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• Introduce TIMERS and 10 step approach to assessment and management 
pathway 
• For delegates to be aware of the factors  required to assess  and manage 
wounds appropriately and effectively.
• For delegates to be aware of CQUIN for chronic wounds 
• For delegate to be aware of  management options 
• 8 “Over to you” questions throughout the presentation

Objectives





So lets take a closer look…





• A wound is defined as “a break in the epidermis or dermis that can be 
related to trauma or to pathological changes within the skin or body” (Collins 
et al 2002 p79)

• Wounds are traditionally classified into either acute, chronic or tertiary 
wounds. 

What is a wound?



• Please take 2 minutes to make a list of the types of wound you see?

• Are they acute or chronic?

• Are they healing by primary or secondary  intention? 

• Is healing the only outcome? 

Wound Aetiology: Your turn now…





Initial trauma
Clotting cascade

White cells
Clearing of debris, body defence

Fibroblasts
Endothelial cells
Formation of granulation tissue

Keratinocytes
Re-establishment of skin cover

Maturation & strengthening of new tissue

Progression of Normal Wound Healing

Initiation

Remodelling

Granulation

Inflammation

Reepithelialisation



Implementing TIMERS: the 
race against hard-to-heal 

wounds



1. Holistic patient assessment : Physical, psychological, Spiritual and Social. This includes the 
identification of the underlying cause. 

2. Wound assessment measurement 
3. Decide desired outcome: Healing or maintenance 
4. Address underlying pathology or plan maintenance care.
5. Implement local wound care  according to TIMERS
6. Follow up, Re-assessment, Review
7. Modify care pathway. Consider need for a  Multi-professional team approach
8. Patient/family education
9. Maintain treatment / Prevent re-occurence
10. Record actions and outcomes 

10 steps



• Wound bed preparation and TIME
• Wound bed preparation: TIME for an update
• Management of chronic wounds: diagnosis, preparation, treatment and follow-up
• Infection and biofilm
• Consensus guidelines for the identification and treatment of biofilms in chronic nonhealing wounds 
The Global Wound Biofilm Expert Panel
• Wound Biofilm: current perspectives and strategies on biofilm disruption and treatments
• Wound infection in clinical practice: The International Wound Infection Institute (IWII)
• Sepsis: recognition, diagnosis and early management. NICE guidelines

Best-practice guidelines to consider if 
local/national guidelines are not available



Tissue non-viable or deficient

Infection or inflammation

Moisture imbalance

Edge of wound non-advancing or undermined

Regeneration/ repair of tissue 

Social  factors 

TIME Clinical Observations

T

I

M

E

R

S



Hard to 
heal?



Hard to 
heal 

wounds



“The process of preparing the wound 
bed to promote optimum healing by 
removing local barriers to healing.”

Wound Bed Preparation



Complete the acronym

Your Turn Now: TIME, Clinical observations

T =

I =

M =

E =

R =

S =





• Wound assessment is essential in developing a baseline and the production 
of an appropriate management plan that is implemented, evaluated and the 
outcome documented. 

• This is essential as inaccurate assessment can lead to the delivery of 
inappropriate care which can delay healing, lead to poor quality care and the 
inadequate use of resources 
(Stephen-Haynes 2017).

Wound Assessment



• Thus……… there is a significant capacity for the improvement of clinical 
outcomes as well as achieving essential financial savings with an appropriate 
wound assessment.



• The introduction of the first 2 year CQUIN by NHS England sets out the 
agenda for the CQUIN in wound assessment in 2017-2019.

• The object of the 2 year CQUIN is to “provide greater certainty and stability 
on the CQUIN goals leaving more time for health communities to focus on 
implementing the initiatives.” 
(NHS 2017).



• Research by Guest et al (2015) has found that 4.5% of the population had a 
wound, accounting for 40.6 million healthcare visits and  over 30% of patients 
have not had a wound assessment based on research evidence and best 
practice guidance. 

• Importantly less than 50% of patients with a chronic wound healed within 
the study year. 



• CQUIN is an acronym for Commissioning for Quality and Innovation. 

• It is a system designed to make a proportion of any healthcare providers 
income dependent on the providers being able to demonstrate that they are 
striving for and have plans in place for continue quality and improvement in  
an agreed area of patient care. 



• Could  the wound assessment of yourself and your colleagues be improved? 

• Could you and your team improve patient outcomes? 

Your turn now: Current wound assessment



Generic Wound Assessment 
Minimum Data Set 

General Health Information 

Your turn now: Current wound assessment

Core Generic Wound Assessment Minimum Data Set 
Risk factors for delayed healing including systemic and local blood 
supply to the wound, susceptibility to infection, medication 
affecting wound healing, skin integrity.  
Allergies 
Skin sensitivities 
The physical, social & emotional Impact of the wound on the 
patient’s quality of life.  
Information  is provided to patient and carers 



Number of wounds 

Wound location 

Wound type/classification 

Wound duration 

Treatment aim 

Planned re-assessment date 

Wound Baseline Information



• Wound size maximum length, width and depth 
• Whether there is undermining/tunnelling 
• Category  of pressure ulcer 
• Wound bed tissue type 
• Wound bed tissue amount 
• Description of wound margins/edges 
• Colour and condition of surrounding skin 
• Whether the wound has healed 

Wound Assessment



• Identify 4 factors that could delay wound healing? 

Your turn now: Wound symptoms



• Presence of wound pain 

• Wound pain frequency 

• Wound pain severity 

• Exudate amount 

• Exudate consistency/type/colour 

Wound Assessment

• Odour occurrence 

• Signs of systemic infection 

• Signs of local wound infection 

• Whether a wound swab has been taken 

• Investigation for lower limb  including ABPI 



• Black (necrotic)

• Green (infected)

• Yellow / grey (sloughy)

• Red (granulating)

• Pink (epithelising)

Tissue… wound bed colour…



• Wounds where the epithelium is covering the 

wound.
• Superficial.

• Pink in appearance with pink islands on the surface. 

• Little exudate.

• Epithelial cells migrate across the wound, 

completing the repair process.
• Aim of treatment is to protect and promote 

epithelial tissue  

Epithelialisation



• Deep pink or red in colour.
• Production of granulation tissue continues until the 
base of the original cavity is almost level with the 
surrounding skin.
• Granulation tissue is composed of collagen and 
proteoglycans- a complex mixture of 
polysaccharides with salt and other colloid materials.
• Capillary loops give the red granular appearance.
• Fills the wound bed
• Acts as a base for epithelialisation 
• Aim to protect and promote granulation tissue 

Granulating



• Yellow glutinous covering 

• Not dead tissue.

• A thick layer can build up quickly

• A complex mixture of fibrin, de-oxyribonucleoprotein, 

serous exudate, leucocytes and bactertia.
• Slough and devitalised tissue will predispose a wound to 

infection by acting as a bacteriological culture medium and 

inhibiting the action of leucocytes in the wound.
• These wounds need to be properly cleansed or debrided-

to provide a clean base- so that granulation can take place. 

Sloughy



• Any wound may be colonised by micro-organisms, 

potentially leading to unpleasant odours.
• If these organisms increase, the wound may develop 

a clinical infection. 
• Aim is to treat infection appropriately 

• Infection should be confirmed with a swab and if 

confirmed, systemic antibiotics should be  prescribed.
• A dressing with an effective bacterial barrier can be 

used to cover the wound so that the spread of 

infection is controlled. 

Infected



www.woundsinternational.com



• Need to debride necrosis

• Consider blood supply to the area

• Consider most appropriate method

• Preserve viable tissue 

Necrotic



• Please look at the wound image and classify the 
wound  tissue type and give a % 

Wound classification: Delegate participation



Ulcer base

• Source of  damaging 
wound exudate

• Source of cells for
re-epithelialisation

• Protect tissue from 
damaging exudate

Importance of Assessing Wound Bed and the 
Peri-Wound Area

Peri-ulcer skin

• Source of cells for re-epithelialisation

• Susceptible to tissue breakdown

• Site of possible wound expansion

• Protect tissue from damaging 
exudate



• Identify 4 factors to consider in relation to wound exudate? 

Your turn now: Wound exudate



• When assessing exudate, consider the consistancy and the volume 

• Colour
• Amount
• Type
• Odour

Managing Exudate



Type Colour Consistency Significance

Serous Clear, straw Thin, watery Normal

Serosanguinous Clear, pink Thin, watery Normal

Sanguinous Red Thin, watery Trauma to blood vessels

Seropurulent Murky, yellow Bailey’s Infection

Purulent Yellow, grey, green Thick Infection

Haemorrhagic Red Thick Infection, trauma



Holistic wound care strategy

Wound

Patient centred concernsLocal wound careTreat the cause(s)

Healed Wound



Assessment

Holistic 
Assessment

Waterlow Risk 
assessment 

Manual Handling

Medical history
Pain assessment 

score

Thompson  
Turning Chart

Wound Assessment 
And Evaluation

Wound history

Nutrition 
Screening



• What are the patients worries and concerns?
• Have we identified them?
• Have we acknowledged them?
• Have we taken account of them and addressed them?

– What patient-centred concerns might there be?
– About the wound?
– About the treatment?

Patient-Centred Concerns



Determine  short term goal :-

• To cleanse
• To protect
• To rehydrate
• To mange exudate 
• For example  To deslough 10% within 5 days. 



• Make  list of 3-4 key points  of key factors in wound assessment

Your turn now:
Important factors in wound assessment



Treatment Objective

Debride- if blood supply is sufficient
Do not debride  if poor blood supply/end of life

Debride slough- Reduce risk of infection & 
promote granulation. Protect surrounding skin

Manage infection - Appropriate antibiotic s for 
systemic infection. Protect surrounding skin

Promote granulation -Provide moist environment
for epithelialisation

Promote epithelialisation & wound maturation



Necrotic Wound – Debride/Rehydrate
Hydrogels/Hydrocolloids, Surgical Debridement

Dressings

Sloughy Wound – Deslough/Hydration
Hydrocolloids/Alginates/Hydrogels

Infected Wound – Resolve
Antimicrobials

Granulating Wound – Encourage/Moist Environment/Manage Exudate
Hydrocolloids/Alginates/Foam/Semipermeable Film/NA Dressing

Epithelialising Wound – Protection
Foam/Hydrocolloid/Film Dressing



• Make  list of 3-4  dressings used in wound management

Your turn now: Current treatment options



Inappropriate 
Assessment

Poor 
management

Inappropriate use 
of dressings

Patient suffering

Increased Cost

Increased nursing 
time

Waste of 
dressings

(Williams 1997, Stephen-Haynes, 2009 ) 



1. Mild

2. Moderate

3. Severe

4. Excruciating

Pain assessment



Topical Antimicrobials

• Sustained action

• Broad spectrum

• Non-toxic

• Non-allergenic

• Honey

• Iodine

• Silver

• PHMB



• The focus is on encouraging wound closure by the generation of a cell scaffold 

• Growth factors 
• ECM factors 
• Platelet rich factors

R. Regeneration/ repair of tissue



• Social situation
• Patient awareness and understanding
• Patient choice
• Patient concordance
• Patient motivation
• Psychological  

S. Social 



• Make  list of 3-4   people in the MDT who you could refer to

Your turn now: Referral options 


