
CHRONIC WOUND CARE: The Essentials e-Book 331

CHAPTER 25

Wiersema-Bryant LA, Stamm LA, Berry JA, Kirby JP. The outpatient wound clinic. In: Krasner DL, van Rijswijk L, eds. Chronic 
Wound Care: The Essentials e-Book. Malvern, PA: HMP; 2018:331–340.

The Outpatient Wound Clinic
 

Laurel A. Wiersema-Bryant, APRN, BC;  
Linda A. Stamm†, APRN-BC, CWS*;  

Jennifer A. Berry, FNP-BC;  
John P. Kirby, MD, MS, FCCWS, FACS

Introduction

This chapter presents the development of an outpatient 
wound clinic for the care and management of non-
healing and chronic wounds. The coordinated man-

agement of patients with wounds is the focus of an outpa-
tient wound clinic. The concept of an interprofessional team 
approach to the care of patients with wounds is not new. 
Utilization of the team approach in the care and manage-
ment of wounds has been encouraged in acute care and long-
term care for some time. Data exist to support the influence 
of the team approach in achieving cost-effective outcomes.1 
Patients with wounds increasingly are being cared for in 
the outpatient arena. Reimbursement by third-party payers 
is largely for wound care given in the outpatient setting. A 
quick look at the practices in which these patients are being 
managed traditionally reveals home care, general practitioner 
offices, general surgery offices, dermatology, rheumatology, 
hematology/oncology, internal medicine, plastic surgery, or-
thopedic surgery, cardiology, and vascular surgery. Manage-
ment of these patients is as varied as the practice settings, so 
coordination of care can be difficult. 

In response to the increasing number of patients with 
nonhealing and chronic wounds, more wound clinics are 
being developed. A recent Internet search with the key word 
“wound clinic” was answered with 4,800,000 results in 0.17 
seconds. The key word “wound center” was answered with 
25,000,000 results in 0.13 seconds. While there were cer-
tainly duplicates in the responses, clearly the concept of 
moving the challenging wound care patient to a focused 
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care center is widely accepted. A well planned, 
well coordinated wound care clinic provides 
comprehensive assessment, medical and surgi-
cal management, state-of-the-art treatment, and  
follow-up care. The clinic should not be con-
ceived as a place of last resort for treatment fail-
ures but as a central place for the management 
of wounds and patient/caregiver education. This 
chapter will discuss the process of establishing a 
wound clinic, ongoing management of the clinic, 
and areas for further support for the practice of 
wound care and caring.

Establish the Need
The hospital and/or individuals planning for a 

wound healing center have several options when 
developing a model for the practice.2 A hospital 
planning for a wound healing center may have 
the staff and financial support to develop the 
practice with little or no outside or commercial 
support. It is estimated that opening a new practice 
may cost approximately $350,000 US to $500,000 
US in equipment, space construction/remodel-
ing, and furnishings. The hospital planning com-
mittee will also need to develop procedure man-

uals, documentation tools, training costs for staff, 
recruitment and hiring of staff to supplement 
current employees, and a plan for ongoing salary 
needs. The hospital planning group will also want 
to plan for monitoring of outcomes and collec-
tion of data to monitor cost data and to identify 
persons skilled in maximizing reimbursement and 
insurance authorization.

Alternatively, the planning group may elect to 
work with a commercial company to develop and 
manage the wound healing center. The commer-
cial entity then provides the staff, training, and 
practice policies and assumes the burden of the 
start-up costs and, in many cases, the salary ex-
penses. This option transfers the cost of start-up 
and equipment needs to the industry sponsor. In 
return, the wound care company enters into a fee 
sharing or monthly management fee to operate 
the center.

A hybrid of the aforementioned options exists 
when a planning group retains a consultant to set 
up the wound healing center. This option allows 
the facility to maintain ownership of the practice 
while utilizing procedure manuals, quality assur-
ance programs, documentation systems, and ac-

Table 1.  Client attributes for consideration

Attribute Facility/Room Design Equipment Needs

Ambulatory • Routine
• Easy access to parking helpful • Standard

Wheelchair dependent

• ADA compatible
•  May need lift assist or ceiling-mounted lift
•  Evaluate width of doorways and ability to 

turn into rooms/hallways
• Restrooms accessible

• Valet parking helpful
• Wheelchairs near entrance
•  Lift equipment or lift orderlies/

techs; check facility for lift policy
•  Consider ceiling lift in new  

construction

Stretcher/ambulance
• Easy access for ambulance to deliver
•  May require more time or additional 

space for wait for return trip
• Stretcher or bed

Weight challenged

•  Exam rooms to accommodate bariatric 
furniture

•  Waiting room furniture to accommodate 
bariatric patients

•  Doorway/hallway access accommodates 
bariatric wheelchair/bed/stretcher

• Bariatric restroom

•  Bed or standing scale that weighs 
to 1,000 lb

•  Assorted sizes of blood pressure 
cuffs

• Patient gowns in size 5X to 8X

Cultural diversity •  Exam room furniture to accommodate 
language interpreter, privacy curtain, etc.

•  Mobile video phone if interpreter 
cannot be physically present
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cess to established treatment algorithms. The hos-
pital retains ownership of the facility, equipment, 
billing, and staff hiring and salaries. 

The business plan should incorporate the data 
obtained during the market research phase of the 
project. Key elements of the business plan include 
the introduction, vision and mission of the clinic, 
description of the business, market and compe-
tition analysis, product development, marketing 
and distribution plan, organizational plan, devel-
opment schedule, financial plan, and executive 
summary. In determining the direction and focus 
of the wound clinic, it is important to write a mis-
sion statement. The mission statement should be 
global in scope and provide a shared sense of pur-
pose, direction, and achievement both in terms of 
focusing the clinic and for team building among 
the clinic staff. Once written, the mission state-
ment will help to define and focus the remainder 
of the plan. The plan should include both short-
term (1 year) and long-term (3 to 5 years) goals. 
The goals should include, but not be limited to, 
patient visit volume projections, growth in the 
type of services provided, continued professional 
development of the clinic staff, research opportu-
nities, monitors for success of the clinic, and cost 
savings to the institution (if hospital-based). As-
suming the market research phase has supported 
the need for the wound clinic, there are a few 
additional operational issues that need to be as-
sessed. These issues include the size and type of 
space needed by the expected population to be 
served, any special equipment that will be needed, 
and staffing needs.

A careful and critical look at the business side 
of the wound healing center is necessary early in 
the planning process. The selection of a strategy 
for the formation of the practice and business as-
pects of the center (or clinic) may prevent strug-
gles in the future. 

Needs Assessment
The initial step in the development of a wound 

clinic is the identification of the need for such a 
service. Market research must provide clear, con-
cise information about the need for the clinic. 
Utilize a marketing department, if available, to 
assist in the needs assessment process. In gathering 
demographic information, a variety of sources 
may be used:

•  Hospital/facility/health authority demograph-
ics of patient types

 o  Determine the geographic area of 
the population to be targeted for care

 o  Drill down to understand clinical 
needs of the population to be served 
(Table 1)

 o  Where are patients currently receiv-
ing care?

 o  Is there sufficient physician/provider 
commitment for appropriate patient 
referrals to maintain a stable patient 
volume?

•  Demographic studies by the Centers for 
Disease Control and Prevention (CDC)/
consensus data

•  Prevalence data on people with diabetes that 
may be included in the American Diabetes 
Association (ADA) database

• State and county health department databases
•  American Association of Retired Persons 
(AARP) database

In essence, the marketing research refines the 
clinical needs of the patients the center will serve, 
how many patients the center will serve, and how 
they will reach the center.

The formation of a center for wound manage-
ment and healing is a must for most hospitals, as 
the challenge of chronic wounds is complex and 
involves multifactorial problems and interprofes-
sional solutions.

Services Offered
The identified needs of the population to be 

served must be carefully evaluated. The character-
istics of the population to whom services will be 
offered will help to define the professional staff, 
support/clerical staff, physical design, and loca-
tion of the wound healing center.

The wound healing center should have avail-
able the equipment and staff needed to perform 
the majority of diagnostic evaluations and treat-
ment modalities within or in close proximity to 
the clinic. Universal precautions should be em-
ployed for the entire patient population as indi-
cated by the individual facility’s policy and proce-
dures. Diagnostics needed may include radiologic 
evaluation, vascular laboratory testing, laboratory 
testing including analysis of blood chemistry and 
hematology, wound culture (quantitative), and 
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pathology. Treatment modalities may include sur-
gical intervention and debridement, hyperbaric 
oxygen, ultrasound therapy, offloading of the 
neuropathic foot/limb, application of tissue sub-
stitutes and grafts, and compression therapy. Plan-
ning should include a view to the future with 
respect to diagnostics and treatment modalities 
not yet available in clinical practice.  

A survey monitoring the evolving wound care 
clinic identified 6 basic themes with respect to practice 
expansion.3 The 6 themes are summarized as: 

1.  Increasing clinic volume 
2.  Addition of services not currently provided
3.  Development of new clinic sites linked to 

the parent clinic
4.  Addition of physician specialists to the clinic 

staff
5.  Increased education 
6.  A contract with a management company.

Physical Space
The space needed requires a careful, thor-

ough evaluation of the expected patient popula-
tion. Figure 1 represents a standard exam room 
that will accommodate a standard exam table, a 
stretcher, a podiatric chair, or a bariatric exam 
table/chair. Other configurations exist for multi-
place hyperbaric chambers and room configura-
tions from a variety of online resources.

The current obesity epidemic highlights the 
need for logistical forethought to accommodate pa-
tients with special needs or handicaps. This infor-
mation should be available as a result of the mar-
ket research data. The following questions must 
be explored: 

• Is existing space available for the clinic? 
• Where is the space located? 
•  If the space is a multifunctional area, is the time 

needed to efficiently run the clinic available? 
•  If the clinic is open for patients on a part-

Figure 1.  Basic room design.
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time basis, how will emergency calls/visits be 
handled? 

•  How and by whom is the staff to be trained? 
How will ongoing education be provided?

• How accessible is the location to patients? 
•  Do you anticipate patients arriving by ambu-

lance, by wheelchair, or ambulatory? 
•  If the patients are wheelchair- or bed-bound, 

are stretcher-beds available for them in the 
facility? 

•  Is space available to accommodate stretcher- 
or bed-bound patients? 

•  If a patient requires lift or transfer assistance, is 
the clinic able to properly provide this? 

• Is public transit available? 
• Is accessible parking available?
Portable cautery that can be moved to exam 

rooms as needed for potential bleeding problems 
should be made available and staff should be 
trained on this equipment. Again, universal pre-
cautions should be employed for every patient 
and rooms stocked with protective equipment. 
Patients of high acuity will most likely need ac-
cess to parenteral fluids, suction, and oxygen. If 
every patient exam room does not have these 
capabilities, patient scheduling is further compli-
cated. If the room space available does not ac-
commodate patients on stretchers, the type of pa-
tient seen may need to be restricted to those who 
are ambulatory or wheelchair-bound. Likewise, if 
the appropriate lift equipment is not available, this 
equipment will need to be added to the start-up 
costs. The time to turn a room around will be 
impacted negatively when patients must be held 
waiting for lift assistance or ambulance transport. 

Staffing and Personnel
Methods of staffing the wound clinic and de-

veloping the organizational structure may take 
on a variety of forms. Generally, staffing requires 
a medical director and clinic manager, providers 
representing a variety of specialties, nurses skilled 
in performing wound care, and a secretary and/
or receptionist. Larger clinics may include addi-
tional staff (eg, additional physicians specializing 
in areas not represented by a medical director, 
physical therapists, a dietitian, an orthoprosthetist, 
a social worker, home-health nurses, or a combi-
nation of these). Providers may be a combination 
of physicians, nurse practitioners, physician assis-

tants, and others as determined by practice rules 
as defined by state/country rules. The wound pa-
tient population tends to require more nursing 
time in care and teaching.4 It may be beneficial 
to staff the clinic with technical persons who are 
trained to perform the basics, such as vital signs, 
dressing removal, and basic wound care. Ancillary 
staff includes laboratory technicians and financial, 
legal, supply, and housekeeping personnel. If hy-
perbaric oxygen therapy is to be offered, trained 
hyperbaric technicians will need to be added to 
the treatment team.

The organizational structure establishes the 
chain of command, and the authority ascribed to 
the members of the structure can be delineated in 
the job descriptions. The job descriptions should 
provide the minimum preparation steps for the 
position as well as detailed responsibilities for 
each member of the team. Expectations should be 
clear and accepted by both the employer and em-
ployee. Intervals for performance appraisal should 
also be identified. 

Staffing and Scheduling
The actual daily operations of the wound clinic 

will depend on a number of factors. If the clinic is 
set up as a part-time service in a multifunctional 
area, the time of actual patient visits will be con-
fined to designated hours and day(s) of the week. 
The opportunity afforded by initially opening as 
a part-time service takes advantage of existing 
space and, to some degree, existing staff. This sce-
nario provides low start-up cost relative to hiring 
staff and renting space for a full-time service. A 
part-time service also allows for patient volume 
to build gradually, which is especially important if 
the volume data gathered during the assessment 
phase was largely theoretical. One difficulty with 
a part-time service is providing patients with 
access to the staff in order to have questions or 
problems managed after clinic hours. This prob-
lem can be easily handled with appropriate tele-
phone triage but needs to be planned prior to 
the first patient visit (problems or concerns rarely 
seem to occur during operating clinic hours). 

The number of patients scheduled during a 
given time will depend on the type of visit and 
the level of acuity. Scheduling is a challenge, as 
patient visits generally require a disproportionate 
amount of nursing to physician time. This dif-
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ficulty can result in lack of efficiency, especially 
for the physicians/providers. The amount of time 
needed for direct care, for teaching and support, 
and for assessment needs to be taken carefully 
into account. It may be helpful to have a schedule 
that allows for patient support and teaching after 
evaluation by the provider(s) and after physician 
hours in the clinic. Optimally, the reception staff 
can organize the schedule as it occurs with initial 
patient evaluations, patients with known time-
consuming dressings, or therapies accorded suf-
ficient time. It is helpful to be generous when 
initially scheduling patients, as well as allowing a 
greater amount of time for initial visits than for 
follow-up visits. 

The patient visit will be further expedited if ad-
ditional information is available prior to the visit. 
If testing is required, it is beneficial to schedule the 
test to allow time for the results to be obtained by 
the clinic staff prior to the patient’s next appoint-
ment. Ideally, noninvasive testing can be performed 
at the time of the initial visit. Patients referred to 
the wound clinic may arrive with test results from 
their referral source, which further facilitates the 
visit. When testing is required, the patient may re-
quire an appointment of several hours in duration; 
this needs to be considered in the schedule. 

Another opportunity for scheduling is managing 
time for patients participating in clinical trials. In 
general, the visits for participation in clinical tri-
als are longer and require separate documentation 
and additional procedures from what may be rou-
tine in the clinic. This needs to be communicated 
to the person scheduling patient visits. 

Patients with special needs must have these details 
communicated to the scheduler. For example, when 
a patient arrives on a stretcher, requiring a specific 
exam room, this information should be communi-
cated and the appropriate room reserved. Perhaps a 
patient is bed-bound and needs to be weighed. With 
appropriate planning, an appropriate bed scale can be 
available, as well as the staff to perform the weighing 
procedure. Patients requiring special assistance may 
be coded on the schedule to allow for further effi-
ciency in, for example, lift assistance, a specific exam 
room, testing, and procedures. Other special needs of 
the patient may also be obtained prior to the visit, 
including, but not limited to: 

•  An interpreter for non-English-speaking 
patients

•  An interpreter for the hearing impaired
•  Family members if the patient is cognitively 

impaired 
•  Coordination with appointments in the facility.
Optimal scheduling requires good communica-

tion between the office staff and the clinical staff. 

Management of Referrals 
The management of patient referrals to the 

wound clinic depends on timely communication 
with the referring source. The referral source may 
be a self-referral, but more likely, it is from a phy-
sician or other healthcare provider. One common 
complaint about specialty-type clinics is that of 
inadequate communication with referral sources. A 
plan to provide such communication should be 
in place before the first patient is seen. Another 
method of minimizing “referral anxiety” is to 
establish the wound clinic as a “consult” service 
by stressing that it does not intend to take over 
primary care of the patient but assists with the 
management of the patient only with respect to 
wound care. In fact, in a busy wound clinic, many 
chronically ill patients can overload the clinic 
with non-direct wound care activities. Having 
the primary care physician manage these prob-
lems improves wound clinic flow and patient out-
come. Rapid communication of the wound care 
plan and progress to the primary care physician 
leads to optimal care and future referrals. Unless 
the wound clinic plans to provide primary care, it 
is important that all patients seen have a primary 
care physician. 

A wound clinic evaluation plan should be in 
place from the inception and planning phases. 
The goal of the evaluation process is to measure 
progress, monitor outcomes, and evaluate estab-
lished goals and objectives. Program evaluation 
may include such issues as infection rate, time to 
wound closure, recidivism rate, rehospitalization 
rate, and others. Another aspect of the program 
to monitor is in the area of demographics. How 
closely does the actual patient population match 
the projected statistic? This information is useful 
for concurrent planning and for the marketing 
department that may have facilitated the research 
during the planning phase. Conflicts are mini-
mized if the original mission statement is adhered 
to and alternative agendas are rejected. Finally, it is 
helpful to have periodic team meetings to discuss 
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the evaluation of findings. Staff meetings provide 
the opportunity to hear the data, comment on 
the results, and formulate ideas for future research. 

Clinical Management
Assessment. Patient assessment and, specifi-

cally, wound assessment can take many forms. As 
previously described, the first portion of the as-
sessment begins with the receptionist scheduling 
the patient. Upon presentation to the clinic, the 
intake evaluation forms should include an assess-
ment of the history of the wound, any associated 
pain, and the patient’s expectations for the visit. 
A wound clinic operating as an outpatient clinic 
of a hospital will likely have required assessments 
and forms already in place. A careful medical his-
tory and physical exam should be performed. 
Laboratory studies, including routine hematology, 
chemistries, nutritional indices, as well as wound 
culture and possibly tissue for pathology, may be 
ordered. A nutritional history is also helpful, as 
is assessment for familial medical history. During 
the initial interview, it is helpful to obtain social 
information with respect to smoking, alcohol 
consumption, exercise regimen, and the availabil-
ity of support persons. Finally, it is suggested to 
take an inventory of past and current wound care. 
When eliciting this information, it is most helpful 
to identify actual wound care being performed, 
as this may differ considerably from the current 
order. The wound profile should be carefully 
documented. Both quantitative and qualitative 
information should be gathered.

Quantitative information includes wound 
size and depth, surface area, a photograph of 
the wound and surrounding skin, and wound 
perimeter tracing. If the wound is venous in 
nature, additional information regarding leg 
volume with ankle and calf circumference mea-
surements is appropriate. The patient with a dia-
betic foot ulcer may need neurosensory testing, 
pressure mapping of the foot, and assessment of 
the non-involved foot. Tools to assist in quanti-
tative assessment continue to be developed and 
may be integrated into practice as they become 
available for bedside use.

Qualitative information includes wound de-
scription, description of the peri-wound skin, 
odor, exudate, edema, anatomic location, pain, 
type of tissue exposed, and color. (Pain should be 

quantified with a self-report using a pain scale if 
possible; we include this assessment as the “5th” 
vital sign when recording vital signs.)

Depending on the differentiation of wound by 
type, other testing may be required. Wounds with 
a potential vascular origin may require vascular 
testing. Vascular testing generally involves nonin-
vasive testing of pulses, Doppler waveform analy-
sis, ankle brachial Doppler pressure, and transcu-
taneous oxygen analysis. Invasive vascular testing 
may involve arteriography. Other vascular testing 
may be indicated based on clinical assessment. 
Diagnostic radiography may be indicated to rule 
out the presence of osteomyelitis. This testing may 
require plain films, bone scan, or magnetic reso-
nance imaging (MRI). If infection is suspected, a 
wound bone biopsy may be indicated with opera-
tive debridement of the wound. 

Many documentation systems exist, including 
utilization of one of the commercially available 
computerized tools. A facility may opt to pur-
chase an existing computer-based documentation 
system or develop a computer database internally. 
Whichever system is chosen, it should facilitate 
data management for the tracking of clinical out-
comes, cost of care, and other facility needs. 

Guidelines. Applicable institutional guidelines 
may be utilized to the extent to which they fit 
the needs of the clinic. Applicable general policies 
may include patient scheduling, staffing, medical 
authority, documentation, and infection control. 
The wound clinic team will want to develop 
guidelines specific to the service. These guidelines 
may include wound cleansing and debridement, 
use of sedation, wound culturing, topical wound 
care, and use of adjuvant management, such as 
sequential compression therapy, orthotic devices, 
and pressure relief. 

Financial considerations. The responsible 
provider needs to consider the reimbursement 
pattern for the expected patient volume. The 
probable mix of private pay, private insurance, 
Medicare, Medicaid, and healthcare contracts is 
important to assess. If an outpatient facility de-
pends heavily on negotiated contracts, it is critical 
that those in the position of negotiating the con-
tracts be aware of the proposed service. Recom-
mended treatments may not be covered, resulting 
in potentially suboptimal clinical outcomes and 
frustrated clients who are unable to obtain sup-
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plies and adjuvants for care. Furthermore, these 
payer mixes and reimbursement contracts are 
not static and need to be reviewed regularly to 
align them. Assumptions need to be made from 
the geographic and demographic information re-
garding the anticipated volume of patients to be 
seen during years 1 to 5. The projected volume of 
service should be described by visit type, proce-
dures, and diagnostic codes so that the capabilities 
of the clinic can meet (or exceed) the anticipated 
patient population needs. Another aspect of vol-
ume projection is the opportunity for secondary 
inpatient admissions, surgical procedures, and re-
ferrals to other ancillary services as a result of the 
clinic volume. For example, there should be an 
anticipated increase in the volume of outpatient 
vascular studies documenting a wound patient’s 
blood flow. Cost justification will be apparent to 
the parent institution through a reduction of in-
patient days and hospital re-admission. Does the 
proposed patient population require expanded 
services, such as lymphedema care or hyperbaric 
oxygen therapy? The field of wound care is an 
evolving interprofessional specialty and as such 
needs continued administrative support, physician 
leadership, and nursing expertise. 

When appropriate, individuals may be referred 
to home care services to provide the wound care 
needed. Home care then responds by assisting the 
patient and the family with caring for the wound 
and assisting with obtaining necessary supplies. If 
home care is not available, the family and/or sig-
nificant other is instructed on wound care, and 
supplies can be ordered through an outside du-
rable medical equipment company.  

Additional potential influences on the success of 
the clinic require one to take a critical look at fu-
ture trends in healthcare that may impact the clinic. 
These trends may include but are not limited to 
political, legal, economical, and social arenas. The 
economics of a clinic are complex and require the 
clinician and financial analyst to be clear on finan-
cial targets. As clinicians, we advocate that a com-
prehensive wound clinic is cost effective in manag-
ing the patient with a chronic wound. However, 
from a financial perspective, concentrating this 
population in one area looks expensive. When the 
costs of caring for this population are dispersed 
throughout the healthcare setting, the actual cost 
of care is offset by those patients whose care is not 

as expensive in terms of both dollars and resource 
utilization. Therefore, this concept, which concen-
trates the care of the wound patient, now exposes 
these costs, and the clinician may be faced with 
developing a strategy to “lose less money” rather 
than to break even or potentially show a profit. 

Billing issues can be a concern for the facil-
ity and the practitioner. How the billing will be 
managed needs to be addressed at this stage of 
development. Will there be one bill to the pa-
tient, which includes professional services as well 
as facility procedure and dressing charges, or will 
there be separate professional and facility charges? 
Standard office reimbursements may not cover 
the cost of the dressings, which redirects the need 
for careful discussion with the insurance providers 
before the clinic opens. 

Summary 
Running an outpatient wound clinic can be 

an exciting process. The concept is continuing to 
evolve. The vitality that can be brought to such 
a setting will make a difference for the staff, pa-
tients, and caregivers. A center focused on the care 
and management of people with nonhealing and 
chronic wounds brings together interested profes-
sionals who are willing to learn, to teach, and to 
share with the patient a coordinated approach to 
an often difficult to manage problem. It is an area 
where clinical research can be accomplished with 
a coordinated team effort. 

This chapter has focused on the process of for-
malizing an idea and bringing it to reality with 
careful research and planning. It is our hope that 
the concepts presented in this chapter will fa-
cilitate the process of opening a wound clinic for 
those individuals contemplating such a service. 
Certainly, additional areas could be covered, in-
cluding the development and use of guidelines for 
both diagnosis and topical wound care. For addi-
tional information on these aspects of operating 
a wound clinic, we recommend other chapters of 
this book and other articles on selecting treatment 
modalities and wound healing and repair (Table 2).

Conclusion 
It should be stressed that there are many meth-

ods for achieving organized treatment of nonheal-
ing and chronic wounds. Establishing an outpatient 
wound clinic is simply one of these ways. Even 
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with respect to the wound clinic, the structure may 
take many different forms from the model pre-
sented here or from any of a number of variations 
including a “virtual” clinic. The clinic, if it is to be 
successful, must meet the needs of the population 
to be served. Therefore, careful analysis of that pop-
ulation cannot be underestimated. Likewise, a care-
ful, realistic appraisal of potential referral sources 
and competitors needs to be completed. The best 
designed, best planned clinic will not survive with-
out patients. However, a properly positioned clinic 
offering a comprehensive approach for patients and 
their wounds is an opportunity for clinical excel-
lence with cost savings for the institution, improved 

outcomes for the patients, and continued profes-
sional development for the involved clinicians.

While the primary goal for most wound clin-
ics is achieving wound healing, that goal is not 
realistic for some of our patients. The team needs 
to acknowledge that not all patients have wounds 
that will heal or remain healed. The team should 
have a plan for those patients who are not fol-
lowing a “healing” trajectory. These patients may 
require a palliative approach or even referral to 
other centers. In all instances, qualitative manage-
ment of wound-related symptoms and wound 
pain should be recognized as a component of care 
in the wound clinic.5

Table 2.  Resources for the clinician

Publications:

Advances in Skin and Wound Care                          Podiatry Today             

Journal of Wound Care                                          Today’s Wound Clinic

Journal of Wound Ostomy & Continence Nursing        WoundSource

Ostomy Wound Management                                 Wound Care Canada                    

Guidelines:

AHRQ Clinical Practice Guidelines

AMDA Clinical Practice Guideline: Pressure Ulcers 

Association for the Advancement of Wound Care (AAWC) Guidelines

EPUAP NPUAP Pressure Ulcer Guidelines

International Pressure Ulcer Prevention Guidelines

International Pressure Ulcer Treatment Guidelines

Medical Algorithms Project

Wound Healing Society Guidelines

Wound Ostomy Continence Nursing Society Guidelines

World Union of Wound Healing Societies Best Practice Consensus Statements

Organizations:  

American Professional Wound Care Association

Association for the Advancement of Wound Care

Canadian Association of Wound Care

European Pressure Ulcer Advisory Panel

National Pressure Ulcer Advisory Panel

National Alliance of Wound Care

World Union of Wound Healing Societies

Wound Healing Society

Wound Ostomy Continence Nursing Society
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Self-Assessment Questions
1.  What are the key elements in identification of 

the need for an outpatient wound clinic?
A.  Physician commitment to support and 

referral is lacking
B.    Market analysis identifies an existing 

wound center in a nearby facility
C.    The demographics of the population to 

be served match the proposed service plan
D.  All of the above

2.  What are the necessary components of the 
mission statement?

A.   It is based on one person’s ideas
B.    The mission statement is global in scope 

with a shared sense of purpose, direction, 
and achievement

C.    The mission statement contains only 
short-term goals

D.   Team building of staff is not essential in 
planning for the clinic

3.  The business plan should include the following:
A.  Concern regarding costs of operation is 

not considered in the business plan
B.  Billing issues are not a concern for the 

facility or practitioner
C.  The marketing plan does not influence 

the business plan
D.  The economics of a wound clinic are 

complex and require the clinician and 
financial analyst to be clear on financial 
targets

Answers: 1–C, 2–B, 3–D
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Take-Home Messages for Practice
•  Information gathered from the past  

and evolved-present allows the team to 
expand the scope of service and ask the 
appropriate questions as a new full-time 
facility is planned.

•  The costs to care for the wound  
population continue to rise as 
reimbursement continues to fall. 

•  Concentrating the costs to one area 
allows	the	financial	experts	to	identify	
reimbursement strategies as well as 
determine long-term survival and viability  
of the project.

Authors’ Note* 
This chapter is dedicated to a pioneer in chronic wound healing, 
Linda A. Stamm†, APRN, BC, CWS. 

Since the last edition of Chronic Wound Care, our friend, colleague, 
and chapter co-author, Linda Stamm, passed away. She was a 
dedicated nurse who cared for her patients with passionate 
excellence and ensured that they received the best in care. She 
helped shape many of the principles covered in this chapter, and we 
dedicate it to the memory of a true wound and ostomy professional. 


