Dressing change tips

Use Clean/aseptic technique.

Ask patient to rate any pain with wound or with dressing change.

Assess patient’s knowledge of purpose of dressing change.

Determine the need for patient or family member to participate in dressing wound.

Expose only wound site.

Undress only one wound area at a time.

Change in order form cleanest to dirtiest wound.

With clean gloves, remove dressings one layer at a time, observing appearance and drainage on dressing.

Consider patient’s needs with regard to looking at wound or drainage.

Inspect wound for appearance, drains, drainage, and integrity.

Evaluate condition of wound and pain level.

Evaluate patient or caregiver ability to perform dressing change.

Wash wound.

Reapply dressing.

On extremity, secure dressing with rolled gauze or elastic net; avoid taping fragile skin.

On lower leg wounds, wrap from toes toward nose with ankle flexed.

Label dressing: initials, time, date on outer tape.

Dressing change procedure

Take equipment to resident’s room. Knock.

Provide privacy to patient. 
Explain procedure.

Prepare clean, dry work area at bedside

Wash hands, apply gloves.

Reposition pt to expose dressing area. Consider exposure.

Place chux or towel under dressing area.

Place trash can within reach.

Remove soiled dressing and discard.

Wash hands.

Prepare new dressing items on table. Include tape. Label tape.

Apply new gloves

Clean wound with saline or LR.

Pat tissue around wound dry with clean 4x4 gauze.

Apply ointment to surrounding tissue

Apply dressing, including initialed and dated tape

Reposition patient

Discard gloves and used supplies.

Wash hands.
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