
REVIEW 

• So lets review Surgical wounds and DTI 

• If ANY part of an incision is open and you see depth/tissue and/or 

wound care is ordered to pack or apply to site then it is considered 

an OPEN SURGICAL WOUND 

• IF entire incision closed then its CLOSED  



Closed Surgical and DTI’s 



DTI 



DTI 

• THINK EGGPLANT Colored!! 

• INTACT SKIN 

• NO DEPTH = 0 

• SKIN INTACT 

• NO DRAINAGE 

• NOT OPEN 

•   



Closed Surgical Wound 



Open versus Closed 



Wound Types 



Wound Closure 



Exudate Type 



Exudate Amount 



Odor 

• When do we assess odor? 

 

• AFTER REMOVING, 

DISCARDING OLD 

DRESSING AND CLEANING 

WOUND 



INFECTION 

• There is no “STOP” or 

alert to notify MD at this 

point in system; You must 

be aware that if you detect 

s/s infection and indicate 

so that there MUST BE 

evidence of MD contact or 

explanation if not……. 



Epithelialization 

• This question refers to NEW 

SKIN 

• If closed surgical wound close 

to 15-30 days old can mark 

option 1-2 

• If newer closed surgical option 

3-4 ok 

• These wounds do not get a 

WAT score 



Edges/Surrounding Tissue: Maceration 



Inflammation 



Skin Color around wound 



Peripheral Tissue Edema 



Induration 

• This means HARDNESS… 

• Palpate around wound 



Necrotic Tissue 

• A closed surgical wound would 

typically not have any necrotic 

tissue as listed 

here…scabbing is not necrotic 

tissue. 



Drains? Yes or No 



Second Wound 

• We completed our closed 

surgical wound  

• Now we will document on our 

Pressure Ulcer  



Other OPEN wound assessment 

•  OPTION 1 = STAGE 1 

• OPTION 2 = St 2, skin 

tears, abrasions, burns, 

any SUPERFICIAL wound 

• OPTION 3 = Stage 3 PU; 

full thickness open 

surgical wounds; full 

thickness any other type 

wound 

• OPTION 4 = St. 4 PU; any 

full thickness, deep open 

wound bone evident 



Edges of Wounds  

• This is referring to the edges 

of the wound  

• Option 1: indistinct; diffuse non 

clearly visible = Stage 1 PU; 

healing Stage 2 possibly 

• Option 2: Open superficial 

wound 

 



Edges  

• EXAMPLE OF OPTION 2; 

• Distinct , outline clearly visible; 

attached even with wound 

base  

• ST 2 PU, skin tear, any 

superficial wound 



Edges 

• Example of OPTION 

3  

• Well defined , not 

attached to wound 

base….depth and 

separation is visible. 

• Stage 3 PU, full 

thickness any wound 



Edges 

• OPTION 4: Well defined, not 

attached; rolled under; 

thickened 

• Often seen in chronic, 

pressure ulcers which have 

been present for a long time- 

LIPS. 



Edges 

• OPTION 5: Well defined, 

fibrotic, scarred or 

hyperkeratotic 

• Other terms : callous  

• Often described chronic 

plantar DM ulcers or old 

surgical repaired Stage 4 PU’s 

will develop scarring around 

edges. 



Granulation  Tissue 

• Referring to red/healthy   ( 

MEAT)  granulation tissue 

visible in the wound bed 

• Option 1 : A LOT OF OUR 

WOUNDS!  

 Stage 1  

 Stage 2 

 Skin Tears 

ALL PARTIAL THICKNESS 

WOUNDS YOU SEE!!  



GRANULATION 

THERE IS NO SUCH THING AS 

GRANULATION TISSUE IN ANY 

PARTIAL THICKNESS WOUND: 

ie Stage 2 PU, skin tears, 

blisters, burns, some venous 

ulcers etc etc. 



GRANULATION 

• OPTIONS 2, 3, 4 refer to 

only DEEP OPEN 

WOUNDS IN THE MEAT!!  

Stage 3 and 4 ; dehisced 

surgical wounds etc 

• OPTION 5 : 

UNSTAGEABLE OR any 

wound with  no red in 

wound; yellow/slough ; 

eschar etc. 



 

50%-75% 

Wound bed 

covered with 

necrotic tissue 

Necrotic Tissue Amount 



Exudate 



Odor and S/S infection 



• THIS IS NEW SKIN 

• OPTION 1 means your wound 

is healed?  

• OPTION 2,3,4 healing with 

new skin over top 

• OPTION 5; no signs of 

healing/new skin occurring 



• This is new skin  

• See outline of original wound?  

• Open areas in center etc…. 



• New skin; pale shiny pink 

• Dark skinned individuals will 

have lighter , paler pink new 

skin … 









 

 

No necrotic 

tissue visible 

Necrotic Tissue 



 

 

White/gray non-

viable tissue or 

nonadherent 

yellow slough 

Necrotic tissue 



 

Loosely 

adherent yellow 

slough 

Necrotic Tissue 



 

Adherent, 

soft black 

eschar 

Necrotic Tissue 



Firmly , adherent hard black 



Undermining 



Tunneling 

• IF present still free text as to 

where it is located in the 

wound bed and depth 



Drains 

• Describe type/location 



WAT  SCORE 

• WE are DONE!!!  

• See WAT SCORE 

• Check history 

– SCORE DOWN  = healing 

– SCORE UP =  

• Worse 

• Two different assessments???????  

 


