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WOUND CARE AUDIT
	Home
	

	Date
	

	Audit completed by
	



	RAG Rating
	Home Score

	<80%
	 

	80-90%
	

	>90%
	



	Resident Initials / Room Number / Wound Type
	Room 27 – PB
Stage 2 – PU, Buttocks 
	Room 22 – HC
Skin Tear
	Room 45 – BM
Right Leg ?PU
	Room 29 – DP 
Skin Tear
	Room 19 – MN
Bruise

	Documentation and Assessment 
	
	
	
	
	

	Was there a wound assessment completed on admission or when wound first noted?
	
	
	
	
	

	
	


	
	
	
	

	Is there an initial wound assessment includes site, size, depth, tissue type, exudate, pain, and odour?
	
	
	
	
	

	
	


	
	
	
	

	Is a wound risk assessment tool used (e.g., Waterlow, Braden)?
	
	
	
	
	

	
	



	
	
	
	

	Is the wound assessment being reviewed as per policy (e.g., weekly or when wound changes)?
	
	
	
	
	

	
	


	
	
	
	

	Is there a wound care plan in place, is it individualised, and up to date?
	
	
	
	
	

	
	


	
	
	
	

	Is there evidence of a clinical photographic consent in place? 
	
	
	
	
	

	
	


	
	
	
	

	Is there evidence of a photograph being recorded on each wound review?
	
	
	
	
	

	
	


	
	
	
	

	Is there evidence of GP / Tissue Viability Nurse involvement where indicated?
	
	
	
	
	

	
	


	
	
	
	

	Has a pain assessment been completed and documented?
	
	
	
	
	

	
	


	
	
	
	

	Wound Treatment and Management 
	
	
	
	
	

	Is the dressing selection appropriate to wound type and condition?
	
	
	
	
	

	
	


	
	
	
	

	Are dressing changes carried out as per wound care plan?
	
	
	
	
	

	
	


	
	
	
	

	Is there evidence of documentation to state that the wound was cleansed using correct technique and solution?
	
	
	
	
	

	
	


	
	
	
	

	Are infection signs monitored and acted upon?
	
	
	
	
	

	
	



	
	
	
	

	Is there evidence of documentation to state that aseptic / clean technique used during dressing changes?
	
	
	
	
	

	
	



	
	
	
	

	Is there evidence that pressure-relieving measures in place if needed?
	
	
	
	
	

	
	



	
	
	
	

	Is there evidence of this in the skin integrity care plan? 
	
	
	
	
	

	
	



	
	
	
	

	Are nutrition and hydration needs assessed and documented? Is food chart in place, if required?
	
	
	
	
	

	
	


	
	
	
	

	Is wound healing progress monitored and recorded?
	
	
	
	
	

	
	

	
	
	
	

	Communication and Handover
	
	
	
	
	

	Wound status discussed in handover
	
	
	
	
	

	
	


	
	
	
	

	Family / next of kin informed where appropriate
	
	
	
	
	

	
	


	
	
	
	

	Referrals made promptly for complex or non-healing wounds
	
	
	
	
	

	
	


	
	
	
	

	Multidisciplinary input evident (e.g., dietitian, GP, TVN)
	
	
	
	
	

	
	


	
	
	
	

	Is there evidence of appropriate DoC?
	
	
	
	
	

	
	


	
	.
	
	

	Is there evidence of Safeguarding / CQC notification submissions? 
	
	
	
	
	

	
	


	
	
	
	

	
	Total score out of 24: 
	Total score out of 24: 
	Total score out of 24: 
	Total score out of 24: 
	Total score out of 24: 


	
	Percentage: 
	Percentage: 
	Percentage: 
	Percentage: 
	Percentage:         





	Training and Compliance
	Y/N
	Action

	Do staff have current wound care / infection control training
	
	 




	Are staff familiar with wound care policy and guidelines
	
	




	Is there evidence of aSSKING Competency having been completed for Registered Nurses? 
	
	




	Is there evidence of Creams and their applications competency completed for nurses? 
	
	




	Is there evidence of aSSKING Competency having been completed for Care Staff?
	
	



	Is there evidence that clinical staff have completed infection control competencies? 
	
	








	Issue Identified
	Required Action
	Responsible Person
	Evidence of completion
(Can be sign off in action plan by CCM/GM)

	
	 
	



	

	
	 
	



	

	
	 
	



	

	
	 
	



	

	
	
	




	




Confirmation that required actions have been completed:

Reviwed on………………………………………………………………………………………………………………………………………………

By………………………………..............................................................................................................................
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