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Introduction
Wound repair is a normal reaction to injury or surgery; the formation of scar tissue occurring
through a series of cellular and biochemical processes. The orderly sequence of events constitutes
the healing process. There are two main categories of wound in which this healing process takes
place:
Primary Intention where there is no tissue loss, e.g. incised surgical wounds- wound healing occurs
edge to edge.
Secondary Intention where there is tissue loss, e.g. pressure sores, leg ulcers, burns, healing occurs
from the base of the wound upwards by contraction and granulation.
The mechanism of healing is the same whatever the underlying cause, but will be more prolonged in
secondary intention. Prolongation of wound healing also occurs when the blood supply to the area
is reduced. A healthy circulation is, therefore, of paramount importance. We would expect to find
poor healing in Individuals who have arteriosclerosis, diabetes and other conditions which involve
the circulation as well as poor mobility, poor nutrition etc.
Healing takes place in four stages:
haemostasis 0 to 3 days
inflammatory phase 1 to 5 days
proliferation or reconstruction phase 3 to 24 days
maturation or remodelling stage 21 days onwards
To encourage wound healing an optimum environment must provide:
a high humidity between the wound and the dressing
the removal of exudates and toxic compounds
sufficient permeability to allow gaseous exchange
thermal insulation to the wound surface
impermeable barrier to bacteria
absence of particles and toxic wound contaminants
a dressing which can be removed without causing trauma to a newly forming tissue
Procedure
a) Wound Assessment: In order to provide a method of wound assessment and a simple way of
selecting appropriate dressings, an international group of wound care specialists have developed
a concept using TIME – Tissue – Infection/Inflammation - Moisture balance – Edge

b) advancement A wound assessment should be conducted with the involvement of the individual
and recorded in the care plan, with a separate representation on a pressure area assessment
diagram to include:
Size and shape
Depth and extent of wound
Amount of exudate
Type of wound
Presence of odour
Presence of foreign bodies
Is it painful?
What does the surrounding skin look like?
How did it occur?
c) Colour of the Wound
Black
Yellow
Red
Pink
Green

Colour of the Wound
black necrotic tissue (dead tissue)
slough present indicates dead cells\ accumulating in
granulation evident i.e. healing
epithelialisation white/pink tissue present, i.e. healing
infected pus usually with offensive odour

Debridement
a) To ensure healing, the wound will require all necrotic tissue to be removed and the infection
resolved.
b) Surgical debridement is the most effective method of removing necrotic tissue. Whilst it is
effective it carries the problems associated with a general anaesthetic.
c) An alternative method is using a sharp instrument to remove dead and loose skin, however this
carries dangers of further injury.
d) The most common is Autolytic which involves the body’s natural debriding mechanisms which
are enhanced in a moist wound environment, which can be achieved by the use of Hydrogel
dressings or semi-occlusive dressings that maintain moisture at the wound surface.
e) The most suitable product to promote healing should then be discussed with the tissue viability
nurse and chosen to achieve the most efficient results.
f) The product should be used according to the manufacturer’s recommendation and information.

g) The plan of care should be amended to give a comprehensive and complete picture of care being
delivered and dressings in use.
h) If the wound is clean with little exudate and particularly with granulation tissue present, repeated
cleaning may be detrimental to the healing process, damage new tissue and decreasing the
temperature of the wound unnecessarily. A fall in the temperature of the wound can delay the
healing process
i) The wound should be reviewed at each dressing change.
j) The product used should be evaluated for effectiveness. It must be noted that this may take
several weeks.
k) The wound should be observed for any adverse reaction to the product.
l) The size, shape and extent of the wound should be reviewed weekly or more often if necessary.
m) Thorough documentation at each stage is imperative.
n) Wounds should only be cleaned to:
Remove excess exudates
Remove debris from the wound
Remove superficial slough
o) For acute/ chronic wounds, irrigate only with tap water or 0.9%Sodium Chloride. Do not swab
over the wound, only dry around the surrounding skin
p) Topical antibiotics should be avoided as these encourage the growth of multi-resistant
organisms, e.g. MRSA, and often add to problems by causing allergic dermatitis unless
prescribed.
q) Gloves should always be used when dealing with a wound.
r) Do not use antiseptics as these have an adverse effect on wound healing.

Related Guidance
NICE medical technology guidance [MTG17]: The Debrisoft monofilament debridement pad
for use in acute or chronic wounds (Updated March 19).
https://www.nice.org.uk/guidance/mtg17

Tramadol, Gabapentin or Amytryptiline can cause sleepiness or confusion and may be
refused
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