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Abstract:  
 

Nursing practices in wound care and dressing changes are integral to promoting healing 

and preventing infection in patients with various types of wounds. Nurses must assess 

the wound's characteristics—such as size, depth, drainage, and tissue type—while also 

taking into account the patient's overall health and medical history. The selection of 

appropriate dressings plays a crucial role in wound care; different types of dressings 

provide varying levels of moisture, protection, and absorption. Nurses are trained in 

techniques that not only promote healing but also minimize patient discomfort during 

dressing changes. Ensuring sterile techniques, educating the patient about their wound 

care routine, and recognizing signs of complications are key components of effective 

nursing practices in this area. In addition to direct care practices, nurses play a vital role 

in interdisciplinary communication and care planning related to wound management. 

They collaborate with physicians, dietitians, and physical therapists to create 

comprehensive care plans that address the underlying causes of wounds and incorporate 

nutritional support, mobility considerations, and other therapeutic measures. 

Documentation of wound assessments and changes in condition is critical for evaluating 

treatment efficacy and guiding future interventions. Continued education and adherence 

to evidence-based guidelines are essential for nurses to stay current with advances in 

wound care technologies and best practices, ultimately improving patient outcomes and 

enhancing the quality of care. 

 

1. Introduction 
 

The intricate and vital domain of wound 

management stands as a cornerstone of nursing 

practice, demanding a sophisticated synthesis of 

scientific knowledge, technical proficiency, 

empathetic care, and critical clinical judgment. 

Effective wound care is fundamental to patient 

recovery across diverse clinical settings, from acute 

surgical units to chronic disease management and 

community healthcare, directly influencing patient 

morbidity, functional outcomes, and quality of life 

[1]. Wounds, whether acute surgical incisions or 

chronic, complex ulcers such as those stemming 

from pressure, diabetes, or vascular insufficiency, 

represent a profound breach in the body’s 

integumentary first line of defense. This breach 

disrupts homeostasis, inviting a cascade of potential 

complications including localized and systemic 

infection, prolonged and stagnant healing 

processes, increased patient suffering and disability, 

and a substantial financial burden on healthcare 

systems globally [2]. The complexity of wound 

healing, an dynamic interplay of cellular, 

molecular, and biochemical phases, can be easily 

impeded by both intrinsic and extrinsic factors, 

making skilled intervention paramount [3].Within 

this challenging clinical landscape, the professional 

nurse assumes a pivotal, autonomous, and 

multifaceted role that extends far beyond the 

historically perceived task of the mere mechanical 

application of a bandage. The nurse functions as a 

primary assessor, a diagnostician, a clinician 

performing advanced interventions, a patient 

advocate, and an educator [4]. Contemporary 

nursing practice in wound care is a holistic, 

evidence-based, and patient-centered discipline, 

grounded in a rigorous and systematic process 

mirroring the nursing process itself: comprehensive 

assessment, identification of nursing diagnoses 

related to skin integrity and tissue healing, 

development of an individualized plan of care, 

implementation of tailored interventions, and 

continuous evaluation of outcomes, all tailored to 

the unique physiological, psychological, and social 

needs of the individual [5]. This patient-centric 

approach acknowledges that a wound is not an 

isolated phenomenon but a life-altering event that 

affects the whole person, requiring care that 

addresses pain, anxiety, body image concerns, and 

lifestyle adaptations [6].This comprehensive essay 

will therefore delve into the sophisticated tapestry 

of modern nursing practices in wound care and 

dressing changes. It will first explore the 

foundational principles of systematic wound 

assessment and etiological classification, which 

inform every subsequent decision. The discourse 

will then examine the critical, often undervalued, 

steps of wound cleansing and bed preparation, 

highlighting evidence-based techniques to promote 

a healing environment. A detailed analysis of the 

nuanced science behind modern dressing selection 

will follow, moving from traditional materials to 

advanced interactive and bioactive modalities. The 

meticulous procedure of the dressing change itself 

will be deconstructed, emphasizing principles of 

asepsis, patient comfort, and documentation. 

Furthermore, the indispensable components of 

patient education, empowerment, and partnership 

for self-management and continuity of care will be 

underscored as critical to long-term success [7].  

2. Comprehensive Wound Assessment:  
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The initial and most crucial step in effective wound 

management is a thorough, systematic, and ongoing 

assessment. This process forms the diagnostic 

foundation upon which all subsequent interventions 

are built. A holistic assessment considers not only 

the wound itself but also the patient as a whole, 

recognizing the multifactorial nature of wound 

healing [3]. 

 

3. Patient-Centered Holistic Evaluation 
 

Before direct wound inspection, the nurse must 

conduct a comprehensive patient assessment. This 

includes a detailed medical and surgical history, 

with particular attention to comorbidities that 

impair healing such as diabetes mellitus, peripheral 

vascular disease, immunocompromised states, and 

nutritional deficiencies [4]. A pharmacological 

review is essential, as medications like 

corticosteroids, chemotherapeutic agents, and some 

anti-inflammatory drugs can significantly delay 

healing [5]. Nutritional status must be evaluated, as 

proteins, vitamins (especially A and C), and 

minerals like zinc and iron are fundamental 

substrates for cellular repair and collagen synthesis 

[6]. Furthermore, a psychosocial assessment is 

imperative, considering factors such as the patient’s 

pain levels, mobility, cognitive function, support 

systems, and health beliefs, all of which profoundly 

impact adherence to care plans and overall 

outcomes [7]. 

3.1 Local Wound Assessment: The METHOD 

Approach 
 

The local wound examination requires a structured 

method, often encapsulated by the acronym 

METHOD: Measure, Exudate, Tissue, 

Hypoxia/Infection, Odor, and Pain [8]. Precise and 

consistent measurement of wound dimensions 

(length, width, depth, and sometimes volume or 

surface area via tracing or photography) is vital for 

monitoring progress objectively [9]. The character 

of wound exudate—its amount, color, consistency, 

and odor—provides critical clues; serous exudate is 

typical, while increased volume, purulence, or a 

foul smell may indicate infection or biofilm 

presence [10]. Identifying the types of tissue 

present in the wound bed is key: viable red 

granulation tissue signifies healing, yellow or gray 

slough (non-viable fibrous tissue) requires removal, 

and black, leathery eschar (necrotic tissue) must 

often be debrided to allow progression [11]. The 

nurse meticulously assesses for clinical signs of 

infection (classic indicators being redness, warmth, 

swelling, pain, and purulence) or critical 

colonization, recognizing that in chronic wounds, 

these signs may be subtle or atypical [12]. Finally, 

assessing and documenting the patient’s experience 

of wound-related pain before, during, and after 

procedures is a fundamental nursing responsibility 

and a key quality indicator [13]. 

 

3.2 Wound Classification Systems 
 

Utilizing validated classification systems 

standardizes communication and guides treatment. 

Wounds are classified by etiology (e.g., pressure 

injury, diabetic foot ulcer, venous leg ulcer, arterial 

ulcer, surgical wound), duration (acute vs. chronic), 

and depth (using systems like the NPUAP/EPUAP 

staging for pressure injuries or the Wagner Scale 

for diabetic foot ulcers) [14, 15]. Understanding the 

underlying cause is non-negotiable, as treatment for 

a venous ulcer (compression) is contraindicated for 

an arterial ulcer, highlighting the nurse’s role in 

differential assessment [16]. 

3.3 Wound Cleansing and Debridement: 

Preparing the Wound Bed 

The principle of preparing a optimal wound bed—

often summarized by the TIME framework (Tissue 

management, Infection/Inflammation control, 

Moisture balance, and Edge advancement)—begins 

with effective cleansing and, if needed, 

debridement [17]. 

3.4 Principles and Techniques of Wound 

Cleansing 
 

The primary goal of cleansing is to remove surface 

debris, bacteria, and residual dressing material 

without damaging fragile granulation tissue or 

introducing new contaminants. The choice of 

solution is important; current best practice strongly 

advocates for the use of lukewarm sterile normal 

saline or potable tap water for most wounds, as it is 

isotonic, non-cytotoxic, and cost-effective [18]. 

Antiseptic solutions like povidone-iodine or 

hydrogen peroxide are generally reserved for short-

term use in heavily contaminated wounds due to 

their potential cytotoxicity to fibroblasts and 

keratinocytes, which can impede healing [19]. The 

technique of cleansing is equally critical; irrigation 

with gentle pressure using a syringe and catheter or 

a commercial irrigator is preferred over swabbing, 

which can traumatize the wound bed and push 

debris deeper into tissue [20]. 

3.5 Debridement: Removing the Barrier to 

Healing 
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When non-viable tissue (slough or eschar) is 

present, debridement—the removal of this 

material—is often necessary to reduce infection 

risk, allow visualization of the wound base, and 

promote healing. Nurses perform or assist with 

various debridement methods. Autolytic 

debridement, facilitated by maintaining a moist 

wound environment with appropriate dressings, is a 

selective, gentle process using the body’s own 

enzymes and is suitable for non-infected wounds 

with minimal exudate [21]. Mechanical 

debridement, such as wet-to-dry gauze dressings 

(now used less frequently due to non-selectivity and 

pain), or softer monofilament fiber pads, physically 

removes debris but can also damage healthy tissue 

[22]. Sharp or surgical debridement, performed by 

specially trained nurses, wound care specialists, or 

surgeons, involves the use of scalpel, scissors, or 

curette to swiftly remove necrotic tissue and is 

indicated for large amounts of eschar or advancing 

infection [23]. Other methods include enzymatic 

(using topical enzymes) and biosurgical (using 

sterile maggots) debridement, each with specific 

indications under nursing management [24]. 

4. Modern Wound Dressing Selection: A 

Science-Informed Art 

The paradigm of wound dressing has shifted 

dramatically from the passive, dry gauze coverings 

of the past to the active, interactive, and advanced 

modalities of today. The concept of maintaining a 

moist wound environment, pioneered by Winter, is 

now the gold standard, as it accelerates 

epithelialization, reduces pain, and facilitates 

autolytic debridement [25]. Dressing selection is a 

sophisticated clinical decision based on the wound 

characteristics identified during assessment. 

4.1 Dressing Categories and Their Indications 
 Hydrocolloids: Self-adhesive, occlusive 

dressings that interact with exudate to form a 

gel, providing a moist environment. Ideal for 

light to moderately exuding wounds like Stage II 

pressure injuries, partial-thickness burns, and 

granulating wounds. They offer waterproof 

protection and can remain in place for several 

days [26]. 

 Hydrogels: Amorphous gels or sheet dressings 

that donate moisture to dry wounds, rehydrate 

necrotic tissue, and soothe painful wounds. 

Excellent for dry wounds with slough, minor 

burns, and painful wounds like radiotherapy-

damaged skin [27]. 

 Alginates & Fibers: Highly absorbent dressings 

derived from seaweed (alginate) or synthetic 

polymers (fiber) that form a gel upon contact 

with exudate. Used for moderate to heavily 

exuding wounds, cavity wounds, and those with 

minor bleeding. They require a secondary cover 

dressing [28]. 

 Foams: Polyurethane dressings that are highly 

absorbent, provide thermal insulation, and 

cushion the wound. Suitable for moderate to 

heavy exudate, granulating wounds, and under 

compression therapy. Available in adhesive and 

non-adhesive forms [29]. 

 Films: Thin, transparent, adhesive polyurethane 

sheets that are permeable to water vapor and 

oxygen but impermeable to bacteria. Used as a 

primary dressing for superficial wounds with 

minimal exudate (e.g., IV sites, donor sites) or 

as a secondary dressing to secure other products. 

They allow for wound visualization [30]. 

 Antimicrobial Dressings: Impregnated with 

agents like silver, iodine (cadexomer iodine), or 

polyhexamethylene biguanide (PHMB). They 

are indicated for wounds with clinical signs of 

infection, critical colonization, or at high risk of 

infection. Their use should be time-limited and 

re-evaluated regularly to prevent resistance and 

toxicity [31]. 

 Specialized Advanced Therapies: For stalled 

or complex wounds, nurses may manage 

advanced options like negative pressure wound 

therapy (NPWT), which applies controlled 

suction to reduce edema, promote perfusion, and 

contract the wound; or biological dressings (skin 

substitutes, collagen matrices) that provide a 

scaffold for cellular growth [32, 33]. 

4.2 The Principles of Dressing Selection 
 

The nurse selects a dressing based on the wound 

bed condition (necrotic, sloughy, granulating, 

epithelializing), exudate level (none, light, 

moderate, heavy), presence of infection, wound 

location, and patient comfort. The key principle is 

to match the dressing’s functional properties to the 

wound’s needs: moisture donation for dry wounds, 

absorption for wet wounds, and filling for cavities. 

The ideal dressing also protects the periwound skin, 

manages odor, is cost-effective, and is acceptable to 

the patient [34]. 

4.3 The Dressing Change Procedure: A 

Meticulous Protocol 

The execution of a dressing change is a sterile or 

clean procedure that requires meticulous 

preparation, technique, and documentation to 

ensure safety, efficacy, and patient comfort. 
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Pre-Procedure Preparation and Asepsis 
Preparation begins with reviewing the patient’s care 

plan, gathering all necessary supplies, and ensuring 

a private, well-lit, and warm environment. Hand 

hygiene is performed before and after the 

procedure. The nurse dons appropriate personal 

protective equipment (PPE)—gloves, apron, and 

eye protection if splashing is anticipated. Strict 

aseptic technique (using sterile gloves and 

instruments) is mandatory for acute surgical 

wounds, deep wounds, or those with exposed 

structures. For many chronic wounds, a “clean” 

technique (using non-sterile gloves but preventing 

cross-contamination from the wound to the 

environment or other body sites) is considered safe 

and practical, though this remains a nuanced 

decision based on institutional policy and wound 

status [35]. Effective pain management is 

proactively addressed, often involving pre-

medication with analgesics 20-30 minutes before 

the procedure [36]. 

4.4 Step-by-Step Execution and Post-Procedure 

Care 
 

The old dressing is removed carefully; if it adheres, 

it should be loosened with saline to minimize 

trauma and pain. The wound and periwound skin 

are then assessed (as detailed earlier) and cleansed 

using the appropriate technique and solution. The 

nurse pats the periwound skin dry to prevent 

maceration. The selected primary dressing is 

applied to cover the entire wound bed and may 

extend slightly onto healthy skin. A secure, 

comfortable secondary dressing (tape, bandage, 

wrap) is then applied, ensuring it does not restrict 

circulation or mobility. All used materials are 

disposed of as clinical waste. The procedure, along 

with a detailed assessment of the wound’s 

appearance, measurements, exudate, and the 

patient’s response, is meticulously documented in 

the patient’s record to ensure continuity of care 

[37]. Finally, the nurse educates the patient on signs 

to report (increased pain, redness, leakage, odor) 

and reinforces the overall plan of care. 

5. Pain Management and Patient Comfort 

Pain is an often under-managed yet central aspect 

of the wound experience. Wound-related pain can 

be background (constant), procedural (during 

dressing changes), or incidental (during movement) 

[38]. Nursing responsibility encompasses 

assessment, advocacy, and intervention. 

5.1 Assessment and Pharmacological 

Interventions 

Using validated pain scales, the nurse routinely 

assesses both background and procedural pain. 

Pharmacological strategies are fundamental. 

Administering systemic analgesics (e.g., opioids, 

NSAIDs) on a regular schedule for background 

pain and as pre-medication before dressing changes 

is crucial. Topical anesthetics like lidocaine gel or 

spray can be applied to the wound bed prior to 

sharp debridement or painful cleansing, offering 

significant relief [39]. 

5.2 Non-Pharmacological and Environmental 

Strategies 
 

Nurses employ a range of non-pharmacological 

techniques to enhance comfort. These include clear 

communication, providing a sense of control 

through choices where possible, using distraction 

techniques (conversation, music), ensuring proper 

support and positioning, and employing gentle, 

slow, and confident handling during the procedure. 

Creating a calm, private, and unrushed environment 

is itself a powerful analgesic [40]. 

6. Patient Education, Empowerment, and 

Continuity of Care 

The ultimate goal of nursing intervention is to 

empower the patient and their family for self-

management where possible. Education is tailored 

to the individual’s needs, literacy level, and 

readiness to learn. Key topics include the cause of 

the wound, the goals and rationale of the treatment 

plan, signs and symptoms of complication 

(infection, deterioration), proper nutrition and 

hydration, pressure off-loading or compression 

therapy techniques, smoking cessation, and, if 

applicable, step-by-step instructions for performing 

their own dressing changes [41]. The nurse ensures 

the patient has access to appropriate supplies and 

support services upon discharge, coordinating with 

community nurses or caregivers to ensure seamless 

continuity of the evidence-based care plan 

established in the clinical setting. 

7. Special Considerations in Complex Wound 

Management 

Certain wound types demand specialized nursing 

knowledge. For diabetic foot ulcers, nurses focus 

on rigorous off-loading with specialized devices, 

meticulous glycemic monitoring advocacy, and 

vascular assessment. In managing venous leg 

ulcers, the nurse becomes an expert in the 

application and monitoring of graduated 

compression therapy, the gold-standard treatment, 

while carefully assessing arterial sufficiency first. 
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For pressure injuries, nursing care is centered on 

systematic risk assessment using tools like the 

Braden Scale, implementing and auditing rigorous 

repositioning schedules, and managing 

sophisticated support surfaces (specialized 

mattresses and cushions) [42]. 

8. Future Directions  

The field of wound care nursing is dynamically 

evolving, driven by technology and personalized 

medicine. Telehealth and mobile applications for 

remote wound monitoring are expanding the 

nurse’s reach. Advanced diagnostic tools like point-

of-care fluorescence imaging to detect subclinical 

biofilm are emerging. The development of “smart” 

dressings with embedded sensors to monitor pH, 

temperature, or biomarkers in real time is on the 

horizon. Furthermore, the growing understanding of 

molecular biology and genetics is paving the way 

for more personalized wound therapies. 

9. Conclusion 

In conclusion, nursing practice in wound care and 

dressing changes is a profound synthesis of art and 

science. It demands a deep understanding of wound 

pathophysiology, a masterful skill in assessment 

and technique, a compassionate commitment to 

pain relief and patient dignity, and a dedicated role 

as educator and advocate. From the initial holistic 

assessment to the selection of a sophisticated 

dressing, from the gentle management of 

procedural pain to the empowerment of the patient 

for self-care, the nurse is the constant, 

knowledgeable guide on the journey toward 

healing. As research advances and technologies 

evolve, the core principles of evidence-based, 

holistic, and patient-centered care will continue to 

define the indispensable role of the nurse in turning 

the challenge of a wound into a story of recovery 

and restored integrity. 
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