Sample Edited Screens from Wound Assessment course
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H1.- Chapter Title:'” | Initial comprehensive patient assessment)

H2 - Screen Title:_| Physical examination

'A'systematic, comprehensive, head-to-toe physical assessment can help identiy the-cause of a wound and he factors that may affect wound
healing. During the physical assessment, evaluate key body systems. T

-~ Neurologic syster - Npte mental status an assess,pain level.and any areas of impaired sensation, T

« -~ Respiratory system _ Assess oxygenation,

+ -+ Gardiovascular syster - Assess perfusion status, nailbed capiliary refl, and puises i

+ -+ Gastrointestinal (GI) sysiarm - Assess nutrtion, hydration, and fecal continence T

« =+ Genltourinary (GU) system - Agsess urinary continence and identiy potential moisture problems.

« -+ Metabolic sysierm - Assess for temperature changes, which can indicate infection 1

« -~ Musculoskeletal sy<icrm - £ssess for musculoskeletal abnormaities, which may jncrease {1, pressure foad ouer ceriain aras, especialy

pony prominences. Neuropathic arihtapaihy. (Charcot foot,s a foot deformity jnatis commonn palients il o Zbeies el 105,

Remove all dressings, garments, shoes, and-orthotic or protective devices, Then gxamine the skin for specifc characteristics
« = Appearance - in, tight shiny skin may indicate arterialinsufficiency. Egema may indicate venous or cardiac disease, T
« = Lgsions or scars - hese may indicate infection, malignancy, or autoimmune disease, i
« = Color changes - Cyanosis may indicate hypoxeia or arterial disease 2 lor can indicate anemia,_gdness o grythema ray reflsci
Infeciion. Reddish-prown skin staining from hemosidefin deposits may Indicate venous insufficiency
« = Temperature changes - (polness can indicate perfusion problems, IVarmih bugqes's. inflammation o infection i
« - [ptegrity - ote any areas pf disrupted skin Inegrity J
« = Turgor - Pecreased turqor may occur with dehydration
« = Epttems of hair growth - Keduced hair growih ynay indicate arterial insufficiency
« = Signs of infection - These Include grythema, drainage, redness, or induration, especially in pa(ienis with darkiy pigmentsd skin i

Image/Directions 5
5
Insert audio il 183498509.mp3lt 183498D - Nurse examining patientl
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Hi - Chapter Title:™ | Inital comprehensive patient assessment’”

H2- Screen Title:X_| Diagnostic testing and wound examination

"The history and physical examination can help Jetermine When diagnostc ests, may be nesded, o develop a comprehensive treatment plan and
imse woum i neSlng. Laberion s ouch 38 & Somet blogd oLyt melaogk pane v ncicn Steoe oo bt e pood
glucose Jevels can indicate metabollc and systemic disorders that may delay healing, such as anemia, renal or hepalc disease, cardiovascular
Gisorcers, dabstes meliius, malnrion, o autoimmune disorders. Wound, blood, urine, and o0l cultures may felp guide the ireatment of an
infection. Noninvasive ateria or venous studies can help deferming whether uicers are vascular,and hether biood flow js sufficient o heal an
extremity wound,

Wound examination™

‘Assess all wounds gn e aGmission or i oL niial sncounter with the patient. 8555 i fréquency of subsequent wound assessments
9 wound severty,any significant changes 1o yound healing, changes i the patent's condiion or environment, and aciiy and reguiatory
‘guidelines. Also ssess wpunds any time the patient ransfers 1o or rom another unit orfaciity,and s being discharged. For an acute care Gatient.
xpect1o,2s5ess 12 woun,with each dressing change or at least dally. Reassess 2 viound any time the wound or periwound area changes,
Geteriorates, becomes odorous, or has increased.pain,or gxuidate, od! ) catientinterventions pased o the curtent wound assessment ind ngs. i

Narration 8 Image/Directions &
o
Insert audio il 183498510 mp3Kt

ttititittitititreet

NO MORE
THAN 26
LINES.
TOTALI:

J





image3.png
a

‘Screen Number: =] 117 ‘Screen Type: giypg ="CM &

e O

H2_Screen Titler | Know

Screen Content 3§

Which statements accurately describe the intal comprehensive patient assessment? (Sglgat all options that apply,)
T

ALt should include a targeted physical examination, T

B_It should be systematic. i

Gt shoud identiy factors tht ¢ &gt wound jiiig

DI shouid be wounc-focused.

)

REMEDIATION: B and G

Jhe inial patient assessment should include a comprehensive (not targeted) physical examination, be systematic, and identfy factors that cary
"ifegt wound healing. The inital assessment shouid focus on the whole patient, not just the wound.

T

n

Narration B
Insert audio-fle 183498511Q.mp3 for the-Quest
Insert audio-fle 183498S11R.mp3 for the Remediation (correct answer).&
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