A Technic for Dressing

Septic Wounds

by Sara E. McAllister, R.N.
and Edwin J. Pulaski, M.D.

1sTER is properly credited with the
L recognition of bacteria as the cause
of putrefuction in wounds. As a result,
principles laid down by him have cul-
minated in a manifold scries of procedures
for the prevention ol infection in clean
operative wounds. Tt is only recently(r)
that attention has been called to the ap-
plication of these principles to the con-
taminated or actually infected  open
wound. There is now prool that infcction
frequently is implanted and perpetuated
in open wounds because a strictly aseptic
technic is not applied in their manage-
ment(z, 3).

The purpose of this paper is to describe
a ward setup and procedure for the care
and management of the septic wound.
This technic has been carried out effec-
tively for nearly two years in a septic sur-
gical ward of an Army hospital. The aim
is to emphasize the importance of carrying
over aseptlic precautions to the proper
handling of open wouinds. In so doing we
hope to develop in the dressing room the
same “sterile sense™ that is required in the
operating roon,

Open wounds, in contrast to closed
wounds, e characterized by exposed
damaged tissue which is a ready culture
medivm lor bacteria, Bacteria can enter
this prepured soil and establish themselves
from a number of sources:

1. Air.

2, Wet or soaked dressings and contaminated
bedd clothes,

3. Mouths, noses, and fingers of the patients,
as well as of the dressers,

e Tnstruments and receptacles,

A properly designed dressing unit aims at

climination of all of these potential sourees

ol infection,
To reduce the possibilities of eross con-
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tamination, it is essential to set up a
routine simple and thorough enough so
that, even with a constantly changing
ward personnel, the routine may be car-
ricd out without breaks in technic. Fach
member of the dressing team must be
aware ol the sources of infection and must
be on the alert for possible breaks in
technic. These breaks, when they do occur
must be reported promptly and corrected
immediately.

Setup for dressing procedures

A room is sct aside exclusively for
dressing procedures. This room (Figure I)
has complete and adequate facilities for
carrying out all procedures without draw-
ing on routine ward supplics, It isadvisable
to locate this room where a minimum
amount of traffic occurs, since the frequent
passage of people in and out of a room
increases the circulation of bacteria-laden
dust particles.

Cleaning of this dressing room is com-
pleted at least one hour prior to the dress-

ing periad, o allow for the setling of

dust. The room is thoroughly swept, using
maoist sawdust to keep down dust particles,
and is mopped with hot, soapy water. All
articles in the room are thoroughly dusted

with a damp cloth. Windows arce closed
and kept tightly fastened until the dress-
ing period is completed.

Ultraviolet lamps are turned on for one
hour preceding the dressings, and are left
on for an hour after the procedures are
ended. Ultraviolet  irradiation  removes
micro-organisms from the air at a far
greater rate than is attainable by most
mechanical types of ventilation(y, 5, 6).

Nurses should be aware of the fact that
many dust particles are scattered by care-
less manipulation of bed clothing. Others
(7, 8) have shown that blainkets and
woolen articles, even when clean, harbor
bacteria. Sheets on the occupied bed are
invariably contaminated. Bed coverings
should be handled carefully and  fresh
sheets should be used on the litter for
aach patient. Towels and sheets which
have been freshly laundered should be
used, since they are relatively sterile when
steam-laundered.

All concerned, including the patients
in the dressing room, wear masks over
mouth and nose to prevent spread of
droplet infection. Clean masks are kept
readily available at the entrance to the
dressing room. The dressing room door is
conspicuously marked to remind all those
entering the room to wear masks. Persons
with upper respiratory tract infections
should not be in the dressing room at any
time.

Dressing procedure

All patients, except those in traction,
are brought to the dressing room  for
change of dressings. The patients come to
the room on a wheeled hitter, and remain
on the liver for the dressing. Crutch
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Figure 1. Dressing room layout.
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patients walk to the room and are dressed
on stationary litters. A surgical carriage is
sct up so that patients in traction may be
dressed at the bedside. When bed patients
are dressed, all persons on the ward wear
masks and the windows are closed.

The dressing team consists of a doctor
and nurse who scrub, and another nurse
who circulates. The doctor and nurse
scrub to the elbows for three minutes over
a knee-action scrub sink. The doctor alone
is required to scrub between dressings,
since the nurse is working in a clean field.
The hands are dried with sterile towels,
It is felt that rubber gloves give a false
sense of sceurity, and their use is not ree-
ommended. An all-instrument technic is
employed, and the hands are considered
dirty at all times. To avoid contact with
known soufrees of contamination, the hands
of the dresser and scrubbed nurse never
touch the following:

1. The wound itself.

2. Skin surrounding the wound which has
been covered by dressings.

3. Inner dressings,

In planning the dressing program for the
day, the postoperative patients who are
duc their initial dressing are dressed first,
the septic wounds are dressed subsequent-
ly. The patients are brought to the dress-
ing room on litters by ward attendants.
It is the responsibility of the circulating
nurse to fold back the sheet, to unwrap
carcfully the outer ace bandage, and to

Figure 2. Waste disposal can,

June 1947

397

Figure 3. Individual dressing set.

arrange the lights, disposal cans, and
tables properly. When the doctor so in-
dicates, the circulating nurse removes the
outer dressings. The doctor then removes
the inner dressings with sterile hemostats,
and drapes the wound with sterile towels,
All sterile articles are passed to the dresser
with sterile sponge forceps. The dresser
does not touch the sterile dressing sct
with the hands.

All used dressings are discarded in metal,
drop-lid disposal cans (Figure II), the lids
of which are kept closed at all times, ex-
cept when in use. The containers are
never allowed to become oo full 1o inter-
fere with closure of the lids,

One wound is exposed at a time, and
the exposure time for the dressing is kept
to a minimum. The use of temporary
dressings is condoned. When  multiple
wounds are dressed on the same patient,
cach wound is cared for as a scparate
entity, and a new set of instruments is
used for cach wound. Extensive body
surface wounds such as burns are dressed
onc arca at a time, and a scparate sctup
is used for each area. It is beyond the scope
of this paper to outline specialized technics
for dressing special types of wounds,

Once the dressing  procedures  have

started, the dresser does not touch any-

thing in the room with the bare hand.

Sterile towels and  other materials re-

quired are handed 1o him. The dresser’s

fingers never touch:

1. Sterile dressings, swabs, or ointments,

2. Inner surlaces of containers holding sterile
materials.

His dressing forceps touch only:

. Inner dressings (old and new).

2, Sterile material passed with foreeps by his
assistant.,

3. The wound itself.

After the wound is dressed, the con-
taminated or cexposed instruments are
dropped by the dresser into a vessel con-
taining 4 per cent cresol solution. No
instruments are returned 1o the packet
once'they have been touched. By means of
this procedure the dressing packet is kept
clean. A practical consideration is the fact
that this routine conscrves wrappers and
materials, thus decreasing awndry  de-
mands.

Medications are applied to
surfaces with sterile tongue blades. Lips
of flasks of sterile solutions are always

woln d

flamed before the contents are poured.
Dressings are changed only as necessary,
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since 100 frequent changing enhances the
possibilities of contamination, and in-
creases exudation. Wounds arc kept hy-
gienically clean, and the skin surrounding
the wounds is shaved as necessary.

When the limb is in a cast, windows
large enough for access 10 the wound are
cut, and edges of the cast are protected
with impervious silk. All instruments used
for cast cutting are sterilized immediately
after use, since casts are contaminated.

Equipment and preparation ;

The supply cupboard is designed to
hold the sterile and unsterile supplies con-
veniently. The top shelves are for sierile
dry packages. Sterile jars and containers
are placed on the nest shell, Sterile solu-
tions for intravenous administration and
flasks of irrigating solutions are on the
third shelf. The lower shelves are used for
linens and unsterile supplies waiting to be
prepared for autaclaving.

The dry sterile supplies include: in-
dividual dressing sets, enamel bowls and
curved basins, medicine glasses, irrigating
bulb and lucr syringes, catheters for
wound irrigations, irrigating scts, in-
travenous sets, individually wrapped cot-
ton pads, ace bandages, and parachute
silk. Sterile towels, gauze sponges (37" x 87,
4” x .4”, and 2" x 2"
plicators arc kept in sterile containers.
Nerolorm gauze is kept in sterile oblong

)s spatulas, and ap-

CONGUNCTS.

The individual dressing sct (Figure 111),
which we designed, is made with a 3-ply
plywood board, 14" x 10", as a base. This
is cushioned with non-absorbent cotton,
which is covered with stockinette material.
This material is casily changed  when
repeated sterilizing has deteriorated the
original covering. White tape or gauze
bandage pinned in place keeps the instru-
ments neatly in order through the auto-
claving procedure. A double  thickness
unbleached muslin wrapper 36" x 36" is
used as the outer wrapping. This set con-
tains two sterile towels, 4”7 x 4" and
2" x 2" gauze sponges, applicators, 1
knife handle, 1 scissors, 1 tissue forceps,
1 straight hemostat, 1 curved hemostat,
1 grooved director, and 1 probe.

Double thickness muslin wrappers of
various sizes are used for the wrapping of
most  cquipment.  For other  dressing
matcrials, paper bags and paper wrappers
are used.

The packing and removal of gauze in
extensive wounds subject patients to an
excruciating procedure, This is relieved
considerably by tamponing the wound
with non-adhesive material of such mesh
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that it is not penetrated by granulation
tissuc. Parachute silk or nvlon serves
admirably. It is cut in desired sizes, washed
with soap and water, rinsed thoroughly,
dried and autoclived.

Al materials are sterilized by auto-
claving, in so far as possible, This is con-
sidered the most effective means of sternh-
zation. The small instrument
shown in the diagram is used only for
heating solutions or melting ointments.
Razor blades and knife blades are sterilized
by soaking for 20 minutes in 7o per cent
alcohol (Caution: Will not destroy spores!)
(9) as autoclaving tends to dull the blades.
Hand brushes deteriorate rapidly - with
repeated autocliving. They are sterilized
l)}r .\‘n:lkillg 20 minutes in a solution of
“metaphen’ or “mercresin® 121000,

sterilizer

Care of equipment
following dressing procedures

Contaminated dressings are destroyed
by burning. Garbage pails are washed
dailv with a4 per cent cresol solution.
Ace bandages are washed well with soap
and water, dried, and then sterilized by
autoclaving.

Enamel basins and syringes used for
irrigations are immersed in a solution of
4 per cent cresol, and soaked for 30 minutes
before they are washed and dried for re-
autoclaving.

Used masks are boiled for twenty
minutes in soapy water. Alter boiling,
they are washed and thoroughly rinsed
before being dricd.

Instruments, alter soaking thirty min-
utes in g per cent cresol solution, are
scrubbed, oiled as necessary, and reauto-
claved.

NURSING

Summary

1. Cross infection is a constant threat
to the exposed open wound. Infection in-
creases tissue damage and prolongs dis-
abiliry.

2. Common sources of wound infection
include a) air; ) wet or soaked dressings
and contaminated bed clothes: €) mouths,
noses, and fingers of patients as well as
dressers; d) instruments and receptacles.

3. A physical setup for the dressing of
septic wounds is described, which aims at
elimination ef potential sources of infec-
tion.

4. A dressing technic, found praciicable
in a general hospital, for the management
of scptic wounds is suggested.
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Chemotherapy of Wound Management

s impnrt;ml [ l‘llli!ll;l\i?.(' the limited rdle
I of chemotherapy in the management of
wounds, The basic tenet of the current philos-
ophv in this regard 1 sound surgical care,
Hll(ll)ll (r;ll]ﬁi‘l\.‘i”“ :illt! CI\L'”](II}“'I'.'II‘.\' dre i[l]’
portant leatures of a supportive program de-
sizned to expedite the surgical treatment of
the wounded. OF all the measures devised to
prevent infection, only active immunization
with tetanus toxoid mav be said to have

achieved its purpose completelv. The only
other prophvlactic procedure ol comparable
value s inital surgical management of the
wound. The greatest usefulness of antibacterial
drugs has been in the therapy of impending or
established infection complicating the surgical
rll‘.lll;l;_:,l.‘.l\ll:l]l {Ijl ||]l' \\l\lintL A
Suppuration of a wound is believed o be
duc more to the presence of a pabulum of

wound protein than to anvy speaific bactenial
virulence. Noavalable antibacterial agent can
completely sterilize an open wound. Topical,
or local, chemotherapy has been discarded as
ineflecuve and deleterious. L

c s Rlorts o abolish mlectuon are
necessarily integrated with efforts w expedite
the healing of the wound, The most miportant
accessory procedures in this regard are the
correction of anemi and the restoration of
tissue protein deficits, The known depressant
efleets of sulfonamide compounds on hema-
topoicsis, the intestinal svnthesis ol essentil
metabolites and the appetite in general are
further reasons to establish penicillin as the
chemotherapeutic agent ol choice in the man-
agement of wounds.—Lyoxs, Cioame: Chemo-
therapy in the Management o Wounds,
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