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RN Review provides the ability for a Registeread Nurie 10 réeview the data coltted via the Wound Asseisment by an LPN
of LVN. RN Review should be utilized when the State’s Nursing Pragite Act or Scope of Practice stipulates the
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Education that reflects the interests & trends relating to MFSC Skin Integrity Program.

We Rebuild Lives. Alterations in Skin Integrity and Worsening Wounds

"Do these 10 things when there is a change in skin condition”
1. Determine the Source/Type 6. Consult Therapies

RN Review is a facility configuration that needs to be enabled foundRounds for the designated facilities in the
applicable states

Once enabled, the RN Review Window is to be determined and entered in the Clinical Settings section on the Rules,
Policies & Securily page.
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1. WoundRounds wound management and wound risk management software solution, a service of Telemedicine Solutions, LLC.
2. The Hospital for Special Care is a 236-bed Long Term Acute Care Hospital located in New Britain, Connecticut.

3. Braden Scale for Predicting Pressure Sore Risk, Barbara Braden and Nancy Bergstrom, copyright, 1988.

4. WoundRounds, Facility Risk Summary, snapshot reports, April 2025.

During 2021-2024, total area of Facility Acquired wounds managed averaged 10.5% vs Present on admission wounds averaged
89.5% of the total. The underlying data, FA 12.85 ft2 vs. POA 117 ft2 (2021) FA 13.4 ft2 vs. POA 113.56 ft2 (2022) FA15.32 ft2 vs. POA
121.56 ft2 (2023) FA 12.86 ft2 vs. POA 100.23 ft2 (2024). A physical representation can be approximated by example of 2024 FA total
area of 12.86 ft2 of all changes in skin condition, which is represented by the white non-shaded area of this poster, vs 2024 POA total
area of all changes in skin condition of 100.23 ft2 is represented by the light blue shaded area.

Total area of 2024 FA
full thickness SCIC

2024 total area of all FA SCIC 12.86 ft2 pressure injuries




