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Wound care delivery:

quo vadis?

nother year has passed since the 2016

Wounds UK annual conference. Have

we managed to respond to the findings
presented in that conference on service delivery
and improve the patient experience?

The Burden of Wounds (BoW) study (Guest et
al, 2015a; 2016) estimated that the NHS managed
2.2 million patients with a wound during 2012-13
and that the annual cost of managing these wounds
and associated comorbidities was £5.3billion. The
prevalence of wounds has been estimated to be
growing at the rate of 11% per annum (Guest et al,
2017a). If this growth rate continues unchecked,
the NHS is likely to be managing an estimated
3.7 million patients with a wound in 2017-18 costing
in the order of £8billion—£9billion. Nevertheless,
the annual prevalence of wounds is likely to be
increasing at different rates in different parts of the
country, impacting differently on individual Clinical
Commissioning Groups (CCGs) or Health Boards.
The historical percentage increase in the prevalence
of wounds year on year is unknown. Most clinicians
involved in wound care say their clinics are getting
larger each year, but they could not quantify this.
However, industrial market analyses for likely
product demand all predict increasing markets
for both conventional and advanced wound care
products (Markets and Markets, 2016; 2017).

There appears to be substantial variance in
wound care between individual CCGs/Health
Boards. While the role of CCGs and Health Boards
is to address local health needs, the national health
economic burden imposed by wounds necessitates
the establishment and
nationally-agreed strategy if unwarranted variation

implementation of a

is to be reduced, outcomes improved and costs
reduced equitably. The findings from the BoW
study resulted in the development of Betty’s story
(NHS England, 2017). Betty’s experience is aimed at
helping commissioners and providers understand
the implications, in terms of health-related quality
of life and costs, of shifting the wound care
pathway from an uncoordinated and reactive

approach to a proactive evidence-based approach
(NHS England, 2017).

Optimal care delivery and timely wound healing
require a careful and detailed initial holistic
assessment and an accurate wound diagnosis.
The increasing annual prevalence of wounds is
partially due to a lack of differential diagnosis, sub-
optimal care and delayed wound healing, which
is often associated with increased rates of wound
complications, such as infection (Dowsett, 2015;
Vowden, 2016). Although healing is not achievable
in all wounds, it should be the primary desirable
outcome for all wound types. Moreover, clinicians
should be more aware of published healing rates
and assess the effectiveness of the care they are
providing against these standards. The health
economic impact of non-healing wounds to patients
and the NHS is substantially greater than that of a
healing wound (Guest et al, 2015a; 2016; 2017a).

Numerous wound studies have highlighted
inconsistencies in wound care, staff involvement and
dressing choice, and an apparent lack of a patient-
specific treatment plan in many instances (Guest
et al, 2012 2015b; 2017b; Panca et al, 2013). The role
of the GP and other community-based medical
staff has become inconsistent and communication
between practitioners appears to be poor, with
no clear role allocation. While a range of nursing
staff (practice/community/specialist) is primarily
involved in the delivery of wound care, there appears
to be an increasing involvement of practice nurses.
Consequently, it has become difficult to define who
is responsible for the care of an individual patient’s
wound and any associated comorbidities.

Patients’ records in clinical practice appear
to lack any evidence of consistent reporting of
wound management processes (Panca et al, 2013;
Guest et al, 2012; 2015b; 2017b; 2017¢; 2017d).
Also, approximately 30% of all wounds are being
managed without a documented differential
diagnosis in the patients’ records (Guest et al, 2015a;
2016). Furthermore, the length of time that a patient
is on a combination of dressings or bandages before
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being changed to another mix, appears to increase
the longer the patient has that wound (Guest et
al, 2017¢; 2017d). Additionally, the duration of
continuous prescribing of topical antimicrobial
dressings was found to be a mean of 6 months in
some wound types (Guest et al, 2017¢c; 2017d), even
though there is little evidence to support the routine
use of these products (O'Meara et al, 2010). More
worrying is that just under half of patients with
a diabetic foot ulcer seem to be treated at some
time with compression, even though these patients
do not have any documented evidence of venous
disease, lymphoedema or a venous leg ulcer (Guest
et al, 2017d). This indicates a lack of evidence-
based wound care and treatment planning and
may also reflect a range of difficulties experienced
by non-specialist healthcare professionals in the
community. The lack of senior engagement in
wound care may have had a detrimental impact
on outcomes, and thereby contributed to the
inappropriate management, increasing prevalence
and cost of wound management.

SO WHAT IS BEING DONE TO CHANGE
WOUND CARE DELIVERY AND IMPROVE
THE PATIENT EXPERIENCE?

The findings from the BoW study were taken
forward as part of NHS England’s Leading Change
Adding Value Framework - Improving Wound
Care Project. A national minimum data set has
been developed to provide a framework upon
which healthcare provider organisations can
base their assessment documentation (Coleman
et al, 2017). It is anticipated that this data set will
facilitate a more consistent approach to wound
assessment potentially leading to improved clinical
decision making around wound care treatment,
escalation plans, pathways and patient outcomes.
This is supported by a new quality indicator for
improving the assessment of wounds as part of the
2017-19 Commissioning for Quality and Innovation
(CQUIN) framework (NHS England, 2016).

The ongoing changes in staff involvement in
wound care need to be recognised and supported
with  appropriate
provision.

resources and educational

Clearly, appropriate training is a
prerequisite to overcoming some of the problems
encountered in clinical practice, particularly in

the community. Other measures that could help

improve wound care delivery in clinical practice

and achieve better outcomes include:

» Establishing dedicated wound care clinics in the
community, possibly within general practices, in
which patients receive consistent, integrated care

» Assigning the responsibility for delivering wound
care to an individual practitioner in order to
achieve an optimum outcome for a patient

wDefining the role of individual healthcare
professionals within the patient care pathway

the process
implementing a coordinated, shared treatment

»Improving diagnostic and
plan for each patient, with defined trigger points
for senior involvement and onward referral for
specialist care

» Regularly reviewing a patient’s wound in order to
gauge treatment effectiveness and thereby inform
changes in treatment and/or senior involvement.
Guidelines and best practice statements for a
number of dressing products define appropriate
timelines for product use and review of treatment
outcomes (Barrett et al, 2010; Harding et al, 2011;
Ayello et al, 2012; NICE, 2016).

Ultimately, the most effective way of reducing
cost would be to identify patients who may be
at risk of developing a wound and to provide
prophylactic interventions, where appropriate.

The introduction of these measures, in line
with the findings from the BoW study, should help
improve a patient’s experience and increase wound-
healing rates. In turn, these actions should minimise
unwarranted variation in clinical practice, reduce
workload and associated healthcare resource use

and lead to cost reductions in wound care.
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