
Appendix 1 
Checklist for Managing Wound Care, Based on Assessment and Problem Identification 
 
Assessment Element Finding(s) Action(s) Taken 
 Check box to indicate finding is present If finding is present, check boxes below to 

indicate action completed 
General Factors 
Ethical considerations Advance directives or other care 

instructions limit scope, frequency, or 
intensity of care to be provided 

 Document limitations and adjust care 
plan accordingly 
  

 Individual is not stable medically  Assess for cause(s) of instability, 
including systemic infection 

 Document when medical instability 
(multi-systems failure, multiple active 
chronic conditions, serious acute illness, 
medical complications, progressive decline, 
terminal illness) may influence wound 
development or complicate wound healing 

 Indicate short- and longer-term 
prognosis for improvement in medical 
status 

General medical 
stability 

 Signs and symptoms of systemic 
infection present 

 Initiate appropriate treatment if 
consistent with care goals and patient 
wishes 

Comorbidities  Active comorbid conditions (CHF, 
diabetes, etc.) are affecting prognosis 

 Active comorbid conditions are 
affecting wound healing 

 Manage comorbid conditions to extent 
possible, based on patient's treatment goals 
and wishes 

 Document when comorbid conditions 
may be complicating wound healing 

 Document when comorbid conditions 
may be affecting patient's short-term or 
long-term prognosis 

  Major comorbid conditions are 
affecting both wound healing and 
patient's general prognosis 

 Reassess care instructions and overall 
treatment goals, and consider possible end-
of-life decisions 

 No significant observable or lab 
evidence of undernutrition 

 No recent weight-loss 

 Review intake 
 Remove all non-essential dietary 

restrictions and encourage oral intake, 
where feasible 

Nutrition and hydration 
status 

 Oral intake has declined recently 
 Individual has recently started to 

lose weight 
 Individual is mildly undernourished 

Level 1: 
 Review advance directives or obtain 

relevant care instructions 
 Do calorie count 
 Assess reasons for reduced intake 
 Remove all non-essential dietary 

restrictions and encourage oral intake, as 
appropriate 

 Review drug regimen for medications 
that may be affecting appetite or causing 
weight loss 
 



 Level 1 (cont.): 
 Review for physical causes of weight 

loss (depression, occult infection, COPD, 
thyroid dysfunction, CHF) 

 Document that nutrition factors are 
influencing wound healing 

 Patient continues to lose weight 
despite above interventions or has had 
a more prolonged weight loss 

 Individual is moderately 
undernourished 

Level 2: 
 Provide nutritional supplementation with 

medication pass or inbetween meals based 
on the individual's intake and other factors 
affecting nutritional status (such as 
concurrent infection) 

 Individual is severely 
undernourished or underweight 

 Individual continues to lose weight 
despite prior efforts at expanding 
intake/supplementation 

 Individual has been losing weight 
over time 

Level 3: 
 Based on calorie count and initial efforts 

to expand intake, consider increasing 
amount of supplementation, alternate 
means of providing nutrition (such as tube 
feeding), or discuss end-of-life choices 

 Document when weight loss or failure to 
gain weight is medically unavoidable 

Nutrition and hydration 
status (cont.) 

 Evidence of change in hydration 
status 

 Review medications, illnesses, 
conditions and other factors influencing 
hydration status 

 Provide additional hydration based on 
scope of fluid deficit, goals and prognosis 

Functional status  Limitations in functional status, 
mobility, seating and ability to relieve 
pressure 

 Appropriate consultations and 
interventions to improve functional status, 
where feasible 

Evidence of infection  Signs and symptoms of soft-tissue 
infection present 

 Initiate appropriate treatment as 
indicated 

 Factors indicating infection or 
increasing infection risk (sinus tract, 
fistula, tunneling, or undermining) 
observed or suspected 

 Assess for possible surgical debridement  

 Evidence of significant colonization 
present 

 Review and possibly expand wound 
debriding and cleansing methods 

Pain  Pain possibly related to wound  Assess for local causes 
 Assess for other/additional causes of 

pain 
 Treat pain aggressively with adequate 

analgesia 
 Consider changing treatments that may 

be contributing to pain 
Wound Management 
General   Document appearance of wound bed and 

edges 
 Document type of ulcer, wound 

dimensions, and stage 
 Document amount of exudates 

Location   Document location of all ulcers 
 Identify and address problems and 

complications related to wound location, 
including urinary or fecal contamination 
 



Necrotic (dead) tissue  Necrotic tissue and slough present  Document presence of necrotic tissue 
and slough 

 Select a debridement method 
Pressure reduction  Patient cannot maintain pressure 

reduction unaided 
 Select and institute appropriate pressure 

reduction measures 
Covering and protecting 
wound 

 Open wound is present 
 Intact skin requires significant 

protection 

 Select appropriate dressings and 
bandaging 

 Evidence of significant wound 
healing after 2 weeks treatment or 
revision of previous treatment 

 Decide and document whether current 
treatment should continue or be modified 

Monitoring progress of 
wound healing 

 Little or no evidence of significant 
wound healing 

 Assess for medical or mechanical factors 
that are inhibiting healing 

 Review for presence of underlying 
infection or cellulitis 

 Review possible need for more 
aggressive debridement 

 Review possible need for 
altered/additional nutritional interventions 

 Decide and document whether current 
treatment should continue or be modified 

 Consider adding or changing pressure 
reduction devices as indicated 

 Consider topical antibacterial therapies 
or adjunctive treatments 

Protecting Intact Skin 
 Skin around ulcer is dry and intact 
 Skin around ulcer is moist but intact 

 Control wound exudate; identify and 
treat its source 

 Consider using a skin protectant 
 Skin surrounding ulcer is moist and 

breaking down (macerated) 
 Review for cause(s) such as urinary 

incontinence or possible infection or 
necrotic tissue producing copious exudate 

 Review possible role of current wound 
treatments in causing or contributing to 
skin breakdown 

 Use absorbent dressing as indicated 

Intact skin 

 Skin in general is very dry  Apply moisturizer in moderation, as 
indicated 

General skin fragility  Skin in general is thin, fragile, easily 
bruised 

 Document that skin abnormality may 
predispose to skin breakdown 

 Assess for any additional measures 
needed to try to protect skin 

Psychological Factors 
Lifestyle/habits  Individual has lifestyle or habits that 

are affecting wound healing 
 Document relevant issues and attempt to 

advise patient or adjust care plan 
accordingly 

Ability to cooperate  Patient is unwilling or unable to 
cooperate to some extent with 
treatment plan 

 Document specific issues and attempt 
alternative approaches, if feasible 

 



 



 



 



 



 



 


