Firelands Regional Medical Center

School of Nursing

Nursing Foundations 2012
Meditech Charting Practice:  Dressing Change Documentation
· Log in to the TEST  PCS system and add ___________________ to your Status Board from _____. 

· Add the following interventions if they do not already appear in the patient’s Interventions:

1. Wound/ Drain/ Wound Vac Assessment


2.  Apply/ change dressing  

· Please use this data to document on your patient.  All the information you need should be provided below, but do not hesitate to ask questions.

Wound/Drain/WoundVac Assessment Intervention
(Old dressing removed, wound assessed, and wound redressed per physicians order at 0930)
Open surgical wound on the right anterior thigh

Length- 4 cm, Width-2 cm, Depth- 2 cm

No tunneling or undermining

Pink wound bed

Scant amount of serosanguinous drainage

No foul odor or nectroic tissue

Erythema noted at the surrounding tissues

Irrigated with saline

Dressed with gauze pad and ABD pad (absorbent pad)
Packed with gauze roll

No drains or wound vac

Apply/Change Dressing Intervention

Check mark “Yes” that the dressing was changed at 0930
Wound/Drain/WoundVac Assessment Intervention

(Re-assessment of dressing status at 1300)
Dressing dry and intact to right anterior thigh
