1. List the ages and common diagnoses of the patients you saw.  How many patients were treated?

(Question 1&2 answered together below.)

2. Describe the types of wounds you observed.

(Question 1&2 answered together below.)

· Age range was late 50’s-80’s

· Seven patients were assessed/treated when I was with Gina.
· Admitting Diagnoses varied: 

· Open Heart Surgery

· Patient at risk for impaired skin integrity r/t open heart surgery. Since the patient was not moving as much Gina was consulted to assess them for pressure ulcer prevention. No wounds or interventions were performed or needed.

· Respiratory Distress

· The patient was admitted with respiratory distress but had secondary diagnoses r/t chronic abdominal MRSA wound infections. Gina debrided the wound and applied Silvasorb which kills MRSA.

· Leg Fracture

· Patient was admitted with a leg fracture and repair. Being in their 80’s the patient was not recovering quickly and had developed secondary hypoxia and was intermittently refusing oxygen. The patient was on bed rest and not willingly being turned therefore was a high risk on the Braden score. Fortunately no pressure ulcer formation had occurred but the patient was very high risk considering their SpO2 was only 75% when I checked it. The patient finally agreed to allow oxygen back on after I explained that poor oxygenation would result in a prolong hospital stay because the leg would not heal as quickly and not turning when it was necessary would put their skin at higher risk of breakdown. This patient was in need of constant reassurance and education.
· Paranoia/Schizophrenia 
· This patient had an open wound on the groin area. The patient has Hidradenitis Suppurativa which is a common sweat gland disorder. The sweat glands become infected and create painful, red, swollen, bumps that drain. Treatment includes cleansing body with antibacterial soap regularly, and applying bacitracin ointment to the affected areas. The only cure is to have surgical removal of sweat glands which is rare and not practical and would put the patient at risk for surgical complications and would also be very costly. 
· Change in Mental Status r/o CVA

· Patient was admitted with the above diagnosis but had also had an axillary abscess removed. The patient had not been appropriately caring for the wound so Gina was consulted. She cleansed and measures the wound then packed it with sterile Iodoform packing and covered with a 4x4 gauze and order for it to be changed daily.
· Thyroid Disease 

· The patient was admitted for thyroid problem and the physician was suspecting Graves Disease. Gina was consulted for a high risk on the Braden score. Patient had no wounds therefore Gina simply educated the patient on promoting skin integrity.

· Diabetic Leg Wounds

· Leg wounds were treated with dressing changes every 72 hours. After the old dressing was removed mechanical debridement was performed to remove yellow slough and promote wound healing. Hydrogel was applied then covered with Vaseline gauze and wrapped with Kerlex and ace wraps.  
3. Describe the types of assessments and treatments administered.

I listed many of these in the answer for 1&2 other assessment techniques include wound culturing which Gina did not perform while I was with her.

4. Describe Gina's role and responsibilities.

Gina plays an important role in the care of patients that have impaired skin integrity or at the risk thereof. She will assess the patients that are referred to her and determine based on her expertise, EBP, and FRMC protocol, the best plan of care for the patient in regards to treatment of wounds or other impaired skin or the prevention of skin breakdown. She also documents the care she provides.
5. How are referrals received?

Gina is made aware of referrals/consults through Meditech. A nurse or physician can consult Gina based on a wound assessment or a poor Braden score. She will see the patient’s based on priority. She may not make it to see a patient if their Braden score is low risk but if a patient is admitted with open bed sores she will have a physician order and it will be a priority to see that patient.

6. What is one nursing intervention, in your practice, based on this clinical experience, you will change or modify?  Why?
I will perform better education to my patient’s based on pressure ulcer prevention, hygiene, and early treatment of wounds or any other impaired skin areas. I found that many of the patients we cared for were ignorant to the problems of skin integrity and knowledge is power and if a patient can be taught the risk factors of impaired skin and understand the underlying causes then they take part in their care through prevention and early detection thus helping to prevent future health problems.
