Dressing Selection Guide by Wound Condition

Notations

Consider using @ Mepilex’Ag or @ MelgisorbAg When antimicrobial effect is required

& Normlgel® may be used to donate moisture.

& Mepitac®, Mefix®, Mepore® Film, or Tubifast® for additional fixation.

& Mepilex® Transfer: Secondary dressings needed for exudate management PRN.

& Mepitel® - May irrigate or apply ointments over contact layer. Change secondary cover dressing PRN.

|
& Safetac® soft silicone technology dressings do not require use of skin barrier products.

& Mepilex® Border Sacrum - For sacral wounds
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Individuals with wound infection or those at high risk for infection may require more frequent changes as well as adjunctive antibiotic therapy. Before any healing process can begin, two critical steps must be taken as part of a well-defined management protocol:

1) The wound assessment and 2] Management of causative and contributing factors including unrelieved pressure, shear and friction, excessive moisture and altered nutritional status.

* Debridement of eschar may be contraindicated in some situations such as dry, fused, stable eschar. Debridement is indicated if signs/symptoms of infection are present.
1 Normlgel-when packing wound space, impregnate gauze with Normlgel, loosely fill and cover.
1 Normlgel, creams, or ointments may be applied over Mepitel as indicated. Mepitel may be left in place during wound cleansing and irrigation. Change secondary dressings as needed.
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Definition of Pressure Ulcer Stages’

T National Pressure Ulcer Advisory Panel, 2007

Deep Tissue Injury

Stage |

Stage Il (Partial Thickness)

Stage Il (Full Thickness)

Stage IV (Full Thickness)

Unstageable

Purple or maroon localized area of
discolored intact skin or blood-filled
blister due to damage of underlying

The area may be preceded by tissue
that is painful, firm, mushy, boggy,
warmer or cooler as compared to
adjacent tissue.

soft tissue from pressure and/or shear.

Intact skin with non-blanchable
redness of a localized area usually
over a bony prominence. Darkly
pigmented skin may not have visible
blanching; its color may differ from
the surrounding area.

Partial thickness loss of dermis
presenting as a shallow open ulcer
with a red pink wound bed, without
slough. May also present as an intact
or open/ruptured serum-filled blister.

Full thickness tissue loss.

Full thlckness tissue loss in which the

Subcutaneous fat may be visible

but bone, tendon or muscle are

not exposed. Slough may be present
but does not obscure the depth of
tissue loss. May include undermining
and tunneling.

Full thickness tissue loss with exposed
bone, tendon or muscle. Slough or
eschar may be present on some

parts of the wound bed. Often include
undermining and tunneling.

base of the ulcer is covered by slough
[yellow, tan, gray, green or brown)
and/or eschar (tan, brown or black)
in the wound bed.

The information provided herein is not to be construed as the practice of medicine or substituted for the independent medical judgment of a patient’s treating physician. This information, including but not limited to suggestions for product wear
time, product selection and suggested use is based on generalizations and does not consider the unique characteristics of an individual's wound. Each patient’s physician shall remain solely responsible for assessing the severity of patient
wounds, determining the appropriate treatment, and managing treatment of the wound. For additional information, please refer to the applicable product insert or contact Molnlycke Health Care at 800.882.4582.
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