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Технологическая карта практического занятия для преподавателя.

Предмет: Английский язык
Группа: 
Место проведения: кабинет английского языка
Тип занятия: практика
Продолжительность: 90 минут
Тема: «Wound care»
Цели: 
1.Дидактические:
· формирование лексических и грамматических навыков иноязычной речевой  деятельности - говорения (монологическая и диалогическая речь), развитие навыков чтения
· овладение аспектами языка (произношением, грамматикой, лексикой).

2.Развивающие:
· развитие внимания, памяти, развитие навыков самостоятельной работы.
· развивать умственные способности, логическое и аналитическое мышление;
· развитие речевых способностей в процессе овладения языком;
· развитие чувства языка, языковой догадки;
· развитие памяти, логики, эмоций, активности, целеустремленности, умения учиться;
· развитие мотивации к дальнейшему овладению иностранным языком и культурой как   частью мировой культуры.

      3.   Воспитательные:
· формирование нравственности, воспитание  чувства  долга,  ответственности,     аккуратности, терпения и такта при общении с пациентом.
· эстетическое и духовное развитие личности. 
· формирование способности осознавать достояние своей культуры в контексте другой культуры. Способствовать формированию личности.

Методы обучения:
                                 Объяснительно-иллюстративный
Методы преподавания: 
                                             Объяснительный
                                              Наглядный 
Оснащение занятия:
Методические указания для преподавателя: таблицы, карточки



Ход занятия

1.Организационный момент (5 минут)
Преподаватель входит в аудиторию и приветствует присутствующих на занятии студентов.
Принимает рапорт старосты об отсутствующих (по возможности выясняет причины отсутствия студентов на занятии).
Контролирует студентов к проведению занятия (наличие медицинских халатов, шапочки, маски, сменной обуви).
Контролирует готовность кабинета к проведению занятия (санитарное состояние кабинета, чистой доски, мокрой тряпки, мела).
2.Мотивация занятия (10 минут)
Преподаватель записывает и объясняет тему занятия.
Тема:  «Wound care»
Затем несколько минут вводит студентов в языковую среду (записывает на доске пословицу Patience is a plaster for all sores- терпение приносит спасение, и предлагает студентам высказаться на английском языке)
При изложении целей преподаватель акцентирует внимание сначала на том, что предстоит  студентам освоить, разобрать в процессе занятия нового, ранее для   них неизвестного.
Цели: Изучить новую лексику по теме. 
Уметь излагать свои мысли по теме на английском языке. Усвоить новый грамматический материал.
Итогом определения целей занятия является подведение студентов к осознанию необходимости развития и формирования в себе личностных качеств (чувство долга, аккуратности, честности, соблюдение этических норм и правил не только по отношению к персоналу, но и пациентам).
Преподаватель излагает план проведения занятия.
Проверка домашней роботы. Опрос по предыдущей теме «Dressing».
 Прослушивание сообщений  по теме «Dressing» устно у доски. Разыгрывание диалогов. Изучение новой темы урока «Wound care». Изучение нового грамматического материала.
З.Контроль    исходного  уровня  знаний ( 20 минут). 
Перед проведением опроса преподаватель выясняет какие вопросы возникали при подготовке домашнего задания. Коллективно разбираются возникшие вопросы.
При проведении контроля знаний: лекционные конспекты, учебники должны быть закрыты.
Студентам предлагается устный индивидуальный контроль. Подводится итог.
4.Вводный инструктаж ( 20 минут ).
Преподаватель объясняет студентам новый материал, указывает на возможные ошибки.
5.Самостоятельная работа (10 минут).
Группа студентов из 15 человек выполняют упражнение на закрепление новой грамматической темы «Articles»
В процессе самостоятельной работы преподаватель проводит текущий инструктаж, указывает на ошибки и устраняет их.
6.Контроль конечного уровня знаний ( 10 минут).
Опрос слов «Dressing»  письменно.
7. Заключительная часть ( 10 минут).
Подведение  итогов.
Выставление оценок за урок, развернутая оценка работы каждого студента. Обобщение материала. 
8.Домашнее задание ( 5 минут).
Запись домашнего задания. Пересказ текста «Wounds». Слова к тексту. Пояснения к домашнему заданию. 
(Дежурные проводят  уборку аудитории).


Литература:
1. Аванесьянц Э.М., Кахацкая Н.В. «Английский для старших курсов»

Дополнительная литература:
2. Brienza, P., and M. Geyer. "Understanding Support Surface Technologies." Skin & Wound Care 
3. Ehrlich, H. Paul. "The Physiology of Wound Healing: A Summary of Normal and Abnormal Wound Healing Processes." Skin & Wound Care 
4. "Literature Review." Dermatology Nursing vol. 11, no. 1 
5. Nguyen, H., J. Steinberg, and D. Armstrong. "Assessment of the Diabetic Foot Wound." Home Healthcare Consultant vol. 6, no. 9 
6. Salcido, R. "Good Wound Care: What Is It?" Skin & Wound Care (September-October 2000).
7. Thompson, J. "Wounds & Injuries—Treatment; Surgical Dressings." RN vol. 63, no. 1 (January 2000)













Тема: «Wound care».
Место проведения  занятия:  кабинет английского языка.
Продолжительность занятия: 90 минут.
Оснащенность занятия:  
Наглядные пособия
•   тексты 
•   карточки                                 
•   картинки                      
Цели занятия: 
Учебные:
· Овладеть лексическими и грамматическими  знаниями по теме «Wound care».
· Овладеть практическими навыками формирование лексических и грамматических навыков иноязычной речевой  деятельности - говорения (монологическая и диалогическая речь), развитие навыков чтения
· овладение аспектами языка (произношением, грамматикой, лексикой).

2. Развивающие:

· развитие внимания, памяти, развитие навыков самостоятельной работы.
· развивать умственные способности, логическое и аналитическое мышление;
· развитие речевых способностей в процессе овладения языком;
· развитие чувства языка, языковой догадки;
· развитие памяти, логики, эмоций, активности, целеустремленности, умения учиться;
· развитие мотивации к дальнейшему овладению иностранным языком и культурой как   частью мировой культуры.

      3.   Воспитательные:
· формирование нравственности, воспитание  чувства  долга,  ответственности,     аккуратности, терпения и такта при общении с пациентом.
· эстетическое и духовное развитие личности. 
· формирование способности осознавать достояние своей культуры в контексте другой культуры. Способствовать формированию личности.
· воспитывать чувство ответственности,  взаимопомощи, сострадания к   раненым пациентам.
Студент должен: 
Знать:
· Лексический материал по теме Wound care.
· Грамматический материал Articles. 
Уметь:
·   Полученные знания и умения применить на практике.



Хронокарта урока.

	№ п/п   
	
Этапы урока
	
Время выполнения

	1. 
	Организационный момент
	5минут

	2. 
	Мотивация занятия (речевая зарядка)
	10минут

	3. 
	Контроль исходного уровня знаний
	20минут

	4. 
	Вводный инструктаж
	20минут

	5. 
	Самостоятельная работа
	10минут

	6. 
	Контроль конечного уровня знаний
	10минут

	7. 
	Заключительная часть, подведение итогов
	10минут

	8. 
	Домашнее задание
	5минут




1.Организационный момент.
Действия преподавателя.
Приветствует   студентов,   обращает   внимание   на   внешний  вид
студентов, санитарное состояние кабинета, проверяет готовность студентов к занятию, отмечает отсутствующих.
Сообщает тему, план, цели занятия, предлагает записать тему урока.
Преподаватель делает акцент на основные моменты. Задает проблемную ситуацию посредством пословицы, написанной на доске, тем самым вводит студентов в языковую среду, предлагая высказаться.
Действия студентов.
•    Приветствуют преподавателя.
•    Занимают все рабочие места.
2.Контроль знаний.
Проводится фронтальный опрос. 
Вопросы.
1.What is dressing?
2.What is bandage?
3.Description of dressing
4.Purpose

Индивидуальный опрос.
                   
Во время опроса студенты отвечают на поставленные вопросы, слушают ответы, оказывают помощь отвечающему, при затруднении.
  4.Вводный инструктаж(демонстрационная часть).
Проводится   с   целью   формирования   алгоритма   практической
деятельности. Преподаватель раздает методические указания, тексты для студентов, объясняет план работы. 
5.Самостоятельная работа.
Студенты выполняют карточки по пройденной грамматической теме «Артикли». Преподаватель следит за деятельностью студентов, отвечает на возникшие вопросы.
6.Контроль конечного уровня знаний 
Преподаватель проводит письменный опрос слов  по прошлой теме «Dressing»  письменно.
                                                  
7. Заключительная часть, подведение итогов 
Выставление оценок за урок, развернутая оценка работы каждого студента. Преподаватель делает выводы, проверяет карточки, выставляет оценки. Преподаватель раздает методические указания.

8. Домашнее задание 
Запись домашнего задания. Пересказ текста «Wounds». Слова к тексту. Пояснения к домашнему заданию.
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Тема: «Wound care»
I. Мотивация цели 
Данная тема важна и интересна, так как медицинская сестра просто обязана уметь делать перевязку раненому человеку, знать типы ран, уход за раневой поверхностью.
II. Цель самоподготовки
Изучив самостоятельно теоретический материал 
Студент должен знать:
Определение, виды ран, последовательность действий при перевязке, причины, возможные осложнения, уход за раневой поверхностью.
Студент должен уметь:
Различать типы ран, бегло отвечать  на поставленные вопросы по теме на иностранном языке. 
III. Исходный уровень знаний
Студент должен знать лексический материал по прошлой теме «Десмургия», бегло ориентироваться в теме, отвечать на вопросы, знать грамматический материал.                  
IV.   План изучения темы
1.    Изучите цель самоподготовки.
2.    Восстановите ранее приобретенные знания по теме десмургия, наложение бинта на раневую поверхность.
3. Изучите указанные разделы учебника, и дополнительные тексты по теме.
4. Ответьте на контрольные вопросы.
5. Выполните тестовые задания, решите ситуационные задачи.
6.  Познакомиться с алгоритмом выполнения нанесения бинта на раневую поверхность, возможные осложнения.
7.  Подготовьте неясные Вам вопросы.
V.    Рекомендуемая литера тура
1. Thompson, J. "Wounds & Injuries—Treatment; Surgical Dressings." RN vol. 63, no. 1 (January 2000)
2. Ehrlich, H. Paul. "The Physiology of Wound Healing: A Summary of Normal and Abnormal Wound Healing Processes." Skin & Wound Care 
VI. Задания для самоконтроля 
Контр вопросы
Ситуационные задачи
Тестовые задания
Способствовать     формированию     личности,     воспитывать     чувство     ответственности, аккуратность, терпение и такт при общении с пациентом.



Методы обучения:
1 .Организация и осуществление познавательной деятельности студентов: А) Объяснительно- иллюстративный:
· объяснение
· инструктаж
Б) Наглядный:
•	демонстрация
2. Методы стимулирования и мотивации учебно-познавательной деятельности студентов:
· доказательное разъяснение
· упражнение
Методы обучения:
· частично-поисковый
Методы контроля и форма:
· устный индивидуальный
Оснащение занятия
Плакаты «Скелет», «Части тела» Плакаты «Страны мира»
 Доска
Карточки  
студент должен сдать:
Лексический материал по теме, грамматический материал. Служит должен уметь:
Полученные знания и умения применить на практике
Организационный момент ( 5 минут)
Преподаватель входит в аудиторию и приветствует присутствующих на занятии студентов.
Принимает рапорт старосты об отсутствующих (по возможности выясняет причины отсутствия студентов на занятии).
Контролирует студентов к проведению занятия ( наличие медицинских халатов, шапочки, маски, сменной обуви).
Контролирует готовность кабинета к проведению занятия (санитарное состояние кабинета, чистой доски, мокрой тряпки, мела, наглядных пособий, средств и материалов).
Организационный момент: эффективность переключения учащихся на предмет «иностранный язык»; беседа преподавателя с учащимися на иностранном языке;    вопросы    преподавателя    классу    о    готовности к работе; сообщение о характере  (плане)  работы на данном уроке; речевая зарядка; использование в ходе речевой разминки материалов по учебной теме урока и ориентирование речевой разминки на достижение целей урока.
 Фонетическая зарядка: ориентация на достижение основных практических целей урока; подготовка учащихся к работе с новым языковым материалом; развитие фонетических навыков.
Домашнее задание: проверка задания на уроке, контроль его в ходе работы над новым учебным материалом; качество выполнения домашнего задания; фиксирование случаев невыполнения задания до начала  его   проверки;   комментирование   учителем выполнения задания, использование форм его проверки; учет трудностей, возникающих у учащихся при  выполнении домашнего задания; обобщение типичных ошибок; использование эффективного способа их преодоления; исправление ошибок; атмосфера корректности и доброжелательности в ходе проверки домашнего задания.
 Введение нового материала: форма введения нового материала; использование индуктивного (дедуктивного) способа; использование доски, ТСО, материала учебника; использование предметной, изобразительной наглядности, истолкования, дефиниции, комментария, переноса, контекста, ситуации для семантизации нового материала; соответствие ступени обучения характеру языковых единиц, трудности   вводимого   материала,   цели   его   усвоения; контроль понимания новых языковых единиц.
Обеспечение усвоения нового языкового материала: использование языковых, условно-речевых и речевых упражнений для различных видов речевой деятельности; соблюдение рационального соотношения разных типов упражнений (языковых, условно-речевых и речевых), устных и письменных, проблемных и непроблемных; применение ТСО и изобразительной наглядности.
Использование форм классной работы: соотношение фронтальной и групповой работы; работы в парах и индивидуальной; рациональность применения разнообразных форм заданий; формы учебного взаимодействия (ученик — учитель, ученик — книга, ученик — магнитофон, ученик — рисунок, ученик — реалии страны изучаемого языка, ученик — ученик).
Средства учета, контроля и оценки: степень овладения учащимися иноязычным материалом, навыками  и  умениями  иноязычной  речи;   эффективность вопросно-ответной работы, выполнения упражнений  и  заданий,  тестирования,  работы  с  рисунками, раздаточным материалом.
 Задание к следующему уроку: контроль понимания задания; рекомендации к его выполнению, частичное выполнение его в классе с учащимися; включение разных видов речевой деятельности.
 Заключительный этап урока: беседа учителя с  учащимися;   ответы   на   вопросы,   не   входящие в план урока; развернутая оценка работы каждого учащегося; выставление оценок.
Соблюдение общедидактических принципов: сознательности, практической направленности, перехода от простого к сложному, от известного к неизвестному, от конкретного к абстрактному.  Реализация   методических   принципов:   коммуникативной направленности обучения иноязычной речи, устной основы (устного опережения), функциональности и др.
Индивидуализация  обучения  на  уроке:  использование нескольких видов презентации учебного материала одновременно, учет личностных интересов в выборе заданий, разного уровня подготовки и   разной скорости усвоения нового материала при выборе заданий для разных групп учащихся; стимулирование  дискуссии,   обсуждения;   применение дифференцированных форм поощрения и порицания в зависимости от личностных характеристик учащихся.

Мотивация занятия ( 5 минут)
Преподаватель записывает и объясняет тему занятия.
Тема:                                                                                                                                                                                                                                                                                                                                                                                                        Fractures
При изложении целей преподаватель акцентирует внимание сначала на том, что предстоит студентам, освоить, разобрать в процессе занятия нового, ранее для  них неизвестного.
Цели: Изучить новую лексику по теме. Уметь излагать свои мысли по теме на английском языке. Усвоить новый грамматический материал. Итогом определения целей занятия является подведение студентов к необходимости развития и формирования в себе личностных качеств (чувство долга, аккуратности, честности, соблюдение этических норм и правил).
2.Проверка домашней роботы. Опрос по предыдущей теме «Skeleton». (10 минут) Прослушивание докладов по теме «My favorite country». Разыгрывание диалогов. Изучение новой темы урока «Fractures». Изучение нового грамматического материала.
3.Контроль исходного  уровня знаний ( 15 минут).
Перед проведением опроса преподаватель выясняет: какие вопросы возникали при  подготовке домашнего задания. Коллективно разбираются возникшие вопросы. При проведении контроля знаний: лекционные конспекты, учебники должны быть закрыты.Студентам предлагается устный индивидуальный контроль. Подводится итог.
4.Вводный инструктаж ( 15 минут ).
Преподаватель объясняет студентам новый материал, указывает на возможные ошибки.
5.Самостоятельная работа (10 минут).
Группа студентов из 15 человек выполняют упражнение на закрепление новой грамматической темы «The verb to be»
В процессе самостоятельной работы преподаватель проводит текущий инструктаж, указывает на ошибки и устраняет их.
6»Контроль конечного уровня знаний ( 20 минут).
Опрос слов «Skeleton» у доски письменно и устно.
7. Подведение итогов ( 5 минут).
Выставление оценок за урок. Обобщение материала. Запись домашнего задания. Пересказ текста «Fractures». Слова.
8.Домашнее задание ( 5 минут).
9.Заключительная часть ( 5 минут).

Приложение


Bandages and Dressings  Definition
Bandages and dressings are both used in wound management. A bandage is a piece of cloth or other material used to bind or wrap a diseased or injured part of the body. Usually shaped as a strip or pad, bandages are either placed directly against the wound or used to bind a dressing to the wound. A dressing can consist of a wide range of materials, sometimes containing medication, placed against the wound.
Purpose
The purposes served by dressings include protecting wounds; promoting healing; and providing, retaining, or removing moisture. Bandages can be used to hold dressings in place, and also to relieve pain and generally make the patient comfortable. Elastic bandages are useful to provide ongoing pressure on varicose veins, fractured ribs, swollen joints, etc.
Description
There have been tremendous advances made in the design and composition of dressings and bandages in recent years. The field is becoming increasingly complex, and there are numerous reports of health care workers applying inappropriate products. Wound-care materials come in a wide variety of product classes, including the following:
· Alginate dressings. These are derived from brown seaweed, and contain calcium alginate, which turns into a sodium alginate gel when it comes in contact with wound fluid. Alginate dressings are available as pads or ropes.
· Biosynthetic dressings. Composites of biological (often animal-derived) and synthetic materials such as polymers.
· Collagen dressings. Made from collagen, a protein obtained from cowhide, cattle tendons, or birds. They are available as particles or gels.
· Composite dressings. These look like Band-Aids, and include an adhesive border, a nonadhesive or semiadhesive surface that is applied to the wound, an absorbent layer, and a bacterial barrier.
· Contact layers. A low-adherent layer of perforated or woven polymer material, designed to stop a secondary absorbent dressing from sticking to the wound surface.
· Gauze. This woven fabric of absorbent cotton is available in a number of formats and materials, including cotton or synthetic, nonimpregnated, and impregnated with water, saline, or other substances. Gauze is sold as surgical swabs, sheets, rolls, pads, sponges, and ribbon.
· Growth factors. These short-chain proteins affect specific target cells. They exist naturally in humans. They can be transplanted from one part of the body to another, or manufactured outside the body.
· Hydrocolloid dressings. Used for leg ulcers, minor burns, pressure sores, and traumatic injuries, these self-adhesive dressings form a gel as they absorb fluid from the wound. They consist of materials such as sodium carboxymethylcellulose (an absorbent), pectin, and gelatin, attached to a foam sheet or a thin polyurethane film.
· Hydrofibers. Similar in appearance to cotton, carboxymethylcellulose fibers turn into a gel when they are brought into contact with wound fluid. They are available as ribbons or pads, and are highly absorbent.
· Hydrogels. These are sold as sheets and in gel form, and are primarily used to supply moisture to wounds. Depending on the state of the tissue, they can either absorb fluid or moisten the wound. An electrically conductive aloe vera gel is available to provide electrotherapy to wounds.
· Hydropolymers. These foamed-gel products consist of multiple layers. The surface layer is designed to expand to fill the wound's contours, at the same time drawing away fluids.
· Leg compression/wrapping products. Designed to apply external pressure to improve blood flow and resolve chronic edema in the feet and legs. Available in a broad range of formats including stockings, compression bandages, or pneumatic pump.
· Polyurethane foam dressings. These are sheets of foamed polymer solutions with small open chambers that draw fluids away from the wound. Some, but not all, of these foam products offer adhesive surfaces. They are available as sheets and rolls, as well as in various other formats suitable for packing wounds.
· Skin substitutes. Also known as allografts or skin equivalents, these are obtained from human cells cultured and expanded in vitro from neonatal foreskins.
· Superabsorbents. These are particles, hydropolymers, or foams that act like the material inside diapers, with a high capacity for rapid absorption.
· Transparent films. These consist of a thin, clear polyurethane sheet that, on one side, has a special adhesive that does not stick to moist surfaces like those found on a wound. They prevent bacteria and fluids from entering the wound through the dressing, but allow limited circulation of oxygen.
· Wound fillers. These can be bought as powders or pastes, or in strands or beads. They are used to fill wounds and also absorb wound fluid.
· Wound pouches. Equipped with a special collection system for wounds that have a high flow of secretion. Designed to contain odors, and to be easily drained.
· Other assorted wound-care products. These include adhesive bandages, surgical tapes, adhesive skin closures, surgical swabs, paste bandages, specialty absorptive dressings, support bandages, retention bandages, elasticized tubular bandages, lightweight elasticized tubular bandages, foam-padded elasticized tubular bandages, and plain stockinettes.


Wound Care Definition
A wound is a disruption in the continuity of cells—anything that causes cells that would normally be connected to become separated. Wound healing is the restoration of that continuity. Several effects may result with the occurrence of a wound: immediate loss of all or part of organ functioning, sympathetic stress response, hemorrhage and blood clotting, bacterial contamination, and death of cells. The most important factor in minimizing these effects and promoting successful care is careful asepsis.
Description
A biological process, wound healing begins with trauma and ends with scar formation. There are two types of tissue injury: full and partial thickness. Partial thickness injury is limited to the epidermis and superficial dermis with no damage to the dermal blood vessels. Healing occurs by regeneration of epithelial tissue. Full thickness injury involves loss of the dermis and extends to deeper tissue layers and disrupts dermal blood vessels. Wound healing involves the synthesis of several types of tissue and scar formation.
The three phases of repair are lag, proliferative, and remodeling. Directly after injury, hemostasis is achieved with clot formation. The fibrin clot acts like a highway for the migration of cells into the wound site. Within the first four hours of injury, neutrophils begin to appear. These inflammatory cells kill microbes, and prevent the colonization of the wound. Next the monocyte, or macrophage, appears. Functions of these cells include the killing of microbes, the breakdown of wound debris, and the secretion of cytokines that initiate the proliferative phase of repair. Synthetic cells, or fibroblasts, proliferate and synthesize new connective tissue, replacing the transitional fibrin matrix. At this time, an efficient nutrient supply develops through the arborization (terminal branching) of adjacent blood vessels. This ingrowth of new blood vessels is called angiogenesis. This new very vascularized connective tissue is referred to as granulation tissue.
The first phase of repair is called the lag or inflammatory phase. The inflammatory response is dependent upon the depth and volume of tissue loss from the injury. Characteristics of the lag phase include acute inflammation and the initial appearance and infiltration of neutrophils. Neutrophils protect the host from microorganisms and infection. If inflammation is delayed or stopped, the wound becomes susceptible to infection and closure is delayed.
The proliferative phase is the second phase of repair and is anabolic in nature. The lag and remodeling phase are both catabolic processes. The proliferative phase generates granulation tissue. In this process, acute inflammation releases cytokines, promoting fibroblast infiltration of the wound site, then creating a high density of cells. Collagen is the major connective tissue protein produced and released by fibroblasts. The connective tissue physically supports the new blood vessels that form and endothelial cells promote ingrowth of new vessels. These new blood vessels are necessary to meet the nutritional needs of the wound healing process. The mark of wound closure is when a new epidermal cover seals the defect. The process of wound healing continues under-neath the new surface. This is the remodeling or maturation phase and is the third phase in healing.
The first principle of wound care is the removal of non-viable tissue including necrotic (dead) tissue, slough, foreign debris, and residual material from dressings. Removal of non-viable tissue is referred to as debridement; removal of foreign matter is referred to as cleansing. Chronic wounds are colonized with bacteria, but not necessarily infected. A wound is colonized when a limited number of bacteria are present in the wound and are of no consequence in the healing process. A wound is infected when the bacterial burden overwhelms the immune response of the host and bacteria grow unchecked. Clinical signs of infection are redness of the skin around the wound, purulent (pus-containing) drainage, foul odor, and edema.
The second principle is providing a moist environment. This has been shown to promote re-epitheliazation and healing. Exposing wounds to air dries the surface and may impede the healing process. Gauze dressings provide a moist environment as long as they are kept moist
KEY TERMS
Anabolic—Metabolic processes characterized by the conversion of simple substances into more complex compounds.
Catabolic—Metabolic processes characterized by the release of energy through the conversion of complex compounds into simple substances.
Cytokine—A protein that regulates the duration and intensity of the body's immune response.
Dermis—The thick layer of skin below the epidermis.
Epidermis—The outermost layer of the skin.
Exudate—Fluid, cells, or other substances that are slowly discharged by tissue, especially due to injury or inflammation.
Fibrin—The fibrous protein of blood clots.
Fibroblast—An undifferentiated connective tissue cell that is capable of forming collagen fibers.
Neutrophil—A type of white blood cell.
Scar—Scar tissue is the fibrous tissue that replaces normal tissue destroyed by injury or disease in the wound. These are referred to as wet to dry dressings. Generally a saline soaked gauze dressing is loosely placed into the wound and covered with a dry gauze dressing to prevent drying and contamination. It also supports autolytic debridement (the body's own capacity to lyse and dissolve necrotic tissue), absorbs exudate, and traps bacteria in the gauze, which are removed when the dressing is changed.
Preventing further injury is the third principle of wound care. This involves elimination or reduction of the condition that allowed the wound to develop. Factors that contribute to the development of chronic wounds include losses in mobility, mental status changes, deficits of sensation, and circulatory deficits. Patients must be properly positioned to eliminate continued pressure to the chronic wound. Pressure reducing devices, such as mattresses, cushions, supportive boots, foam wedges, and fitted shoes can be used to keep pressure off wounds.
Providing nutrition, specifically protein for healing, is the fourth principle of healing. Protein is essential for wound repair and regeneration. Without essential amino acids, angiogenesis, fibroblast proliferation, collagen synthesis, and scar remodeling will not occur. Amino acids also support the immune response. Adequate amounts of carbohydrates and fats are needed to prevent the amino acids from being oxidized for caloric needs. Glucose is also needed to meet the energy requirements of the cells involved in wound repair. Albumin is the most important indicator of malnutrition because it is sacrificed to provide essential amino acids if there is inadequate protein intake.
Preparation
Effective wound care begins with an assessment of the entire patient. This includes obtaining a complete health history and a physical assessment. Assessing the patient assists in identifying causes and contributing factors of the wound. When examining the wound, it is important to document its size, location, appearance, and the surrounding skin. The health care professional also examines the wound for exudate, necrotic tissue, signs of infection, and drainage, and documents how long the patient has had the wound. It is also important to know what treatment, if any, the patient has previously received for the wound.
Actual components of wound care include cleaning, dressing, determining frequency of dressing changes, and reeavaluation. Removing dead tissue and debris that impedes healing, is the goal of cleaning the wound. When cleaning the wound, protective goggles should be worn and sterile saline solution should be used. Providone iodine, sodium hypochlorite, and hydrogen peroxide should never be used, as they are toxic to cells.
Gentle pressure should be used to clean the wound if there is no necrotic tissue. This can be accomplished by utilizing a 60 cc catheter tip syringe to apply the cleaning solution. If the wound has necrotic tissue, more pressure may be needed. Whirlpools can also be used for wounds having a thick layer of exudate. At times, chemical or surgical debridement may be needed to remove debris.
Dressings are applied to wounds for the following reasons: to provide the proper environment for healing, to absorb drainage, to immobilize the wound, to protect the wound and new tissue growth from mechanical injury and bacterial contamination, to promote hemostasis, and to provide mental/physical patient comfort. There are several types of dressings and most are designed to maintain a moist wound bed:
· Alginate: made of non-woven fibers derived from seaweed, alginate forms a gel as it absorbs exudate. It is used for wounds with moderate to heavy exudate or drainage, and is changed every 12 hours to three days, depending on when the exudate comes through the secondary dressing.
· Composite dressings: combining physically distinct components into a single dressing, composite dressings provide bacterial protection, absorption, and adhesion. The frequency of dressing changes vary.
· Foam: made from polyurethane, foam comes in various thicknesses having different absorption rates. It is used for wounds with moderate to heavy exudate or drainage. Dressing change is every three to seven days.
· Gauze: available a number of forms including sponges, pads, ropes, strips and rolls, gauze can be impregnated with petroleum, antimicrobials, and saline. Frequent changes are needed because gauze has limited moisture retention properties, and there is little protection from contamination. With removal of a dried dressing, there is a risk of wound damage to the healing skin surrounding the wound. Gauze dressings are changed two to three times a day.
· Hydrocolloid: made of gelatin or pectin, hydrocolloid is available as a wafer, paste, or powder. While absorbing exudate, the dressing forms a gel. Hydrocolloid dressings are used for light to moderate exudate or drainage. This type of dressing is not used for wounds with exposed tendon or bone, or third-degree burns, and not in the presence of bacterial, fungal, or viral infection, active cellulitis or vasculitis, because it is almost totally occlusive. Dressings are changed every three to seven days.
· Hydrogel: composed primarily of water, hydrogel dressings are used for wounds with minimal exudate. Some are impregnated in gauze or non-woven sponge. Dressings are changed one or two times a day.
· Transparent film: an adhesive waterproof membrane that keeps contaminants out while allowing oxygen and water vapor to cross through, it is used primarily for wounds with minimal exudate. It is also used as a secondary material to secure non-adhesive gauzes. Dressings are changed every three to five days, if the film is used as a primary dressing.
Complications
· Hematoma: dressings should be inspected for hemorrhage at intervals during the first 24 hours after surgery. A large amount of bleeding is to be reported immediately. Concealed bleeding sometimes occurs in the wound, beneath the skin. If the clot formed is small, it will be absorbed by the body, but if large, the wound bulges and the clot must be removed for healing to continue.
· Infection: the second most frequent nosocomial (hospital acquired) infection in hospitals is surgical wound infections with Staphylococcus aureus, Escherichia coli, and Pseudomonas aeruginosa. Prevention is accomplished with meticulous wound management. Cellulitis is a bacterial infection that spreads into tissue planes. Systemic antibiotics are usually prescribed. If the infection is in an arm or leg, elevation of the limb reduces dependent edema and heat application promotes blood circulation. Abscess is a bacterial infection that is localized and characterized by pus. Treatment consists of surgical drainage or excision with the concurrent administration of antibiotics.
· Dehiscence (disruption of surgical wound) and evisceration (protrusion of wound contents): this condition results from sutures giving way, infection, distention, or cough. Pain results and the surgeon is called immediately. Prophylactically, an abdominal binder may be utilized.
· Keloid: refers to excessive growth of scar tissue. Careful wound closure, hemostasis, and pressure support are used to ward off this complication.
Results
The goals of wound care include reducing risks that inhibit wound healing, enhancing the healing process, and lowering the incidence of wound infections.
Health care team roles
Members of the health care team actively work to reduce patients' exposure to infections, as well as to administer prescribed treatments and patient education, which includes teaching home wound care.
Wound Culture    Definition
A wound culture is a diagnostic laboratory test in which microorganisms from an infected wound are grown in the laboratory on media and identified. Wound cultures always include aerobic culture, but direct smear evaluation (Gram stain) and anaerobic culture are not performed on every wound. These tests are performed when indicated or requested by the physician.
Purpose
The purpose of a wound culture is to isolate and identify microorganisms causing an infection of the wound, and to identify antibiotics that will be effective in destroying the organism.
Preparation
A biopsy sample is usually preferred by clinicians, but this is a moderately invasive procedure and may not always be feasible. The patient is prepped by cleansing the area with a sterile solution such as saline. Antiseptics such as ethyl alcohol are not recommended since they will kill bacteria and results will be negative. The patient is given a local anesthetic and the tissue is removed using a cutting sheath. Pressure is applied to the wound to control bleeding. Needle aspiration is less invasive and is a good technique to use in wounds where there is little loss of skin such as puncture wounds. Skin around the wound is cleaned with an antiseptic to kill bacteria on the skin's surface and a small 22 gauge needle is inserted. The clinician should pull back on the plunger and then change the angle of the needle two or three times to remove fluid from different areas of the wound. This procedure may be painful for the patient, so many initial cultures are done with the swab technique. The nurse should clean the wound area with sterile saline and moisten a sterile swab with sterile saline. The tip is inserted into the wound and rotated with pressure applied. The pressure will give a better yield of the fluid that is deeper in the wound. The swab used for anaerobic culture should be oxygen-free. After all three procedures, the wound should be cleaned thoroughly and bandaged.
Tissue specimens collected by biopsy should be placed in a screw capped vial containing a small amount of sterile saline to keep the tissue moist. The anaerobic sample should be placed in a gassed out vial that may contain prereduced medium or a gassed out bag and sealed. Syringes should be tightly capped immediately following aspiration. A common practice for anaerobic culture is to inoculate an anaerobic blood culture bottle at the point of care to insure the sample is not exposed to air. Several swabs (at least three) should be collected. One swab is placed in Stuart, Cary-Blair, or Amies transport medium for aerobic culture and another in PRAS transport medium for anaerobic culture. One swab is placed in a clean dry envelope or tube for direct smear examination.
Description
Wounds are injuries to body tissues caused by physical trauma or disease processes including surgery, diabetes, burns, punctures, gunshots, lacerations, bites, bed sores and broken bones. Types of wounds include:
· Abraded: Caused by abrasion such as falling on concrete.
· Contused: A bruise or contusion.
· Incised: Caused by a clean cut, as by a sharp instrument.
· Lacerated: Caused by a laceration, tearing of the skin or tissues.
· Nonpenetrating: Injury caused without disruption of the surface of the body. These wounds are usually in the thorax or abdomen and can also be termed blunt trauma wounds.
· Open: A wound in which tissues are exposed to the air.
· Penetrating: Disruption of the body surface and extension into the underlying tissue.
· Perforating: A wound with an exit and an entry, such as a gunshot wound.
· Puncture: A wound formed when something goes through the skin and into the body tissues. This wound has a very small opening but can be very deep.
The chance of a wound becoming infected is dependent upon the nature, size, and depth of the wound; its proximity to and involvement of nonsterile areas such as the skin and gastrointestinal tract; the opportunity for organisms from the environment to enter the wound; and the immunological and general health status of the person. Skin and body compartmentalization prevent many infections. In general, acute wounds are more prone to infection than chronic wounds. Wounds with a large loss of body surface such as abrasions are also easily infected. Puncture wounds may permit the growth of microorganisms since there is a break in the skin with minimal bleeding and they are hard to clean. Deep wounds, closed-off from oxygen, are an ideal environment for an anaerobic infection to develop. Foul-smelling odor, gas, or gangrene at the infection site are signs of an infection caused by an anaerobic bacteria. Surgical wounds can cause infection by introducing bacteria from one body compartment into another.
Diagnosing infection in a wound may be difficult. One of the cardinal signs the clinician looks for is slow healing. Within hours of injury, most wounds will display a release of fluid called an exudate. This fluid contains compounds that aid in healing and is normal. It should not be present 48-72 hours after injury. Exudate indicative of infection may be thicker than the initial exudate and may also be purulent (containing pus) and foul smelling. Clinicians will look at color, consistency and the amount of exudate to monitor early infection. In addition, infected wounds may display skin discoloration, swelling, warmth to touch and an increase in pain.
Wound infection prevents healing, and the microorganisms can spread from wounds to other body parts, including the blood. Infection in the blood is termed septicemia and can be fatal. Symptoms of a systemic infection include a fever and rise in white blood cells, along with confusion and mental status changes in the elderly. It is important to treat the infected wound early with a regimen of antibiotics to prevent further complications.
Wound infections often contain multiple organisms including both aerobic and anaerobic gram-positive cocci and gram-negative bacilli and yeast. The most common pathogens isolated from wounds are: Streptococcus Group A, Staphylococcus aureus, Escherichia coli, Proteus, Klebsiella, Pseudomonas, Enterobacter, Enterococci, Bacterioides, Clostridium, Candida, Peptostreptococcus, Fusobacterium, and Aeromonas.
A Gram stain is prepared by rolling the smear across the center of a glass slide or dropping a liquid specimen onto the center and allowing it to air dry. The initial Gram stain is used to evaluate the adequacy of the specimen; estimate the amount of any bacteria, yeast, or fungus present; and determine whether a specialized culture medium is required based upon the appearance of the organisms found. For example, the Gram stain may reveal gram positive filamentous bacteria suggestive of Norcardia that requires special growth medium.
The tissue used for the tests is obtained by three different methods, tissue biopsy, needle aspiration or the swab technique. The biopsy method involves the removal of tissue from the wound using a cutting sheath. The piece of tissue is transported to the laboratory where it must be liquified. This is done by adding approximately 1 mL of liquid medium and grinding the tissue in a blender or grinder until it forms a thick homogenized liquid. This is vortexed and dispensed onto solid media and into broth with a sterile pipet. Samples aspirated by syringe can be injected directly into broth and dispensed onto solid media. The swab technique is most commonly used but contains the least amount of specimen, and therefore, recovery is lower than with biopsied tissues or aspirates. The swab is pressed against the transport tube and the suspension of transport media is transferred to broth and solid media with a sterile pipet.
Wound specimens are cultured on both nonselective enriched and selective media. Cultures for anaerobes should include anaerobic sheep blood agar supplemented with vitamin K and hemin for general isolation; kanomycin-vancomycin laked blood agar for Bacteroides spp.; phenylethyl alcohol (PEA) or colistinnalidixic acid (CNA) anaerobic sheep blood agar to suppress gram-negative bacilli; and thioglycolate broth with hemin and vitamin K for slow growing organisms, especially if tissues or aspirates are being cultured. Anaerobic media are inoculated inside a glove box or in an anaerobic (degassed) holding jar and incubated at 36°C in the absence of oxygen for five to seven days. Aerobic culture should include inoculation of sheep blood agar for general growth; chocolate agar for isolation of Haemophilus; MacConkey agar for isolation of enteric gram negative bacilli; CNA or PEA blood agar for gram-positive cocci; and potato dextrose agar with antibiotics for isolation of yeast. Cultures are incubated in humid air at 36°C for 48 hours (except for chocolate agar which is incubated in 5-10% carbon dioxide). Cultures are examined each day for growth and any colonies are Gram stained and subcultured (i.e., transferred) to appropriate media. The subcultured isolates are tested via appropriate biochemical identification panels to identify the species present. Organisms are also tested for antibiotic susceptibility by the microtube broth dilution or Kirby Bauer method. The selection of antibiotics for testing depends upon the organism isolated (i.e., gram-negative versus gram-positive, aerobe versus anaerobe).
Results
The initial Gram stain result is available the same day, or in less than an hour if requested by the physician. An early report, known as a preliminary report, is usually available after one day. After that, preliminary reports will be posted whenever an organism is identified. Cultures showing no growth are signed out after two to three days unless a slow growing mycobacterium or fungus is found. These organisms take several weeks to grow and are held for four to six weeks. The final report includes complete identification, an estimate of the quantity
of the microorganisms, and a list of the antibiotics to which each organism is sensitive and resistant.
Complications
The physician may choose to start the person on an antibiotic before the specimen is collected for culture. This may alter results, since antibiotics in the person's system may prevent microorganisms present in the wound from growing in culture. In some cases, the patient may begin antibiotic treatment after the specimen is collected based upon Gram stain results or clinical findings. The antibiotic chosen may or may not be appropriate for one or more organisms recovered by culture.
Nurses must be very careful when finishing a wound culture collection to make sure the wound has been cleaned thoroughly and is bandaged properly. It is important to watch for bleeding and further infection from the procedure. In addition, patients may be in pain from the manipulation so pain killing drugs such as acetaminophen may be advised.
Health care team roles
Wound culture requires the expertise of many clinicians including nurses, doctors and microbiologists. A physician requests the wound culture and is responsible for specimen collection and antibiotic selection. The physician may be assisted by a nurse, nurse practitioner, or physician assistant. Nurses should inform the patient about the testing procedure and what pain to expect. They should clean the wound thoroughly afterwards, bandage it correctly and watch for signs and symptoms of further infection. Doctors should monitor the patient closely for signs of systemic infection and be prepared to repeat the procedure if the patient does not respond to a course of antibiotics. Cultures are performed by clinical laboratory scientists/medical technologists who specialize in clinical microbiology.
KEY TERMS
Aerobe—Bacteria that require oxygen to live.
Agar—A gelatinous material extracted from red algae that is not digested by bacteria. It is used as a support for growth in plates.
Anaerobe—Bacteria that live only where there is no oxygen.
Antibiotic—A medicine that can be used topically or taken orally, intramuscularly or intravenously to limit the growth of bacteria.
Antimicrobial—A compound that prevents the growth of microbes which may include bacteria, fungi and viruses.
Antimycotic—A medicine that can be used to kill yeast and fungus.
Antiseptic—A compound that kills all bacteria, also known as a bactericide.
Broth—A growth mixture for bacteria. Different compounds such as sugars or amino acids may be added to increase the growth of certain organisms. Also known as media.
Exudate—Any fluid that has been released by tissue or its capillaries due to injury or inflammation.
Gram stain—A staining technique used in microbiology to identify and classify bacteria. The organisms will stay purple if gram-positive or counterstain pink if gram-negative. The Gram stain result depends upon the chemical composition of the bacterial cell wall.
Normal flora—The mixture of bacteria normally found at specific body sites.
Purulent—Contianing, consisting of or forming pus.
Pus—A fluid that is the product of inflammation and infection containing white blood cells and debris of dead cells and tissue.
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