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Purpose:
To document the presence of a wound and condition of surrounding skin on admission and at regular intervals thereafter to document wound progression.

 


To document objective images of treatment outcomes for referral and payer services.

 


To facilitate communication among interdisciplinary team.

 

Photo 

Documentation

with wound 

assessment:

Will be done:

         For pre-existing wounds on admission with admission paperwork

         Upon identifying hospital acquired pressure ulcers

         Weekly to track improvement or decline of wound

         Upon transfer or discharge from facility

 

Photographic 

Strategies:
Photograph pressure ulcers and other wounds not progressing to healing including, but not limited to, diabetic foot ulcers, arterial ulcers, venous stasis ulcers, open surgical wounds.

 

Ensure adequate lighting.

 

Label multiple wounds to correctly identify the sites in follow up photographs.

 

Procedure:
1.
Assemble supplies for skin cleansing and wound care.

2.      Explain procedure to the patient.

3.      Provide patient with maximum privacy.

4.      Follow Standard Precautions.

5.      Position patient so the wound is clearly visible.

6.      Remove old dressing and dispose of appropriately.

7.      Cleanse wound with normal saline and blot dry.

8.      Change gloves.

9.      Drape patient so only the wound is exposed.

10.    Use a gloved hand to place patient ID sticker on measurement guide, date, and hold next to wound for photograph.

11.    Measure wound (length x width x depth) in cm.  Measure depth and tunneling with sterile swab.  Stage wounds only if caused by pressure. 

12.    Document wound in patient Caretrac® or other appropriate patient record. 

13.    Label Wound Photo Documentation form with patient ID sticker. 

14.    Mount photo on Wound Photo Documentation form, and place completed form in chart under physician progress notes.

15.    Notify physician if wound has new eschar, necrotic tissue or other signs of deterioration.
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