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Interventions / Initiatives

A team of nurses meet together with SingHealth Polyclinics (SHP) to
understand what our nursing colleagues require upon receiving patient
from SGH for wound dressing follow-up.

SHP nurses shared that: Type of wound, location of wound, type and
frequency of wound dressing used would be useful knowledge to them to
continue treatment.

Background of the problem

Nurses in SGH are documenting progress and treatment of pressure
Injuries and open surgical wounds on an electronic wound chart on SCM.
When patient needs to go home with wound care follow up, nurse will need
to fill up a hardcopy form to indicate progress and treatment of wound and
attached it with a Doctor’'s memo.
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follow-ups at polyclinics across all inpatient areas.
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General Information:

Pain Assessment:
Oz you hawve any newor unusual pain?: Mo

Analysis of problem

Drug Allergy:
Allergy Ashked: Yes

Allergies: Mot Available
Wound Care Product Allergies: Mo

Wound Care:

Wound 1:

Wound Site: Sacal

Length {cm): 2

Width {cm): 2

Depth {cm): 0.5
Types of Wound: S5kin Tesr
Wound Appearance: Granulsting
Exudate: Sercus

Exudate Amount: Slight
Malodour: Mo

Surrounding Skin: Macerated
Wound Pain: No

Dressing Products: Hydrocollcid
Cleansing Lotions: Mormal Saline
Assistive Devices: Airflow bed
5Skin Protectants: Bamier ocream
Frequency: Twice weekly
Discontinue Dressing: Mo
Referrals: To OPS
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Electronic Signatures:
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Results

The implementation was well-received by the inpatient nurses as
there has been a reduction in
document entry.

Risk of labeling
wrong patient’s
information

Duplicate
documentation
(online &
hardcopy)

Conclusion

This newly standardized process had been efficiently embraced by
nurses from the inpatient areas. There Is lesser documentation to be
done and it reduces time taken to complete additional hardcopy
documentation hence improving discharge process.



