Quick guide
for wound
assessment

Duration

Assess:

« How long has the wound been present?
« New or recurring wound?

« Hard-to heal or acute wound?

« What dressings are used?

€© Consider referring:

Diabetes-related foot ulcer (DFU) or any wound
that has healed <40% in 4 weeks: needs
multidisciplinary team (MDT) approach.

Location, size & depth

Assess:

« Note location (use patient’s R and L and
correct anatomical terms).

« Record wound length and width using
clock method.

» Measure depth and undermining using a
depth probe stick or cotton tipped applicator.

« Photograph wound with paper ruler in shot.

« Assess severity for example, with pressure
ulcer/injury stage system.

« Measure every 2-4 weeks.

Refer urgently:

« Probe to bone: may indicate osteomyelitis

© Consider referring:

« Fistulae, tunnelling or sinus.
* Increase in size.

Tissue perfusion

Assess:

For lower leg/foot ulcers:

If possible, palpate arteria dorsalis pedis.

Observe colour, temperature and pain of the limb
and foot.

Wounds with no progression after 2 weeks:
check Ankle/Brachial Pressure Index (ABPI).

For foot ulcers: assess using WIfl (Wound
Ischemia and foot Infection) system.

Consider oxygen assessment e.g. with
transcutaneous oximetry (TcP02).

Refer urgently:

ABPI (< 50-70 mmHg; ABI < 0,5) or TBI (< 30-50
mmHg): vascular referral.

In case of diabetes and/or ABPI >1,4, measure
Toe-Brachial Index (TBI).

@ Consider referring:

Signs of venous disease (see step 4) or peripheral
arterial disease may require intervention from
a vascular specialist.

Surrounding skin
& deformities

Assess:

« |s the skin dry, thin, fragile or cracked?
« Any discolouration present?
« Oedema or eczma?

€© Consider referring:

« Signs of venous disease e.g. oedema, varicose
veins, discoloured skin: reddish-brown,

lipodermatosclerosis, eczema, atrophie blanche.

« Refer to a podiatrist for foot concerns.
« Refer to dermatologist for skin concerns.
« If any signs of erysipelas.

Wound edges
and periwound”®

Assess:

« Are the wound edges healthy?

« Do the wound edges show signs of concern

« such as raised, rolled, undermined or callused?
* |s the periwound macerated?

« Is swelling present?

€© Consider referring:

« Epibole (rolled), undermining or non-advancing
wound edges.

 Discolouration (e.g., redness, violet or blue).

* Periwound is defined as 4cm from the wound edges

Wound bed composition

Assess:

Check for presence of:

« Epithelialized tissue.

» Red granulated tissue.

« Yellow fibrin (slough).

+ Yellow, non-viable tissue (slough).

« Black necrotic tissue.

« Visible bone, tendons, blood vessels.
« Hypergranulation.

« Flap (at skin tears).

€© Consider referring:

« If underlying structures such as bone, muscle,
tendon are visible.

« |If sharp debridement is required to remove
non-viable tissue and is outside the scope of
the health practitioner.

« If black necrotic tissue refer to multidisciplinary
team.

Exudate & odour

Assess:

«  Amount of exudate (none-low-moderate-
high-very high).

« Colour and type: serous (clear),
serosanguineous (pale, red), purulent (yellow,
green, tan, brown), sanguineous (red, bloody).

« Exudate consistency.
« How well the dressing has handled the exudate.

«  When does the wound smell (before dressing
change and after cleansing)?

« At what distance to patient does it smell?
« Consider using the Visual Analogue Scale
« (VAS) scale to document odour.

© Consider referring:

« If you can control the amount of exudate,
(for example at frequent dressing changes)
refer to multidisciplinary team.
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