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LEARNING OUTCOMES
On completion of this module you should be able to;

•	 Identify the minimum requirements for a holistic assessment of the patient.
•	 Understand the factors that effect wound healing.
•	 Identify	the	intrinsic	and	extrinsic	factors	and	describe	how	they	influence/	

effect healing.
•	 Analyse the physiological effects involved in complex and compromised 

wounds.
•	 Identify the minimum requirements for wound assessments.
•	 Discuss the issue of professional accountability of assessing and 

documenting wound assessment.
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ASSESSMENT INTRODUCTION

Assessment	can	be	defined	as	information	obtained	via	observation,
questioning,	physical	examination	and	clinical	investigations	in	order	to	
establish a baseline for planning intervention (Collins et al 2002).

Management of the individual patient is of the utmost importance and the 
patient’s	journey	should	be	monitored,	assessed	and	reassessed	at	every	
stage to maintain high standards (Timmons 2007).

Wound	healing	is	affected	by	many	factors,	ranging	from	inadequate	
oxygenation of tissues to psychosocial issues. It is therefore important to not 
only	fully	assess	the	wound,	but	also	to	assess	the	patient.

Accurate and in-depth wound and patient assessment must take place so that 
the most appropriate treatment plan can be selected for each individual. 
Wound assessment must also be documented so that the care that is given is 
recorded,	and	also	to	ensure	continuity	of	care.

The	importance	of	accurate,	timely	and	legible	record	keeping	is	highlighted	by	
the Nursing and Midwifery Council (NMC) ‘Guidelines for Record Keeping’. In 
this document it is stated that the approach most courts of law adopt tends to 
be that...

“...if	it	is	not	recorded,	it	has	not	been	done.”	
NMC (2002)

It is also important that a wound assessment is standardised and understood 
by all practitioners using it.

There are many wound assessment tools that are used and adapted in 
the	clinical	environment.	Maylor	has	recently	conducted	research,	which	
suggests that such tools are interpreted differently by individual practitioners 
possibly	due	to	perception,	personality	and	learning	style	(Maylor	2003	&	
2005). 

This module looks at the important criteria to consider including in a wound 
assessment tool to encourage you to critically analyse established wound 
assessment tools used in the clinical environment.

Digital and Polaroid photography is increasingly being used in conjunction 
with written assessment. 

This module will be divided into three parts;

Part 1  Patient Assessment
Part 2  Wound Assessment
Part 3  Photography in Wound Assessment
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PART ONE: PATIENT ASSESSMENT

Certain factors are known to hinder the healing process. It is therefore 
important to perform an in-depth patient assessment to ensure that these 
factors are taken into consideration when choosing an appropriate plan of 
care.

Equally,	it	is	important	that	your	patient	assessment	has	structure,	because	
this will help to guide further investigations.

PrEsEnTIng	CoMPlAInT/rECEnT	
HISTORY
As with any assessment it is important to start by recording the presenting 
complaint	–	the	reason	the	patient	has	sought,	or	been	referred	for	treatment.	
In	the	case	of	wound	assessment,	the	presenting	complaint	will	usually	be	the	
patient’s wound. Wound assessment is discussed in detail in the second part 
of this module.

A brief history of the presenting complaint should also be recorded as this will 
give clues as to the aetiology of the wound. 

FULL MEDICAL HISTORY
Following	on	from	the	presenting	complaint,	the	patient’s	full	medical	history	
should be recorded. This information will act as a guide as to which 
investigations should be undertaken. 

A patient’s underlying medical conditions and general health will effect wound 
healing. This module will explore the ways in which wound healing is effected 
by these ‘patient’ factors.

SOCIAL HISTORY
There is a strong link between social situation and health showed that people 
in the lowest social group were almost twice as likely to become ill than those 
in the highest group (Black 1982). Wound occurrence and a reduced chance of 
optimal wound healing is therefore more likely in people from a lower 
socio-economic group (Miller 1999).

There are other social factors that need to be considered when deciding upon 
a patient’s treatment plan. A plan of care must be acceptable to the patient 
and	fit	in	with	their	lifestyle	so	they	comply	with	their	treatment.	

Family history must also be recorded as there are a number of medical 
conditions that have strong familial links.

A holistic assessment of each patient must be conducted and documented.  

BASELINE OBSERvATIONS
Baseline observations should be taken as they will help to shape further 
patient	assessment.	As	a	general	rule,	the	following	observations	should	be	
taken;
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BLOOD PRESSURE 
Hypertension is a predisposing factor for heart disease and peripheral vascular
disease.

PULSE
Identify underlying medical conditions or infection.
Respiratory rate.

OxYGEN SATURATION
Identify underlying respiratory conditions that will effect tissue perfusion.

TEMPERATURE
Identify systemic infection or underlying condition.

FULL BLOOD COUNT (FBC)
Identify	iron	deficiency	or	raised	white	cell	count.

C-REACTIvE PROTEIN (CRP)
Infection marker.

UrEA	&	ElECTrolyTEs	(U&E)
Identify underlying medical conditions.

These	observations	should	be	repeated	at	regular	intervals,	the	timing	of	the
repeat	investigations	will	depend	on	the	initial	results,	the	patient	and	the	
wound type.

An experienced practitioner may consider sending the patient for further tests 
and investigations depending on their medical history and the suspected 
wound type.

TISSUE PERFUSION AND OxYGENATION
oxygen	is	required	for	wound	healing	to	occur,	therefore,	for	healing	to	take	
place it is essential that there is adequate perfusion and oxygenation of the 
tissues.

It is sometimes possible to identify patient’s who have poor tissue perfusion 
and/or	oxygenation	just	by	looking	at	the	patients	skin.	This	is	much	easier	to	
observe	in	fair-skinned	individuals,	and	in	good	lighting.

CENTRAL CYANOSIS 
A	bluish	hue	to	the	skin	due	to	insufficient	oxygen	in	the	blood,	most	clearly	
visible in the mucous membranes. The degree of cyanosis does not 
always	reflect	the	degree	of	hypoxia	as	this	is	also	dependent	upon	the	
concentration of haemoglobin in the blood. Prolonged cyanosis is associated 
with	finger	and	toe	clubbing.

PERIPHERAL CYANOSIS
occurs	as	a	result	of	poor	circulation	in	the	small	vessels,	for	example	in	cold	
weather or when the viscosity of the blood is increased.

A	particular	area	of	the	body	may	experience	poor	oxygenation/perfusion,	
for example in arterial disease. It is common for these patients to have 
hairless,	shiny	skin	in	the	lower	limbs	and	their	nails	may	be	hardened.
Other methods of assessing the patient’s tissue perfusion and oxygenation 
include;
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OxYGEN SATURATION 
A	measure	of	the	percentage	saturation	of	haemoglobin	in	the	blood.	However,	
a patient who has a high percentage oxygen saturation may still be hypoxic if 
they have a low concentration of haemoglobin in their blood (anaemia). 

CAPILLARY REFILL
The	rate	at	which	blood	refills	empty	capillaries.	This	is	a	quick	and	easy	way	
to	measure	peripheral	perfusion.	This	can	be	measured	by	pressing	a	fingernail	
until it turns white and taking note of the time needed for colour to return once 
the	nail	is	released.	‘normal’	capillary	refill	is	usually	2	seconds	or	less.

A person’s ability to perfuse and oxygenate their tissues is affected by four 
main factors;

1. Cigarette Smoking
2. vascular Disease
3. Anaemia
4. Other disease

1. CIGARETTE SMOKING
Cigarette smoking has a detrimental effect on wound healing in two ways. 
Firstly,	carbon	monoxide	in	cigarette	smoke	binds	to	haemoglobin	reducing	
its	capacity	to	carry	oxygen	to	tissues.	secondly,	the	nicotine	causes	
vasoconstriction	and	increases	the	tendency	of	the	blood	to	clot,	reducing	
tissue perfusion.

Nicotine and carbon monoxide in tobacco smoke have multiple adverse effects 
on the cardiovascular system. Nicotine tends to cause the heart to beat more 
quickly	and	therefore	work	harder,	increasing	its	demand	for	oxygen.	At	the	
same	time,	the	carbon	monoxide	decreases	the	amount	of	oxygen	in	the	blood	
making the heart beat even faster. This is a vicious cycle that is reinforced with 
each inhalation of tobacco smoke.

Smoking is also a major risk factor for the development of atherosclerosis. 
Atherosclerosis is the commonest cause of arterial disease and will therefore 
be described in further detail in the vascular disease section below.
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2. vASCULAR DISEASE
Both venous and arterial diseases have an effect on tissue perfusion and can
therefore lead to ulceration.

Arterial disease and arterial leg ulcers

Figure 3.1 Arterial System

Atherosclerosis is the commonest cause of arterial disease. Less common 
causes	are	thromboembolism,	vasculitus,	raynaud’s	disease	and	cold	injury	
(Haslet et al. 1999).

ATHEROSCLEROSIS 
Atherosclerosis is a focal thickening (plaque) of the inner most layer (intima) of 
elastic	and	muscular	arteries	such	as	the	aorta,	coronary,	cerebral,	internal	
carotid,	iliac,	femoral	and	mesenteric	arteries.	Blood	vessels	of	a	diameter	of	
less than 3µm are not affected.

This	condition	arises	as	fatty	deposits	called	atheroma,	are	laid	down	in	the	
arteries.	The	flow	of	blood	through	the	artery	can	become	impaired	by	the	
build up of atheroma. 
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Figure 3.2 Atherosclerosis 

The artery can also become completely blocked by this build up or from a 
blood clot forming on the rough surface of the deposits. Smokers are more 
likely to develop atherosclerosis.

There	are	also	other	risk	factors	for	the	development	of	atherosclerosis,	which	
include;

•	 Cigarette smoking
•	 Hyperlipidaemia
•	 Hypertension
•	 Obesity
•	 Physical inactivity
•	 Age 65+
•	 History of coronary artery disease
•	 Family history
•	 Diabetes mellitus
•	 Oxidative Stress (e.g. Angiotensin II – free radical)

There are a number of clinical conditions caused by atherosclerosis;

Brain Renal

Cerebrovascular disease Renal artery disease

Transient ischaemic attacks Renal failure

Cerebral thrombosis (stroke) Hypertension

Heart Gut

Coronary artery disease Mesenteric artery disease

Stable angina Intestinal angina

Unstable angina

Myocardial Infarction

Thorax	&	abdomen Lower limbs

Aortic artery disease Peripheral vascular disease

Aortic dissection Intermittent claudication

Aortic aneurysm Critical limb ischaemia

Acute limb ischaemia

These atherosclerosis-derived conditions are caused by the effects of reduced 
or	occluded	blood	flow	to	an	area	of	tissue.	This	results	in	pain,	dysfunction	
and,	at	the	worst	end	of	the	spectrum,	tissue	death	(ockenden	2001).

Arterial ulceration which is explained further in Module 4 results from a lack of 
adequate blood supply to adequately perfuse tissues. Atherosclerosis is the 
reason for reduced blood supply and therefore the commonest cause for 
arterial ulceration (Moffatt 2001).

vessel Lumen

Plaque

vessel Wall
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PERIPHERAL vASCULAR DISEASE (PvD)
When atherosclerosis is present in the major arteries supplying the limbs 
(usually the lower limbs) this is termed PvD. If the disease progresses smaller 
arteries can also become affected.

A	major	indicator	of	PVD	is	intermittent	claudication	(IC),	described	below.

The	reduced	blood	flow	to	the	limbs	can	cause	the	following	physical	changes.

The foot may develop dusky erythema as the blood vessels dilate in an 
attempt to increase blood supply to tissues that are oxygen deprived.

Hair loss from the limbs.

Diminished or absent foot pulses.

The reduced skin perfusion results in inadequate tissue oxygenation which will 
promote the development of arterial ulcers of the leg or foot.

INTERMITTENT CLAUDICATION (IC)
IC is an important indicator of PvD. IC is a symptom related to reduced 
perfusion through an artery caused by atheroma. During exercise this reduced 
perfusion causes hypoxia in the muscle distal to the site of atheroma and a 
cramping pain is experienced. This pain is relieved by rest. Most commonly the 
calf	muscles	are	affected	but	it	can	also	affect	the	thigh,	buttock	and	arm	
muscles.

It is important to assess the distance a patient can walk prior to the onset of 
pain	and	the	ways	in	which	patients	find	they	can	relieve	the	pain	as	this	
shows the extent of the patient’s PvD.

With regular exercise and lifestyle changes IC symptoms can be resolved. 
Lifestyle changes will depend upon an individual’s circumstances but they 
include;	smoking	cessation,	weight	reduction;	control	of	hyperlipidaemia;	
eating a healthy diet and foot care.

However if PvD progresses IC pain may become continuous and prevent the 
patient	from	sleeping.	At	this	stage	patients	find	that	the	symptoms	are	
relieved when their legs are dependant (not elevated). Therefore they may 
hang their leg down out of bed or sleep in a chair to relieve pain. This can 
progress to chronic critical limb ischaemia.

Other causes for arterial ulceration include:

•	 Trauma	that	interrupts	blood	flow
•	 vasculitis
•	 Raynaud’s disease
•	 Cold injuries such as frostbite. 

Patients may also develop arterial ulcers due to acute events such as an
arterial	embolism	or	severe	injury	that	disrupts	blood	flow.	Moffatt	C	(2001).
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vENOUS DISEASE AND vENOUS LEG 
ULCERS

Figure 3.3 Diagram of venous System

Blood is pumped back to the heart through the veins by the calf muscles.
Venous	valves	exist	to	prevent	back	flow	of	blood.	

Figure: 3.4 Diagram of a Healthy Calf Pump
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This system relies on the effectiveness of both the calf muscle and the valves. 
Therefore any disease or injury that effects the calf muscle will impede the 
ability of this mechanism and ultimately the health of the leg. 

Poor	valve	performance	can	be	caused	by	congenital	or	familial	defect,	
damage	from	a	previous	deep	vein	thrombosis	(DVT),	surgery,	pregnancy,	
varicose	veins,	injury	or,	a	mechanical	defect	due	to	a	higher	obstruction	to	
venous return.

regular	‘chair	sleeping’	combined	with	poor	mobility	can	also	significantly	
impair venous return.

Diagram 3.5 Diagram showing normal and faulty valves.

When	either	of	these	mechanisms	are	sufficiently	under-performing	on	
either	poor	valve	performance	or	muscle	disease,	blood	flow	becomes	
sluggish. This is because there is increased pressure in the veins (venous 
hypertension) and the body requires a pressure gradient between the arteries 
and the veins in order for the heart to pump blood through arteries and into 
veins.	Consequently	there	is	pooling	of	fluid	in	the	tissues	(oedema).

The presence of oedema slows down gaseous exchange within the 
micro-circulation,	it	also	results	in	reduced	tissue	oxygenation	and	inadequate	
toxins removal.

Eventually	tissue	health	suffers	and	skin	lesions	appear,	often	without	any	
trauma to the tissues. Patients are often unaware of the problem until they 
notice staining on their clothing.

MIxED vENOUS AND ARTERIAL DISEASE
It is very common for a patient to have both arterial and venous vascular 
problems. 

A careful assessment of all lower limb wounds must be undertaken by an 
experienced practitioner to establish the underlying cause because the 
management of these wounds must address the underlying cause.

Mixed	ulcers	will	be	discussed	in	detail	in	Module	4,	section	6:	leg	Ulcers

Blood Flow

Normal valves

Faulty valves
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3.  ANAEMIA
Anaemia is ‘a reduction in the quantity of the oxygen-carrying pigment 
haemoglobin in the blood’ (Martin 1994) 

Therefore a person who is anaemic will have a reduced capacity for wound 
healing. We are dependent on oxygen as a catalyst and energy source for 
many	cellular	functions	including	maintenance,	metabolism	and	repair.	In	
wound healing it is essential to provide the additional energy source for the 
repairing process.             

4. OTHER DISEASE
Any illness that compromises pulmonary or cardiovascular function will effect 
how	well	tissues	are	perfused	and/or	oxygenated.

A	large	number	of	diseases/illnesses	can	effect	perfusion	and	oxygenation	in	
this	way,	a	few	examples	are	listed;

Circulatory Disorders

Anaemia Heart Failure

PvD Arteriosclerosis

Hypovolaemia Hypertension

Respiratory Disorders

Chronic Obstructive Airways Disease Bronchitis

Pneumonia

Other

Sepsis

UNDERLYING MEDICAL CONDITIONS
There are many other disorders that will delay wound healing. They can be 
thought of under the following headings. A few examples are listed under each 
heading,	but	this	is	not	an	exhaustive	list;

Metabolic Disorders

Diabetes renal	&	Hepatic	Failure

Malabsorption Disorders

Crohn’s Disease Ulcerative Colitis

Disorders	of	Mobility	&	sensation

Cerebrovascular Event (CvE) Spinal Injury

Diabetes Neuropathy

Multiple Sclerosis

Immune	deficiency	Disorders

Rheumatoid Arthritis HIV,	AIDs

Malignancy
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NUTRITION
Nutrition has a vital role to play in the process of wound healing (Perkins 2000).  

Any	deficiencies	in	the	amount	and	quality	of	nutrients	will	prolong	the	healing	
process.	These	deficiencies	may	be	a	result	of	an	inadequate	diet	or	due	to	
an underlying disorder such as those listed above. A thorough patient history 
should be taken to discover any existing conditions. Also every patient should 
be weighed and have their nutritional status assessed using a recognised 
assessment tool. 

Most Hospital and Primary Care Trusts will have a nutritional 
risk assessment tool which should be used to assess a patient’s nutritional 
risk when they commence care. The patient should then be weighed and the 
assessment	repeated	regularly,	usually	once	a	week.	A	result	of	being	deprived	
of	one	or	more	essential	nutrients,	some	wounds	may	become	‘stuck‘	at	a	
certain stage during the wound healing cascade (Lansdown 2004).
The role certain nutrients play in wound healing will now be described

GLUCOSE
As	wounds	heal,	new	tissue	has	to	be	generated;	this	requires	energy.	Energy	
is	required	for	leucocyte,	macrophage	and	fibroblast	function	in	particular.	The	
main source of energy for all the activities involved in wound healing is 
glucose.

PROTEIN
The nutritional requirements for adequate wound healing include an adequate 
protein intake. Protein is needed for the following processes to occur; immune 
response,	phagocytosis,	angiogenesis,	fibroblast	proliferation,	collagen	
synthesis and wound remodelling. 

Proteins supply the amino acids necessary for repair and regeneration of 
tissues. Fibrous tissue is protein based and hence scar tissue will have poorer 
tensile strength in those patients who are protein depleted.

Fats are required as they provide energy which is required for the formation of 
new cells.

vitamin A is necessary for re-epithelialisation. It is also involved in collagen 
synthesis	and	cross	linking,	and	therefore	plays	an	important	role	in	providing	
the tensile strength of a wound.

vitamin B Complex plays an important role in providing the tensile strength 
involved in collagen cross-linking. It is also required in the immune response.

Vitamin	C	is	required	for	collagen	synthesis,	wound	tensile	strength,	neutrophil	
function,	macrophage	migration,	immune	response	and	capillary	integrity.

vitamin E appears to reduce tissue damage from free radical formation.

Copper is required for collagen synthesis and leucocyte formation.

Iron plays a role in collagen synthesis and oxygen delivery. It is essential for 
the formation of haemoglobin which combines with oxygen and transports it 
through blood to body tissue and organs.

Zinc	enhances	cell	proliferation,	increases	epithelialisation	and	improves	
collagen strength.

An	adequate	supply	of	nutrients	is	found	in	a	normal,	well	balanced	diet,	
patients should be referred to a dietician if the wound is not progressing to 
healing	or	if	their	diet	appears	not	to	contain	the	right	nutrients,	and	they	are	
gaining or losing excessive amounts of weight.
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DEHYDRATION
Dehydration can have a negative effect on wound healing and can result in 
electrolyte imbalance. Fluid and nutritional loss may increase in patients who 
have	heavily	exuding	wounds	(gunnewicht	&	Dunford	2004).

Any	patient	is	at	risk	of	having	a	poor	nutritional	status,	therefore	a	thorough	
nutritional assessment should be carried out with all patients. Someone with a 
poor nutritional status will not only have a decreased ability to heal wounds but 
also	a	decreased	ability	to	fight	infection	and	disease.

If a patient has a poor nutritional status then a plan can be devised to improve 
their dietary intake. The method by which this is achieved will differ between 
individuals.

AGEING
All phases of wound healing are affected by the ageing process.

For	example,	the	inflammatory	phase	is	delayed	and	reduced	due	to	a	
decreased	number	of	mast	cells.	Also	fibroblast	activity	decreases	with	age,	
with consequent poor collagen formation and slowing of healing.

Age is therefore an important factor to consider when assessing wounds and 
planning care.

RAISED PLASMA LEvELS OF CORTICOSTEROIDS
The practitioner should always check to see if the patient is taking steroids 
as this may result in raised plasma levels of the corticosteroids. Raised plasma 
levels	of	corticosteroids	occurs	in	Cushing’s	syndrome,	steroid	therapy,	and	
psychological and emotional stress. Raised levels of corticosteroids suppress 
the	inflammatory	and	immune	responses	and	hence	delay	wound	healing	and	
reduce resistance to infection. 

Corticosteroids also affect wound healing through a number of other 
mechanisms:	antimitotic	effects	on	keratinocytes	and	fibroblasts,	decreased	
synthesis of extracellular matrix components and delayed epithelialisation 
(Anstead	1998),	(Bitar	1998)	&	(Fewkes	et al 1995).

PSYCHOLOGICAL AND PHYSIOLOGICAL STRESS
As well as delaying wound healing through raised serum levels of 
corticosteroids,	stress	also	delays	wound	healing	due	to	stimulation	of	
the sympathetic nervous system. Sympathetic stimulation causes 
vasoconstriction,	reducing	perfusion	of	the	wound	which	delays	wound	
healing.

It is important to involve the patient in all decisions made regarding the 
management of their wound as this will help to reduce their stress levels. This 
will also help to increase the likelihood that patients will follow the advice and 
treatment regimen prescribed by the health professional.

If	patients	are	not	included,	or	not	happy	with	decisions	made,	then	they	are	
less likely to follow a treatment regimen. This can be a major factor in delaying 
wound healing.

DIABETES MELLITUS
Impaired wound healing in patients with diabetes has been well established. 
Wound repair in patients with diabetes mellitus is characterised by reduced 
collagen	synthesis	and	deposition,	decreased	wound-breaking	strength,	
defective	granulocytic	function,	reduced	capillary	in-growth	and	impaired	
leucocyte function (Silhi 1998).
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Diabetic	patients	are	also	at	increased	risk	of	developing	neuropathy,	
arteriosclerosis	and	PVD	which	can	lead	to	diabetic	ulceration	(see	Module	4,	
Section 7: Diabetic Foot Ulcers)

PRESSURE ULCER RISK ASSESSMENT
Patients must be assessed to determine their risk of pressure ulcer 
development. Risk assessment forms are an important part of holistic ulcer 
assessment and prevention. NICE (2001) recommends the use of a risk 
assessment	tool,	such	as	the	Waterlow	score,	as	an	aide	memoir	to	assist	
objectivity (NICE 2001a).

Pressure ulcers occur most commonly over a bony prominence which is 
covered	by	a	thin	layer	of	tissue,	although	they	can	develop	anywhere	on	the	
body.

The terms ‘pressure ulcer’ and ‘bed sore’ are inaccurate. Although pressure is 
a	major	factor	in	the	development	of	a	pressure	ulcer,	it	is	not	the	only	one.	
Also,	a	person	does	not	have	to	be	in	bed	to	develop	a	pressure-related	lesion,	
people sitting for long periods without pressure relief are at an even greater 
risk.

Pressure	Ulcers	are	identified	as;

“Damage	to	an	individual’s	skin	due	to	the	effects	of	pressure	together	with,	
or	independently	from,	a	number	of	other	factors	e.g.	shearing,	friction,	

moisture	etc.”	
Department of Health (2001)

Determining the risk of pressure ulcer development is important because 
the National Institute for Health and Clinical Excellence (NICE) and the 
Department of Health have said that health care practitioners should know how 
to initiate and maintain correct and suitable preventative measures (NICE 
2001a),	(DoH	2001).	Many	healthcare	settings	use	risk	assessment	tools.	
These	tools	have	been	criticised	for	their	lack	of	validity	and	reliability,	however	
as	stated	above,	their	use	as	an	aide-memoir	is	encouraged	(nICE	2001a).

This module will now look at one of the most widely used pressure ulcer 
assessment	tools,	devised	by	Judy	Waterlow	in	1985	when	she	first	published	
a risk assessment card in the Nursing Times. Waterlow went on to publish her 
“Pressure	sore	Prevention	Manual”	in	1991,	which	was	updated	in	2005.

The	Waterlow	Pressure	Ulcer	Prevention/Treatment	Policy	Waterlow	(2005)	
uses the factors that contribute to pressure ulcer development to provide a 
‘Waterlow score’ for a patient. This score is then used to determine the best 
course	of	action	to	prevent	ulcer	development	and/or	to	aid	ulcer	healing.

The parameters chosen to ‘score’ the patient on are based on the intrinsic and 
extrinsic factors that contribute to pressure ulcer development;
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INTRINSIC (FACTORS WITHIN THE PATIENT)
MALNUTRITION 
This can be caused by many factors such as 

•	 poverty
•	 chronic disease
•	 major surgery
•	 nil by mouth status etc. 
•	 also see nutrition section in this module.

IMMOBILITY
•	 sedation
•	 anaesthesia
•	 paralysis
•	 pain
•	 traction
•	 major trauma
•	 age
•	 loss of sensation (Also see age section in this module).

MEDICAL CONDITION
•	 chronic cardiac failure
•	 chronic respiratory disease
•	 auto immune disease
•	 diabetes 
•	 neurological disease etc.

DEHYDRATION 
Dehydration can have a negative effect on wound healing and can result in
electrolyte imbalance. Fluid and nutrition loss may increase in patients who 
have heavily exuding wounds (Gunnerwickt et al. 2004).

ExTRINSIC (ExTERNAL FACTORS)

PRESSURE 
Compression of tissue between bone and hard surface.

SHEAR 
Shear forces are initiated when part of a body tries to move but the surface of 
the skin remains motionless against the support surface. Shearing forces
will only exist if pressure is also present.

FRICTION 
Friction	forces	come	about	when	the	shearing	force	increases	sufficiently	
to	overcome	the	bodies	resistance	to	being	moved,	the	area	of	tissue	in	
contact with the support surface will then begin to slide.

MOISTURE
Caused	by	incontinence,	sweating,	high	temperature,	wound	exudate,	etc.	If
the	surface	on	which	the	patient	is	supported	is	damp,	the	patient’s	skin	can
adhere to the damp surface and exacerbate damage.

Other factors are also considered such as the patient’s skin condition and
other	special	risks,	see	Figure	3.6.
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WATERLOW PRESSURE ULCER 
PrEVEnTIon/TrEATMEnT	PolICy	
ring	scores	in	table,	add	total.	More	than	one	score/category	can	be	used

BUIlD/WEIgHT	
FOR HEIGHT

SKIN TYPE 
vISUAL RISK 

AREAS

SEx AGE MALNUTRITION SCREENING TOOL 
(MsT)	(nUTrITIon	Vol.	15,	no.6	1999	

- AUSTRALIA)

Average 
BMI = 20-24.9
Above Average 
BMI= 25-29.9
Obese 
BMI >30
Below Average 
BMI=<20
BMI=Wt	(kg)/ht	(m)2

0

1

2

3

Healthy
Tissue Paper
Dry
Oedematous
Clammy,	Pyrexia
Discoloured
Grade 1
Broken/spots
Grade 2-4

0
1
1
1
1

2

3

Male
Female
14-49
50-64
65-74
75-80
81+

1
2
1
2
3
4
5

A - Has patient lost 
weight recently
Yes - Go to B
No - Go to C
Unsure - Go to C 
and score 2

B - Weight loss 
Score
0.5 - 5kg = 1
5-10kg    = 2
10-15kg  = 3
>15kg    = 4
Unsure    = 2

C - Patient eating 
poorly or lack of 
appetite
‘No’ = 0
‘Yes’= 1 

Nutrition Score
If > 2 refer 
for nutrition 
assessment	/	
intervention

CONTINENCE MOBILITY SPECIAL RISKS

Complete/	
Catheterised
Urine Incont.
Faecal Incont.
Urinary + Faecal 
incontinence

0
1
2

3

Fully
restless/fidgety
Apathetic
Restricted
Bed bound e.g. 
Traction
Chair bound
e.g. Wheelchair

0
1
2
3

4

5

Tissue Malnutrition neurological	Deficit

Terminal 
Cachexia
Multiple organ 
failure
Single organ 
failure	(resp,	
renal,	cardiac)
Peripheral 
vascular 
disease
Anaemia 
(Hb<8)
Smoking

8

8

5

5

2
1

Diabetes,	Ms,	CVA
Motor/sensory
Paraplegia 
(Max of 6)

4-6
4-6
4-6

SCORE

10+ At Risk 

MAJOR SURGERY OR TRAUMA
15+ High Risk

orthopaedic/spinal
On table >2hr#
On table>6hr#

5
5
8

20+ very High Risk

Figure 3.6 Reproduced by permission of Judy Waterlow SRN RCNT 

Pressure ulcer risk should be reassessed regularly and when the patient’s 
circumstances change (e.g. when they have surgery etc). (Pressure ulcer 
classification	will	be	discussed	in	Module	4,	section	5:	Pressure	Ulcers.)

PAIN
Wound	pain	is	often	underestimated	but	it	can	be	a	very	significant	problem	for	
the	patient	experiencing	it.	Inadequately	managed,	pain	can	lead	to	sleep	
disturbance,	irritability	and	depression.	Chronic	wound	pain	is	frequently	
severe,	persistent	and	quickly	leads	to	sleeplessness,	emotional	distress,	
loss	of	self	esteem,	social	isolation	and	depression	(Flannagan	2007).		
Accurate pain assessment using a validated pain assessment tool is key to 
implementing an effective management strategy (Young 2007).

It is therefore very important to empathise and adequately manage the 
patient’s	pain,	to	prepare	patients	for	pain	that	they	are	likely	to	experience	
and	to	establish	a	good	rapport.	If	the	health	professional	fails	to	do	this,	the	
patient is likely to fear future wound intervention. The patient will also be less 
likely to trust the health professional’s advice and prescribed treatment
regimen. Pain is commonly assessed using a visual analogue scale;
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1 2 3 4 5 6 7 8 9 10

No Pain

Mild 
Pain

Moderate 
Pain

Severe 
Pain

Background	Pain	(Constant,	
always there)

Immediate	post-procedure/
dressing change pain

Breakthrough pain (Intermittent 
Stabbing pain)

Figure 3.7 Baseline pain measurement chart

Pain	is	a	marker	of	wound	progress	or	deterioration,	pain	may	diminish	as	
oedema	resolves,	where	as	a	sudden	increase	may	be	a	sign	that	infection	is	
present (Eagle 2009).

This section has shown that a thorough patient assessment is very important 
when constructing a wound care plan. 

It is important to have a good understanding of the person who has the wound 
so that realistic goals and outcomes can be planned. 

once	a	practitioner	has	a	complete	history	of	the	patient	and	their	wound,	they	
will be able to plan the most appropriate course of treatment and lifestyle 
changes,	to	ensure	optimal	wound	healing.

Please move onto Part Two of this module which will look at Wound 
Assessment......
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PART TWO: WOUND ASSESSMENT
The	first	half	of	this	module	looked	at	the	importance	of	patient	assessment	in	
wound management. This module will concentrate on wound assessment.  

An in-depth wound assessment should be used in conjunction with a thorough 
patient assessment to formulate a holistic plan of care. Inadequate wound 
assessment	can	lead	to	incorrect,	inadequate	or	inappropriate	treatment	with	
potentially serious consequences.

WOUND HISTORY
It	is	important	to	determine	how	long	the	wound	has	been	present,	and	any	
factors	that	may	have	contributed	to	the	wounds	development,	eg	surgery,	
trauma,	poor	seating,	inadequate	pressure	care,	infection	or	general	poor	
health.

LOOK AT THE WOUND 
A large amount of information can be gained from looking at a wound and 
speaking to the patient.

TYPE OF WOUND
Wounds	can	be	acute	or	chronic,	and	heal	by	either	primary	or	secondary	
intention.	Acute	wounds	result	from	surgery	or	trauma,	and	usually	have	a	
relatively	short,	uneventful	healing	time.	

Chronic	wounds	are	those	such	as	leg	ulcers,	pressure	ulcers,	diabetic	foot	
ulcers	and	malignant	wounds.		They	tend	to	have	longer	healing	times,	are	
prone	to	infection,	and	may	have	increased	levels	of	exudate	due	to	prolonged	
inflammation.

Is	the	wound	healing	by	primary	intention	(see	module	2),	there	is	often	minimal	
tissue loss and the healing process is short.

Is	the	wound	healing	by	secondary	intention	(see	module	2),	usually	an	open	
wound,	and	the	wound	edges	can	not	be	easily	brought	together.	

CAUSE
An experienced practitioner will be able to determine the cause of a wound 
by	its	appearance	and	position.	For	example,	the	wound	may	be	due	to	
pressure. The history of the wound is also useful to determine the cause.

It is important not to forget to assess the skin surrounding a wound as this 
may also hold vital clues as to the aetiology of a wound. It is also important 
to	try	and	understand	the	cause	of	each	wound,	so	that	the	cause	of	the	
wound	can	be	treated,	as	well	as	the	wound	itself.

SITE 
As	stated	above,	the	position	of	a	wound	can	help	determine	its	cause	
and	also	act	as	an	indicator	of	potential	complications,	such	as	risk	of	
contamination in the sacral region.

The site of a wound will also help determine the most appropriate dressing or 
treatment choice. 

SIzE AND DEPTH
It is important to measure the size and depth of the wound so that the progress 
of the wound can be measured over time. 
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There are many different methods of measuring wounds. To measure the 
wound	size,	a	photograph	is	sometimes	taken	or	a	picture	is	drawn,	and	
measurements made with a ruler. 

To	measure	depth,	a	probe	is	sometimes	inserted	into	the	wound	and	then	
measured.	It	is	often	difficult	to	measure	depth	as	small	sinuses	may	be	
hidden by wound debris. Measuring depth can present a problem in cavity 
wounds as often the cavity will extend to deep tissues underneath healthy 
tissue.	Clinicians	often	map	the	extent	of	the	cavity	onto	the	healthy	skin,	this	
helps to map the progress of wound healing and also ensures that the wound 
is dressed effectively. 

The size and depth of a wound will have an effect on the length of time a 
wound will take to heal.

TISSUE TYPE

A wound will consist of different tissue types at different stages of healing. 
These	tissue	types	are	often	described	by	colour	–	Black,	yellow,	red	and	Pink	
and	tools	such	as	the	“Wound	Healing	Continuum”	(gray	et al. 2003) have 
been developed. This tool incorporates intermediate colour combinations 
between the four key colours (see Figure  3.8)

Figure	3.8	Wound	Healing	Continuum	derived	from	gray	et	al.,	2003)

It must be noted that this approach has been criticised for being too simplistic 
as wound healing is a continuum and wounds often contain a mixture of 
tissue	types.	However,	it	is	still	useful	to	be	able	to	identify	the	4	main	types	
of	tissue	found	during	wound	healing,	whilst	recognising,	and	giving	
consideration	to,	the	possibility	that	more	than	one	tissue	type	will	coexist	in	a	
wound as it heals.

To decide upon the correct care and management of a wound and appropriate 
dressing selection it is necessary to identify the tissue type. A wound may 
have a variety of these tissues present at any one time.

The tissue type within the wound will determine the primary aim of treatment 
(see Module 4). 

Red - PinkBlack - Yellow

YellowBlack Red Pink

Yellow - Red

Necrotic Sloughy Granulating Epithelialising
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BLACK (NECROTIC TISSUE)

Figure 3.9 Patient showing signs of Necrosis 

Black	necrotic	tissue	(Figure	3.9)	is	devitalised,	dead	tissue.	It	often	appears	
black,	but	may	also	appear	brown	or	grey	when	hydrated.	necrotic	tissue	can	
initially	be	soft,	the	dead	tissue	can	lose	moisture	rapidly	and	become	
dehydrated with the surface becoming hard and dry. Necrotic tissue needs to 
be removed so that wound healing can begin. Wound healing is delayed by 
the presence of devitalised tissue (NICE 2001). Necrotic tissue also acts as 
a	culture,	providing	an	ideal	breeding	ground	for	bacteria.	removing	this	tissue	
will also allow for accurate assessment of the wound bed as the necrotic 
eschar can mask the true size of the wound. Removal can be achieved with 
dressings that rehydrate the hard tissue. Larvae can be used if the necrotic 
tissue is soft. Surgical sharp debridement of necrotic tissue should only 
be	carried	out	by	a	competent	practitioner	who	has	received	extended	certified	
training. 

Necrotic tissue on the feet should be treated with great caution. The wound 
should be covered with a dry dressing and a referral to vascular or diabetic 
foot clinic (if the patient has diabetes) if required. Delaying referral could 
threaten the limb.
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YELLOW (SLOUGH TISSUE)

Figure 3.10 An example of a Sloughy Wound

sloughy	tissue	(Figure	3.10)	is	fibrous	and	yellow,	adheres	to	the	wound	
bed and cannot be removed on irrigation (Tong 1999). It is also a type of 
necrotic tissue. 

Slough consists of dead cells and wound debris which should be removed to 
enable healing to take place. This is often referred to as ‘de-sloughing’.

slough	may	predispose	to	wound	infection	and	delay	healing,	however	the	
presence of slough is not necessarily indicative of clinical infection. Exposed 
tendons should not be mistaken for slough.

Slough can be found as patches across the wound bed.
Removal of the slough is done so by the application of a suitable dressing 
which enables the wound to progress to healing.



www.activheal.com

23

RED (GRANULATION TISSUE)

Figure 3.11 An example of a Granulating Wound

Granulation	tissue	(Figure	3.11)	fills	the	wound	as	it	is	healing.	The	tops	of	the	
capillary	loops	make	the	wound	appear	red	and	granular.	It	is	firm	to	the	touch,	
painless and does not bleed easily (Bale and Jones 1997). Bright red 
granulation	tissue,	which	bleeds	easily,	may	indicate	infection.

The aim of wound management for a granulating wound is to

•	 remove	and	manage	wound	exudate
•	 Protect	from	infection
•	 Maintain	a	moist	wound	environment	for	wound	healing
•	 Encourage	growth	of	new	tissue
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PINK (EPITHELIAL TISSUE)

Figure 3.12 An example of a Epithelialising Wound

Epithelial	tissue	(Figure	3.12)	is	formed	in	the	final	stages	of	healing.	This	tissue
forms	the	new	epidermis.	Epithelial	tissue	is	superficial	pink/white	tissue	that	
migrates	across	the	wound	from	the	wound	margin,	hair	follicles	or	sweat	
glands.	It	will	cover	the	granulating	tissue.	It	is	the	final	visual	sign	of	healing.

In	shallow	wounds	with	a	large	surface	area,	islets	of	epithelialisation	may	be	
seen.
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INFECTION

Figure 3.13 An example of an Infected Wound

An infected wound (Figure 3.13) can result in a delay in the wound healing 
process,	by	wound	size	increase	/	the	shape	of	the	wound	changing	and	
general	breakdown.	Infection	results	in	increased	inflammation,	delayed	
collagen	synthesis,	prevention	of	epithelialisation	and	increases	the	production	
of	pro-inflammatory	cytokines,	which	may	lead	to	additional	tissue	destruction.

Diagnosis of infection is restricted to the recognition of clinical signs and 
symptoms	such	as	increased	pain,	erythema,	increased	exudate,	abscess	
formation	and	systemic	fever.	Additional	criteria	for	the	identification	of	
infected wounds were suggested by Cutting and Harding in 1994; delayed 
healing,	discolouration,	friable	granulation	tissue	which	bleeds	easily,	
pocketing	at	the	wound	base,	bridging	of	the	epithelium	or	soft	tissue	and	
abnormal smell.

often	a	wound	swab	is	taken,	but	if	the	wound	appears	clinically	infected,	the	
clinician should not wait for the result before starting treatment. The swab 
result will serve to check that the appropriate antibiotic treatment is being 
administered.

All chronic wounds healing by secondary intention contain bacteria. The 
presence of bacteria will only become a problem when the level of bacteria in a 
wound overcomes the host immune response.

The	management	of	infected	wounds	will	be	discussed	in	Module	Four,	
Section 4: Infection.

The percentage of tissue types present in a wound should be recorded during 
the initial assessment. Any changes in the percentages can act as marker of 
wound improvement or deterioration.
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SURROUNDING SKIN
It is important to look at the surrounding skin of the wound as this will provide 
useful information. The wound margin can help an experienced practitioner to 
determine	the	aetiology,	and	healing	status,	of	a	wound.

The status of the surrounding skin will also determine which wound care 
products	will	be	suitable.	For	example,	fragile	skin	will	not	tolerate	adhesive	
products. 

Figure 3.14 Surrounding skin showing sensitivity to wound dressings

As	stated	before,	erythema	(redness)	and	increased	heat	of	the	skin	
surrounding a wound is indicative of wound infection. 

Inspection of the surrounding skin may also reveal that the patient is allergic to 
a wound care product. This is known as contact dermatitis.

The surrounding skin will also provide useful information about whether the 
wound care product being used has effective exudate control. If there is 
inadequate	exudate	control,	maceration	(see	glossary)	of	the	surrounding	
skin	can	occur.	If	this	situation	persists	over	time,	irritant	dermatitis	may	
develop. The skin may also be scaly and dry with a build up of layers of dead 
tissue. These need to be removed and the surrounding skin hydrated with an 
emulsifying	cream/ointment.	



www.activheal.com

27

Figure 3.15 An example of macerated skin surrounding the wound

ExUDATE
Exudate	is	the	fluid	that	is	produced	by	the	wound	during	wound	healing	and	
must be managed to keep the wound in a moist environment to promote 
wound healing. Exudate management is one of the keys to successful wound 
healing. Consistency of the exudate should be recorded. Exudate can range 
from	frank	pus,	serous,	viscous	or	blood	stained	fluid.	Exudate	is	fluid	that	is	
produced by the wound during wound healing and must be managed to keep 
the wound in a moist environment to promote healing. It is currently known 
that wound exudate is produced in response to a complicated interaction 
between:-

•	 Wound	Aetiology
•	 Wound	healing	physiology	
•	 Wound	environment
•	 Compounding	pathological	processes
(World Union of Wound Healing Societies 2007).

Wound	exudate	is	often	misconceived	as	‘BAD’,	in	fact	exudate	is	known	to	
assist healing by:-

•	 Preventing	the	wound	drying	out
•	 Aiding	the	migration	of	tissue	repairing	cells
•	 Provide	essential	nutrients	for	cell	metabolism
•	 Enable	the	diffusion	of	immune	and	growth	factors
•	 Assisting	separation	of	dead	or	damaged	tissue	(autolysis)
(World Union of Wound Healing Societies 2007).

However exudate can become a problem when the quantity produced and it’s
composition can delay or prevent the wound healing process.
(Exudate	will	be	discussed	in	further	detail	in	Module	Four,	section	8:	Exudate)
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PAIN
It is important that pain as a result of the wound must be assessed and 
the	appropriate	action	taken	to	make	the	patient	comfortable,	and	to	
encourage wound healing. This will depend on the type of wound being 
assessed,	as	the	cause	of	pain	will	often	depend	on	the	underlying	aetiology	of	
the wound.

Dressing	change	and	other	wound	management	activities,	such	as	
debridement,	are	known	to	cause	pain.	Appropriate	analgesia	should	be	
considered prior to these activities and administered in a timely manner.

A sudden increase in pain at the wound site may indicate wound infection. 
The	wound	must	be	reviewed	and	if	the	wound	has	become	infected,	
appropriate	antimicrobials	must	be	applied/administered.

MALODOUR
odour	from	a	wound	may	be	offensive,	and	have	a	huge	psychological	effect	
on the patient and their quality of life.  It is important that source of odour is 
identified,	if	devitalised	tissue	is	involved,	debridement	and	removal	of	dead	
tissue would prevent further deterioration and control odour. However this may 
not be possible with fungating lesion. Therefore odour may be controlled by 
carbon impregnated dressings or antimicrobial impregnated dressings.

DOCUMENTATION 
Record keeping is a fundamental part of nursing practice. It is important 
to document all patient and wound assessment so that care given is 
recorded,	and	to	help	ensure	continuity	of	care		Comprehensive	nursing	
documentation must complement patient and wound assessment information 
to aid consistency of the patients care and act as the communication between 
staff carrying out the care and dressing changes for patients with wounds.

The	importance	of	accurate,	timely	and	legible	record	keeping	is	highlighted	
by the Nursing and Midwifery council (NMC) Guidelines for Record keeping 
(2002b).

The Department of Health (DoH) has reinforced the NMC’s emphasis on 
the importance of record keeping by including it as a patient focused 
benchmark for health care practitioners within ‘Essence of Care’ (DoH 2003).

High quality record keeping will help nurses give skilled and safe care. 
According	to	the	nursing	and	midwifery	council	guidelines	(nMC	2002),	record	
keeping and documentation should demonstrate:

A full description of assessment and care planned and given.

Relevant information about the patient at any given time and what was done in 
response to the patients needs.

The	nurse	has	understood	and	fulfilled	their	duty	of	care	and	that	all	
reasonable steps to care for the patient and that any actions or things that the 
nurse has failed to do has not compromised patient safety in any way.

A record of any arrangement the nurse has made for the continuing care of a 
patient (NMC 2002).
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DOCUMENTING WOUND CARE
The aim of recording assessment data is to aid consistency of care and to act 
as communication between staff carrying out dressing changes for the patients 
with wounds.

The following observations should be documented (Culley 2001)

Wound type and location: chronic or acute
Aetiology; body maps are useful to site wounds
Wound	size,	shape	and	its	margin:	measurement,	tracing	and	description	of	
the margin.
Appearance	and	colour:	using	approved	classification	systems.
nature	and	amount	of	discharge/exudate:	not	easy	to	measure	but	estimates	
can be made by describing the number of dressing changes required and their 
frequency.
signs	of	clinical	infection:	heat,	redness,	pain,	oedema,	pus,	loss	of	function.

Where	possible,	wound	mapping	should	be	encouraged	as	part	of	the	wound	
assessment.

Additional information should be documented for patients with pressure ulcers: 
such	as	identified	risk	factors,	when	the	damage	was	first	observed,	
re positioning schedules (NICE 2001). Also included should be the grade of
ulcer,	preventative	measures	and	the	types	of	mattress	supplied	and	the	
clinical management and evaluation of care of the patient.

Quality	documentation	is	essential,	as	it	is	primarily	to	direct	appropriate	day	
to day patient care to ensure continuity of the patients care. Documentation 
is a record of events and needs to be effective to ensure the continuity of care. 
Healthcare	notes	are	a	tool	of	communication,	that	provide	clear	evidence	of	
care planned (Nursing and Midwifery Council 2004) 

This module has demonstrated that wound assessment is a complex 
issue that must involve assessment of the patient. It is important to 
re-assess the wound at regular intervals and to document the results. This is a 
particularly helpful way to track the progress of a wound and to communicate 
with	your	colleagues,	to	ensure	that	patients	are	receiving	continuity	of	care.	
Holistic	wound	assessment	enables	the	clinician	to	identify	any	specific	
underlying	causal	factor,	the	type	of	wound,	signs	of	healing,	consider	the	
wound bed and surrounding skin. Identify baseline information on which to 
base an informed decision making pathway.

Please move onto Part Three of this module which will look at Photography in 
Wound Assessment.
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PART THREE: PHOTOGRAPHY 
ASSESSMENT

It is now very common practice for nurses to use photography as a tool during 
wound assessment. This section will look at why the use of photography has 
increased	and	the	potential	implications	for	patient	confidentiality.

Note: photography should not be used in isolation because an in-depth 
assessment of the patient and the wound (see part 1 and 2 of this module) 
must also occur.

It	is	difficult	to	assess	a	wound	consistently	through	time	as	several	
practitioners are likely to be involved in assessing and managing a patient’s 
wound. As stated in the introduction to this module each practitioner will 
interpret	a	wound	assessment	tool	differently	possibly	due	to	their	perception,	
personality	and	learning	style	(Maylor	2003	&	2005).	

Wound	appearance	can	be	recorded	in	a	number	of	different	ways,	the	most	
common and simple way is a written description. Written descriptions 
are based on the practitioner’s interpretation of what they see. Each 
practitioner who assesses a wound is likely to write a different description. 
Conversely,	a	written	wound	assessment	is	open	to	misinterpretation	when	it	is	
read by other practitioners.

In an attempt to make written assessments more standardised some 
practitioners will record the percentages of each tissue type within the wound. 
This is a more accurate method of recording a wound description (Dealey 
(2005) Despite this it is still affected by an individual’s ability to estimate 
percentages.

The use of photography in wound assessment addresses some of the 
problems of written wound assessment as a photograph clearly shows the 
appearance of a wound at a certain time. Photography can also be used to 
track	the	progression	of	a	wound	over	time,	particularly	when	a	scale	is	
included	in	the	picture.	This	can	be	a	powerful	motivational	tool,	both	for	the	
patient and staff.

Despite	this,	there	are	some	important	factors	to	consider	when	using	
photography	in	wound	assessment,	these	must	be	understood	by	a	
practitioner so that it is used appropriately.

Firstly the quality of the photograph is important so that tissue types can be 
identified	and	the	progression	of	a	wound	can	be	tracked	over	time	The	quality	
of the photograph is dependent on a number of factors such as the skill of the 
photographer,	the	lighting	and	of	course	the	camera.	In	a	hospital	setting	
these limitations can be controlled to some extent by using a medical 
photographer and ensuring that the same camera is used when each 
photograph	is	taken.	It	is	more	difficult	to	control	the	lighting	and	to	ensure	
that the photograph is taken from the same angle on each occasion.

other	limitations	of	using	photography	include	that	it	is	difficult	to		
demonstrate	wound	depth	and	that	it	is	difficult	to	accurately	record	wounds	
on curved surfaces (Dealey 2005). 

There is a choice of 3 different cameras for medical use. Traditionally a 35mm 
camera was used and has been shown to produce the highest quality and 
most	economical	photographs,	however	the	time	taken	to	develop	the	pictures	
means	that	this	method	has	significantly	decreased	in	use.	More	often,	a	
Polaroid camera is used because the pictures are available immediately 
and	can	be	shown	to	the	patient	and	placed	in	patient’s	notes	(nechala,	
Mahoney	&	Farkas	1999).	Increasingly,	digital	cameras	are	being	used	as	they	
become cheaper and their quality improves.
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The decision regarding which camera to use will depend on the circumstances. 
For example if several high-quality hard copies are required then a 35mm 
camera may be chosen. If speed is more important then a Polaroid camera 
may	be	chosen,	whereas	if	images	need	to	be	shared	via	e-mail	then	a	digital	
camera may be the camera of choice.

At this point it is important to consider the implications of patient consent and 
confidentiality.

Many trusts have their own medical photography policy and prior to 
photographing a patient the individual practitioner must ensure they are 
complying with local and national policies regarding medical photography. 

CONSENT
Patient consent to photography should be treated in the same way as consent 
to other medical treatments and interventions.

The	Code	of	Professional	Conduct	for	nurses,	Midwives	and	Health	visitors	
states that you must; 

 ‘…obtain consent before you give any treatment or care’
nursing	&	Midwifery	Council	(2002)

The type of consent required will depend on local policies and the intended 
use of the photographs.

In 2001 the Department of Health set out guidelines on consent in 
‘Good practice in consent implementation guide: 

Consent to examination or treatment’. 

Chapter 8 of that publication looks at consent required for clinical 
photography; 

In relation to photographs taken and used within the clinical setting it states 
the following;

‘Photographic and video recordings which are made for treating or assessing 
a patient must not be used for any other purpose other than the patients’ 
care	or	audit	of	that	care,	without	the	express	consent	of	the	person	or	a	

person with parental responsibility for that patient.’
Department of Health (2001)

There is one exception to this principle;

‘Photographic	and	video	recordings,	made	for	treating	or	assessing	a	patient	
and	from	which	there	is	no	possibility	that	the	patient	might	be	recognised,	
may be used within the clinical setting for education or research purposes 
without	express	consent	from	the	patient,	as	long	as	this	policy	is	well	
publicised.	However,	express	consent	must	be	sought	for	any	form	of	

publication.’ 
Department of Health (2001a )
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In	relation	to	using	photography	for	publication,	education	or	research	it	states	
the following;

‘if	you	use	such	a	recording	for	education,	publication	or	research	purposes,	
you	must	seek	consent	in	writing,	ensuring	that	the	person	giving	consent	
is	fully	aware	of	the	possible	uses	of	the	material.	In	particular,	the	person	

must be made aware that you may not be able to control future use of 
the material once it has been placed in the public domain. If a child is not 

willing	for	a	recording	to	be	used,	you	must	not	use	it,	
even if a person with parental responsibility consents.’ 

Department of Health (2001a )

The individual practitioner must ensure that when a patient gives consent 
they have been given all of the information necessary to make an informed 
choice. They are then able to give informed consent.
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CONFIDENTIALITY
Health	care	practitioners	have	a	duty	of	confidence	when	a	patient	discloses	
information to them. 

‘Where	it	is	reasonable	to	expect	that	information	will	be	held	in	confidence.	It;

a) is a legal obligation that is derived from case law;
b) is a requirement established with professional codes of conduct;
c)	must	be	included	within	nHs	employment	contracts	as	a	specified	
requirement linked to disciplinary procedures’

Department	of	Health,	(2003)

As	stated	above,	confidentiality	is	a	requirement	of	professional	codes	of	
conduct.	The	Code	of	Professional	Conduct	for	nurses,	Midwives	and		Health	
visitors states that you must 

‘…protect	confidential	information…treat	information	about	patients	and	
clients	as	confidential	and	use	it	only	for	the	purposes	for	which	it	was	

intended.’
nursing	&	Midwifery	Council	(2002)

Also,	the	nursing	and	Midwifery	Council	(nMC)	guidelines	for	records	and	
record	keeping,	state	that;

‘you	have	a	duty	to	protect	the	confidentiality	of	the	patient	or	client	record’	
nursing	&	Midwifery	Council	(2002)

Confidentiality	rules	governs	all	information	from	which	a	patient	can	be	
identified.

The	nHs	Code	of	Practice:	Confidentiality	states	that	key	identifiable	
information	includes	pictures,	photographs,	videos,	audio-tapes	or	other	
images of patients. It goes on to say;

 ‘…information that can identify individual patients must not be disclosed  
for	purposes	other	than	healthcare	without	the	individual’s	explicit	consent,		
some	other	legal	basis,	or	where	there	is	a	robust	public	interest	or	legal	

justification	to	do	so.’
Department	of	Health,	(2003)

The	issue	of	confidentiality	also	governs	the	storage	of	medical	photographs	
in all formats. Practitioners must be aware that photographs form part of the 
patient’s	confidential	medical	records.	Therefore	photographs	must	be	stored	
in an appropriate manner. Where digital photography has been used the 
photographs must be stored in a format that ensures that access is restricted.

In	conclusion,	it	can	be	seen	that	there	are	a	number	of	important	issues	to	
consider when using photography in wound assessment. Practitioners must 
ensure	that	they	are	acting	within	the	confines	of	their	professional	code	
of	conduct,	their	employment	contract	and	the	law,	including	local	and	national	
policies. 

When	you	are	ready,	please	complete	the	following		“Test	your	Knowledge”	
section . . .
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TEST YOUR KNOWLEDGE

1. How does cigarette smoke reduce perfusion and oxygenation of tissues? 
Choose two statements from the list.

a.  Carbon monoxide causes a reduction in the oxygen carrying pigment   
 in the blood.

b.  Nictotine reduces tissue perfusion by causing vasoconstriction and   
 also the tendency of the blood to clot.

c.  Carbon Monoxide binds to haemoglobin in red blood cells reducing its  
 capacity to carry oxygen to tissues.

d.  Nictotine compromises pulmonary function and reduces the amount of  
 oxygen being carried to tissues. 

e.  Nictotine compromises cardiovascular function and reduces tissue   
 perfusion.

2. Why are diabetic patients prone to developing ulcers?

a.  Diabetic patients are at increased risk of a poor nutritional status which  
 means they are at risk of developing ulcers.

b.  There is an increased risk of diabetic patients developing    
 arteriosclerosis which can lead to diabetic ulceration.

c.  Diabetes Mellulits can increase sympathetic stimulation which results   
 in vasoconstriction and lead to the development of ulcers.

3. Why is it necessary to have adequate dietary intake of protein for adequate 
wound healing to occur?

a.  Protein is required for collagen synthesis.
b.  Protein plays a role in repair and regeneration of tissues.
c.  Protein is necessary for re epithelisation.
d.  Capillary integrity is dependent on an adequate dietary intake of prtein.
e.  An adequate dietary intake of protein is required to form scar tissue 
  with a good tensile strength. 

4. Why may it be useful to know the position of the wound?

a.  Wound position can help determine the rate a wound will heal because  
 tissue perfusion varies across the body.

b.  Wounds in certain positions are prone to sinuses.
c.  Position of a wound can help determine the most appropriate    

 treatment choice.

5. What does the term necrotic eschar relate to?

a.	 	 The	tissue	that	fills	a	wound	as	it	healing	is	called	necrotic	eshar.
b.  Necrotic eschar is the term used to describe a wound that requires   

 topical antiseptic treatment.
c.	 	 A	necrotic	eschar	consists	of	dead	cells	and	is	a	fibrous,	yellow		 	

 substance that adheres to the wound and cannot be removed    
 on irrigation. 

d.  A necrotic eschar is devitalised which can mask the true size of a   
 wound and can provide an ideal breeding ground for bacteria.

6. What would the presence of macerated skin indicate?

a.  Macerated skin is an indicator that exudate control is inadequate.
b.  Skin becomes macerated when there is an allergy to a wound dressing.
c.  The skin surrounding a wound is macerated in an infected wound.
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7. How does infection delay wound healing?

a.  Infection results in the development of necrotic tissue in a wound   
 which delays wound healing.

b.  Infection results in the development of slough in a wound which delays  
 wound healing.

c.	 	 Infection	results	in	increased	inflammation,	delayed	collagen	synthesis,		
 prevention of epithelialisation and increases the production of pro   
	 inflammatory	cytokines	resulting	in	delayed	wound	healing.

List the requirements for a holistic assessments and compare with the 
assessment document you use in practice.

CASE STUDY A

Marjorie	is	82	years	old	who	lives	alone.	she	is	overweight,	although	she	had	
been	fairly	active	until	recently.	she	was	found	by	a	neighbour	on	the	floor	
after 48 hours following a stroke. Leading up to the stroke she had become 
confused and had reduced her intake of both food and water. Marjorie had had 
a previous admission to hospital following a Myocardial infarction and was 
commenced	on	warfarin	on	discharge,	however	she	had	recently	missed	her	
INR check.

On admission she had developed a severe left sided hemi paresis which had 
caused a profound weakness to both her left arm and leg was incontinent of 
both urine and faeces.

Identify the factors that may compromise healing. Analyse the potential impact 
of these factors on Marjorie’s skin.

CASE STUDY B

Marjorie was admitted with a reddened sacral area. Marjorie had been on 
the ward for several days and her nutritional intake was poor and she 
was given a nasogastric feed which she kept pulling out. Marjorie was 
incontinent of both urine and faeces however she was then catheterized but 
the faeces incontinence continued.

A redness was noted again across her sacrum but unfortunately she developed 
broncho – pneumonia which was treated with intravenous antibiotics. Marjorie 
became critically ill and nursed in the high dependency unit for two days. On 
return to the ward the wound below had developed.

Figure 3.16 Sacrum area
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a.   What should be included in the assessment of Marjorie’s wound?

b.  Highlight the different methods that should be used when assessing   
 Marjorie’s wound.

c.  Analyse the professional issues involved in assessing and    
 documenting wounds.

For answers please see Appendix 3.
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DECLARATION OF COMPLETION

Wound	healing	is	affected	by	many	factors,	ranging	from	adequate	
oxygenation of tissues to psychosocial issues. Therefore it is not only 
important to fully assess the wound but to also assess the patient.

Learning outcomes

On completion of this module you should be able to;

•	 Identify the minimum requirements for a holistic assessment of the patient.
•	 Understand the factors that effect wound healing.
•	 Identify	the	intrinsic	and	extrinsic	factors	and	describe	how	they	influence/	

effect healing.
•	 Analyse the physiological effects involved in complex and compromised 

wounds.
•	 Identify the minimum requirements for wound assessments.
•	 Discuss the issue of professional accountability of assessing and 

documenting wound assessment.

I	………………………………….	hereby	certify	that	I	have	fulfilled	the	learning	
outcomes outlined above.

Signed …………………………………  

Date …………………….
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