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1 Introduction 
 

The Health Innovation Network has adopted the National Wound Care 
Strategy vision to develop recommendations which support excellence in 
preventing, assessing, and treating people with wounds to optimise healing 
and minimise the burden of wounds for patients, carers and health and care 
providers. It is also addressing the carbon impact of unhealed wounds. 
Wound care should not be viewed as a separate clinical issue but be 
integrated into care of underlying co-morbidities that cause or contribute to 
wounding and delayed/ non-healing. 
 
Success will depend on recognising and addressing the interdependencies 
between the different professional groups and services involved in wound 
care. 
 
The key priority is to provide with the patient/carer’s involvement, the 
most effective wound environment to maximise/ maintain wound healing 
or preventing wounds. Wound assessment needs to be done at the first 
contact or within 14 days.   

 

2 Purpose 
 

To provide guidance for CPFT staff in the correct assessment and 
management of patients with wounds and link to specific wound care 
guidelines. 

 

3 Scope 
 

These guidelines are for all clinical staff in CPFT. 
 

4 How to use this guidance 
 
This guidance will cover the role of health care professionals in wound care as 
well as all aspects of Tissue viability based on evidence available at the time 
of writing. 
 
These guidelines should provide the clinicians with a straightforward, 
pragmatic approach to the different type of wounds based on a robust 
knowledge of anatomy, physiology of the skin, healing process and infection, 
role of professionals, carers, and patients. 
 

• Choosing a wound dressing depends greatly on a holistic assessment of 
the patient and their wound; the patient should be at the centre of all care 
decisions made. The role of the dressing is to prepare the environment to 
heal the wound. It does not heal the wound specifically. 

• To use with the Wound care guidelines and dressing formulary  
Cambridgeshire and 
Peterborough Formulary(cambridgeshireandpeterboroughformulary.nhs.u) 

• Wound assessment should be a systematic process accurately 
documented on the wound assessment and management care plan. 

https://www.cambridgeshireandpeterboroughformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=23&SubSectionRef=23.05&SubSectionID=A100#6125
https://www.cambridgeshireandpeterboroughformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=23&SubSectionRef=23.05&SubSectionID=A100#6125
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• Dressings should be selected from the Cambridgeshire and 
Peterborough Wound Care Formulary unless otherwise advised by a 
specialist. 

• Patients with complex needs should be referred to the most appropriate 
speciality. 

 
5 Duties  
 

• Effective communications between health and social care professionals, 
patients and carers are essential. 

• All CPFT staff must update and inform medical colleagues of any patients 
with wounds. 

• The provision of evidence-based information to the patient should be 
tailored to the individual needs of the patient. 

• Refer to the Prevention and Management of Pressure Ulcers and Leg 
ulcer guidelines for more specific duties.  
 

Managers are responsible for 
 

• Ensuring the implementation of the guidelines 

• Identifying the need for resources to be made available to prevent and 
treat wounds. 

• Supporting research into causes, prevention, and treatment of wounds 

• Facilitating formal training, competency, regular updating of staff and 
guidelines audits. 

• Monitoring wound management and prevention 

• Facilitating clinical effectiveness and evidence-based practice.  
 
         The Registered Nurse is responsible for 
 

• Having read and understood this guideline. 

• Assessing the patient’s holistic care, developing a care plan with the 
patient and inform carers and care agencies. 

• Treating all wounds and monitor preventative care with patient and carers.  

• Documenting the results of each assessment, care plan, implementing and 
reviewing care accordingly with associated team members and secondary 
care if needed. 

• Ensuring that relevant members of the multidisciplinary team are informed 
and involved in the care of patients. 

• The nurse must be accountable for her/his own practice in accordance 
with the Nursing and Midwifery Council (NMC) and has responsibility to 
maintain professional development. 

 
Members of Multidisciplinary Team (MDT) 
 

• GPs need to be informed regularly and involved in complex treatment 
decisions. 

 
           Physiotherapists and Occupational Therapists 
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• as team members the occupational therapists and physiotherapists have a 
role in assessing the mobility and functional ability of patients as well as 
recognising some very early signs of skin breakdown.  

 
          Nursing Associate and Health Care Assistants (NA’s, HCA’s)  
 

• As team members are responsible for: Assisting the registered nurse with 
wound management where delegated. 

• Delegated tasks should only be performed by NAs, HCA if there is proof of 
knowledge, and they have been deemed competent to do the specific task 
by their work-based assessors. 

• The HCA, NA should inform the registered nurse if there is any change in 
skin integrity or wound status. The registered nurse is then responsible for 
reviewing the wound and implementing an appropriate care plan. 

 
Dietitian 
 

• As a team member the dietitian is to work with health care professionals to 
make recommendations on ways of improving the patient’s nutritional 
status. 

 
Tissue Viability Nurse 

 

• As a team member the tissue viability nurse is responsible for providing 
specialist advice for complex cases. 

• Supporting nurses with any concerns regarding management and 
prevention   of wounds. 

• Providing teaching based on current evidence. 

• Updating guidelines according to new evidence and support audit process. 

• Evaluating the effectiveness of new dressings, technology in partnership 
with the wound formulary group. 

 
Podiatry 

 

• As a team member the role of the podiatrist includes undertaking 
assessment and treatment of patients with foot wounds (below malleoli). 
These include diabetic, neuropathic and ischaemic conditions.   

• Refer to pathway Lower Limb Clinical Decision and Referral Pathway  
Lower limb pathway: Can be found in the Safe to Care Folder (OPAC) on 
the desktop. 

 
Patient 

 
The patient and family/ formal and informal carers: 
 

• The patient and family /formal and informal carers need to be involved in 
all aspects of assessment and planning of care and should give informed 
consent for any treatment intervention. They need to receive appropriate 
information regarding aspects of prevention and treatment of wounds, 
specific to their case. 
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• The information should be culturally appropriate and in a form that is 
accessible to people who have additional needs, such as people with 
physical, cognitive, or sensory disabilities and people who do not speak or 
read English. 

• If patient/carer participate further in their care, a clear care plan, 
information leaflets, supplies and contact numbers must be provided. 

 
6   Wound care prior knowledge 

 
Staff need prior knowledge of the function of the skin and the wound healing 
process in order to effectively carry out a holistic assessment and plan 
appropriate care for whichever wound type. Links below.  

 

• Anatomy and physiology of the skin    
   https://www.youtube.com/watch?v=OxPlCkTKhzY 
 

• Healing process    
   https://www.youtube.com/watch?v=TLVwELDMDWs 
 

• ANTT procedure 
       Website https://www.antt.org/ 
 

 
 

 
7 Assessment and Management of wounds 

 
• Choosing a wound dressing depends greatly on a holistic 

assessment of the patient and their wound; the patient should be at 
the centre of all care decisions made. Formal and informal carers need 
to be involved as well. 

• Wound assessment should be a systematic process accurately 
documented using systmOne template wound assessment and 
management care plan. 

• Dressings should be selected from the Trust Wound Care Formulary 
unless otherwise advised by a specialist. 

https://www.youtube.com/watch?v=OxPlCkTKhzY
https://www.youtube.com/watch?v=TLVwELDMDWs
https://www.antt.org/
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• Patients with complex needs should be referred to the most 
appropriate speciality. 

 
Follow guidelines in wound care formulary. 

 
Cambridgeshire and 
Peterborough Formulary(cambridgeshireandpeterboroughformulary.nhs.uk) 
Wound Care Formulary Guidelines (cpics.org.uk) 

 
Follow guidelines for Lower limb pathway which can be located in the Safe to 
Care Folder.  

 
Wound assessment 
 

• A documented holistic and wound assessment should be done as soon as 
possible after admission to the caseload. 

• The evaluation does not need to be completed at every dressing change if 
there is little change in the wound condition but document “no change in 
wound condition”.  Dressing change must be recorded in patients notes. 

• Progress of the wound must be fully reassessed and documented. 

• Any deteriorating wound must have a full re-assessment/evaluation 
completed and action taken. 

• In the case of a non-healing wound (2 weeks), The wound should be 
holistically reviewed. 

•  If the wound has not shown signs of healing or signs of approximately  
40% reduction in size of wound at 4 weeks, it should be referred to 
appropriate specialist teams. 
 

          Completion guide for wound assessment  
 
Complete the systemOne wound management template and appropriate 
templates (leg ulcer assessment, pressure ulcers) or use the appropriate 
digital system and synchronise with SystmOne. 

 
Ensure that the following details & date of initial assessment. 
are completed. 

 
Type of wound 
 
How long has the wound been present? 
Record length of duration, not the date when the patient came on caseload 
unless they coincided. 

 
Factors which may delay wound healing. 
Tick all relevant boxes, add extra information as appropriate (check patient’s 
medical notes) including medications. 
 
Date referred to 
Tick all relevant boxes; discuss referrals with colleagues and GPs.  
  
Photograph  

https://www.cambridgeshireandpeterboroughformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=23&SubSectionRef=23.05&SubSectionID=A100#6125
https://www.cambridgeshireandpeterboroughformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=23&SubSectionRef=23.05&SubSectionID=A100#6125
https://www.cpics.org.uk/download/wound-care-formulary-guidelines.pdf?ver=9996&doc=docm93jijm4n4030
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• Write date, patient initials only and the NHS patient’s number four (4) 
last numbers on the tape measure.  

• Take a minimum of two photographs: one to situate the wound on the 
body and one closer to the wound.  

• Download and attach to SystmOne or protected system used.  
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Appendix 1 Photography procedure 
 
Location of wound/s 
 
Please indicate on body map where the wound is situated. 
 
Wound dimension  
 
Please measure as accurately as possible or indicate if this is an estimation. 

 

• Length = head to toe furthest points, measured in millimetres or 
centimetres. 

• Width = side to side furthest points, measured in millimetres or 
centimetres. 

• Depth = may be estimated as very difficult to assess safely and accurately.  
A sterile gloved finger or wound swab can be used to probe. 

• Category PU = if the wound is a pressure ulcer, please indicate its 
category. 

• Undermining = area tracking, measure with a probe and indicate direction. 
 
Wound bed 
 
Please estimate percentage of different tissue type in each box. 
 
Suture/clips 

 

• Specify if suture, clips, (type) staples.  

• Indicate removal date. 

• Indicate if dehiscence and seek advice. 
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Appendix 2 Removal of sutures 
 

Exudate levels  
 
Please complete using the following guidelines: 

• High = needs daily or more dressing changes and saturated each time. 

• Moderate = needs dressing changes every 2-3 days and soiled but not 
soaked. 

• Low = needs weekly or less dressing changes and dressing dry or 
minimally soiled. 

 
Wound edges/surrounding skin 
Please indicate as outlined. 

  
Pain 
Please assess patient and indicate action.  Please refer for medical intervention/pain 
team. 
 
Clinical signs of infection 
 
Local infection 

 

• Delayed healing,  

• Wound breakdown, deterioration 

• Increased erythema /inflammation/ 

• Increase amount and /or change in character of exudate (purulent) 

• Odour 

• Increased local warmth. 

• Oedema/induration 

• Pain or tenderness 

• Bleeding, friable granulation tissue 

• Discoloration of tissue 
 
Systemic signs  

 

• Increased temperature 

• Rigor 

• Feeling unwell 

• Elevated glucose in patient with diabetes 

• Pain   
 
Infection must be diagnosed in the context of the patient’s history and risk factors as 
classic signs of infection may be muted or absent in wound chronicity, 
immunosuppression, steroid therapy and malnutrition. 

 
Please indicate and swab if necessary (intention to treat).  If the patient is at risk of 
developing an infection, ensure that daily vital signs are taken. 

 
Taking a swab 

 

• Collect specimen using aseptic technique. 
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• Cleanse wound with non-antiseptic solution like water or saline solution 
prior to swabbing. Infection is found in viable tissue. Swabbing 
slough, eschar or necrotic tissues can affect the reliability of the results. 

 

• Moisten swab with normal saline or culture medium (moist swab 
provides more precise data than dry swab) 

 

• Apply pressure gently and rotate swab on the area to be tested (viable 
tissues). Ideally express fluid on the swab from deeper viable area. Use 
a second swab from undermining/tracks area. 
 

• Insert swab in transport medium container. 
 

• Complete the laboratory slip for the microbiologist to provide clinical 
data: correct patient’s information, wound information with dates, signs, 
symptoms of infection and recent, current, intended antibiotics. Wound 
static or deteriorating.  

 

• Send to laboratory as soon as possible. 
 

Treatment objectives 
 

These objectives should be suitable for most patients, but a more individualised care 
plan need to be added. 
 
Use the appropriate objectives according to the phases of healing.  

 
1. Patient comfort – although could be used for most patient’s wound care it 

is more suitable for “end of life” patient where no active treatment (e.g., 
debridement) may not be suitable. Can be associated with odour control.  

2. Absorption: for wound with large exudate where the main objective is 
containing the fluid. 

3. Infection control: for infected wound.  It can be associated with odour 
control. 

4. Odour control: see above. 
5. Debridement is the removal of nonviable tissue and foreign matter from a 

wound and is a naturally occurring event in the wound healing process. Its 
role is well documented in the wound bed preparation Timers (wound care 
formulary). Debridement of sloughy/necrotic (black, yellow tissues) tissues 
is one of the cornerstones of good practice and vital when reducing the 
wound bacterial burden.  

 
Options: 

• Autolysis: painless, selective and natural. The full size of the wound will 
become apparent and protect surrounding skin as wound exudate will 
increase. Use hydrogel, hydrocolloid and leave undisturbed for 24 to 72hrs.   

• If the wound is locally infected, follow antibacterial guidelines in Wound care 
formulary pg8 Wound-Care-Formulary-Guidelines.pdf 

• Sharp debridement by a skilled practitioner with specialised training: removal 
of nonviable tissues using a sterile scalpel, scissors and forceps to just above 
the viable tissue level. (Podiatrist will remove tissues to bleeding point)  

https://www.cpics.org.uk/download/wound-care-formulary-guidelines.pdf?ver=12880&doc=docm93jijm4n4030
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• Surgical debridement by excision or wider resection of nonviable tissue 
including the removal of healthy tissue from the wound margins until a healthy 
bleeding wound bed is achieved. It is done by a surgeon. 

• Mechanical: monofilament fibres wound pad. The fibres detach, bind and 
remove debris, slough and exudate. On prescription. 

• Biosurgical (larval therapy): larvae of the green bottle fly are used to remove 
necrotic and devitalised tissue from the wound. Appendix 8 for more 
information as larvae therapy can achieve faster debridement than other 
techniques. 

 
Appendix 3 for Larvae information and procedure  
 

• The risk of transient bacteraemia in conjunction with any debridement 
technique should be considered as it can overwhelmed the patient’s immune 
system. 

• Caution and exception to debridement: untreated infections, malignant 
wounds, foot wounds, ischaemic or reduced arterial flow wounds, end of life 
wounds and wounds due to inflammatory disease i.e. pyoderma 
grangrenosum. 

 
Patient on anticoagulant or clotting disorders. 

• Promote granulation: active treatment – post or concurrent to debridement. 

• Promote epithelialisation: active treatment – concurrent to granulation.  
 

See Wound care formulary for care plan guidelines on specific wounds. 
Wound-Care-Formulary-Guidelines.pdf 

 
Cleansing solution 

 

• Please document saline or water.  Other solutions are not recommended 
unless required for a specific clinical need.  

• Clean thoroughly surrounding skin and wound to remove some slough, 
dressing debris or exudate. 

 
Dressing choice 
Choose from the Wound Care Formulary, review wound progress or deterioration 
and document the rationale for dressing changes during period of care. 
 
Frequency of dressing change 

 
Please document, dependent on exudates, dressing used and progress of wound. 
 
Signed/print name/designation. 
This is a legal requirement and must be accompanied by printing name legibly if 
using paper. 
 
8     Wound care guidelines linked to use of dressings formulary and specific  
wound care guidelines 
 
Cambridgeshire and Peterborough Formulary 
(cambridgeshireandpeterboroughformulary.nhs.uk) 
 

https://www.cpics.org.uk/download/wound-care-formulary-guidelines.pdf?ver=12880&doc=docm93jijm4n4030
https://www.cambridgeshireandpeterboroughformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=23&SubSectionRef=23.05&SubSectionID=A100#6125
https://www.cambridgeshireandpeterboroughformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=23&SubSectionRef=23.05&SubSectionID=A100#6125
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TIMERS – Principals of Improved Wound Healing 

Antibacterial Guidelines  

Guideline 1: Necrotic Wounds 

Guideline 2: Black Heels/Toes 

Guideline 3: Sloughy Wounds 

Guideline 4: Granulating Wounds 

Guideline 5: Infected Wounds 

Guideline 6: Epithelialising Wounds 

Guideline 7: Skin Tears/Pre-Tibial Lacerations  

Guideline 8: Non-Complex Burns (Suitable for Outpatient/Primary Care 
Management) 

Guideline 8 (cont.) Supplementary Guideline for Complex Burns 
Assessment 

Pathways for Lower limbs  

Dressings Formulary Choices available from NHS supplies 

References  

 
The following guidance documents can be located in the Safe to Care folder  
(OPAC) 
 

• Prevention and management of Pressure Ulcers.  

• VAC   

• Prevention and Management of leg ulcers 

• Compression guidelines      

 
Surgical wounds 
 
A surgical wound is a healthy and uncomplicated break in the skin’s continuity 
resulting from surgery. In a healthy person, the wound will heal without incident, 
following a normal healing process within a predictable time. 
 
If a surgical site infection is identified, usually between 5th and 10th days, prompt 
action is vital to avoid dehiscence and sepsis. 
 
Report concerns to GPs, surgical team but ensure that treatment is started asap. 
 
Overview | Surgical site infections: prevention and treatment | Guidance | NICE, 
2019, updated 2020. 
 
Post op recommendation 
 

• Aseptic non-touch technique for dressing changes for 48hrs post op 

• Monitor pain and offer appropriate analgesia. 

• Wound assessment and review weekly. 

• Wound photography.  

• Sterile saline for wound cleansing for 1st 48 hours, then potable tap 
                       water / showering. 

• Do not use topical antimicrobial agents for surgical wounds healing   
          by primary intention.     

https://www.nice.org.uk/guidance/ng125


Wound Care Guidelines v1.1  Page 15 of 25 
 

• Monitor for signs of surgical site infection (SSI) / Surgical Wound              
dehiscence (SWD). 

• Report SSI/ SWD up to 30 days after surgery (or up to 90 days after 
surgery in patients receiving implants). 

• Ensure that patients / carers have been given information from the 
hospital and are aware when and how to seek advice from community 
nurse, GPs and surgical team.  
 

Bleeding Wounds in malignant - fungating wounds 
This guidance needs to be used if a major bleed may be expected due to identified 
risk factors, clinical signs and symptoms. It is to be used if it is clear the patient is not 
to be resuscitated due to advanced, untreatable malignancy. 
 

• Consider antibiotics if signs or symptoms of infection as infected wounds are 
more likely to bleed. Also, if there is an increase in pain, odour and exudate 
from the wound, consider infection. 

• Ensure that GP, oncologist have reviewed need for drugs with anti-platelets 
effects such as NSAIDs, Aspirin, Apixaban, Rivaroxaban, warfarin. Take in 
consideration clotting abnormalities including liver failure. 

• GPs or oncologist might consider oral Tranexamic acid orally (antifibrinolytic) 
in prevention or reduction of bleeding. 

• For all patients, consider the appropriateness of radiotherapy, chemotherapy, 
cauterisation, or other advice from oncologist. 

• Minimise anxiety, pain, and trauma during dressing changes with adequate 
analgesia before cleaning the wound gently with irrigation and using non-
adherent dressings. 

• For minor bleeding, some alginates dressings like Kaltostat have haemostatic 
properties and can be effective. It might leave some fibres in the wound on 
removal with no side effects. Always, soak the dressing with normal saline 
prior to removal. 

• Care plan 
 
Appendix 4 Bleeding malignant wound care plan 
 
GP or oncologist will have made the patient /family aware to the implications of a 
sudden major wound bleed. A clear care plan (discussed with MDT) can then be put 
in place and shared with patient/family and carers if the patient agrees. 
 

• Have equipment ready: dark towels, protective glasses or face shield, 
gloves, apron, pads and clinical waste bags, emergency drugs like 
Midazolam with prescription on its uses. 

• If haemostatic gaze/gauze are unavailable, soak 5-10 ml of Adrenaline 1 
in 1000 (1mg in 1ml) on to gauze and apply with pressure for 10-20 min. 
This causes local vasoconstriction but may also cause “rebound” bleeding 
once these effects wear off. It can also cause ischaemic necrosis. 

• An alternative is Tranexamic acid injection 500mg in 5 ml, apply 5-
10ml(500-1000mg) soaked into gauze and apply with pressure for 10 min. 
If patient is already on Tranexamic acid orally, use Adrenaline. 

• There is other haemostatic gauze that could be available in the future. 
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Skin tears / lacerations: see formulary clinical guidelines 7 for most wounds or 
if available:  
 
For closure of clean acute linear wounds where edges can be brought together with 
no tension.and used within 6 hrs of injury: Liquiband ® Optima (water-based seal) 
Available via NHS supplies   
 
Link to LiquiBand Optima application: 
LiquiBand® Optima - Topical Skin Adhesive - Wound Closure 
 

Appendix 5 Use of Liquiband® Optima 
 

Potassium Permanganate topical use 
To be used  
 

• It is mainly used for acute dermatitis, exudating ulcers, infected or 
locally infected ulcers and fungal infection.  

• It is used for short term treatment and the wound underlying cause 
must be addressed and treated.  

• Seek support from tissue viability nurse. 
 
Appendix 6 Potassium Permanganate Procedure and other documents. 

 
Negative Pressure Wound Therapy 

 
• When used on open wounds, they are intended to create an environment that 

promotes wound healing by secondary or tertiary (delayed primary) intention 
by preparing the wound bed for closure, reducing oedema, promoting 
granulation tissue formation and perfusion and by removing exudate and 
infectious material.  

• Open wound types include chronic, acute, traumatic, subacute, and dehisced 
wounds, partial-thickness burns, ulcers (such as neuropathic, arterial, venous 
insufficiency, and pressure /shear/moisture injuries), flaps and grafts.  

 
Appendix 7 NPWT V.A.C guidelines 

 
9    Education and Training Requirements 
 
All clinical staff involved in assessment and treatment of patients with wounds   must 
follow the tissue viability pathway on Academy and achieve their competency skills. 
They must then maintain their skills by regular practice. 
 
CPFT provide several study days covering all aspects of wound care for staff to 
access consisting of blended learning approach. These study sessions are open to 
all staff. 
 
Wound Management study day (once on clinical induction then every 3 years) 
required to attend before other wound care courses. 
 
Pressure Ulcer study day (on induction) - full day every 3 years and yearly e-learning 
package. 
 

https://uk.liquiband.com/region/uk/liquiband-product-range-wound-closure/liquiband-optima/
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Lower Limb Management including Peripheral Arterial disease and foot disease (half 
day), Leg ulcer (2days practice included on the second day), Chronic oedema (1 
day). and practical skills workshop covering bandaging and doppler, wound care 
formulary.  
 
Tissue viability /Wound care formulary dressings workshops twice a year 
 
Topical negative pressure wound therapy (V.A.C) for registered nurses. 

 
10.       Delegation 
 

 
 
11.     Monitoring Compliance 
 
Monitoring/auditing aspect of wound care is done regularly via SystemOne and 
results reviewed with action taken if performance and aspect of wound care needs to 
be followed up /improved. 
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Appendices 
 
Appendix 1 - Photography Procedure 
 

Consent to Medical 

Photography.docx  
 
Appendix 2 - Surgical wound - Removal of sutures 

Surgical wounds 

ROS.docx
 

 
Appendix 3 - Larvae (Maggots) Therapy 
 
        BioMonde ACADEMY - Larval Therapy Training Modules 
 
Appendix 4 - Bleeding Malignant Wounds Care plan 
 

Bleeding wounds 

careplan Master May 2023.docx
 

 
Appendix 5 - Use of Liquiband® Optima (Wound glue) 
 
LiquiBand-Optima-Product-Factsheet.pdf 
 

LiquiBand Optima- 

suitable and unsuitable wounds.docx
          

Medical Tissue 

Adhesive leaflet.docx  
 
Appendix 6 - Potassium Permanganate Topical Use 
 

   

How to use 

Potassium permanganate solution soaks Final May 25.docx             

Procedure for  use of 

Potassium Permanganate  pdf.pdf                     

Risk assessment 

Potassium Permanganate Vs1.docx
 

 
            
Appendix 7 - NPWT  Negative Pressure Wound Therapy V.A.C. 
 

Topical Negative 

Pressure Wound Therapy Guideline (NPWT) V1.1.pdf 

https://biomonde.com/biomonde-academy/
https://www.liquiband.com/downloads/uk/LiquiBand-Optima-Product-Factsheet.pdf


Wound Care Guidelines v1.1  Page 19 of 25 
 

Appendix 8 – Equality Impact Assessment 
 

Equality Impact Assessment Form 

Introduction 

 

The general equality duty that is set out in the Equality Act 2010 requires public 
authorities, in the exercise of their functions, to have due regard to the need to: 

• Eliminate unlawful discrimination, harassment and victimisation and other 

conduct prohibited by the Act 

• Advance equality of opportunity between people who share a protected 

characteristic and those who do not 

• Foster good relations between people who share a protected characteristic and 

those who do not 

Training on undertaking Equity Impact Assessment can be made available for 
individuals or teams on request. If there is something that is not clear regarding the 
EIA process, or you need help to complete the EIA form, please contact: 
EDI@cpft.nhs.uk 

Equality Assessment Form 

Name of Proposal - policy, 
strategy, 

function, service being 
assessed: 

Wound Care Guidance 

 

Is this a new or existing 
policy, practice or change 
to a service? 

 

Existing Version 1.0;  

Directorate, Department / 
Service: 
 
 

Tissue viability OPAC 

Details of the person 
completing this impact 
assessment form. Name, 
Job Title, Telephone / 
Extension: 
 

Anne-Marie Perrin 
Tissue viability nurse 

List any associated 
policies / procedures 
 

Closely linked to Wound Care Formulary  
Cambridgeshire and Peterborough Formulary 
Negative pressure wound therapy 
Infection control policy 

Those involved in the 
assessment: 
 
 

TV team 
Community nursing  
Link to secondary care with Wound Care Formulary 

https://www.equalityhumanrights.com/equality/equality-act-2010
mailto:EDI@cpft.nhs.uk
https://www.cambridgeshireandpeterboroughformulary.nhs.uk/chaptersSubDetails.asp?FormularySectionID=23&SubSectionRef=23.02.09&SubSectionID=A100#6128
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Date: 
 
 

 
22 July 2026 

 

What are the intended 
outcomes of this work)? 
(Include outline of objectives 
and function aims) 

 
To provide guidance to CPFT on all aspect of wound cast  

• To reduce clinical risk by ensuring appropriate treatment is 

selected and reviewed  

• To support consistent practice across community and 

inpatient settings 

 

Who will be affected? (e.g. 
staff, patients, service users 
etc.) 

 

This guidance is for CPFT clinical health care professionals to 
ensure that clinical and cost-effective treatment is given in 
this speciality. 

• All wounds assessment/care plan is applied by a 

Registered health care professionals or further care as a 

delegated task to AN HCA who have undertaken training 

and CPFT competency assessment prior to applying 

dressings. 

• Patients receiving Wound care in community, inpatient or 

shared‑care settings 

• Carers and family members supporting patients with dressings 

applications 

 

3 

What are the desired 
outcomes? 

Providing the most effective treatment working with the 
patient/carer to improve wound healing time or maintaining 
wound status 

What does this policy, 
function, process link to 
in terms of wider 
Business plans and 
objectives? 

 

 
Effective wound management is essential as, it reduces the 
number of visits by community nurses 
It reduces admission to Hospital 
It allows early discharge from hospital 
It Improves patient quality of life and mobility 

• Patient safety and quality of care 

• Reduction of avoidable harm and complications 

• Workforce competence and clinical governance 

• CQC domains: Safe, Effective, Caring, Responsive 

 

What equality information 
is available? (Quantitative 
and qualitative) 

These guidelines apply to all patients requiring wound care 
and support equitable care through: 

• Holistic wound assessment and patient-centred care 
planning 

• Involvement of patients, family members, formal carers 
and informal carers in care planning 

• Requirements for informed consent 

• Provision of culturally appropriate and accessible 
information, including consideration of physical, cognitive 
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and sensory disabilities and the needs of people who do 
not speak or read English 

• Staff competency, training, documentation and escalation 
requirements 

 
These measures support consistent and individualised care 
delivery. 

Are there any information 
gaps you are aware of? If 
so, what are they? 

• No demographic equality data has been reviewed as part 
of this assessment. 

• The guideline refers to culturally appropriate and 
accessible information for people with physical, cognitive 
or sensory disabilities and people who do not speak or 
read English; however, it does not describe how this will 
be monitored in practice. 

• No specific equality monitoring measures are identified 
within routine wound care audit arrangements. 

Who are the stakeholders 
for this practice or service 
change? 

Nursing teams 

• Tissue Viability Team 

• Community nursing teams 

• Acute and community clinicians 

• Patients and carers 
 

How were these 
stakeholders identified? 

Director of nursing 
Clinical Governance & Patient Safety 

• Clinical consultation through governance committees and 
specialist teams 

• No evidence of formal engagement with patient groups or 
staff networks in relation to equality impacts 

 
Engagement and involvement 

Have you consulted on the 
proposal?  

 

Yes 

If so with whom?  Clinical teams 

If not, why not?  

How have you engaged 
stakeholders in gathering evidence 
or testing the evidence available?  
 

 
Minor changes only 

For each engagement activity, 
please state who was involved, how 
and when they were engaged, and 
the key outputs: 
 

 
Minor changes  

 
Evidence considered  
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When looking at the impact on the equality groups, you must consider the 
following points in accordance with General Duty of the Equality Act 2010: 

In summary, those subject to the Equality Duty must have due regard to the need to:  

• eliminate unlawful discrimination, harassment and victimisation.  

• advance equality of opportunity between different groups; and  

• foster good relations between different groups 

 
Consider how your assessment has been able to demonstrate Positive Impact, 
Negative / Adverse Impact or Neutral Impact? 
 
What evidence have you considered?   
List the main sources of data, research and other sources of evidence This can include national research, 
surveys, reports, research interviews, focus groups, pilot activity evaluations etc. 

 

Disability Consider and detail on attitudinal, physical and social barriers. 

 
Neutral impact with Mitigations 
Patients with physical, sensory, cognitive or mental health impairments may experience 
barriers in understanding wound care information, participating in dressing management, 
monitoring wound deterioration or attending appointments. The guideline mitigates this 
through holistic assessment, individualised care planning, patient and carer involvement 
and the requirement that information is accessible to people with physical, cognitive or 
sensory disabilities. 
 
Mitigations 
Individual needs, support requirements and care plans should be documented within the 
patient record as part of holistic wound assessment and ongoing review. 
 

Sex Consider and detail on men and women (potential to link to carers below). 

 
Neutral Impact 
The guideline applies equally to all sexes. Clinical indications, contraindications and 
safety requirements are not sex‑specific. 
 
Mitigations 
Ongoing clinical assessment ensures individualised care regardless of sex 
 

Race Consider and detail on difference ethnic groups, nationalities, Roma gypsies, Irish travellers, 

language barriers. See Trust website for the Patient and Carer Race Equality Framework for more information on how 

to identify potential impacts for racialised communities. Patient and Carer Race Equality Framework | 
CPFT NHS Trust 
 
Neutral impact with Mitigations 
Patients from ethnically diverse backgrounds may experience barriers related to health 
literacy or language when required to understand wound healing and support to monitor 
dressings. The guideline references patient understanding but does not explicitly address 
language needs. 
 
Mitigations 

https://www.cpft.nhs.uk/patient-and-carer-race-equality-framework/
https://www.cpft.nhs.uk/patient-and-carer-race-equality-framework/
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• Clinicians are required to review safety information with patients and carers prior to 
community use 

• Proportionate mitigation: The guideline requires information to be culturally appropriate 
and accessible to people who do not speak or read English. Staff should ensure 
communication needs are considered when providing wound care advice and 
treatment information. 

 

Age Consider and detail across age ranges on old and younger people. This can include safeguarding, 

consent and child welfare. 

 
Neutral impact with Mitigations 
Older people and younger people are identified as requiring closer monitoring due to risks 
such as fluid loss and dehydration. Younger patients may also rely on carers for checking 
dressings. Older people may be more likely to experience factors that affect wound 
healing, including reduced mobility, frailty, chronic illness or reliance on carers. The 
guideline mitigates potential risks through holistic assessment, ongoing review, 
documentation, escalation of deteriorating wounds and involvement of carers where 
appropriate. 
 
Mitigations 

• Holistic assessment and regular review of wound progress help ensure that age-
related needs are identified and managed appropriately. 

• Reassessment and discontinuation criteria reduce risk of prolonged ineffective 
treatment 

 

Gender reassignment (including transgender) Consider and detail on transgender and 

transsexual people. This can include issues such as privacy of data and harassment.  

 
Neutral Impact 
No differential impact identified. The guidance is clinically focused and does not reference 
gender identity. 
 

Marriage and Civil Partnership Consider if the policy unjustifiably treats people differently based on 

marital status. Are there hidden assumptions favoring married couples over single people. 

 
Neutral Impact 
No differential impact identified. The guideline is clinically focused and does not reference 
marriage and civil partnership. 
 

Sexual orientation Consider and detail on heterosexual people as well as lesbian, gay and bi-sexual 

people. 

 
Neutral Impact 
No differential impact identified. The guideline is clinically focused and does not reference 
sexual orientation. 

Religion or belief Consider and detail on people with different religions, beliefs or no belief. 

 
Neutral Impact 
The guideline applies equally regardless of religion or belief. The requirement for patient 
involvement, informed consent and individualised care planning enables practitioners to 
consider any religious or cultural preferences relevant to wound care. 
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Pregnancy and maternity Consider and detail on working arrangements, part-time working, infant 

caring responsibilities. 

 
Neutral Impact 
The guideline does not exclude pregnant or post‑natal patients.  

Other identified groups Consider and detail and include the source of any evidence on different 

socio-economic groups, area inequality, income, resident status (migrants) and other groups experiencing 
disadvantage and barriers to access. 
Carers Consider and detail on part-time working, shift-patterns, general caring responsibilities, protected 

characteristics of the carer themselves and if this makes seeking help from services more challenging. 

 
Neutral Impact with Mitigation 
Carers may be required to support dressings changes  
Mitigation 

• Requirement for clinicians to review guidance with patients and carers  

• Access to Tissue Viability Team for advice and escalation 
 

Patient and Carer Race Equality Framework (PCREF) Consider additional barriers for 

racialised communities accessing mental health services. How might the policy impact different ethnic 
minority groups' experiences and outcomes. See Trust website for the Patient and Carer Race Equality 
Framework for more information on how to identify potential impacts for racialised communities. 
Patient and Carer Race Equality Framework | CPFT NHS Trust 
 
Neutral Impact with Mitigations 
No specific adverse impact on racialised communities has been identified. The guideline 
requires care to be based on individual clinical assessment and includes provision for 
culturally appropriate and accessible information. 
Mitigations 
Clinicians should consider communication, language and cultural needs when providing 
wound care advice and treatment information. 
 

 
Action planning for improvement: 
Outline key actions based on any gaps, challenges, and opportunities you have 
identified and will be addressed through consultation or further research. 
 
Consideration has been given to the potential impact of this guidance on health equity, 
including communities experiencing socio-economic disadvantage, barriers to accessing 
services, or structural inequalities. The guidance is not expected to widen existing 
inequalities and will continue to be reviewed on a case-by-case basis. Should unintended 
impacts arise during implementation, these will be addressed through existing 
governance processes.  
 
This guideline demonstrates due regard to the Equality Act 2010 through its strong focus 
on patient safety, individual assessment, competence and escalation. While most impacts 
are neutral, potential negative impacts for disabled patients, older people, carers and 
ethnically diverse groups have been identified and are proportionately mitigated through 
clinical safeguards and recommended improvements. 
 

Category Actions required to address 
gaps and issue/s 

Target 
date 

Person 
responsible 
and their 
division 

https://www.cpft.nhs.uk/patient-and-carer-race-equality-framework/
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Gaps and Challenges  • Use interpreters and 
translated materials 
where required 

 Clinical Teams 

Monitoring, evaluating 
& reviewing  
 

• Compliance monitored 
through clinical 
governance and 
competency assurance 

• Incidents, complications 
reviewed via standard 
patient safety processes 

• Equality impacts to be 
reviewed at next 
scheduled guidance 
review 

On 
going 

Tissue viability 
Team 

 
Signed off by Author Name: 

 
Anne-Marie Perrin 

Date: 
 
22/7/2026 

Signed off by EDI Team Name: 
 
Jo Wallis, EDI Lead 
 

Date: 
 
04/08/2026 
 

 
Completed form should be sent to: EDI@cpft.nhs.uk 

mailto:EDI@cpft.nhs.uk

