Procedure Handouts:

1. Audiometry/Tympnometry

2. Cerumen Removal

3. Fluorescein Staining/Corneal Abrasion Care
4. Incision and Drainage

B.
6
7
8
9

Influenza Specimen Collection

. Strep Swab Collection

. Nurse Maid Elbow

. Foreign Body Removal from Nose or Ear
. Suturing and Staple care

10.

Umbilical Cord Cauterization

11. Biopsy of skin/skin tag/tissue removal



Audiometry

Definition: is the measurement of the range and sensitivity of a person’s hearing
Two ways to hear sound:

Air conduction: Sound waves travel to the inner ear through the ear canal, eardrum, and bones
of the middle ear

Bone conduction: Sound waves pass through the bones around and behind the ear
Types of Audiometry
OAE-Newborn screening-physiologic response of the inner ear to brief clicks
ABR-Newbhorn screening-averaged number of responses of the brainstem to tones or clicks
Behavioral/hearing screening: raises hand to tones at fixed levels 20-25dB
Normal results:
Ability to hear a whisper, narmal speech or ticking watch
Tuning fork through bone and air conduction
Rhine and Weber Tests (2:1 air to bone conduction and equal sound in both ears)
Detailed audiometry: Able to hear tones from 250Hz-8,000Hz at 25dB or lower.
Tympanometry
Evaluates the function of the middle ear by assessing the movement of the TM
-Applies pressure at -400 to +100 H20 pressure to the ear
-Use appropriate type and follow instructions on particular brand of tympanogram

-Warn child about feeling of pressure and pulling potentially on ear.



Examples of Tympanograms:
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Flat curve, no change in compliance with pressure changes. Seen in fluid in the middle ear.
Maximum compliance in negatlve pressure, Seen in eustachian tube obstruction.
Compliance is lower at or near ambient air pressure. Seen in otosclerosis or malleus fixation.

High compliance at or near ambient pressure. Seen in ossicular discontinuity.



Cerumen Removal

Equipment
Manual Removal: Currettes- Choose type based on consistency of the cerumen
Spoons/round/more firm-hard, dried cerumen vs Loops/oval/flexible-more soft and moist
Irrigation: Choose if unable to manually remove, the child is significantly uncooperative
Cannot be used on children with perforations or PE tubes
Microsuction: Older children (not able to get out other ways)
Typically not well tolerated in children
Procedure
Position child with assistant and parent stabilizing the head
Manual Removal:
Perform otoscopic exam to confirm impaction
Using selected curette, reach through the opening of the otoscope OR
Use otoscope to assist in visualizing the cerumen
Do not insert cerumen spoon/loop past where you can see
Use a sweeping motion from top to hottom (softer cerumen on top and harder on bottom)
May want to consider ear wax softening agent if harder wax (such as Colace etc)
Irrigation:
Put warm water in the bottle (some institutions will use a bit of peroxide as well)
Place towel or pad to catch water on side irrigating
Place hasin to receive water and cerumen below ear

Exam the ear to verify no perforations or known history of PE tubes that may be a
contraindication

Gently insert tip of syringe or ear irrigation tube and insert water. Flush until cerumen returns
If get spray back, it may indicate cerumen dislodged that can be retrieved with curette.
Re-examine ear to see if cerumen impaction is resolve and repeat if needed.

Post care:

Discuss cerumen removal techniques and prevention such as not using g-tips, cleaning only
external ear wax and possible cerumen softening agents.



FLUORESCEIN EXAMINATION OF CORNEA AND CONJUNCTIVA

INDICATIONS
+ Unllateral foreign body sensation, hypersensitivity to light, excess tearing, or pain.
Red eye
Eve trauma
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Alrbag deployment in auto accident

Unilateral, persistent eye [rritation in contact lens wearer

Exgosure to UV light rom welding torch, sunlight, or tanning bed

Mild chemical exposure to eye

Neonates/infants persistent crying, unilateral tearing, hypersensitivity to light, or conjunctiva!
inflammation

Eye discharge tn mask-ventilated newlorn or heavily sedated/paralyzed adults on ventilator

CONTRAINDICATIONS (refer to ophthalmologist)

s High-velocity eye injury i.e.,, metallic or nonmetallic fragments
* Hyphema, lens opacification, scleral tear, abnormal examination or irregularity of pupil
* Inflammation > 24 hours e.g. iritis, photophohia, or ciliary blush
e Exposure to caustic or acidic media
s Mild chemical exposure
» Ruptured glohe
& Uncooperative patient
EQUIPMENT
s Snellen chark at 20 feet, or equivalent visual acuity chart
* Topical ophthalmic anesthetlc such as 0.5% proparacaine e.g., Alcaine, Kainair, Ophthaine,
Fluress or a generic version has fluorescein and anesthetic in it, usually benoxinate.
* Sterlle fluorescein sodium strips
e Bright white light source such as a penlight
* Cobalt-blue light source e.g., Wood’s lamp
* An 8-to 10-power magnification lens or ophthalmoscope set at +20 to +40 diopter
o Sterile cotton-tipped applicators '
s Isotonlc ophthalmic Irrigant such as normal saline
e Facial tissue
TECHNIQUE
¢ Check and document visual acuity before instilling topical anesthetic
e Hand the patlent a tlssue and Instlll one to two drops of topical anesthetlc into affected aye
¢ Inspect the affected sye and compare to opposite eye
o Flip upper lid into eversion
s Grasp lower lid, examine conjunctiva and entire eye for trauma, foreign body, or other

sources of symptoms .

Instill fluorescein dye by moistening 3 sterile flucrescein strip with 1-2 drops of sterile saline
or topical anesthetlc, asking patient to look up, and gently touching the lower conjunctival sac
for 3-5 seconds. After instilling the fluorescein, have patient blink a few times to remove
excess tears, and blot them with tissue '




Inspect the cornea with magnification under a cobalt-blue light source. If the entire cornea ls

stalned, (rrigate eye again and re-examine. Abraded areas of cornea should remain high-

lighted with fluorescein

*  Make a drawing of the cornea for later reference

» If no cause of symptoms is found or | vertlcal streaking is found on cornea, suspect embedded
conjunctival foreign body in the eyelid and examine the entire conjunctiva under cobalt-blue
light.

» At this point, If no cause for the symptoms can be found, the eye should be examined undet a

slit lamp. For deep, dendritic, or central ulcerations or for ulcerations in which infection is

suspected, refer to an ophthalmologist

TREATMENT OF CORNEAL ABRASION

FQUIPMENT

» Topical ophthalmic anesthetic
* Isotonic irrigant
¢ Ophthalmic antibiotic ointment Le., bacitracin, ciprofloxacin, erythromycin, ofloxacin

TECHNIQUE ‘

e Patientin supine position, irrigate eye with ophthalmic irrigant, patient’s head turned toward
affacted side

Instlll 1-2 additlonal drops of local anesthetic

Apply antibiatic ointment or drops {contact wearers e.g., ciprofloxacin, gantamicln, ofloxacin)
Pain medication e.g., ophthalmic NSAIDS dose appropriate

Re-examine eye in 24 hours and repeat visual acuity test

Tetanus Immunity verifled or provided
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PATIENT EDUCATION

s |nstruct not to rub eyes

Local anesthetic used during procedure wears off in a few minutes to hours
Topical ophthalmic NSAIDs and/or maist compresses for pain relief

Avold extensive reading or watching television/digital devices

Avoid driving until eye healed




Incision and Drainage

Equipment — Assemble the following materials for the procedure:
aSterile gloves, drapes, and 4 x 4 inch gauze

*Goggles or other eye protection (eg, surgical mask with integrated visor)
¢ Povidene-iodine solution

e Local anesthetic {eg, 1 or 2 percent lidocaing)

#3 1o 10 mL syringe and needle of 25, 27, or 30 gauge

sCulture swab

sNumber 11 blade and scalpel halder

eCurved hemostats

eForceps

& S5Cissors

eNeedleless 30 to 60 mL syringe with 19 gauge IV catheter or needleless irrigation device with splash
protection (eg, Zerowet Splashield)

#Basin with sterile saline solution

# Packing material (eg, iodoform or plain gauze packing tape)

o Dressing of chaice

PROCEDURE

Incision — After adequate analgesia is achieved, incise the skin with a number 11 scalpel blade,

Make a simple linear Incision through the total length of the abscess with the Incision conforming ta the
natural folds of the skin, Avold cruciate or elliptical Incisions because they can cause unsightly scars. If
the abscess Is in a cosmetic area or an area of skin tension, a stab incision may be used to limit tissue
Injury and scarring,

Culture — Prier to the emergance of communlty-acquired methicillin-resistant Staphylococcus
aureus (cMRSA) Infection, cultures were not routinely obtained when performing inclsion and drainage
of a simple abscess, and when obtained did not typiczlly change the care of atherwise healthy patients.

Wound cultures are still not necessary in healthy patients who wlll net receive antlbiotics after abscess
drainage.

However, given the increased prevalence of cMRSA infection and developing resistance patterns, we
suggest that specimens for Gram stain, culture, and susceptibility testing be obtained if the patient will
be treated with antibiotlcs and meets one of the following criteria:

®5evere, local Infection (eg, extensive cellulitis, pilonidal cyst)

® Systemic signs of infection (eg, fever or hemadynamic instability)




sHistory of recurrent or multiple abscesses
sFailure of initial antiblotic treatment
aExtremes of age {young infants or the elderly)
simmunccompromlise

Wound culture may also be appropriate for otherwise healthy patients receiving antibiotics after
abscess drainage who reside in reglons where Staphylococcus dureus antiblotic susceptibility s unknown
or rapidly changhng.

For abscesses requiring Incision and drainage, fluid for cultures may be obtained by swabbing purulent
material. In selected patients, such as immunocompromised hosts or Intravenous drug users, Isolatian of
possible anaeroble organisms can be enhanced by needle aspiration with @ syringe through
appropriately cleaned (eg, with chlorhexidine) skin prior to incision and drainage.

Problng and irrigation — After incision, probe the abscess cavity with a hemostat to brealc up
loculations, ldentify forelgn bodies, and ensure proper dralnage. Do not probe with a gloved finger or
scalpel, A gloved finget may be Injured by a shamp foreign body, and a scalpel may cause tissue damage
or create a false passage or fistula, Probing of the weund is painful and may require additional
anesthesla,

Irrigate the abscess cavity coplously with isctanic saline solutien until all visible pus 1s removed.

Closure «— After incislon, dralnage, probing, and irdgation, we suggest that ahscesses be left open to
heal by secondary intention {secondary closure). In previously healthy adults without significant
surrounding erythema >5 cm wide or signs of systemic infection, primary closure using nonahsorbable
sutures and vertical mattress technigue Is an optlon.

Closure by secandary intenticn Is the traditlonal approach to abscess management and is based upon
the principle of aveiding the placement of foreign bodies in contaminated wounds, However, primary
closure of abscesses is sometimes performed and evidence for this practice is as follows:

Packing or drain placement

Indicatlons — After incision and drainage, we suggest packing any abscess cavity that mests any of the
fallowing criterla:

eAbscess >5 cm in diameter
ePilonidal ahscess
e Abscess in an Immunocampromised or diabetic patient

in contrast to abscesses mote than 5 ¢m in diameter, the benefit of packing smaller abscesses In
otherwise healthy patlents is debated and two small trials have failed to find a benefit for packing as
follows:

Technique — After probing and Irrigation, pack the cavity to prevent closure of the weund margins.
Avoid packing the cavity too tightly, since excessive prassure may cause tlssue necrosis.



Sterile gauze, lodoform gauze, or silver-containing hydrafiber (eg, Aquacel Ag) packing strips may be
used to fill the abscess cavity. A tail of about 1 cm of packing can serve as a wick for drainage and
facllitate subsequent remaval of the packing material. The wound fs left open and an absorbent dressing
Is placed over [t. In an unblinded trfal that compared silver-contalning hydrofiber versus iodoform gauze
packing in 92 adults receiving incision and drainage [n an ED, stiver-containing hydrofiber was associated
with decreased pain at 48 to 72 hours and more rapid reduction in the abscess cavity size.

A Pentose drain or catheter may be preferred in patients with pilonidal abscesses and when follow-up is
uncertain. n these clrcumstances, place a split Penrose drain or a balloon-tipped (eg, Foley) or flared-
tipped (eg, Malecot) catheter Inta the cavity and secure it with an absorbable suture at the wound
margin. Cut excess tubing approximately 2 ¢m above the skin surface. This technigue is appropriate for
any abscess, except ones located on the face




Influenza Specimen Collection

Lomhined Nasal 8 Throat Swah

Rasophatyngeal Swab Nasaphayngealflasal Aspivate  Nasopharyngeal/Mlasal Wash  Deep Nasal Swah
MBaterials = $recile Dacran/nylon swab « Sterile suction catheter/suction « Starile suction catheter/suction « Sterile polyester swab falmminum « 2 dry sterile polyester swatks

= Viral ramsport media tube apparates apparatis o1 piastie shait preforrad} (afuminum ar plastic shafis prefaned)
{shoutd contain 1-3 ME of sterile * \iral tramsport media wbe " » Sterile nomnal saline * Viral franspori media tbe = Vigal transpors media tube

* viral transport mediom) (shoukl contsin 1-3 ML of stedle (shouid enintain I-FE of sterile Eshomd cortaiz 1-3 ML of sterile

- viral fransportmediem) viral fransport modiors) virs! transpartmexism)
Procedare 1 Tilt patient’s head back 70 degrees. 1 Atiach cathaterte suction apparatus, 1 Attach catheter in suction apperatus, 1 it patient’s head back 79 degrees. 1 Tiltgejient’s head back 70 degrees.

2 msert swab inte Maﬂh.mﬁﬁamﬂ_ﬁum 2 Tkt patient’s kead back 71 degrees. 2 Tilt putient’s head hack 70 degrees. 2 While gently rotatitg tha swab, insert 2 Widle gently rotziing the swah, insert
reach degth epctto nce . swah less than one inch ity nostrit swab lasshan one inchi Inta aosil
nastristo outeropening of the ear) 3 Insert catheler o aostrl, (Catherer 3 nsertseveral drops of stedlenomnal g g getanee i metattubinates], funtil resistance is et atturhinates).
Leavs ewab in place for several m_.o___no_.mn%&nmw depth equal to distance saline into each nostril 3 Rutate the sweb 5 he sauch 4

fromun 0 quier apening of aar) o 2 several times against 3 Rotate savoral fintes against
secomdsto absorh egretions. ) ) A Insert catheterinto nostril. Satheter = 2oty andropeatin other nustiil  masal wall and repetitin otfier nost

2 Stovly remawe swah while cotating it. -+ 4 Begin gentle suction. Remuve catheter  should reach depth aqualto distance nsing the s2me swab, g the sams svah.
{Swat buth nostrils with same swab.]  whle rotating gently. from nostrils to suter opening of ear) X \

\ _ . o . . ; 4 Pace 1 of the swabinto sterile stz 2 Placa fip of the swab Into sterile viral

4 Place tip of swab intn sterile vical 5 Plase spesimen in statileviral 5 Betin gentle suction. Remave catheter
transportmedia tuba and snap/cut off Transpartmecia tube, while rotating itqently. M«m_gaﬂﬁﬁm tube and cut off ﬁﬁvﬁﬁ@mﬁﬁm and cut off the
the applicator stick. . . e . e applicatar st applicator stick,

et MNP n,mnmuﬁaﬂ__. wothepassibi G Place specimenin sterile viral % For Sroat swab, take 2 second dry
10 conduct in infaats ‘rransport media tube. polvester swab, isertinto masth,
Nater NP aspirate may rotbe possible ang swab the posterior pharym ard
o eandoetin ifants tonsillar areas. (Avaid the longuel
& Plaoe fip of swah imo the same tube
and cutofithe applicator fip.
Packing: Shipping:

 Lahel the spenimen an viral ransport faedia tube and ensure cag on tobe i tightly sealed.
{Dn ot use a pencil or pen for lakeling, as they esn rub aff or smear, Instead, use a bar tode
or permanact marker),

» fill ot paperwork in ascordance with state healh depastment guidefines,

« Totiuda a frazen cokd packwith Bie specinen(s). .

= Patk spacimens in acrordance with 1.5, Degrartment of Transpartation regulations regarting
shipment af biolpgical snhstanees, ses wnw,edegoviiufprafessionalyFaguosis/index e

Storing: -

« Sperimans shoald be placed into sterife ¥irat transport media and mmediztely placed on
refrigerant gel packs or at4 degrees Selsius {nafrigerator} or transportio the siate public
hezfth [aborahary:

* Keep spacimens refrigerated 12-8 degrees Dolsius, 26-46 degrees Fahrenbeit] prior to shipping.

. B 1.5, Departmant of

At @l Heakth and Human Serviees
el Centersfer Disease

Control and Prevention

= Ship specimens fortesting as goan as possible.
= f delivesy will b2 dalayed for mors than 3-4 days, specimen shoufd befrezen ac-70 degrees Ceisius (-84

gagrees Faheenheit}

» Ensgre speeimen will be recejved by the public heafth Babaratory dusing nomnat business hours,

Censidevations:

« A pasopharyngeal (NP} ewab i the aptimal upper regpiratary ract specimen collection method for influpnza
testing, However, sich specimens canrot be eallected from infants and many older patients may not allow
an NP specimen ta be collected. Alernatively, 8 ¢ombined nasal and throat swah spectmen or aspirate
. specimens can pravide goed influenza vires yelt
*» Some influenza tests sre approved only for use with certain Kinds of respirstory tract specimens, so foflow
guidelises provided by test. Also, some tests [e.g., rapid itfluenza diagnostic tests) ara only approves for
certain kinds of respiratary tract specimens.
= Far bestrsstlts (i, highest influens virus yield), collect respitatory fract specimens witkin four days of

illness onset.

» Most sensitive and aceutate tests for influsnzz virus detection are molecutar or necleic acid amplification

ests (RI-PCRL

= Negative est resulis ubtained from rapid influenza dagnostic tests (RIDTs} that detect Tuflnenza vival
anbigeus da not exclude inflwenza vims infection in patients with signs and sympwns of infigenze, A
neyative st result could bea fuise negative sud should not preclude further diagnostic testing {snch as
BT-PCR} and starting empiric apiiviral treatment. :
= A curpical mask and plovas are recomnended ata pdinimom for sll progedares. For some patients
. and procedares, additonal precautions may be indicated, ses Standand Pracastions atwwwcdeaoy
Hicpac/2007 | PR206Tip_partd nmifas.
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Steps to Collect a Throat Swab Specimen

Wash hands thoroughly.

Put o gloves, surgleal mask and protective eye-wear.

Have the patient facing a strong light to ensure the area to ba swahbed is visihle.

Open the package contalning the flocked swab and aseptically remove swab from package,
Have the patient tilt thelr head backwards, open thelr mouth, and stick out their tangue.
lIse a waoden tongue depressar to hold the tongue in place.

Without tauching the sides of the mouth, use the sterile flocked swab to swab the the posterior
nasopharynx ahd the tonsillar archas,

Insert swab into sterile liquid amies transport system vial,
Break the swal handie at scored breakpoint line.

Replace cap and tightan to securg,

Remave and aseptically dispose of gloves and mask.
Labef llguid amles vial with appropriate Information.

Deliver samples to laboratory for testing.



Nurse Maid Elbow
Key Characteristics:
Subluxation of the radial head
More common in younger children (<5 years)

Often occurs when the arm is suddenly tugged when stepping off curb, pulling of arm, or falls
and catches self with arm

Can recur in children who have had a previous nurse maid elbow
5/s:

Child refuses to bend or use the arm (holds arm in pronation and flexed)
Evaluation:

Consider x-ray to rule out fracture or other concerns
Management: See two technigues on the next page

-If unsuccesful or no improvement after reduction within 15-30 mins consider fracture or other
problem

-Should feel a pop or click when reduced ‘
|

-When in doubt refer to ortho or ER if needed




Hyperpronation

Hyperpronation method- The examiner supports the child's arm at the elbow and places moderate
pressure on the radial head with one finger. The examiner grips the child's distal forearm with the
other hand and hyperpronates the forcarm. A click may be felt by the finger over the radial head
when the subluxation is reduced.



Flexion

Supination-flexion maneuver technique- The examiner supports the child's arm at the elbow and
exerts moderate pressure on the radial head with the thumb or one finger. With the other hand,
the examiner holds the child's distal forearm, and then pulls with gentle traction. While
maintaining traction, the examiner fully supinates the child’s forearm and then fully flexes the
elbow in one smooth motion. A click may be felt by the finger over the radial head or a pop may
be heard by the examiner, when the subluxation is reduced.




Foreign Body Removal from Nose or Ear

Indications/Contraindications:
Known foreign body in the nose or ear that is retrievable

Contraindication: If the foreign body is behind middle turbinate or un-reachable or if
the foreign body will cause damage to membranes (eg. button batteries need referral)

Equipment
Small children may require sedation
Depth and surface of object will determine tool needed
Fibrous objects (cotton, plant material, bugs) can use alligator forceps
Smooth objects (beans, popcorn, seeds) can be removed with curette
Iron containing objects can be removed with magnet
Larger ohjects may be teased out with a fine 1mm right angle hook

May want to consider irrigation (for ears) or small foley like catheters for noses if
available and unable to retrieve with other mechanisms

Procedure
For ears:
Paosition child with assistance from parent or assistant
Visualize object to be removed with otoscope
Identify technique most appropriate and proximity/risk to TM rupture or cther trauma

Gently remove object using equipment above as needed paying close attention to
prevention of trauma

For noses:

Consider Angel Kiss: Occlude opposite nare and blow (parent can do this) in child’s
mouth forcefully to dislodge object)

If unsuccessful;
Extend child’s head

Apply pressure on the tip of the nose in superior and posterior direction to visualize the
nasal canal

Remove using equipment listed above as needed paying close attention to prevention of
trauma.

Post Care: Monitor for bleeding or s/s of infection. Discuss prevention of Foreign bodies.




Sutyring:

Indications:, Laceratlon that is large enough to not close on Its owr, would have a peor
cosmetle outcoms, procedura lacarations, or wournds that will have excessive hleeding unless
closad,

Contraind|catlons:

®  Netvs, tendon, ligament, muscle or other undeylying tissue involved

@ Dty wounds _ L
o Wounds that are older than 12-24 hiours depending on the locatlon and mechanlsm of
injury

Poor clrculation to the area
Compflcating medical conditions such diabates, vescular diseasa ack,

History and Physica) Exan;

2  Howlongago? {>12 hours an body or >24 hours on face should not be close as ganeral
rule) '

Amount of blood loss? . ‘

Last tatanus shot? (>10 years needs a booster, or >5 years if contaminated wound)
Contamination/foreign body?

Complicating med|cal conditiohs?

PE: Slgns of serlous blood loss or hemodynamic compromise {stabllize patient)

PE: Assess motor and sensory function Including 2 point discriminatlon to the Injury site
(before and after closure)

PE: Assess circulation distal to injury (before and ufisr dosure) )

PE: Identify size and dapth ofthe leslon, visualize wound base to assure tepth,
underlying structures (might be damaged) and lack of fareign bodies

Equipment:

Laceration tray, sterlle gloves, anesthetle, rrigation kit (500¢c NS}, chlorchexidine prep (may
very based on institution), 4x4, procedura light, antiblotlc alntment, goggles.
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Proceduyre; Seanext paga; (Referenca: UW Emergency Meditlne Interest group (ND). A gulde
to the basic suture workshop, Retriaved from:

bite://depts washington.edufowernle/media_files/EMIG%205uture%20Handout.pdf
Complications:

Infectlon Dehlscence

Scar formation Untecognizad daep structure injury

Retained forelgn body Possibla tetanus irfectlon




Local Anesihiatios for Wourd Caore

| Agoni Coneontration Infilbration Daration of bloclk
Iidocalne 1% ,2% Iminadiaio 30-60 min
Hdooaine wil epi * 1% Tmimadiate 60-120 min
bupivacalng 0.25%, 0.5% Slowor 240-480 min
Topioa) Dopending 5-15 min 2030 min

* do not use epinephuine In vatd, nose, penls, fingers, and toes|

Absorbabls Sutsre Materials

Material Structuye | Tis. rxn | Sirongth | T4 Uses

| Gut Netugal — J-=k |+ ) 574 | Mugosal olosuye, rate
Chwmln Gul | Notueal [ - 30144 | Muoosa, parthen]
Dexon Braidsd [+ e 254 Sub Q olosures
Vieryl Braflod |t et | 28d | Mueosal closures
Waxon = | Monofil |+ k| 28-360 | Sub G olosurey .

Non-absorbabls Siuture Muterlaly

Matexial Sirnefure | Tis. Ryn | Strength | Knot sen, Thes

Sille Braided | 4=k T4 ey Bosy to Tiaodlo

Nylon Monoftf | -+ b+ Ty Comrmon for-skin el,

Prolens Manofit |+ ol-fode o Highmemory, sub Q pull

Daoton: Bralded | M-+ - el Good fnot geousliy

Stuture slzing; by indication

Loeation - | supoificial | desp
non-absorb | absorbable

Sealp, Torso (chest, b:mk abdomen), exuemltles 300590 13-00r4-0

Face, ayebmw, 1080, ity 6-0 50

Ba,oyelid i 60 s

Hand ) - : AOors) | 540

oot or aole® . 3ord-0 |40

Ponls j ' 500t 60 |[nh

% deep sutures ar to be avolded in the hands and font unless bolng wsed to vopair a tendon
—thay may increase the £isk ofwound infection. Lo ‘




Anesthetization

Clean ths aroa to be anesthotlzed with
chlorhexidine or 1% betadine solution.
Choose the appropriate anesthetio (for most
eases this will be 1% lidooalne with op
without ep), To buffer lidocalne, add
bicarbenate fo the solution in a 10:1 reto,

To buffer bupivacnine, add bicarbonate to the

solution In 5 30: ratio, Use bupivacaine for

lotger procedures, and mix with lidooalne for

botk rapid onset and forger dusation, Diaw
up anesthetlo In & 1000 syringo with an 18g
twedle, Change to 25g or 30g needle and
remove all the alr, Ensert nesdle into
suboutanoous tissue from within the wound
marglns and make a wheel under the skin,
Conilnus elong the entire wound margin to
be repalred.  Use plenty of anesthotlol

Wound Cleaning and Irrigation

Weating eye proteotion, inspect wound for
foreign bodles, Place chucks under the
wound to colleet dednage, Flush wound -
with coplous amounts of normat seline,
Thls can be done with a 306000 syringe
with an 18g needie, IV bag with adapter, or
special irrigatton apparatus, Use a high
pressure, divect stroam In all aress of the
wound, Avold high pressure, however, on
delionts tlssues, such as the aye lids, A
good rule of thumb is 100¢c por 1om of
wound length. Once livigeted, switch to
sterile gloves and cover the sreq with a
sterlle fenosirated drape. Explore the
wound lo nssess the depth and prasence of
Torsign bodies, '

Flg. 2 loond snesthesla
{Wounds imd Incsvtiuns ~ Emeigantoy Ciyd and Closnra)

[‘lllF 3z high pressure wound indgeiton
(Wourls and Lacerntlons - Hmargency Crraand Closire)

SN ———




Bagic Sutaring Techniquos

The sltnplo Intoruptad teohnique iy the predominant form of basle wound olosuce and
the essential sklll of the basie sutuilng workshop.

Lbave agouith ofa il sa that i dncs
nbt pufl baok through o skin il your
pattent moves, )

e firstknot i n “yurgeons® knot, tho
sato £ 1 doulile overliand having two

Subsequent kuols are slamply slngle
overhand knoty, aliernatlng direction
s0'they form ovarlaylng “squsre
lenota”,

Hg, 4 splo Intenupted e teohnk‘)ua
(Wounds ar | aointlons - Bnsigeney Caro i Cloatre)



divactlon, Brming nicely ovarlaying
*aquare knote™s Onde fed, out both ands
of {ha sutnte materlal nextio the wound,
makdag sure enongh romalns to safoly
remove the sutura {about Stomd,

Plg. 4 vont.: slmplo fntarruptad sutura technlna
{Worda ond Locarntlong— Hineigenoy Cove aid Closuis)

Wotloo that awbsecuont knols alictnate




Larger wounds ogh be closed with a continuous simple suture fechitique. The Fest
suturs i made In the same manner as the stmple interrupled, but subsacuont sufuran
ace placed withaut autting the sufure materisl, The final kot s mace by talking'a
“blte® of the second to last pasy though the tasue and tied i tho usua fashion,

L T g it ' —
Dyt

Plg, 5: continutous simple stiteh
(Weuads mid Laosatlons—Bmerpstiny Cars and Closu)



The vertloal mattress suture 1s ideal for equalizitng high-tension foroes across 2 wound
edgo, They aro ateo helpful tn areas where wound adge approximation and proper
“tonting” 15 diffionlt. Thess osn be interrmixad with slimple intorrapted sutures and
romoved oaclier to provent scarcitg, A helpfil mnomonlo is “Ear-far ... nearnane
tmoaning that you bogln your fist suture further away fom the wound margla, snd aim
further away on your foliowethrough, The secand pass theough the tissue follows a
sir_nllm- traot, but oloser (nesv-near) to the wound maigin,

v

: ..'....,

S E 2R S LR

“near-noa™

Fig, 6; vertlenl matitess syture
{Wouncls ard Laceratlons — Fimersenoy Ciive and Closwe)




Suture Spacing

Butute should bo carefully plaved to avold
shearlng through the tlssus wall. One
should also avold strangulatlng tho tisaue
by tying the kot tor tight, This can cause
sunnecassaty scaning and tissue necrosis,
The distance botwoeon sutures should be
voughly % the longth of the Individual
sutures. Place the first suiure in the conter
ofthe wound if spproximation will be
difficult, contlning by cloglng the distance
to the wound edges by ¥4 to minimlze
tenslon forcas op the tlusue wall, Notlee
that the lcnots are all oh the same side. “This
oids with sulure removal,

Tips

¥lg, 7 aspropelato snfure plaogunent
{Wiunels and Loowrtlong ~Bunerganey Grire did Closing)

Bersure to place the needla to 90 degtees ot the skin margin and rotatethe neodle through its atc
white {n the skin, On the opposlte wound edge, be sure to ron the needle though & symmofrioal
tract, This wiil lnswre lovel wound adge approximation. Failure to doso oah tesult in wotge
apbroximution leading to poot wound heallng and seatring, To faollitte this, keep the flngers

fren of the islet holes In the naedla drivers,

Bitoriupled
pimple suture

T & pu'tél-ng it all

Yot tied

Sontioous
simple suture

tog.geii'lor



Patient Instructions and Follow-Up

Risks assoclated with anesthesia and laceration repatr’ .
Complioations of Inceration repalt include Infeotion and wound dehlsoence, A wound re-
ohaclc ghould be scheduled for 24 to 48 hours afler the wound closure if complications are
Iikely. Other complications Include soar formatton, untecoghlzed deop-stiucture injury,
and rstained foreiga body. '

Teiarni shor .

Any open wound is potentially susceptible to tetanus infootlon, A booster should bo
adratnistored if the last tetanus is >10 years old (sssuming the pattent hag reseived the 3
shot primay serles in the past), Jfhe wound Is contaminated with debis, s tetanus
booster should be considored it the proyious tetanus shot is >S years old. In the eveat s
patient has sustalned e tetanus prone wonnd and has not recelved fhe ptimary 3 shot -
sorles, they wifl raquire tstanus Imreune globulin and must be initiated on the primery
immunization setles,

Wonnd care

ARer the flrst 24-48 hours, patients should gently wash the wound with soap and water,
dry it caefully, apply topioal antblotic ointment, and teplace the dressing/bundages,
Faolal wounds genesally only need topical antibiotio ointment without bandaging.
Sunscreon spf 30 should be applied to the wound to prevent subsequent
hyperpigmentation,

Suture removol

Reimoving suturcs is genarally a quick and palnless procedute. Removal time considets
both the potential for soaring and the required tansilo strength of the wound to withstand
siressory,

Aren , Roemoval Time

Face - 3~5 days

Neck 46 days

Scalp 7-12 days

Uppet extremily , 8-14 days

Trunk, 6-14 days

Extensor suiface of hands 10 days

Lower extremity : 14-28 days
When to RTC/ER

Patlents should be instructed to return to the elinlo/ED i they note sipns of infestlon
(redness, hoeat, paln, puss, etc), inadequate anafgesia, or suturs complication, The tatter
raay inelude suture stranguluiion or knot fallure wiih posaiblo wound debisconce, 1t
should be emphasized to patients that they rekurn at the appropdate tlme for suture
removal or complications may arise leading to further soarsing ox subzsquent snrglen
removal of burled sutiures.

R AT AT - L -
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Umbilical Cord Cauterization

Indications:

Umbilical cord granulation tissue or persistent cozing from umbilical stump after cord has fallen
off the baby (usually 1-2 weeks of life)

Contraindications:

Active significant bleeding or s/s of infection of the umbilical cord stump

Don’t use in highly visible area because silver nitrate can cause permanent staining/tattooing
Equipment:

Silver Nitrate solution with small swab

Silver Nitrate infused swab-most commonly used and available
Silver Nitrate

Silver ion cause proteins to precipitate which occludes blood vessels

» Silver salts stain the tissue black because of the deposition of reduced silver
o Usually resolves in 2-3 weeks but can cause permanent staining

Technigque:
Clean area of application to remove debris or blood
Gently moisten the tip of the silver nitrate swab

Place silver nitrate swab on granulation tissue being careful to avoid healthy tissue surrounding
the wound

Post care:

Monitor for resolution of oozing and granulation tissue (may reguire reapplication if not
resolving in 1-3 days). Expect black eschar within 24 hours of treatment

Monitor site for s/s of infection or excessive bleeding

Warn parents about staining of skin and possibly clothes




Punch Biopsy of the Skin

Am Fam Physician. 2002 Maz 15;65(6):1167-1168,
What is punch biopsy?

Punch biopsy is a commonly performed diagnostic procedure on abnormal skin growths or skin
tumors, It is performed using a local anesthetic (numbing medicins), A pencil-like instrament is
used to remove a small, thin cylinder of tissue, The small hole in the skin then may be sutured
(stitched) closed. ‘

What happens to the biopsy specimen once it is removed?

After removal, the biopsy specimen is sent to the laboratory for further evaluation. The specimen
is examined under a microscope by a subspecialist doctor known as a patholo gist. The
pathologist s trained to correctly identify the cells of various skin growths, which will assist
your doctor in selecting the proper treatment, :

Are there any complications after punch biopsy? -

Complications are uncommon following this simple procedure but can occur with any surgical
procedure, Some of the complications associated with punch biopsy include local bleeding and
bruising, pain, infection, allergic reaction to the numbing medicine used in the procedurs, or
damage to the structurcs beneath the skin site (such as an artery or & nerve). Your doctor will
take care to reduce the likelihood of these rare problems. :

What happens to the site where the piece of skin was
removed?

The biopsy site may be sutured (stitched) closed, depending on the size of the skin defect, The
area often heals with a small scar. Your decior may ask you to retwrn in 5 to 14 days for remaval
of the stitches. You will be given instruetions on how to help the biopsy site heal. The results of
the biopsy evaluation will determine if further treatment of the skin site will be needed.

How long before I will receive the results of the biopsy
evaluation?

The biopsy results usually ate available in one to two weelss, Your doctor?s office will notify
you of the results. You do not need to call the office in the first two weeks after the procedure.
Sometimes the doctor will review the results with you at the follow-up (stitch removal) visit, If 1
month goes by and you have not heard from your doctor, call the office for the results of the
biopsy. :




Following Punch Biopsy of the Skin

1.

Immediately after removal of the skin biopsy specimen and closure of the biopsy site,
your doctor will apply antibiotic ointment and a bandage to the site. Continue to apply
antibiotic ointment to the wound until it is completely healed. The antibiotic ointment
Myciiracin Plug is recommended beoause it contains numbing medicine in addition to the
antibiotic,

You can remove the bandage at any time, but you may prefer to keep the wound covered.
Keeping the site covered with a bandage may prevent rubbing at the site and will also
keep the antibiotic ointment off your clothing,

If the biopsy site begins to bleed, apply direct pressure for 10 mimtes, If it continues to
bleed, call your doctor,

If you experience discomfort at the biopsy site, you can take ibuprofen (brand names:
Advil, Motrin, Nuprin), three 200-mg tablets 3 times a day with food, or acetaminophen
(brand name: Tylenol), two 325-mg tablets every 6 hous.

Skin infection can follow any surgical procedure. If you develop increased pain, redness,
pus or swelling at the biopsy site, call your doctor.

Your doctor will notify you of the time for suture (stitch) removal, usually about 5 to 14
days followlng the procedure, Sometimes your doctor may have used only ong stitch o to
olose a punch biopsy site. If the stitch falls out and the wound is not gaping open, you can
call and cancel your follow-up visit.

Most dootors use the sutire removal visit to discuss with you the pathology results of the
biopsy, if they are available. It usvally takes 1 to 2 weeks for your doctor to receive the
results of your biopsy. The doctos?s office will contact you with the results, If 1 month
goes by and you have not beard from your docior?s office, call to check en the biopsy
results.

This handout is provided to you by your family doctor and the American Academy of Family
Physicians, Othet health-related information is available from the AAFP online at

htty/familydoctor.org.



SORT: KEY RECOMMENDATIONS FOR PRACTICE

Evidence
Clinical recommendation rating
Whenever possible, lesions should be excised for C
diagnostic purposes using narrow margins,
Punch or superficial shave biopsies may be more C
appropriate in carefully selected clinical
circumstances (@.g., for large lesions, when
melanoma suspicion is low) because of their
potential effects on staging and prognosis.

A suspected melanoma should be excised usinga C
1- to 3-mm margin.

The type of biapsy performed does notinfluence B
survival rates in patients with melanomse.

References Comments
4,5,22  Consensus

guidelines
3,7,9-13, Consensus
16 guidelines
3.4 Consensus
guidelines
5,10-12, Total of 5,240
14-16 patients in seven
QUicome case-

control series

A = consistent, good-quality patient-oriented evidence; B = inconsistent or limited-quality
patient-oriented evidence; C = consensus, disease-oriented evidence, usual practice, expert
opinion, or case series, For information about the SORT evidence rating system, go to

hitp:/fwww.aafp.org/afpsortxml. http://www.aafp.org/afp/2011/1101/p995 htm}

Indications for Skin Biopsy

Clinieal
Indication presentation  Possible diagnosis Biopsy technique
Disgnosis  Rashes or Diug reaction, cutaneous Partial/perilesional punch
blisters lymphoma, deep tissue infection,
involving erythema multiforme, Kaposi
dermis sarcoma, fupus erythematosus,
pemphigoid, pemphigus, vasculitis
Processes  Erythemanodosum, panniculitis  Elliptical excision,
involving the saucerization
subcutis
Diagnosis  Atypical moles Dyaplastic nevi, malignant Elliptical excision;
and and pigmented melanoma saucerization; punch for 1-

treatment  lesions

to 4-mam lesions with 1- to
3-mm merging

Adeapted with permission from Alguire PC, Mathes BM, Skm blopsy techniques for the intemist,

J Gen Intern Med, 1998:13(1):47




Type of Suture and Timing of Removal by Location

Location Type of suture* Timing of suture removal (days)

Arms 4-0 Tt 10
Face 5-00r6-0 3to 5
Hands or feet 4-0 or 5-0 10to 14
Legs 4-0 10t 14
Palms or soles 3-0 or 4-0 14 to 21
Scalp 4-0 71010
Trunk 3-Dord-0 ~ - 10tol4

*—[Jsing polypropylene (Prolene), silk, or nylon.

Idtentifying High-Risk Lesions for Malignancy

ABCDE sysiem,
Geometric Asymmaeiry in two axes
Trregular Boxder
At least two different Colors in lesion
Maximum Diamgter > 6 mm
Evolution of lesion
Glasgow 7-point checklist
Major features

Change in size of lesion

Irregular border

[rregular pigmentation
Minor features

Inflammation

Iteh or altered sensation

Lesion larger than others

Oozing and crusting

Adapted from Scottish Collegiate Guidelines Network. Cutaneous melanoma. A national clinigal
guideline. btip//www.sign.ac.uk/pdffsien72 pdf,




Dressing and Care of Biopsy Site

Clean area after hemostasis is achieved,

Cover with petrolatum and sterile dressing.

Send tissue to }_S'atl_fmlogy in formalin; if specimen is large enough and there is high suspicion for
malignancy, consider suture tagging an area for pathologist, :

Give discharge instructions; keep area covered and dry for 24 hours .(puneh biopsies) or covered
and moist for at least one week (shave biopsies).

Complications are rare; bleeding can be managed with pressure, suture, or cautery; if infection

occurs, it usually appears within three days after biopsy and can be treated with suture removal
ot oral antibiotics,
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