RESOLUTION OF PARAPLEGIC PRESSURE ULCER WITHIN A CHALLENGING HOME SETTING.

Retta Sutterfield®, RN, CNS, CWOCN, Connie Swenty*, RN, MSN, CWOCN, Phelps County Regional Medical Center, Rolla, Missouri

Background: Discharge planning was complex for a new paraplegic to an unsupervised home setting with
high school educated, non-medical caregivers. The patient had a history of wound infection, limited income and

education, and no access to handicap equipment in his rural mobile home setting.

Objective: Medical management’'s goals were to maintain an infection free wound while promoting
independence to the newly diagnosed paraplegic.

Methods: After 6 weeks in acute care, the patient was ready for discharge. The sacral wound upon discharge
measured 3 cm x 1 cm with undermining at 1 o’clock with visible tendon. The family was instructed to provide a

simple dressing change, B.l.D., with moistened antimicrobial gauze while incorporating pressure reduction
interventions. A Wound Ostomy Continence (WOC) nursing clinic monitored weekly.

Results: The wound resolved in 6 months. Six weeks after discharge, the wound bed, including the tendon at
the base of the wound, was covered with granulation tissue. During the following 5 weeks, undermining
resolved and the wound decreased In size to 2 cm. Five weeks later, wound depth decreased to 0.5 cm with
the wound granulating, contracting and healing. There was no recurrence of infection throughout the entire

treatment.

Conclusion: Despite the challenges presented by this rural home setting with limited resources, this
six-month-old wound completely healed without further infectious complications. This was achieved through
simple wet-to-dry dressing changes B.l.D. using antimicrobial gauze. Furthermore, weekly trips to the
outpatient wound clinic not only allowed for wound assessments, but also simultaneously enhanced the

patient’s independence.

FIGURE 1. March 3, 2003: Surgical debridement of the wound.
V.A.C.® (Vacuum Assisted Closure™) Therapy™ (Kinetic Concepts,
Inc (KCI), San Antonio, TX) was Iinitiated on March 11, 2003.
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FIGURE 2. March 13, 2003: Surgery resulted in a clean Stage 4
pressure ulcer with visible tendon. The wound’s size was 4.5 cm X 5

cm with 1 cm of undermining from 11 to 3 o’clock.

7 FIGURE 3. March 18, 2003: Patient was transferred to a
rehabilitation unit where he and his family continued to learn
reduction techniques for the coccyx and heels. Physical and

occupational therapy was initiated.
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FIGURE 4. March 22, 2003: V.A.C.® continued with progress

toward healing. The wound size was 3 cm x 2 cm x 1 cm with
undermining at 11 o'clock. The wound base was red and the tendon

remained visible. There was no evidence of erythema or odor and
exudate was serosanguineous.
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Financial constraints prevented the patient from remaining in the rehabilitation unit until complete wound
closure. The patient was discharged on April 11, 2003 with the following instructions:

« Change antimicrobial gauze (KERLIX® A.M.D. Gauze, Tyco Healthcare Group LP, Mansfield, MA.)
dressing B.I.D.

» Use clean technique.

* Observe for signs of infection.

 Use cotton swab and antimicrobial gauze to pack the wound. Slightly moisten the KERLIX® A.M.D. Gauze
with normal saline before packing.

» Secure with polyester/cotton net and tape.

* The patient is to be seen weekly by a Certified Wound Ostomy Continence Nurse (CWOCN) in the outpatient

wound clinic.

FIGURE 5. May 9, 2003: Progress was noted by the CWOCN
during the weekly outpatient visits: Sacral wound base had 100%
redness without a visible tendon and the wound was oval in shape

with 0.75 cm depth.

FIGURE 6. May 20, 2003: Patient acquired a handicap accessible
van with manual wheelchair, further promoting his weekly visits to
the outpatient clinic. Wound assessment at this time was as follows:
The granulating wound bed completely covered the tendon. The
periwvound area consisted of pink epithelial tissue and the wound
retained its oval shape. Wound size was measured at 3 cm x 2 cm X

1 of undermining at 11 o’clock.

FIGURE 7. May 30, 2003: Dressing changes with KERLIX®
A.M.D. Gauze continued. Wound size remained unchanged; the
wound bed was dark red in color while the periwound tissue was

pink.

FIGURE 8. June 19, 2003: The wound bed was red with
granulation tissue and the wound continued to slowly contract in size

(2cmx 1.5 cm x 1.2 cm depth).

The patient's wound continued to granulate, contract in size, and
heal. On July 18, 2003, wound size was measured at 2.5 cm x 1.25
cm x 1 cm. One week later, the wound had decreased in size to 1.75
cm X 1cm 0.5 cm. At this point, interventions were re-evaluated with
the CWOCN continuing to monitor the wound'’s progress. By October
2, 2003, the patient’s wound had healed (Refer to Figure 9.).

~ FIGURE 9. October 2, 2003: The wound was healed.

KERLIX® A.M.D. Gauze dressing is a trademark of Tyco Healthcare Group LP, Mansfield, MA.
V.A.C.® Vacuum Assisted Closure™ Therapy™ is a trademark of Kinetic Concepts, Inc (KCl), San Antonio, TX.



