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Background 

A wound care formulary is a clinical and financial necessity ¹. The wound care formulary has been 
developed by a multidisciplinary team to include a range of clinical and cost-effective products, to 
serve the patients wound requirements. The formulary is based on a wide range of clinical evidence 
and peer reviews, with the products being selected on the current clinical evidence and cost 
considerations.  
 
The multidisciplinary team for the wound care formulary include: 

¶ NHS Doncaster NHS SY ICB Doncaster Place 

¶ The Skin Integrity Team (Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust) 

¶ The Tissue Viability and Lymphoedema Service (Rotherham Doncaster and South Humber 
NHS Foundation Trust) 

¶ The Podiatry Foot Protection Service (Rotherham Doncaster and South Humber NHS 
Foundation Trust) 

¶ FCMS Doncaster Urgent Treatment Centre (UTC) & GP Out Of Hours service 
 
The formulary is balanced with the need for education to underpin the use of the formulary and the 
wound products included, to ensure that appropriate care is provided. The work of the National 
Wound Care Strategy Programme² identified significant variations in wound care approaches. Local 
scoping in 2019 confirmed that this is the case in Doncaster. A wound care alliance has been created 
in Doncaster with the aim to reduce variations in care. The Doncaster Wound Care Alliance consists of 
the following parties: 

¶ Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust 

¶ Rotherham Doncaster and South Humber NHS Foundation Trust  

¶ NHS Doncaster NHS SY ICB Doncaster Place 

¶ Primary Care Doncaster  

¶ FCMS (NW) Ltd 
 

The Doncaster Wound Care Alliance includes a universal structured competency based educational 
programme for healthcare professionals undertaking wound care interventions, to ensure a  
consistent and cohesive approach for wound care interventions is provided that reflects the current 
evidence, local policy and pathways, whilst incorporating the national agenda. The educational 
programme provides three different levels of education and learning outcomes (Appendix 6) based 
on the complexity of the wound management required (Tier 1, Tier2 and Tier 3). The complexity of 
the wound is divided over 4 tiers: 

¶ Tier 1 ς Removal of clips (ROC), Removal of sutures (ROS) wounds less than 14 days with 
positive healing (e.g.100% granulation tissue). 

¶ Tier 2 ς Wounds that are not healing under the care of Tier 1 service within 14 days and/or 
wounds with 50% or less slough/necrosis/devitalised tissue. 

¶ Tier 3 ς or wounds with 50% or more slough/necrosis/devitalised tissue. Wounds that 
require involvement and support from a specialist service, but can be managed within the 
GP practices with shared care following the overarching management plan from the 
specialist service (Consultants, Tissue Viability and Lymphoedema Services, Skin Integrity 
Team, Podiatry Team, Local Burns Services, Dermatology). 

¶ Tier 4 ς Patients that require management by the specialist teams only (e.g. Consultants, 
Tissue Viability and Lymphoedema Services, Skin Integrity Team, Podiatry Foot Protection 
Service, Local Burns Services, Dermatology). 

 
Appendix 5 provides full details relating to the tier system.  
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Representatives of the Wound Care Alliance parties will meet on a bi-monthly basis to review any 
YtLΩǎ ƛƴƛǘƛŀǘŜŘ ŦƻǊ ǘƘŜ ²ƻǳƴŘ /ŀǊŜ CƻǊƳǳƭŀǊȅ ŀƴŘ ǘƘŜ 5ƻƴŎŀǎǘŜǊ ²ƻǳƴŘ /ŀǊŜ !ƭƭƛŀƴŎŜ 
Any suggestions on new products or available evidence can be made by contacting either: 

¶ The Skin Integrity Team. Tel: 01302 642439. Email: dbth.skinintegrityteam@nhs.net 

¶ The Tissue Viability and Lymphoedema Service Tel via SPA 01302 566999 Email 
doncaster.spa@nhs.net 

¶ The Podiatry Foot Protection Service 03000 211 550.  
Email: Rdash.podiatryreferrals@nhs.net 

 

Instructions 

Throughout the document you will see hyperlinks (blue underlined text) that will help you navigate 

to the approached page. 

¶ Hover the mouse over the hyperlink you want to select and press Ctrl and Click.  

¶ To return to the content page double click the footer and then hover the mouse over the 

hyperlink and press Ctrl and Click.  

¶ You will also find inserted PDF files (highlighted in yellow) within the contents page. If you 

double clink on the icon it will open the PDF file separately to the document.  
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Introduction 

Scope For those caring for patients at risk of wound development and/or living with wounds across 

Doncaster. 

Purpose To ensure consistency and evidenced based care across the Doncaster Wound Care Alliance 

with evidence based assessments, prevention and management of patients at risk of wounds and/or 

with wounds. 

Responsibilities: 

¶ This formulary is for the use of health care professionals who have completed the relevant 

educational modules to provide direct assessment, prevention and management of wounds 

in line with their Tier provider across the Doncaster Wound Care Alliance.  

¶ Choosing a wound management plan depends greatly on a holistic assessment of the patient 

and their wound; the patient should be at the centre of all care decisions made.  

¶ General PǊŀŎǘƛǘƛƻƴŜǊǎ όDtΩǎύ ǿƛƭƭ ǊŜŎŜƛǾŜ ǊŜǉǳŜǎǘǎ ŦƻǊ ǿƻǳƴŘ ŎŀǊŜ ǇǊƻŘǳŎǘ ǇŜǊŎŜǇǘƛƻƴǎ ŀǎ ǇŜǊ 

Appendix 13 , however the direct wound care intervention need to be undertaken by the 

healthcare professional that has completed the Wound Care Alliance Education Module e.g. 

Practice Nurse or HealthCare Assistant. Do not exceed a 14 day supply of dressings and 

products at anyone time, unless the patient has a long term concernvative plan in place 

where there will be no change to the products required.  

¶ If a Tier 3 or 4 specialist service has exsorsted all option of the formulary and request a 

specific tretament or product for a patient they will proivde communication with the GP via 

letter as per Appendix 14 for an off formulary product to be prescibed. 

Holistic Wound Assessment 

A systematic approach to holistic wound assessment is essential for the delivery of high quality care. 
A holistic wound assessment considers the ΨwholeΩ patient and should comprise of a generic wound 
assessment minimum data set¹. A holistic wound assessment has the potential to: 

¶ Identify factors that require intervention and indicate objectives for management 

¶ Guide appropriate patient and wound management 

¶ Improve healing rates 

¶ Reduce the physical, emotional and socioeconomic impact of wounds on patients 

¶ Benefit practitioners and the NHS by reducing the overall burden of wounds, potentially 
decreasing workload and the costs associated with wound care 

¶ Raise practitioner and patient morale by improving patient outcomes. 
 
A holistic wound assessment should be performed by a healthcare professional with sufficient 
knowledge and skills and they should be given sufficient time to perform a holistic wound 
assessment ³.  
 

Components of a Holistic Wound Assessment (Documentation and Minimum Data Set) 

Wounds UK (2018)¹ recommend that a holistic wound assessment includes a minimum data set of at 
least the elements shown in Table 1 ³. Using a structured approach through a generic holistic wound 
assessment criteria will underpin the assessment, documentation and practice to facilitate a more 
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consistent approach to wound management and can re-focus services and promote improvements 
in wound care. 
 
Additional assessment parameters may be necessary according to wound type. Table 2 ² shows 
additional minimum set for lower limb assessments. This has been compiled using all the criteria 
from the NHS England Leading Change Adding Value Frameworkщ and the assessment criteria from 
the SIGN Guideline for Venous Leg Ulcersъ. 
 
The wound assessment tool recommended to use as part of a holistic wound assessment is T.I.M.E.S. 
This tool was developed and published in 2003ы by an international group of wound healing experts, 
to provide a framework for a structured approach to wound bed preparation. Through the years, the 
T.I.M.E.S. approach has been successfully implemented and has become the gold standard model for 
wound assessment. The tool offers many benefits, such as reducing the burden of chronic wounds, 
addressing deficits in care and improving outcomes for patients.  

 
The T.I.M.E.S acronym facilitates the assessments of: 

¶ Tissue  

¶ Infection, inflammation or biofilm 

¶ Moisture  

¶ Edges of the wound 

¶ Surrounding skin 
 

Table 3 shows the criteria of T.I.M.E.S and recommendations on how to remove the associated 
barriers to wound healing. 
 
Table 1 - Generic wound assessment minimum data set ³ 
 

Minimum Data Set Criteria 

General health 
information  

(Initial assessment and 
every 6 months as a 

minimum) 

¶ Risk factors for delayed healing  

¶ Allergies 

¶ Skin sensitivities  

¶ Impact of the wound on quality of life - physical, social and 
emotional 

Wound baseline 
information, assessment 

and symptoms  

¶ Number of wounds 

¶ Wound location  

¶ Wound type/classification  

¶ Category (pressure ulcers only)  

¶ Presence of wound pain, frequency and severity 

¶ Wound duration  

¶ Whether the wound has healed 
Tissue 

¶ Wound bed tissue type and amount 
Infection 

¶ Signs of systemic infection 

¶ Whether a wound swab has been taken 
Moisture 

¶ Exudate amount 

¶ Exudate consistency/type/ colour 
Edges 
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¶ Wound size (maximum length, width and depth) 
Undermining/tunnelling 

¶ Description of wound margins/edges 
Surrounding skin 

¶ Colour and condition of surrounding skin 
Treatment  ¶ Treatment aim 

¶ Treatment plan  

¶ Planned reassessment date 

¶ Referrals sent (Tissue Viability Team, Hospital Consultants, 
Podiatry Foot Protection Service)  

 
Table 2 - The Lower Limb Assessment Essential Criteria ² 
 

Additional Minimum Data 
Set 

Lower Limb Assessment 
Specific 

Criteria 

¶ Signs of venous disease 

¶ Lower limb oedema 

¶ Ankle circumference 

¶ Joint mobility 

¶ Assessment of arterial supply 

 
Table 3 - Criteria of T.I.M.E.S and the assessment and associated barriers to wound healing.ы 
 

 Criteria Assessment Barriers 

T The overall appearance of 
the wound bed indicated 
the health of the tissue 
within the wound bed. 

The percentage of 
different tissue types 
present within the wound 
bed: 

¶ Epithelialisation 

¶ Granulation 

¶ Slough 

¶ Necrosis 

¶ Other e.g. Supporting 
structures, eschar, 
blister 

Devitalised tissue provides an ideal 
environment for microbial growth 
and, in most cases, should be 
removed to expedite healing. This 
can be achieved through 
debridement.  

I Wounds contain bacteria, 
which may proliferate 
and cause infection, 
delaying healing and 
increasing pain, moisture 
and malodour. 
The presence of biofilm 
will also impede healing. 

Are there any signs and 
symptoms based on the 
infection continuum for: 

¶ Biofilms 

¶ Local infection 

¶ Spreading infection 

¶ Systemic infection  

Wound cleansing and mechanical 
disruption of biofilm to break it up 
and prevent reformation.  
After disruption of the biofilm if 
there are signs of infections use an 
antimicrobial dressing for 2 weeks, 
then review.  

M Wound moisture known 
as exudate is a normal 
part of wound healing 
and drying out impedes 
the healing process. High 
levels of moisture can 
break down new wound 

The type and amount of 
wound exudate: 

¶ Type 

¶ Serous 

¶ Haemoserous 

¶ Purulent  

¶ Haeompurulent 

¶ Amount  

Mechanically debride to distribute 
ŀƴŘ ǊŜŘǳŎŜ ǘƘŜ ōƻŘȅΩǎ ŀǳǘƻƳŀǘƛŎ 
response to produce moisture and 
remove any dry skin.  
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tissue and macerate the 
surrounding skin. 

¶ Heavy 

¶ Moderate 

¶ Minimal 

¶ None 

E Lack of new healthy 
tissue at the wound edges 
or the presence of rolled 
edges indicates wound 
healing is not progressing 
normally. 

Measure the width, 
length and depth of the 
wounds (including 
undermining/tunnelling). 

Mechanically debride encrusted 
exudate at the wound edges. Assess 
why the edge is not progressing e.g. 
devitalised tissue, moisture 
imbalance, biofilms or infection.  
Protect the delicate edge tissue. 

S The wound management 
strategy may affect the 
surrounding skin 
condition, which in turn 
affects the wound healing 
process.  

The appearance of the 
surrounding skin: 

¶ Healthy 

¶ Dry 

¶ Macerated 

¶ Hyperhydration 

¶ Oedema 

¶ Erythema  

Address the cause of the skin issue. 
Mechanically debride dry skin and 
protect the skin from further 
damage. Encourage self-care where 
possible. 
 

Further details, education and skills relating to T.I.M.E.S is included in Tier 1 of the Wound Care 
Alliance Educational Programme.  

 
Documentation 

 
High standard, consistent documentation can guide objective setting, care planning and 
evaluation/reassessment¹.  Documentation of a holistic wound assessment and a management plan 
should take place at each dressing change including each parameter in the generic wound 
assessment minimum data set. The reviews should determine whether the patient and the wound 
are improving, deteriorating or unchanged; checking the progress against the objectives of 
management¹. Any adjustments to the management plan should be fully documented. 
 
Drawings and/or photography can illustrate the wound, aiding the assessment. If photography is 
used, local photography guidance and polices should be adhered to at all times. Only take 
photographs when consent has been given and according to local guidelines (which may include who 
is permitted to take photographs and require that camera users are registered)ь. 
 
Recommendations for photography is as follows, however local Trust/organisation photography 
guidance should be adhered to: 

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

¶ Store and transfer photographs to other devices and into patient records according to local 
guidelines  

¶ Only take photographs using devices approved for the purpose  

¶ Include references/scales for size and colour in the photograph ς e.g. a disposable paper 
ruler marked in centimetres and millimetres  

¶ Include the date and an anonymised unique patient identifier, e.g. written on a piece of 
paper, in the field of the photograph 

¶ Check that the photographs are in focus while with the patient and retake if necessary 

¶ Take photographs at the initial holistic wound assessment, at scheduled holistic wound 
reassessments and if there is a major change in the wound 

¶ Be aware that some patients may not wish to see photographs of their wound. 
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Antimicrobial Guidelines 

Evidence concerning the efficacy of topical antimicrobial agents in the management of wounds 
remains equivocalэ. Reports of resistance to antimicrobial agents are limited but misuse of these 
products must be avoided. Managing wound infection is costly for the patient and to the health 
economy, and a structured approach to assessment and management of the patient as well as 
correct use of antimicrobials is essential to ensure safe, effective and person-centred careю. 
Antimicrobials including silver dressings should be used in an appropriate and structured manner for 
limited periods with clear clinical treatment objectives.  
 
.Ŝǎǘ ǇǊŀŎǘƛŎŜ ǊŜŎƻƳƳŜƴŘŀǘƛƻƴǎ ŦƻǊ ǘƘŜ ŀǇǇǊƻǇǊƛŀǘŜ ǳǎŜ ƻŦ ǎƛƭǾŜǊ ŘǊŜǎǎƛƴƎǎ ǎǳƎƎŜǎǘ ŀ Ψ¢ǿƻ-week 
ŎƘŀƭƭŜƴƎŜΩ ǿƘŜǊŜ ǘƘŜ ŜŦŦƛŎŀŎȅ ƻŦ ǎilver dressings can be assessedцх. Their use should be based on an 
accurate and detailed holistic assessment and then monitored and controlled.  Therefore it is 
recommended that antimicrobial agents are used in accordance with the Pathway for Wound 
Infection with a review of the antimicrobial agent requirements undertaken after two weeksэ (as a 
minimum).  Doncaster and Bassetlaw Primary Care have a Antimicrobial Guideline that can be 
referred to; https://www.bassetlawccg.nhs.uk/publication/6999-doncaster-and-bassetlaw-
antimicrobial-guidelines  

Diabetic Foot Ulcers Guidance 

For successful treatment of Diabetic Foot Ulcers (DFU) it is essential that an assessment is 
undertaken to determine the underlying causative factors, and where possible, the cause removed 
ƻǊ ƳƻŘƛŦƛŜŘΦ 5C¦Ωǎ ŀǊŜ ŎƻƳƳƻƴƭȅ ƴŜǳǊƻǇŀǘƘƛŎ ƻǊ ƛǎŎƘŀŜƳƛŎ (Appendix 4), however, they can be a 
mix of both and are often complicated by co-morbidities and lifestyle factors such as 
Hyperlipidaemia, Obesity, Cardiovascular Disease, Chronic Kidney Disease, tobacco smoking, minimal 
physical activity and poor glycaemic control.   
 
Diabetic patients with foot ulcers should be referred to the Podiatry Foot Protection Service at 
Cantley Health Centre for assessment as per Doncaster diabetic guidelines, unless presenting with 
critical limb ischaemia and/ or spreading systemic infection where urgent referral to vascular/ 
hospital admission is required. The Podiatry Foot Protection Service is for all patients with diabetic 
foot complications requiring treatments such as regular debridement, wound care, offloading and 
insole therapy.  

Compression Guidance  
 

Compression is used to manage conditions associated with chronic venous insufficiency, including 
post-thrombotic syndrome, varicose veins, venous eczema, lipodermatosclerosis, and swelling in the 
legs associated with pregnancy¹¹.  It is also effective as part of an integrated, multifaceted approach 
to managing lower limb wounds and oedema, as it has been demonstrated to help improve skin 
integrity, restore limb shape and enhance patient quality of life¹². 
 
Compression options vary in degrees of compression, fabric, stiffness, size, length, and whether they 
are closed or open-toe. For example hosiery kits, hosiery, wraps and bandages.  They exert the 
greatest degree of compression at the ankle, and the level of compression gradually decreases up 
the leg¹³.  
 
A full Lower Limb Assessment (see Lower Limb Assessment Pathway and Appendix 1, 2 and 3), 
including an Ankle Brachial Pressure Index reading should be completed prior to compression being 
applied². Compression should continue for as long as there is evidence of venous disease ς in most 
cases this is life-long (exc. pregnancy). 
 

https://www.bassetlawccg.nhs.uk/publication/6999-doncaster-and-bassetlaw-antimicrobial-guidelines
https://www.bassetlawccg.nhs.uk/publication/6999-doncaster-and-bassetlaw-antimicrobial-guidelines
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Many brands of compression garments and bandages are available. The recommended degree of 
compression and compression garment or bandage type needed depends on the condition being 
treated.  The healthcare professional completing the Lower Limb Assessment will indicate the most 
suitable product based on the assessment in line with Appendix 2. Please note all requirements for 
flat knit garments must be reviewed and assessed by TVALS prior to ordering. 
 
Made to measure compression garments should only be selected if the patient has had their leg 
measurements checked in the past six months and none of the standard sizes are appropriate. 
Patients treated with compression hosiery should be reviewed every 3, 6 or 12 months depending 
on their risk factorsцщ (Appendix 3 provides guidance on this). 
 
Compression hosiery for the sole prevention of DVT for travellers is not available on NHS 
prescription and patients should be advised to purchase class 1 below knee stockings or proprietary 
άŦƭƛƎƘǘ ǎƻŎƪǎέΦ 

 
Pathways 

 
Clinical pathways (CPWs) are a common component in the quest to improve the quality of healthцъ. 
Clinical pathways aim to enhance the quality of care by guideing the user through the evidence 
based decision-making, translating clinical practice recommendations into clinical processes, which 
in turn will: 

¶ Shorten the duration of the process with faster diagnosis  

¶ Increase coherence of care between different professionals provides  

¶ Reduce the risk of opposing opinions and therapies  

¶ Avoid duplication 

¶ Increase the opportunity for patient empowerment 

¶ Reducing the risk of errors 

¶ Enable cost effectiveness 

¶ Increasing job satisfaction.  
 
 
NB: A wound type/diagnosis dedicated pathway is to be follow on the first isnstance. If one is not 
availble then follow the tissue type pathways. 
 

 
NB: Only prescibe and provide a 14 day supply of dressings and products unless the patient has a 
long term concernvative plan in place where there will be no change to the products required.   

 
 

NB:  If the named product on this pathway is not available a temporary second line product is 
available to use. This can be found within the main text of the Doncaster Wide Wound Care 

Formulary Document.
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Pathway for Wound Cleansing  
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Skin Care Pathway for Incontinence Associated Dermatitis (IAD) and Moisture Associated Skin 

Damage (MASD)  
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Pressure Ulcer Product Selection 
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Prevention of Medical Device-Related Pressure Ulcer (DRPU) 
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Pathway for Medical Adhesive Related Skin Injuries (MARSI)  
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th{L9Ωǎ /ƭƛƴƛŎŀƭ Pathway for Malignant/Fungating Wounds 
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Skin Tear Pathway ς Upper Body 

  




































































































































































