcome to the comprehensive module on “Wound Infection and Antimicrobial
Resistance.” In the dynamic healthcare landscape, the care of elderly individuals
poses unique challenges, particularly in wound management. This module has
been designed to equip you with the essential knowledge and skills to navigate the
important topic of wound infections and antimicrobial resistance within the aged
care context.

As a professional aged care nurse, you are aware of the increased vulnerability

of the elderly population to various health concerns, including wounds that can
compromise their overall well-being. Wound infections in this demographic demand
acurrent understanding and specialised approach, especially in the global challenge
of antimicrobial resistance.

Throughout this module, we will explore the details of wound assessment, product
selection, and infection management, focusing on the elderly population’s distinct
needs. Moreover, we will explore the critical connection between wound care
practices and the growing concern of antimicrobial resistance. The judicious use
of antimicrobials is paramount for effective wound management and pivotal in
addressing the global health threat of resistance.

We invite you to engage actively in this learning experience as it goes beyond
traditional wound care practices. It delves into the emerging landscape of
antimicrobial stewardship, encouraging you to adopt a holistic approach that
prioritises patient well-being, infection prevention, and responsible antimicrobial use.

As you progress through this module, you will gain insights into the latest evidence-
based practices, diagnostic methodologies, and interdisciplinary collaboration
strategies. We aim to expand your theoretical knowledge and empower you to
translate this knowledge seamlessly into your daily clinical practice.

Your dedication to providing optimal care for the elderly population is honourable,
and we believe that this module will further enhance your capabilities in addressing
the complex interplay of wound infections and antimicrobial resistance.

Thank you for being so committed to continuous learning and, more importantly, for
your unwavering dedication to the well-being of our elderly community members.
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CLINICAL TRAINING MADE EASY®

WOUND INFECTION AND ANTIMICROBIAL RESISTANCE

MODULE 8 OVERVIEW

1. Knowledge & Performance goals
Identity and Assess Wound Infections
3. Wound infection Risk Managernert
+ Wha is wulnerable
4 Reducing

+ Relvance 1o aged cace
5. Management Strategies

thraugh

W UMD EDUCATI N

GOALS

KNOWLEDGE PERFORMANCE

Recogrise the Sige Sk xly pot
whderly patients —
2. Listand explain the risk factors for infectionsinthe 2 nfecti v ki S
ekderly popudation. 1o the needs of ¥ residents.
3. Advocate for pelicies promote infection 3. krwbedge of principies and
entio aged carg thesr
‘settings.

w

ANTIMICROBIALS
AND NON-HEALING
WOUNDS: AN UPDATE

INCLUDING A CONGISE
APPROACH TO
TREATING POTENTIALLY
INFECTED WOUNDS

UND EDUCATI ‘N

Notes
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INFECTION /
INFLAMMATION

International Wound
Iifectian irstiute (W)
Wound Infection in Cinical
Practice. Wounds
International 2022

WOUM
ﬁ INFECTION
A INSTITUTE
WOUND INFECTION IN
CLINICAL PRACTICE

WOUND INFECTION
CONTINUUM 2022

3 FECENT FELTOSpeCTIve Mol found
Introdction ef eorly detection of infection
combined with improved woursd hygiene
proctice wos associated with o 138
rechuction in wse of antimicrobial dressings

W UMD EDUCATI N

CLINMCAL TRAIING MADE EASY Aged Cars Sarias®

Local Infection

B

Biofilm
Symptoms

Bacteria exist either
as planktonic

organisms or in
oggregates called

W UMD EDUCATI N
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SPREADING

W UMD EDUCATI N ‘CLINMCAL THAIING MADE EASY Aged Cars Saras®

{
HEMOSIDERIN
STAINING

.0 excessive use of antikiotics 1o treat patients
with uninfected bus non-healing wounds.
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Taderance enables the cells in

biofilms to withstand long-term
exposure to antimicrobial agents
without a boss of viahility

Frobe 3, e
[r——

DEMONSTRATION VIDEOS - eiorim

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Saras®

* Food, Water & Oxygen
* Education
* Mental health

WOUND INFECTION RISK
MANAGEMENT

£« Cross infoction provention
= Wound hygiens

+ Antimicrobial

|+ TIMERS

* Aseptic technique 1
« Starage

» Carer education
+ Local palicy

LINCAL TRASING MADE EASY Agect Cars Sariea®

THE PERSON
(RISK FACTORS)

« Increasing aging population
* Increasing co-morbidities
* Increasing heaith behaviours

« Falls, Medications, Obesity, Alcohol,
Smaker, Foor Nutrition, Depression

« Mental health & isolation

* Wound care access confusion & negative
experiences, compliance

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Sarias®
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WHOLE PERSON INFECTION 1
ASSESSMENT b

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Saras®

THE ENVIRONMENT \

. Settings
* ACCRSS 0 experts & rescurces
* Speciay recognition

= Wound management rraining

* Curment knowledge - EBF
= Sl shertages
= Health budgets

W UMD EDUCATI N

Defying hard-to-heal wounds with an

early antibiofilm intervention strategy:
wound hygiene

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Sarias®

SHOWERING WOUNDS - o

+ Showering

+ Dvessing on or off?

+ Setting
+ Bucket/Bowl

+ Cleansing wipes

* Soap free wash

* Potable tap water
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STOP ANOINTING WOUNDS

W UMD EDUCATI N CLINCAL TRAIING MADE EASY Aged Cars Saras®

SALINE OR CHRONIC R
WOUND CLEANSERS \

CLINMCAL TRAIING MADE EASY Aged Cars Saras®

SURROUNDING EDGE

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Sarias®

MICROBE LOAD

: WOUND
71 INFECTION
INSTITUTE

WOUND INFECTION IN
CLINICAL PRACTICE
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]
QUESTION: Should antibiotics be prescribed for a wound |

opened longer than 6 weeks? \
~
+ This depends on the wound status. If the wound is healing - progressing, antDIocs ~ —
are Not warranted.

« Aribiotics should be prescribed for wounds fading to progress and with signs of
Covertioven of chronic infection,

= Artibiotics do not debride or clean the wound, This step must be incuded in the
reatment plan,

W UMD EDUCATI N CLINCAL TRAIING MADE EASY Aged Cars Saras®

WHAT IS ANTIMICROBIAL STEWARDSHIP?

Educate tutats paticnia, thew tmube and hewthcars proderionals mgardng AW ans rraponiibly we of stimicrotial sgents

Avaid ook e of antimicecbish a1 3 prophylsctic aragy, emnpt for woasd dertifed st bigh risk o infrcticn

Aceess Az ruon medsted optices (¢ i non-redicatid wound trrsngs] I manage e ion when pasitie
Chease Thosse armicrobials orly when 3 meund ok been clincally kesofied s infectnd.

Base Bt antimicooissl selpction on idestification of the ifecting organiums

Select ‘Select antimicrobial agents with namow pectum acthisy when positie

Reserve Reserve beoad specinim agerts for mare resistant bacterial isfecion where passibie

Continue. ‘Conmnie the uve of astmicmbial therapy for an 3pprOprate darion 10 presens development of resiance

Monitar Misritar Therapestic Fespona o guise nrgeing criection and use of antimicrabisls

Pk, At R T, iy B e ., Pt e At e o bl W I, Moo W Mgt 213 i 130 S0 5 0 P8

CLINMCAL TRAIING MADE EASY Aged Cars Saras®

ANTIMICROBIAL STEWARDSHIP FOR
WOUND CLINICIANS

Practice Hand Hygiene

The Lancet _statistical modelling approadmated that, in
2019, there were 4,95 milkon global deaths assoclated
with, and 1.27 milkon deaths directly actributable o,
Bacterial AMR

- judicious use of topical antiseptics also plays a roke in
preventing and managing wound infection.

-~

Prompt Identification

EVIDENCE BASE PRACTICE \
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PATIENT EMPOWERMENT \

W UMD EDUCATI N

HAND WASHING

SKIN HYGIENE

* Showering

+ Dressing on or aff?

W UMD EDUCATI N

WOUND CLEANSING

= Sterie procedure

W 'UND EDUCATI 'N
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\
ANTIMICROBIAL SOLUTIONS \
W N\
e ime-dependent “window of — . 5 - : 1
CRPOMUNEY” IS Thought 1o exist ¥
after wound debridement during
which biafilms are Increasingly
susceptible to treatment, in
pamicular topical antiseptics.

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Saras®

Wound Cleansing
Decision-Making Tool

CLINICAL TRAINING MADE EASY Ajsed Care Sarias

DEMONSTRATION VIDEOS

Irrigation Method? Exudate Consistency

DEMONSTRATION VIDEOS

WOUND BED PREPARATION Soft Gauze
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DEMONSTRATION VIDEOS —cLeaning

DEMONSTRATION VIDEO

WOUND BED PREPARATION - Soft Debridement

B o dent “window of ity* is thought to exist after wound debridement during which biafilms are
increasingly susceptible to treatment, in particular topical antiseptics.

DEBRICLEAN DEMONSTRATION

QUESTION: Can you describe a treatment for this wound bed?

Antimicrobial cleaning

Sodium Dressings

Soft debridement

W UMD EDUCATI N
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1
QUESTION: Can you describe a treatment for this wound bgd?

Surfactant Gel or

Hypochlorous acid gel
Soft debridement

W UMD EDUCATI N

Environment Universal Precautions

W UMD EDUCATI N

PROMPT IDENTIFICATION

Localimduction:
oot (bt s ol ocal | vt clanic) g
mhectoni =

W Newot Bosseg pan
W Increasing mabodews

W UMD EDUCATI N

DEMONSTRATION VIDEO

Dressing Storage
CAN YOU SPOT THE ERRORS?

W UMD EDUCATI N
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Antimicrobial Products

Artisierabisl Produet

[t v i

——
| T [
C— o e

[Fmirrsd [ Rt

SORBACT SELECTION

* Sorbact” -
R
®9
all-around

infection management

_—

W UMD EDUCATI N

TRIAL RESULTS

-

CLINICAL EVIDENCE,
ANTIMICROBIAL RESISTANCE & STEWARDSHIP

WOUND INFECTION IN
CLINICAL PRACTICE

International Wound Infection Instituse ('WI1) Wound Infection in Cinical Practice. Wounds International. 2022,
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GETTING AHEAD OF INFECTION

" 1st line o Simplifying

treatment selection
Reduce e

A reaction risk iy Costsaings

W UMD EDUCATI N

DRESSING STORAGE P INIQw,

REASSESS & MONITOR 1
Wound Response

W UMD EDUCATI N

TEAM COLLABORATION & ESCALATION

W UMD EDUCATI N
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PREDICT AND PREVENT ~

WOUND SAMPLING

Only collect a wound sample in the

presence of clinical signs and

symptoms of wound infection.

.0 wound swab will only collect
surfoce microbes.

...muost clinicigns still treat the potient

based on wound culture

et
Wit St F05L

Posibar 5, Apeigui | Barnahol T, Lipsy B, Cuey ¥, Petery 5. Ancimicruish and
W e Uedat. kol o Wound Msnagersat, 221,233 gl 51511
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DEMONSTRATION VIDEOS - wounp swas

QUESTION:

YES/NO
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QUESTION:

YES/NO

QUESTION:
YES/NO

QUESTION:

YES/NO

QUESTION:

YES/NO
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QUESTION:
YES/NO

QUESTION:
YES/NO

QUESTION:
YES/NO

QUESTION: List the important information to record on the
specimen labelling and laboratory request

= Patients detais + Mpdical diagrosis

* Medical number or DOB » Disbetic’Non-Diabetic

* Date collected * Wound duration

+ Time collected - Relevant sign & symptoms

+ Type of specimen + Any antibiotics prescribed

* Location af wourd * Date Ordered, Name/Conact requesting HCP

W 'UND EDUCATI
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. Th evoke hence a ti ion to be consid

* Wound Infection is classified into Local, Spreading or Systemic.

KEY POINTS

* Antimicrobial products should be selected for local wound infection.
* Distinguishing between the Covert and overt signs and symptoms can help in the sarly detection and prevention of wound Infection,

U individual risk factor facily pn of fe

* ‘Wound Infection risk factors can be multifactorial
+ Traditional methods of wound cleansing are not suitable for all wounds today.

+ Saling ks not an affective cleansing sciution far chroni wounds

= When a wound can ansl o q eeful which P 3 -~ =
= Active cleansing is the first step in wound bed preparation

* Depending cn and adherence of tissie. diffs m.wbewem,

= Wounds should be prepared 1o receive the dressing 1o improve the produc’s effectiveness

= General wound practioe indudes a saft method Lo prep. e, l

* Empirical prescribing of antibictics for wounds infected and delayed in healing is best practice.

W UMD EDUEATI N CLINCAL TRAIING MADE EASY Aged Cars Sarss®
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Pressure Injury
Development

Welcome to Module 9 of the “Clinical Training Made Easy” Aged Care Series -
Pressure Injury Development. As nurses, you may feel confident in predicting
and preventing pressure injuries. However, in this module, we'll explore
pressure injuries in a different light by delving into the various forces that
contribute to their development.

Starting with examining terminology and the definition of pressure injuries,
we will unravel the complexities of forces such as pressure, shear, and friction.
Understanding these forces is crucial for recognising potential risks and
implementing effective preventive measures.

Throughout this module, we'll address fundamental questions: What exactly is
a pressure injury, and how does it differ from other types of wounds? Who is
more vulnerable to these injuries, and what factors contribute to their severity?
By the end of this module, you will be equipped to identify the forces causing
damage, identify individuals at higher risk, and assess the stage of pressure
injury, if present.

The journey through this module will enhance your comprehension of pressure
injuries and provide practical insights into assessing and predicting these
challenging conditions. Be prepared to engage in activities illustrating the
diverse forces capable of causing damage.

Let’s dive into the critical aspects of pressure injury development, paving the
way for a deeper understanding of the forces at play, predicting risks, and
staging the extent of damage. Your newfound knowledge will empower you to
make a positive impact in your role as an aged care nurse.
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CLINICAL TRAINING MADE EASY®

PRESSURE INJURY DEVELOPMENT

MODULE 9 OVERVIEW

Knowledge & Performance goals
Terminology

‘What i a pressure injury?
What tauses & pressure infury?
‘Wha it vulnerable

Pressure injury stages

L N

1. prare 1. ;w'mmmmwsmwm shear, & pressure

2. Highlight the risk factors which make a person more 2 ity y sy,
wulnerabie Lo developing a pressure injury and lated dermatits

3. Recogriseth y ‘

PRESSURE INJURY DEFINITION

111

A pressure infury is o localised injury to the skin
and/or underlying tissue usualfy over a bony
prominence, as a result of pressure, or pressure
in combination with shear and/or friction’.
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Notes
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TERMINOLOGY

Decubinus 'dead Ussue due 10 lying down, (Achileten 1777)
Bedsore (Glasgow 1975)
+ Pressure Sore (1580's)

+ Pressure Ulcer
+ Prassure injury
. Cause
+ Avoidable/Unavoidable

UKD EDUCATI N

SUPERFICIAL INJURY

SHEAR
DEEP PRESSURE INJURY

PRESSURE

PRESSURE (THE INSIDE OUT WOUND

Reperfusion injury Destructive inflammatory
tauing flood the domaged orea

PRESSURE FORCE SCENARIO

) ) § .ﬁ Prevention and
Jack cannct mobilise by himself around the facility. The nurses Treatment of
a1 aernating p over his existing Pressure Ulcers:
ANrESs Lo minimise pressure on his body. Clinical Practice
O Fridary naghits, Jasck enjoys watching the two televised football Guideline
RAMES in the lounge ream.,
On Saturday, the PCA caring for him noticed two red aneas on e - -

Jack’s sacrum. 1 = ﬁ@ B
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MEDICAL DEVICE RELATED
PRESSURE INJURY (MDRPI)

= Scope of the MDRP! problem
* Risk Factors

= Common causes

= Comemon stes

= Awoidable or Unavoidable

W UMD EDUCATI N

FRICTION STRESS NOT A
PRESSURE INJURY

+ Fluid filled blister from rubbing.
« Superficial damage to the epidermis.
+ Mot associated with sustained pressure o shear fosce,

FRICTION FORCE SCENARIO

Bil jones ks bedridd bally. The
PCA notices be has become mare agitated folowing repositioning,
e witnessed him vigorausly rubbiing his heel across the shees-
cevered mattress, This has caused a small fluic-filled blister o the
heel, The RN o di from

his arms The heakthcare P and asks
them ta review his pain medications.

w

SHEAR STRESS
Shear strain, 1l weall and s il lisn causing cell death.

Deformation  Blanching
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WOUND CARE AGED CARE SERIES | 119




SHEAR STRAIN

= Shear strain requines mechanical force and fricticn,

= Sliding bare skin an a skppery dip - no frictian BUT
tissue lpading

= Add a sliding sack reduces friction

SHEAR FORCE SCENARIO

June i a frai lady wha has been urmwell for the past seven days.
Mer appetite is pocr and she Is refuctant to sit out of bed as she
feels weak. Cathy her PCA sits her upright in bed to assist her with
her lunchiime meal. After lunch, Cathy notices that june has.
radually shd down the bed,

MICROCLIMATE

Asmall area of increased skin temperature and moisture.
Increases the risk of pressure injury development.

MICROCLIMATE SCENARIO

Two days ago, Fred returned to the facility following a day surgery
procedure. Buring his stay in the recovery ward, he noticed a slight
burring pain in his left heel. The nurse uickly fixed the issue by
cavering the el with a watesproal sdicone dressing, The dressing
s remained in place since beng back at the facility, Today. he feix
his 500k to be damp. The PCA removed the dressing to find wes
soggy skin.
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SKIN ASSESSMENT

+ Colowr = Daily Inspection
= Tesnperature - Head o Toe

7 edema + Wails & Mair

* Turger + Skin Folds

+ Malsture

* Pressure Points.

FACTORS OUTSIDE THE BODY
& INSIDE THE BODY

e e o g G, S Comr P
A L e o
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QUESTION

WHO IS MORE AT RISK OF PRESSURE DAMAGE

A resident independent in mobilising with 3 walking frame
An elderly residert confined to bed and requines assistance to reposition
A 55-year-old resident who mobiises unaided but suffers from dementia
A 20year-old male admitted to haspital with appendicitis

W UMD EDUCATI N

SKIN ISPECTION CHART e
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QUESTION: Tre red area on this patient's heel
Is the site of a previously healed pressure injury.
Select the most appropriate response (more than one
answer) The patient’s heel is the site of a previous
pressure injury.

A Viery High Risk due to the previous injury

B. Reported a5 a stage | pressure injury

€. Noit concemming as erythema remains

fram the previous injury

0. Mo further action as the scar tissue has
toughen the heel preventing, further breakdown

Answer

ALB

Intrinsic risk factor due to previous injury
Naon-blanching erythema is classified as a stage 1
pressure injury,

STAGE 1

CLINMCAL TRAIING MADE EASY Aged Cars Sarias®

STAGE 2

STAGE 3

CLINMCAL THAIING MADE EASY Aged Cars Saras®
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STAGE 4

UNSTAGEABLE

W UMD EDUCATI N

DEEP TISSUE INJURY

HEALING PRESSURE INJURY

o reverse staging
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QUESTION

WHAT STAGE?

= Muhtiple non-blanchabie aneas biateral feer

STAGE 1

W UMD EDUCATI N

QUESTION -
WHAT STAGE? / o "_\
f -
I/
= Painful Muid Milled blister on the hesl I ﬂ
STAGE 2 WATCH & ACT

W UMD EDUCATI N

QUESTION

WHAT STAGE?

* Dryblood bister on the heel,

UNSTAGEABLE

W UMD EDUCATI N

QUESTION

WHAT STAGE?

Superficial wounds butocks

IAD
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SKIN FAILURE \_

Kennedy's Terminal Ukcer
Dying prescess
Repertution infury
teypopertusion

W UMD EDUCATI N

HISTORY

1585 Kennedy described the
“Trstierfly” tacral wosued, Crewe
540% of the patients died winin 6
.

1877 Over 130 years earber Jean i
Martin Ehareot sho publiked the ket el e
escrption of the "Butterty” ki vty
sacral wound in he dying patient. e

e

1991: Mamsom ot ol £2.5% o8
preasare ukers were idensfied 1
e o 1o death

1550 Parih & Wrkowsts
dcunsed end of e are pressive & 2006 Langema & Browe
s ot b preventatls S m

3 muti segan tadure,

Literatiars ervirs. Skin taiuss.
acute, shrosi and end of We

SrubncS 1 4443
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SKIN CHANGES AT LIFE’'S END

IDENTIFY and EDUCATE
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SKIN ORGAN FAILURE

“Skin ukcers that develop in patients who have terminal liness or are at
the end of Ife should be assessed and staged 25 pressure ulcers until it
5 determined that the ulcer i part of the dying process (k5o known as
Kennedy ulcers), Kenredy uloers can develop from & weeks 1o 2103

o, soprge area:

that are oft

sacrococcygeal areas. When an uicer has been determined to be a
Kennedy Ulcer, it should nes be coded a5 2 pressune ulcer.”

REPERFUSION INJURY g

Restoratsan of biood flow fallowing a period of ischagmia,
This may cause further damage to the cells
Inflammatony cytokines, resctive axygen species &
proteases are released

W UMD EDUCATI N

HYPOPERFUSION -

7/ £
Inadequate cell perfusion 7 '\-__'
Aeduced crculating volume/cutput ! /
Detwydration y
Lew blood pressure ' )

Cardlac disease
Sepsts
Organ failure

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Sarias®

INCONTINENCE ASSOCIATED DERMATITIS .
&
PRESSURE INJURY \

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Saras®
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ARTERIAL DISEASE

SCABIES

MIRRORS BOTH SIDES OF BUTTOCKS

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Sarias®

MICRO VESSEL DISEASE

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Sarias®
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World Stop Pressure Injury Day

pressure-ulcers

- Regular skin checks and assessing risk Eactors ane essential in proventing pressure injurkes.,
= The degree of mechanical strain of kaad on the body surtace will determine the tissue strain
or damage.

= Prassune in against an
squeezed ciased, which reduces blood fiow,

= Educating resident:

healthcare teamn.
* Different ways of learming are available for training preferences -
+ The nurses can reinft | uesing gy guage. -~

W UMD EDUCATI N

W UND EDUCATI N

CLINICAL TRAINING MADE EASY®
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Pressure Injury Prevention
& Management

Welcome to Module 10 of our comprehensive training series. This module focuses on a
topic of utmost significance in healthcare - Pressure Injury Prevention and Best Practice
Management, specifically in Australian aged care.

As nurses in the aged care sector, you play a crucial role in ensuring the well-being
of older adults. Pressure injury prevention is a critical aspect of your responsibilities,
and this module will delve into the principles and practices that underpin effective
prevention strategies. We will place particular emphasis on the importance of skin
inspection and documentation.

We will begin by exploring the fundamentals of pressure injury prevention, examining
the key factors contributing to the development of these injuries, and understanding the
principles of best practice management. This module will equip you with the knowledge
and skills to proactively address the risk factors associated with pressure injuries,
recognising that prevention is often more effective than treatment.

Assignificant component of this module will be devoted to the importance of pressure
injury surveillance and documentation, particularly in Australian aged care. Nurses
play a central role in this process, meticulously documenting residents’ conditions and
implementing preventive measures. We will explore the best practices for surveillance,
emphasising the crucial role of accurate and comprehensive documentation in
maintaining high standards of care.

Australian aged care facilities operate within a unique regulatory framework, and
compliance with national standards is paramount. Therefore, we will investigate how
pressure injury prevention aligns with these standards, ensuring that your practices align
with the expectations of relevant regulatory bodies.

By the end of this module, you will have a deepened understanding of pressure

injury prevention, best practice management, and the specific considerations and
responsibilities pertinent to Australian aged care. The knowledge gained here will
empower you to contribute effectively to the well-being of the older adults under your
care, promoting a culture of prevention and excellence in aged care practices.
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Notes

W UND EDUCATI N

CLINICAL TRAINING MADE EASY®

PRESSURE INJURY PREVENTION & CARE

MODULE 10 OVERVIEW

Knowledge B Performance goals .

Pressure injury prevention actiens
Appropriste equipment
Inappropriste equipsment
Documentation

W om

W UMD EDUCATI N

GOALS

KNOWLEDGE PERFORMANCE

oL wh i andi age 1. Nurses wil he
freem the varicus forces. pressure reduction,

2. Choase to. damage

3. Recogr hy

MOBILITY & REPOSITIONING

- Assess independence

= Monitor tissue tolerance

= Minimise shearing force

= Shice sheets & movement devices

= Bed sticks and independent movement
- Titing & load shift

» Turning clocks & documentation
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EQUIPMENT

PREVENTION DRESSINGS

- Use dressing to injuries,
* Several Layered silicone dressings

* Blastic adhesive dressing

* Effective for friction, microckmate & shear forces.

W UMD EDUCATI N TRASNING MADE EASY Aped Cars Sarsa®

PREVENTION DRESSING INDICATION

- imenciility ar Panned immability ) \hh-ﬂ‘
+ Reduced spontaneous mavement et .
* Unusualuncontrolied movements.

= Medical device in place

+ Previous pressue injury

\.—-—F"'"" /
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EQUIPMENT - . —
& (Extrieviic) Egquigiment L
SELECTION PREVENTION el i Chaie Bownd o

eiiced
e
, w
L/ ﬂ m
A
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EQUIPMENT
- MacMed d
EFFECTIVENESS & MAINTENANCE HEALTIECARE.

= Inflation pressune o weight
= Interface pressure Mapping ¥
* Vahes and effective nflation .
» Clearing standard - |

= Reusabie equipment pool
= Skin assessTENL

W UMD EDUCATI N TRASNING MADE EASY Aped Cars Sursa®
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APPROPRIATE EQUIPMENT

Fationt Handling Foot

Phate Protectons \’

W UMD EDUCATI N

QUESTION

1S IT INAPPROPRIATE FOR A NURSE TO ACCEPT A RESIDENT'SIFAMILY'S PREFERENCE NOT TO
HAVE AN ALTERNATING MATTRESS IN PLACE?

YES.
Itis important to consider the wishes of the resident and family when a patient is receiving palliative care.
+ Importantly the patient & family must in pressure injury
informed decision and all alternative offloading options should be offered.

1o allow an

W UMD EDUCATI N

INAPPROPRIATE EQUIPMENT

W UMD EDUCATI N

w

INAPPROPRIATE EQUIPMENT

W UMD EDUCATI N
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QUESTION

DESCRIBE WHEN A NURSE WOULD APPLY A PREVENTATIVE DRESSING FOR A RESIDENT WITHOUT
SIGNS OF PRESSURE DAMAGE ON THEIR SKIN.

A. Immobility or Planned immability .
B. Reduced or

€. Medical device in place
n O

- All of the above

W UMD EDUCATI N CLINICAL THAING MADE EASY Aged Cars Sarss®

QUESTION: Which wound image is indicated \
for daily Povidone lodine?

DEMONSTRATION VIDEO

Heal Pis And Device Related Pressure Injuries

QUESTION: CAN YOU IDENTIFY THE CLINICAL ISSUES IN BOTH IMAGES?

1. Pulling the buttock, stretching & splitting the coccyx.
2. IAD together with Pressure injury
3. Zinc "leftover” Increases the potential for fungal ssues

Stage 1 pressure injury
i i isk Increased with i
. Dressing seal an issue.
. Dressing size is not large enough 1o minimise shear force.

B
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JET'S STORY

- 21 year ok man

+ G4 Tetrapiegia - 16 January 2009
+ Prevously employed as a chaf
» Discharged home fram Spinad Unit 1 September 2009

Helneken

W UMD EDUCATI N

SITUATION k
+ 00340 s om 20 bume ke presemtedt - L sum)

okt e h “Hke a cigarette burm® P i

ED JOURNEY TIMELINE

Approx 4 12 hours on an Ambulance Trolley

0338 0532 0800 1700 1802
| | | | |
I T T 1 1
Arrives 15158 TIF Bed TF oic
ED CIN ESSU  HOME
—
ED ESSU

NO PRESSURE ULCER RISK ASSESSMENT
OR DOCUMENTATION

W UMD EDUCATI N

9th AUG - 9% SEPT
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25th — 20th SEPT 3rdNOV

* Re-admisted to hospital Febrile, moist cough, tachycardia, vomiting & haematuria

+ Acute renal impairment due ta dehydratic
* Blocked catheter (over 1 litre seen on LS.

= UTimanaged

W UMD EDUCATI N

JET & WELLBEING

* Bed rest singe 1 July

- High risk of sepsis

« Complicated renal failure

= Weight loss

+ High risk of autanomic dysreflexa

= Menital halth impact [sockal isolation)
+ Lossof confidence in the hoalth system
= Zero fun factor

* interruptian to rehab and work

- Reduced independence

= Financial strain

W UMD EDUCATI N CLINCAL TRAIING MADE EASY Aged Cars Sarias®

POINTS FOR FURTHER CONSIDERATION:

= Pressune mapping incicates freater prossunes are exerted over the b ~
sacrum when the head of the trolley is raised.

* Length of time spent on surfaces exerting high pressure causes
adverse events with major consequences.

« Pricrwies of care can have KONZ-eNm CONSEqUENCEs '/ o
3 v

+ Jet's story highlights the need for timely pressure care, Including early
assassment and intervention in ED.

s —
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DOCUMENTATION & TRANSFER OF CARE

* Strewning, Preventing & Management Strategies
= Alert of Flagging if 3 patient has 3 pressure injury
a5 plan with each

= Timing for reviews, referrals or escalation plan

= Chear communication with the team

N
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INCIDENT MANAGEMENT SYSTEMS \

= Incident reports \
+ 2 Purpases : \
« Formal report to administratons b N

+ Risk management & Improvemens. 1 > e
* Hoat cause analysis
= Measures the rate of new Pl development over a speifi

CONTROL

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Saras®

1
PRESSURE INJURY CODING ICD-11 \
MORTALITY AND MORBIDITY STATISTICS

\

Description ~

« Pressure uloers resul from localised injury and ischaemic necrosis of skin and iy -
nderying dasues dus o prolon n":lsiu;:.o- presture '-I};e-rn’m:;o_n with i*‘# ?: ‘EI)'N'D rld Health -

ear, prominences of the body are the most frequently affected sites;

ety s GebRy are (afor ContrAAtng Foctors. L%, Organization

Inclusions

= pressure injury E - 1

+ pressure ulger -

+ Bodsors [, 1

W UMD EDUCATI N CLINVCAL TRAIING MADE EASY Aged Cars Saras®

ORGANISATIONAL POLICY INCLUSION \
g \
= Sereening & Fr A
s st . S
* Risk Assessment -_—

= Wound Assessment
= Prevention

* Moritoring & Documentation
+ Seaff Training

* Incident Reparting

* Transition of Care

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Saras®

CRYSTAL MODEL

Policy

- b .
Jducation Surveilla.
—_— — —
Sommunication Equipment

Wound Paodiatri
Management s

Documentation &
__Transfer of Care

~aure Ulear Provention Program ©
rking together 1o sin-

W UMD EDUCATI N CLINMCAL TRAIIG MADE EASY Aged Cars Saras®
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QUESTION: WHAT SHOULD A LOCAL PRESSURE INJURY
PREVENTION & MANAGEMENT POLICY INCORPORATE?

+ Sereening & Frequency *  Management Plan/Strategies

= Skin Assessment = Monitoring & Decumentation

* Risk Assessment = Staff Training .

« Wound Assessment - Incident Reporting

= Prevention Plan/Strategies . Transition of Care { :

EDUCATI N

o Limi

QUESTION: When transferring a patient with a heel stage 3
Pl from community care to a RACF what should be included
in the written and verbal handover?

* History of the pressure injury occurrence. Including incident reporting
+ RECENT (WIthin 24 NOUrs) PrEsSUTE INJury sk JSSESSMent and skin assessment. HIghIigNNg any cirical issues.
 The effecthvencss of treasment reports and equipmans. Together with an image and current wound assessment of the pressure injury.

Anticipated healing rate and measunemsent

* Current management plan for the wound and any related pain,
.

doemnation provided to the patient and their signdficant other!s regarding pressune injury

tiens along with patient’s prefenence and current well-being concerns.

= Referrals, escalations and any follow-up appointments with the health care team

EDUCATI N

PIPP STUDY OVERVIEW

+ Rigorous methodology

* Compare results - Bench mark

+ Stage 1 inclusioniexchusion
* Define study population

* Surveyor training

* Inter.rater reliability

* Head 1o To skin inspecton

+ 2 Surveyars each inspection

W UND EDUCATI CLINICAL TRAINING MADE EAsY®

w

WOUND SURVEILLANCE PURPOSE

Identify the prevalence of wounds in 4 Residential Aged Care Facilities
Establish trending data of wound and facility acquired pressure injuries
Determine the severity and anatomical location of identified wounds
Appropriateness and condition of equipment
Assessment/reassessment and completion of documentation

Review practice and recommend improvement strategies

Identify compliance with the national aged care s

UND EDUCATI ‘N
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AGED CARE SURVEY

+ Resident information/Consent

= Wound Images

+ Administration demographic data

= AINMWUnd specialiss

* Skin inspection

+ Equipment review

« Medical record validation

W UMD EDUCATI N

SURVEILLANCE DEMOGRAPHICS & RESULTS

4 Residential Aged Care Facility 2019 2019 RACF

B5%
(n244)
Chair/Bed Bound 41% (118)
High/Very High Risk 6%
(n194)

ent recorded 3 me 0%
. (n229)
cin inspection recarded 20%
(nZ29)

UNIDENTIFIED WOUNDS

INAPPROPRIATE EQUIPMENT
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RESULTS - POLICY BUNDLE FINDINGS

>3 manths -

igh/veny high

ing ot identified or d dl & LAD or stage y
* Wounds wene not identified or documented

nelfer best

* inappropriate use of equipment or ot utiised for residents with existing
pressure injuries

* Equipment was identified to be damaged

CLINMCAL TRAIING MADE EASY Aged Cars Sarias®

QUESTION: Why is describing the pressure injury point
prevalence methodology important?

+ Accurate measure of the clinical Issue. validity

* Inclusion & exchusion criteria. No bias in the study population
+ Rekabilty of the results

+ Benchmarking with Tike” organisations

* Reproducible and consistent trending data.

W UMD EDUCATI N CLINMCAL TRAIIG MADE EASY Aged Cars Saras®

PATIENT EDUCATION

* Patient information Brochures
= Patient Fact Sheets download
= Electronic Fact Sheet

» Posters - Campaign

+ Patient & Carer consultation

Warkd Stop Pressure Injury
+ App Pressure Injury Preventian
= Short Animation Videos.

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Saras®

What you can do: Formore Information, speak with Pressure Injury Prevention
prolessianal. Keeplng bedsores at hay!
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QUESTION: WHAT SHOULD BE INCLUDED IN A PATIENT-
CARER EDUCATION PROGRAM?

= Terminology for Prassune injuries

- o thewounds deveop .

* Signs & symptoms 1o look for

* What 1o do to minimise pressure injuries

* Nutrition and the benefits of a heakhy eating plan O
« Equipment that is recommsended & equipment that is not used

= When & where to seek help

W UMD EDUCATI N CLINMCAL TRAIING MADE EASY Aged Cars Saras®

[rrem—

I Pressure sores aEEre

T S
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KEY POINTS

+ Equipment continues to grow and improve. Addressing the cause of the

p equipment selection.
- o have a rale In climate, fricticn, forces.
+ Medical Device Related Pressure injury (MDRP(} can be avoided if preemgting
jpotential damage and preventing infury with appropriate products
. important to he health care team
for angoing care.
Evestigations.
= Incident and prevalence studies can reveal the effectiveness of prevention -
straegies and policy adherence. -~
« Patient and family sducation Lo minimise pressure injuy development is rs
Important 1o support the HCP managenment plan ,
* Different modatties are available for vasious leaming preferences
s i g !
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Conclusion

Congratulations on completing the Wound Management Aged Care Online Course!
We hope this comprehensive workbook has been a valuable resource in expanding your
expertise and preparing you to deliver optimal wound care in the unique context of aged
care settings.

Throughout this course, you've delved into essential topics such as Aged Care Standards,
Quality Indicators, Code of Conduct, legal and ethical practices, skin anatomy, wound
healing physiology, and more. The knowledge and skills gained are pivotal for addressing
the diverse and specialised needs of our aging population.

As you navigated the intricacies of wound assessment and documentation, the integration
of photography as a communication tool, and the importance of skincare and frailty, you've
acquired a robust skill set to enhance collaboration among healthcare professionals.

The exploration of product selection, moisture-associated skin damage, challenges
posed by skin tears, wound infection, antimicrobial resistance, leg ulceration, oedema
management, pressure injury development, and effective strategies for pressure
injury management has provided you with a comprehensive understanding of wound
management in aged care.

We trust that the knowledge and performance assessments at various intervals have
reinforced the theoretical aspects of the course. The practical learning experience,
supplemented by the demonstration videos in the Clinical Training Made Easy - Aged
Care Series, has further enriched your understanding of best practices.

This meticulously curated workbook is designed to empower you with the skills,
knowledge, and confidence needed to provide exceptional wound care within the
dynamic and challenging aged care landscape. As healthcare professionals privileged
to care for our older adults, let us collectively work to elevate the standard of

care. Embrace the insights gained during this learning journey and apply them
compassionately in your daily practice.

Thank you for being so dedicated to advancing your skills in wound management for the
betterment of aged care. We wish you continued success in your career, and may your
commitment to excellence contribute to the well-being of the elderly individuals under
your care.
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