GPN: Health promotion: wound documentation

Importance of accurate
documentation and holistic
wound assessment

Keeping clear and accurate patient records is key to safe and effective practice (Nursing and Midwifery Council

INMC], 2018). In wound management, systematic and timely wound assessment can lead to correct diagnosis, the
implementation of clinically effective treatments and subsequent improvement in patient and wound-related outcomes
(Atkin and Critchley, 2017). Updating records at every subsequent reassessment can ensure continuity of care between
healthcare professionals. This article examines the importance, requirements and barriers to documentation in wound
care, how ongoing comprehensive holistic assessment contributes to keeping records up to date and relevant, and looks
at the increased use of digital photography in a virtual setting.
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Nurses and midwives are aware of,
and practise within the Nursing and
Midwifery Council (NMC) code of
professional standards of practice and
behaviour (NMC, 2018). For safe and
effective practice, clear and accurate
records should be kept promptly,
comprehensively, honestly, and
securely (NMC, 2018). All records
must be signed, timed and dated if
handwritten. If digital, they should be
traceable to the person who provided
the care that is being documented
(Royal College of Nursing [RCN],
2017). Documentation is vital
to create a trail of the patient’s
condition, assessments completed,
any issues identified, as well as what
and how care was provided (Cathala
and Moorley, 2019). All forms of
documentation should aim to:
= Ensure continuity of care
= Enhance patient safety
= Stand as evidence of the nursing
care delivered (Cathala and
Moorley, 2019).

40 GPN 2021,Vol 7, No 1

Vs

a @

3

In the event of a complaint or
legal proceedings, documentation
is the most crucial record of care
received by the patient, as it should
outline the assessment undertaken,
care plan and evaluation process
(Lister, 2016). However, Lister
(2016) felt that nurses do not always
appreciate the importance of record
keeping until something goes
wrong and their documentation is
scrutinised. One reason for missing
information, errors and duplication
has been attributed to the volume of
paperwork that has to be completed,
which may be repetitive and seen
to take practitioners away from the
patient care (Charalambous and
Goldberg, 2016).

Many areas of health care
are moving towards electronic
and digital health records, which
require practitioners to have good
information technology (IT) skills and
knowledge (Lister, 2016).

WOUND ASSESSMENT
AND DOCUMENTATION

As in all areas of health care, wound
management requires objective data
collection and documentation to
establish a diagnosis and assist in the
planning of appropriate evidence-
based treatment (Gray, 2020). The
cost of wound care is significant for
the NHS (Guest et al, 2015) and

has recently been shown to have
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increased substantially in the last five
years (Guest et al, 2020; Table 1).

The key to successful wound
management is accurate and
comprehensive assessment (Mahoney,
2020), followed by planning and
frequent evaluation and reassessment.
Holistic wound assessment should
always be patient-centred, so that
their preferences and wound care
outcomes are established (World
Union of Wound Healing Societies
[WUWHS], 2020). Indeed, assessment
is so significant, that it is considered
the only way to:
= Guarantee effective high-

quality care

Ensure accurate diagnosis

Identify any factors that could

delay healing (Atkin and

Critchley, 2017).

Comprehensive documentation
has been identified as particularly
important in the management of
patients with hard-to-heal chronic
wounds, where a lack of clear
structure adversely affects the
continuity and quality of care (Olsson
and Friman, 2020).

Statistics produced by examining
the Health Improvement Network
(THIN) data base by Guest et al (2015)
highlighted that aspects of assessment
and documentation were poorly
completed, giving an example of only
16% of all cases with an ulcer of the
lower limb having an ankle brachial
pressure index (ABPI) recorded in
their records, a figure that has reduced
to 15% over the last five years (Guest
et al, 2020). This and other findings are
outlined in Table 2.

Ovens (2020) describes areas of
failure within wound management
following experience as an expert
witness, as including:
= Poor documentation, e.g. frequent

and inconsistent treatment

changes, inaccurate documentation

(e.g. anatomical site of wounds and

categorisation of pressure ulcers),

illegible records
=__Poor communication, e.g. delays

or absence of referrals to the

multidisciplinary team
= Lack of holistic assessment, e.g.

absent or incomplete wound
assessment, limb and ABPI

Table 1: Increased cost of wound care in five years (Guest et al, 2015; Guest et al, 2020)

Study year 2012/2013

Study year 2017/2018

2.2 million adults with a wound
Cost to NHS £5.3 billion

3.8 million adults with a wound (7% of adult population) —
annual prevalence increase 71%
Cost to NHS £8.3 billion — increase by 48% in real terms

61% wounds healed in the study year
79% acute wounds

43% chronic wounds

70% wounds healed in the study year
89% acute wounds — mean increase in healing of 13%
49% chronic wounds — mean increase in healing of 14

assessment for lower limb wounds

and pressure ulcer risk assessment
= Failure to fully investigate reasons

for wound, patient or pain

deterioration, e.g. due to infection,

moisture-associated skin

damage (MASD), pressure,

shear, or friction.

Ovens (2020) also highlights
wound-specific problems, such as
failure to determine underlying
aetiology and diagnosis, for example
in venous leg ulcers, where the
aetiology is crucial for ongoing,
clinically effective treatment with
compression therapy. Guest et al
(2020) also found that 25% of all
wounds lacked a recorded differential
diagnosis (Table 2).

Furthermore, the importance of
accurate and timely assessment in
reducing unwarranted variations in
wound care (Vowden and Vowden,
2018), supported by findings of Guest
et al (2015), prompted the inclusion of
wound assessment as a key indicator
in the Commissioning for Quality
and Innovation (CQUIN) framework
for 2017-2019 (NHS England, 2016).
Its aim was to reduce the number of
wounds which have failed to heal after
four weeks of treatment by focusing
on wound assessment (Scott-Thomas
et al, 2017). Key indicators for patient
safety in the CQUIN framework
for 2020-2021 include assessment,
diagnosis and treatment of lower
leg wounds, and assessment and
documentation of pressure ulcer risk
(NHS England, 2020).

COMPONENTS OF HOLISTIC
WOUND ASSESSMENT

It is widely accepted that to optimise
and improve wound healing rates,
the cause of the wound needs to be
identified and factors that may delay
wound healing addressed (Wounds

UK, 2018; Gray, 2020; Mahoney, 2020).
In a recent best practice statement,

it was recommended that, where
possible, wound assessment should
be completed within six hours of
admission to hospital, or at initial

presentation in the community setting
(Wounds UK, 2018).

Different frameworks have been
developed to provide a structure for
holistic assessment (Mahoney, 2020;
WUWHS, 2020). Coleman et al (2017),
on behalf of NHS England, outlined a
minimum data set needed for wound
assessment (Coleman et al, 2017)
and this has been recommended for
use, although additional information
may be needed in specific wound
types (e.g. assessment of peripheral
neuropathy in diabetic foot ulcers)
(Wounds UK, 2018).

Five key domains for wound
assessment were identified in
the minimum dataset (Coleman
etal, 2017):
= General health
®  Baseline information

) Practice point

A common error in wound
documentation is the location:

= Be as precise and as accurate
as you can with the location
using anatomical language
(e.g. medial aspect of the right
lower leg, 3cm above the medial
malleolus, etc)

= Use a body map if you have
one available with the
location marked

= Right and left are from the
patient’s perspective

= Remember, everything you
document can be used in a court
of law.
(Wounds UK, 2018; Ovens, 2020)
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=  Wound assessment
parameters
Wound symptoms
Specialist referral.

General health

This part of the assessment process
will help identify risk factors for
delayed healing. It should include a
full medical history, identifying any
comorbidities and medications, the
patient’s nutritional and hydration
status (Metcalf, 2020), as well as a
summary of the patient’s general
health and lifestyle (Mahoney, 2020).
Another important consideration

is how the wound is impacting on
patient quality of life (Coleman et al,
2017), which is particularly relevant
in the current climate when assessing
their ability to undertake aspects

of shared care (Wounds UK, 2018;
Hiskett, 2020; Stevens, 2020).

Baseline information

This should include the number

of wounds present, their location,
aetiology (e.g. venous leg ulcer,
category 3 pressure ulcer), how long
the wound has been present, aim of
treatment (e.g. wound debridement,
compression therapy for venous leg
ulcers), and any reassessment dates
(Coleman et al, 2017). It is also useful
to document how the wound has been
treated previously (Mahoney, 2020).

Wound assessment parameters
In the absence of a wound
assessment chart or specific wound
assessment documentation, several
frameworks can be used to assist

in a systematic approach, such

as HEIDI (history, examination,
investigations/indications, diagnosis
and interventions) (Harding et al,
2007) or TIMES (tissue, infection,
moisture imbalance, edge of wound,
surrounding skin) (Wounds UK, 2016).

The physical characteristics of
the wound form this part of the
assessment, including size (length,
width and depth), any undermining
or tunnelling present, and the
category for pressure ulcers. Other
parameters include wound bed tissue
type and amount (e.g. 50% black
necrotic tissue, 20% yellow slough
and 30% red granulation tissue), and
a description of the wound margins
or edges (Coleman et al, 2017).
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Table 2: Burden of wound care study findings

assessment process (Guest et al, 2020)

2017/18 related fo the holistic wound

Area of assessment | Burden of wound care findings Learnings for
wound assessment
General = Records lacked any evidence of consistent = Documentation is vital to
documentation reporting of wound management process create a trail of the patient’s
condition, assessment, issues
identified, and care provided
General health = 95% of patients with a wound had at least ™ This part of the assessment
one comorbidity process will help identify risk
= 57% of all patients with a wound had factors and comorbidities
diabetes which might delay healing
= Cardiovascular disease, immunological
disorders and renal disorders were all
independent risk factors for non-healing
= In 2012/2013%, 29% of patients with a wound
had diabetes and in 2017/2018 this had
increased to 57%
= In 2012/2013%, 65% of all patients with
awound were 65 years of age or over, in
2017/2018 this had reduced to only 33%
= 38% of chronic wounds healed if the patient
smoked, 55% for non-smokers and 58% for
ex-smokers
= 38% of patients with a pressure ulcer were
recorded as suffering from malnutrition
Baseline = Records still lacked documentation of
information essential investigations
B 16% of all wounds in the study group had n Estabhshmg and recording
no diagnosis (e.g. pressure ulcer, venous the correct djagnosis of the
leg ulcer) wound is the most important
= 9% of all leg ulcers in the study group had step if treatment is going to
no further characterisation (e.g. venous, be successful
arterial, mixed)
= 25% of all wounds in the study group lacked
a differential diagnosis
= Only 15% of leg or foot ulcers had a recorded | ™ For foot and leg ulcers
Doppler ABP], of the remaining 85% who an ABPLis an essential
did not have a recorded ABPI, 29% were investigation to establish
prescribed compression arterial status, and can assist
in informing the decision-
making process
Wound assessment @ 59% of chronic wounds that healed in the = Being able to identify wound
parameters study period had no signs of infection while biofilm and infection is a vital
only 45% of chronic wounds healed if there skill, as its presence can have
was a definite or suspected infection a negative impact on wound
healing
Specialist referral | ® Minimal clinical involvement of tissue = Appropriate and
viability nurse or other specialist nurses, with |~ timely referral to the
a 2% decrease in specialist nurse visits multidisciplinary team is an
important consideration
Treatment plan = Wound dressings were continually switched, = ® There will be a requirement
suggesting confusion and lack of consistency to change the dressing type
— on average, patients were prescribed a during the healing process,
mean of eight different dressing types but it should be led by the
wound assessment process
* Guest et al, 2015

Assessment of the surrounding skinis =

also important, observing for signs of:
= Erythema — redness

or inflammation
= Maceration — white soggy skin

Oedema — fluid collecting which

causes swelling

= Dry flaky skin — sometimes
referred to as hyperkeratosis

= Discolouration — in venous
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disease, dark purple staining of
haemosiderin (Mahoney, 2020).

Wound symptoms

Wound symptoms include wound
pain, exudate (volume, consistency,
type and colour), odour and any signs
of local or systemic wound infection
(Coleman et al, 2017).

Measuring symptoms such
as pain, odour and exudate can
be subjective. In the absence of a
specifically designed and validated
tool, it helps if the same person
makes the assessment to reduce
variance. It may help to record the
signs, for example, with exudate
record staining, presence of
strikethrough and leakage, and how
the dressing is controlling exudate
volume (Ousey and Cook, 2011).
With pain documentation, there are
a number of pain assessment tools
validated for use in clinical practice
for adults and children (Brown, 2014).

Specialist referral

Appropriate and timely referral to the
multidisciplinary team is an important
consideration and may include
seeking advice from available tissue
viability services. This is particularly
important in wounds where the
aetiology has been difficult to
determine and not been established,
e.g. inflammatory ulcers or suspected
malignancy. However, a recent study
found that in wound management
records from GP practices, there

was minimal clinical involvement

of tissue viability or other specialist
nurses in direct patient management,
despite the high number of non-
healing wounds (Guest et al, 2020).
Other referrals may include hospital
consultants, such as vascular services.
Specialist services may also be
required to carry out investigations, for

Table 3: Involving patients in record keeping

The Code. Professional standards of practice
and behaviour for nurses, midwives and
nursing associates (NMC, 2018)

= 2.1 work in partnership with people to make
sure you deliver care effectively

B 2.2 recognise and respect the contribution
that people can make to their own health
and wellbeing

= 2.3 encourage and empower people to share

in decisions about their treatment and care
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Table 4: Top 10 tips for wound photography (Sperring and Baker, 2014)

= Use a digital camera owned by your place of work — it should be simple to use, have an SD memory
card of at least 4GB and should have a macro function (close-up mode)

photograph was taken

= Set the time and date on the camera — this is important to confirm the exact date and time the

= Get the light right — set the flash function to‘on’

patient and wound

= Take the first photograph of patient data — to ensure the correct photograph is attributed to the correct

= Make the wound the only focus — remove all clutter from the background to aid clarity

taken before to assist with subsequent reviews

= Standardise the views taken of the wound — take the photograph in the same way as others have been

ensure accurate proportions

= Get the angle right to take a proportional image — make sure the camera is parallel to the subject to

of the body for a sense of perspective

= Establish the wound location for the viewer — the first photograph should show the location and area

an accurate indication of the wound size

= (lose-up images establish detail for the viewer — preferably with a ruler placed near the wound to give

= Securely save and store the images — upload to a secure location and delete from the camera

example, ABPI measurement in the
management of lower limb leg ulcers
(Wounds UK, 2018), or specialised
X-rays for sinus or cavity wounds,

or if osteomyelitis is suspected.
Referral to dermatology should

also be considered if a wound looks
suspicious or a biopsy is needed.

Documentation

Documentation systems can help to
guide wound assessment, be they
paper-based or electronic records
(Wounds UK, 2018). They can also
be used to measure, monitor and
evaluate patient- and wound-
related outcomes. New wound
management platforms, such as app
and camera technology for use on

a mobile or tablet, have also been
developed to aid data collection and
documentation while avoiding the
subjectivity of traditional methods,
i.e.in quantifying the percentage of
viable and non-viable tissue within
a wound bed (Gray, 2020). However,
not everyone will have access to
such platforms.

Involving patients in the
assessment process is also a key
part of record keeping (Table 3)
and new wound management
platforms are particularly useful
for engaging with patients during
the process of assessment and
documentation (Gray, 2020). For
example, being visual, patients can
see improvements, especially in
photography and measurements.

Wound photography
In some clinical settings, wound
photography is now a normal part of
documentation (Queen and Harding,
2020), with its use increasing in the
current climate with more virtual
approaches to care and greater use
of images in virtual clinics (National
Wound Care Strategy Programme
[NWCSP], 2020). Indeed, wound
photography is part of an ongoing
project for the NWCSP (2021), which
is making recommendations for:
= Using digital images in
wound care
= Standardising the practice of
taking and using wound images
= Promoting adequate
mechanisms for safeguarding
and quality control
= Encouraging the use of
digital wound images to
support learning.

Red Flag

Identification of wound infection
is a vital skill, with diagnosis
being based on clinical signs
and symptoms (Wounds UK,
2018). Local wound infection
may show the classic signs of
erythema, warmth, swelling and
pain, but also hypergranulation,
bleeding and friable tissue,
wound breakdown, delayed
wound healing and malodour
(International Wound Infection
Institute [IWII], 2016).




While technology has made it
easier to use digital photography, there
are simple best practice steps that
improve the quality of the resulting
image (Queen and Harding, 2020).
Sperring and Baker (2014) provide
some tips for unskilled photographers
to help produce clear, crisp images of
wounds that will be clinically useful
(Table 4).

BARRIERS TO COMPLETING
WOUND ASSESSMENT

There are many barriers or

reasons why a full, holistic wound

assessment may have not been

completed, some of which have

been summarised in a recent

consensus document (WUWHS,

2020). To achieve changes in

the implementation of wound

assessment across services, barriers

to change must first be addressed

(National Institute for Health and

Care Excellence [NICE], 2007). These

have been identified as:

®  Lack of awareness and knowledge
— e.g. of the importance of
wound assessment and the
specific skills required

= Lack of motivation — because
wound assessment is a complex
process and progress may be slow

" Practicalities — of delivering care
(Table 5)

= Acceptance and beliefs —
clinician uncertainty and
disagreement over the process
and treatment, e.g. disagreement
on how wound assessment
should be performed and conflict
over treatment plans, such as
do we carry on with this silver
dressing? Should the patient have
compression, although the ABPI
reading is ok?

= Skills to enhance critical thinking,
while fostering an environment
that sustains and disseminates
best practice (NICE, 2007;
WUWHS, 2020).

)Y sorarier.

Managing wound images and
patient information involves issues of
consent, confidentiality, privacy and
security (Sperring and Baker, 2014).

Table 5: Practicalities of delivering care that may lead to poor outcomes (WUWHS, 2020)

= Lack of time and confidence to undertake assessment

= Inequalities in the availability of competent experienced clinicians

= Lack of referral pathways

= Confusion over who is responsible for wound management

= Lack of access to advanced aggressive treatment plans when in community settings

= Frequent changes of wound treatment through failure to follow evidence-based guidance

= Lack of consistent relationship between patient and nurse

= Lack of clarity regarding access to appropriate equipment, such as ABPI devices, advanced wound
dressings and other medical devices, such as negative pressure wound therapy (NPWT)

unhygienic conditions in patients’homes

= Local environment may produce a difficult working environment, such as poor lighting, positioning or

WOUND ASSESSMENT AND
PRODUCT SELECTION

It is estimated that there were 3.8
million patients with a wound
managed by the NHS in 2017/2018
at a cost of £8.3 billion, with 81%

of the total cost incurred by the
community (Guest et al, 2020).

As discussed, accurate and timely
wound assessment can lead to an
accurate diagnosis, implementation
of clinically effective treatments,

and subsequent improvement in
patient and wound-related outcomes
(Atkin and Critchley, 2017; Vowden
and Vowden, 2018; Gray, 2020).
Furthermore, appropriate treatment
will result in the efficate and cost-
effective use of wound care products
(Atkin et al, 2019), for example,

the use of therapeutic compression
therapy for venous leg ulcers and the
appropriate use of superabsorbent
dressings for highly exuding wounds.
‘Betty’s story’ (NHS England, 2017)
is a perfect example of how failure

to assess, diagnose and treat a
venous leg ulcer led to unnecessary
spend, multiple visits to healthcare
providers, extended healing times,
and reduced patient quality of life
(Atkin et al, 2019).

Evaluating treatments and
documenting the rational for product
choices, e.g. debridement, exudate
management, can help to prevent
unnecessary treatment changes.
Indeed, selection of wound products
needs to be based on the condition of
the wound bed, surrounding skin and
wound-related factors. Furthermore,
with the advent of self-care, it is
important to choose products with

which the patient is happy and feels
confident and competent to use.

Healthcare professionals should
also follow local formularies to
promote clinical governance and
consistencies in product usage.

CONCLUSION

Wound assessment is considered

the only way to guarantee effective
high-quality care, to ensure accurate
diagnosis of the underlying aetiology
and identify any factors that could
delay healing. Wound assessment
and subsequent reassessment is
often poorly completed, illegible,

and containing inaccuracies and
omissions (Ovens, 2020). Different
frameworks have been developed to
provide a structure for holistic wound
assessment, including a minimum data
set which has been recommended

as a minimum requirement. Wound
photography is an integral part of the
assessment process, particularly in
the current climate of more patients
needing to be seen remotely, and
there are several things the unskilled
photographer can do to ensure
photographs are clinically useful.

Comprehensive wound assessment
will lead to clinically and cost-effective
treatments, helping to reduce the huge
costs associated with wound care and
improve clinical outcomes. Nursing
documentation must be completed
to the highest standard to ensure the
safety and quality of the healthcare
services (Akhu-Zaheya, 2017), and
to assist in promoting continuity of
care and monitoring effectiveness of
prescribed treatment.  GPN
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