
Understanding
the crusting
procedure
By Nancy Morgan, RN, BSN, MBA, WOC, WCC,
DWC, OMS

Each issue, Apple Bites brings you a tool
you can apply in your daily practice. 

The crusting procedure produces a dry
surface and absorbs moisture from 

broken skin through an artificial scab that’s
created by using skin barrier powder
(stoma powder) and liquid polymer skin
barrier. The crusting procedure is most fre-
quently used on denuded peristomal skin
to create a dry surface for adherence of an
ostomy pouching system while protecting
the peristomal skin from effluent and adhe-
sives. Crusting can increase pouching-sys-
tem wear time, resulting in fewer pouch
changes and less disruption to irritated peri-
stomal skin. The crusting procedure can al-
so be used for other denuded partial-thick-
ness weeping wounds caused by moisture. 

Here’s an overview of the procedure.

Indications
• Denuded or weeping peristomal skin
• Need for absorption of moisture from

broken skin around the stoma

Contraindications
• Allergy to products used to create the

artificial scab

• Not indicated for prevention of skin
problems

Equipment
• Skin barrier powder (antifungal powder

may be substituted)
• Alcohol-free polymer skin barrier wipes

or spray 
• Clean 4" × 4" gauze pads or tissue for

dusting excess powder 

Steps
1 Clean the peristomal skin with water

(avoid soap) and pat the area dry. 
2 Sprinkle skin barrier powder onto the

denuded skin. 
3 Allow the powder to adhere to the

moist skin.  
4 Dust excess powder from the skin using

a gauze pad or soft tissue. The powder
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should stick only to the raw area and
should be removed from dry, intact
skin.

5 Using a blotting or dabbing motion, ap-
ply the polymer skin barrier over the
powdered area, or lightly spray the area
if you’re using a polymer skin barrier
spray. 

6 Allow the area to dry for a few sec-
onds; a whitish crust will appear. You
can test for dryness of the crust by gen-
tly brushing your finger over it; it
should feel rough but dry. 

7 Repeat steps 2 through 6 two to four
times to achieve a crust.

8 You may apply a pouching system over
the crusted area.

9 Stop using the crusting procedure when

the skin has healed and is no longer
moist to the touch. 

10 Watch a video of the crusting proce-
dure. n
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Wound Care Advisor in-
vites you to consider sub-
mitting articles for publica-
tion in the new voice for
wound, skin, and ostomy
management specialists.

as the official journal of

wcc®s, dwc®s, omss, and

lleSMs, the journal is dedicated

to delivering succinct insights

and pertinent, up-to-date infor-

mation that multidisciplinary

wound team members can im-

mediately apply in their prac-

tice and use to advance their

professional growth.

we are currently seeking sub-

missions for these departments:

• Best Practices, which in-

cludes case studies, clinical

tips from wound care special-

ists, and other resources for

clinical practice

• Business Consult, which is

designed to help wound care

specialists manage their ca-

reers and stay current in rele-

vant healthcare issues that af-

fect skin and wound care.

if you’re considering writing

for us, please click here to re-

view our author guidelines.

the guidelines will help you

identify an appropriate topic

and learn how to prepare and

submit your manuscript. fol-

lowing these guidelines will

increase the chance that we’ll

accept your manuscript for

publication.

if you haven’t written before,

please consider doing so now.

our editorial team will be

happy to work with you to de-

velop your article so that your

colleagues can benefit from

your experience.

for more information, click
here to send an email to the

managing editor.

“But I left voicemessages anda note…”
By Nancy J. Brent, MS, RN, JD

O ften nurses get named in a lawsuitwhen they are involved in clearlynegligent conduct that causes aninjury to or the death of a patient. Exam-ples include administering the wrong med-ication to the wrong patient or not posi-tioning a patient correctly in the operativesuite prior to surgery. Sometimes, howev-er, the negligent behavior of a nurse is notas clear to the nurse involved in the careof the patient.
That was apparently the circumstance inthe reported case, Olsten Health Services,Inc v. Cody.1 In September 2000, Mr. Codywas the victim of a crime that resulted inparaplegia. He was admitted to a rehabili-tation center and discharged on November15, 2000. His physician ordered daily homehealth care services in order to monitor his“almost healed” Stage 2 decubitus pressuresore.2 The home health care agency as-signed a registered nurse (RN) to Mr. Codyand, after Mr. Cody’s health care insurancewould not approve daily visits, a reducedvisit plan was approved by Mr. Cody’sphysician.

A progressive problemOn November 16, 2000, the nurse visitedMr. Cody for the first time. During that visit,she did an admission assessment and notedthat the pressure sore, located at the areaof the tailbone, measured 5 cm by 0.4 cmwide and 0.2 cm deep. She believed thepressure ulcer could be completely healedwithin 3 weeks. The nurse called Mr.Cody’s physician and left him a voice mes-sage concerning her visit and her findings.On November 19, a second visit tookplace and the nurse observed and docu-mented that Mr. Cody’s pressure sore was“100%” pink and no odor was detected.On November 20, she attempted anoth-er visit but did not see Mr. Cody becausethe front gate surrounding his home waslocked. The nurse buzzed the gate door-bell several times to no avail. She left anote on the front gate for the Cody familyand left a voice message for Mr. Cody’sphysician.
The next visit took place on November21. The pressure ulcer was now only “90%pink” and had a “fetid” odor; this condi-tion did not improve over the next 24hours. The nurse documented this fact inher nurses’ notes. Again, she left a voicemail message for the physician concerningthese findings.
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Consider writing an article!

mailto:csaver@verizon.net
mailto:csaver@verizon.net
http://woundcareadvisor.com/author-instructions/
http://www.wcei.net/
http://www.wcei.net/
https://www.youtube.com/watch?v=v83hWZDMpgE

