Wound Care Evaluation by Kris Dalseg MS PT CWS CLT
This document is intended to describe a standard wound care evaluation for healthcare practitioners.

In healthcare, all aspects of our treatment have to be documented. We should be as thorough as possible.
Remember, if it wasn’t documented, it didn’t happen!
The first place to start is with the history of the wound site. How long has it been there? How did it start?
Was it from arterial insufficiency, venous insufficiency, trauma related, surgical, diabetic ulcer, or
pressure ulcer? Remember, only pressure related wounds should be staged. As physical therapists, we
should ask the question: “How is their wound affecting their functional status?”
Become versed in determining the differences between arterial insufficiency, venous insufficiency,
diabetic ulcers and pressure ulcers. Longstanding venous insufficiency may eventually develop into
lymphedema. If you cannot distinguish between these types of wounds, please see the section related to
this.
Here is a review of the types of wounds:

Photo: Arterial Insufficiency ulcer at 1st MET head.
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Photo: Dehisced Surgical Incision

Past Medical History
What is your patient’s medical history and how does it relate to their current condition? Are they
diabetic? Is there a surgical history? Is there a history of osteomyelitis? Is there a history of PVD? Have
they had cancer?

Wound Location
Document the location of the wound using medical terminology.

Wound Dimensions
There are a few methods of measuring wound dimensions. The method that I personally recommend is
as follows:
• Length is measured in cm using the body’s axis from head to toe
• Width is measured in cm using the body’s axis from side to side (or hip to hip)
• Depth: measure (in cm) the deepest portion of the wound as follows: measure with a sterile
cotton tipped applicator; place the tip of the applicator in the wound, then with your gloved
fingers pinch (the applicator) at the edge of the wound; remove the cotton tipped
applicator with your fingers still in place and measure.
Wound size can be accurately assessed with transparent tracings. (However, it is my personal preference
to measure the wound.) Photographs are the most accurate form of documenting the status of the
wound. There are specific protocols (both with how to photograph and specifically with regards to
privacy issues) to put in place before photographing wounds. (Each company will be different. Make
sure that you check with your company’s policy.)
Other areas of the wound that should be measured include tunneling and undermining. Per Clinical
Practice Guideline #15, tunneling is a passageway under the surface of the skin that is generally open at
the skin level. Most of the tunneling is not visible. Undermining is a closed passageway under the surface
of the skin that is open only at the skin surface. Generally it appears as an area of skin ulceration at the
margins of the ulcer with skin overlying the area. Undermining often develops from shearing forces. To
measure both undermining and tunneling, use the same method as described when measuring depth. To

describe the location of tunneling or undermining, use the clock method. 12:00 is the patient’s head; 6:00
is the patient’s feet; 3:00 and 6:00 being each side of the patient. For example, the sacral wound presents
with undermining at 3:00 to 6:00 measuring 1.0cm at 3:00; 1.5cm at 4:00; and 2.0cm at 5:00-6:00.
Another area that has been growing in use with regards to wound care is telemedicine. Check with you
practice act prior to performing telemedicine. And check out this exciting new app at clickcare.com. This
company is changing the way that healthcare professionals interact. You are literally a click away from
communicating with other practitioners in your field.

Wound Bed Appearance
Describe what you see! Is there granulation tissue (the red, beefy moist healthy tissue). Granulation fills
an open, previously deep wound when it starts to heal. Is there eschar? Eschar is thick leathery, necrotic,
devitalized tissue. Is there slough in the wound? Slough is necrotic tissue that is in the process of
separating for viable portions of the body. Also, mention the presence of tendons, bone, and vessels. If
you patient has had surgery in the region of the wound, mention the presence of grafts or hardware.

Photo: Describe what you see: 100% black eschar, Unstageable Pressure Ulcer

Photo: Describe what you see: Sacral pressure ulcer with eschar, slough, granulation, dermis, and
epithelialization

Wound Drainage
Again describe what you see! How much drainage is there? Is it scant, minimal, moderate, or copious?
Does the drainage have an odor to it? (Can you describe the odor?) Remember to cleanse the wound
first, and then see if the wound still has an odor. (Many dressings that retain drainage will naturally have
an odor.) Describe the type of drainage. Is it serous (clear, watery plasma)? Is it sanguineous (bloody)?
Is it serosanguinous (plasma and red blood cells)? Is it purulent (thick drainage that contains WBCs, and
living or dead organisms. It is a product of inflammation that contains exudate; i.e. cells, leukocytes,
bacteria, and liquefied necrotic tissue).

Wound Edges
Wound edges may describe the origin of the wound. The edges can definitely describe how well the
wound is progressing (or not). Several ways to describe the wound edges include: regular (as in arteriole
insufficiency wounds), irregular ( as in venous insufficiency wounds), macerated (the edges are too
moist; perhaps the dressing you are using is not containing the drainage), intact (healing well), reddened
or erythema (possible inflammation or infection), distinct (easily seen) or non-distinct (blending into the
wound bed, suggesting re-epithelialization).

Wound Periphery or Peri-wound
This gives a pattern to the wound. This should also be measured. Palpate the peri-wound. Is it indurated
(firm)? Is fluctuance present (Fluctuance is the proper term for soft, boggy or “mushy” tissue.)

Pain
Is your patient in pain? Document the presence of pain. There are several methods to document their
pain level. A few methods include: the Wong-Baker scale, the pain analog scale. If your patient cannot
use any of these scales secondary to cognitive deficits, describe their facial expressions (or even their

verbal expressions). Be in communication with the physician to help control the patient’s pain. Pain may
be secondary to infection, vascular insufficiency, or periphery neuropathy. If the pain is secondary to a
vascular insufficiency, remember your signs and symptoms of poor circulation. These are the things that
you can document from observing the patient. They include, when looking at the lower extremity: hair
loss, dry, scaly skin, thickened fungal toenails, changes in skin color (secondary to hemosideran staining
or rubor dependency), diminished or absent pedal pulses. Make sure you document all of these findings!
If you suspect that your patient has poor circulation, be in communication with the physician. The
physician may order a test to assess the patient’s circulation called an ABI or Ankle Brachial Index. The
ankle brachial index is a ratio that compares how much circulation the patient has in their arm versus
their leg. Ideally, this should be 1 (or equal). Anything below 1 suggests that the patient’s circulation is
decreased to the lower extremity (in comparison to the circulation in their arm). As the clinician, you are
interested in how much of their circulation is compromised. The patient’s physician will look at these
results and decide if a referral to a vascular surgeon is necessary.

Photo illustrates palpation of dorsalis pedis

Sensation
Document whether sensation is present (in the area of the wound and in the extremity as a whole). Most
likely a loss of sensation is due to nerve impairment (as in the case of peripheral neuropathy). Assessing
sensation can be carried out by using a Semmes Weinstein 10-g monofilament. The test is carried out be
applying the monofilament to certain areas of the patient’s feet (with the patient’s eyes closed). The
patient should respond “yes” when they feel the pressure from the monofilament. The monofilament is
applied with enough pressure to bend it into a “C” shape, and held in a position for about 1 second. (See
photo). Typically, the sites that are tested with a monofilament include:
• Plantar aspect of the first, third and fifth toes
• Plantar aspect of the first, third and fifth metatarsals
• Plantar aspect midfoot medially and laterally
• Plantar heel
• Dorsal aspect of the midfoot

Photo testing sensation with a 10-g monofilament.
Now take your Assessment and develop a plan! Remember; investigate the origin of the wound. If the
wound is from arterial insufficiency, check out the status of the patient’s circulation. Be in
communication with the patient’s physician. Ask for a Doppler test to assess the patient’s ABI. Does your
patient need to see a vascular surgeon? Is this wound secondary to venous insufficiency? If so, control
their edema and drainage from the wound. Remember, before applying any compression dressings,
CHECK THE PATIENT’S CIRCULATORY STATUS! And then check the compression dressings indications.
Most require an ABI of 0.8 or above. There are some newer compression dressings on the market that
apply gentle compression. Know how much compression the dressing is going to apply. Educate your
patient, family members and all other healthcare practitioners regarding the signs and symptoms of
vascular impingement (and document that you did so!). Is the wound from a diabetic neuropathy? If so,
how well is the patient controlling their blood sugar? And remember, with a diabetic wound, the patient
may not have protective sensation. These wounds are usually secondary to repetitive trauma on a
nonsensate foot. So, check out their footwear. Is it a pressure wound? (If so, offload. Actually, offload all
wounds.) Education is key! Educate all healthcare practitioners and family members regarding proper
positioning to offload a pressure wound.
There are exciting new devices to assist with offloading pressure sites. Check out this new device from
Wellsense at themapsystem.com.

Treatment Plan
Remember when you are establishing the plan. Ask yourself these questions:
1. What caused this wound? If your patient has arteriole insufficiency: What is the status of their
circulation? Do you need to get an ABI ordered? Does your patient need a consultation with a
vascular surgeon?
2. Does your patient have venous insufficiency? If so, they will need to have compression (of the
extremity). Remember; always check out the patient’s circulatory status with an ABI prior to
initiating compression dressings. In addition, it is absolutely imperative to control the drainage of
the wound.

3. Is the wound secondary to diabetes? If so, check out your patient’s sensation. How well are they
controlling their glucose levels?
4. Is this a pressure wound? If so, offload the site. (Remember, all wounds should be offloaded).
Then begin good moist wound dressings.
Dressing choice:
• Cleanse/gently irrigate with normal saline
• Address necrosis. Does the wound need debridement?
• Control drainage
• Protect against infection. (Is it already infected? For physical therapists: use your
modalities to fight infection!)
• Protect wound edges and periphery: use your moisture barriers
• Physical Therapists: Use your modalities to increase circulation
• Address functional deficits: what is the patient’s quality of life?
• Nutritional status (see the section on nutrition) Remember your patient needs good
nutrition to heal. If they are not eating or drinking (water), their wound will not progress
quickly.

****Remember to treat the Whole Patient!!!! Not just the Hole in the Patient!!! ~ Carrie Sussman
PT, DPT
www.wholewoundcare.com
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