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What is a Chronic Wound?

Most people are familiar with acute wounds (eg, abra-
sions, minor burns, incontinence-associated derma-
titis, lacerations, skin tears) that go on to heal with-

out complications following the normal healing trajectory. 
Individuals with chronic wounds—wounds that do not heal 
in the normal manner—often learn about the phenomenon 
for the first time when confronted with one of the major 
categories of chronic wounds: vascular (eg, arterial, venous, 
or mixed ulcers); pressure ulcers; neuropathic ulcers (eg, 
diabetic foot wounds); or non-healing/palliative wounds. 
PLATES 1-6, page 342, illustrate common types of chronic 
wounds.

A widely used, formal definition of a chronic wound was 
published by the Wound Healing Society group in 1994. 
They define chronic wounds as wounds that “fail to progress 
through a normal, orderly, and timely sequence of repair or 
wounds that pass through the repair process without restor-
ing anatomic and functional results.”1 In 2009 the European 
Pressure Ulcer Advisory Panel (EPUAP) and the National 
Pressure Ulcer Advisory Panel (NPUAP) in the US, pub-
lished a clinical practice guideline entitled, Pressure Ulcer 
Prevention & Treatment, that defined a chronic wound as “a 
wound that does not proceed through the normal stages of 
healing but becomes stuck in one phase.”2 Other definitions 
include a time component, such as a wound that fails to heal 
in 3 months.3 The goals and plans of care for chronic wound 
patients are different than those for acute wound patients. The 
underlying pathology that causes the healing process to stall 
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must be addressed. The care of chronic wounds is 
much more challenging than the management of 
acute wounds.

One of the most common and challenging 
chronic wound types is the pressure ulcer (old-
er terms are decubitus ulcer and bedsore).4 In 
2009 the National Pressure Ulcer Advisory Panel 
(NPUAP) in the US collaborated with the Eu-
ropean Pressure Ulcer Advisory Panel (EPUAP) 
to develop and publish a clinical practice guide-
line entitled Pressure Ulcer Prevention & Treatment. 
In this document a pressure ulcer is defined as a 
“localized injury to the skin and/or underlying 
tissue, usually over a bony prominence, as a result 
of pressure or pressure in combination with shear. 
A number of contributing or confounding fac-
tors are also associated with pressure ulcers; the 
significance of these factors has yet to be eluci-
dated.”2 The pressure ulcer is a common geriatric 
syndrome that healthcare providers need to ad-
dress in older, frail populations.4

When healing stalls, an acute wound can be-
come a chronic wound and should be reassessed 
and documented as such. For example, an acute 
surgical incision that dehisces secondary to 
wound infection becomes a chronic wound. An-
other common example is a lower leg traumatic 
abrasion that becomes a chronic venous ulcer in 
the person with chronic venous insufficiency. A 
chronic wound can become an acute wound. 
For example, a chronic pressure ulcer after surgi-
cal myocutaneous flap repair becomes an acute 
surgical wound. It is important that such changes 
in wound status are recognized and correctly docu-
mented along with other assessment parameters and 
treatment information in the medical record as man-
dated by payers, especially on government data base 
assessments such as the MDS and OASIS5,6 (see 
Chapter 4 for more information on assessment 
and documentation).

Why are Chronic Wounds an 
Important Issue for Patients, 
Caregivers, the Healthcare System, 
and Society?

The toll that chronic wounds take on patients, 
caregivers, the healthcare system, and society is 
staggering. From the patient and caregiver per-
spective, chronic wounds may significantly im-
pact quality of life, activities of daily living, and 

productivity. For certain individuals, they may 
also be a source of anxiety, depression, pain, and 
suffering7 (see Chapters 9 and 10 for a more de-
tailed discussion).

Chronic wounds are currently estimated to af-
fect over 7.5 million people in the United States. 
These numbers are projected to rise due to our 
aging population with chronic conditions and the 
increase in the number of people with diabetes.8,9 
The drain on our healthcare system both in terms 
of dollars and human resources is extraordinary 
due to the intensity of care that chronic wound 
patients require. The financial burden to the US 
healthcare system alone has been estimated at $20 
billion annually.10 

Chronic wounds of the lower extremity [vas-
cular (eg, arterial, venous, or mixed ulcers); pres-
sure ulcers; neuropathic ulcers (eg, diabetic foot 
ulcers)] are the most prevalent chronic wounds. 
Chronic venous insufficiency (CVI) is the most 
common underlying cause and an estimated 
600,000 new ulcers develop annually.11 Current 
projections are that 25% of the elderly will expe-
rience chronic limb ulceration by the year 2050.3

Among people with diabetes, almost 10% de-
velop chronic wounds of the lower extremity 
with 84% of non-healing ulcers resulting in am-
putation. The 3-year survival rate following am-
putation is 50%.12

The incidence of chronic wounds in people 
with dementia, end-stage chronic illness, and at 
end-of-life is significant and often requires differ-
ent management approaches.13 See Chapter 23, 
Skin Changes At Life’s End (SCALE), for a detailed 
discussion.

Should Chronic Wounds be 
Considered a Quality Indicator?

The notion that chronic wounds should be 
linked to quality of care actually goes all the way 
back in written history to Florence Nightingale. 
In Notes on Nursing,14 originally published in 
1859, Ms. Nightingale wrote:

If a patient is cold, if a patient is feverish, if a 
patient is faint, if he is sick after taking food, if he 
has a bedsore, it is generally the fault not of the 
disease, but of the nursing.

Today the majority of wound care professionals 
appreciate how the interplay of multiple chronic 
medical conditions and other risk factors con-
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verge and create high risk for chronic wounds 
and impaired wound healing in vulnerable popu-
lations. There is a minority viewpoint that pres-
sure ulcers are largely preventable and a result of 
substandard care.15

In the past decade, regulatory agencies, payers, 
and quality organizations have used pressure ulcer 
prevalence and incidence as a quality measure. In 
acute care settings in the United States, facilities 
are no longer paid for pressure ulcers that develop 
during a hospital admission.16 In long-term care, 
pressure ulcer rates and care are scrutinized by 
surveyors from state departments of health as well 
as federal surveyors. Long-term care facilities may 
receive citations or monetary fines for avoidable 
pressure ulcers under F Tag 314. It would not be 
surprising that the facility acquired rates of other 
types of chronic wounds will be monitored with 
equal vigilance in the future by regulatory agen-
cies, payers, and quality organizations. Wound 
care professionals should measure their own fa-
cility’s chronic wound prevalence and incidence 
rates and benchmark these rates against national 
rates if they are not yet doing so.

Are Chronic Wounds a Marker for 
End-of-Life?

Most chronic wounds reach closure when 
underlying factors are addressed, but a subset of 
chronic wounds are non-healable and the best 
practice is palliative. These wounds and related 
skin findings that occur at the end of life have 
been labeled with terms including: the Kennedy 
Terminal Ulcer,17 skin failure,18 and most recently, 
Skin Changes At Life’s End (SCALE).19

The first modern historical observation of 
a pressure ulcer linked to a dying patient was 
made by Jean-Martin Charcot (1825-1893).20,21 
In a French medical textbook written in 1877, 
Charcot described a specific type of ulcer that is 
butterfly in shape and occurring over the sacrum. 
Patients that developed the ulcers usually died 
shortly thereafter, so he termed the ulcer Decubi-
tus Ominosus. However, Charcot attributed the 
ulcers to being neuropathic rather than pressure 
in origin. Charcot’s writings of Decubitus Omino-
sus were all but forgotten in the medical literature 
until recently with renewed interest in skin organ 
compromise.20  

Another historical example of chronic wounds 

as a marker for end of life comes from the writ-
ings of Dr. Alois Alzheimer in Germany. He was 
on call in 1901 when a 51-year-old woman, Frau 
August D, was admitted to his asylum for the 
insane in Frankfort. Dr. Alzheimer followed this 
patient, studied her symptoms, and presented her 
case to his colleagues as what came to be known 
as Alzheimer’s disease. When Frau Auguste D died 
on April 8, 1906, her medical record listed the 
cause of death as “septicemia due to decubitus.”22 
Alzheimer noted, “at the end, she was confined 
to bed in a fetal position, was incontinent and in 
spite of all the care and attention given to her, she 
suffered from decubitus.” Here we have the first 
identified patient with Alzheimer’s disease hav-
ing developed immobility and two pressure ulcers 
with end-stage Alzheimer’s. In our modern times, 
end-stage Alzheimer’s has become an all-too-
frequent scenario with multiple complications 
including SCALE.

Contemporary discussions of the Kennedy 
Terminal Ulcer, skin failure, and Skin Changes 
At Life’s End (SCALE) add to our understand-
ing of chronic wounds as markers for the end of 
life. Both quantitative and qualitative research is 
urgently needed to expand our understanding of 
this phenomenon and to explicate an evidence 
base for practice.  

The Challenge of Chronic Wound 
Care

Because chronic wounds do not heal in the 
usual, predictable manner, they present chal-
lenges for patients, caregivers, wound team 
members, healthcare team members, and health 
systems. Typical interventions often do not pro-
duce easy resolution to healing. Members of 
the interprofessional wound team must identify 
specific pathologic host and wound conditions 
and address them to the extent practicable. Even 
with the best care some chronic wounds will not 
heal. Every wound is unique and every patient is 
unique. This is a process that requires knowledge, 
skill, experience, and tenacity. It requires a commit-
ment to care that is person/patient-centered, meets 
the standard of care, and is as evidence-informed 
as possible.23

Non-healing wounds can be the result of many 
conditions or a combination of systemic and local 
factors24 such as:
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•  Chronic disease states (eg, diabetes, renal, or
liver disease)

•  Immune dysfunction (eg, cancer, HIV)
•  Compromised perfusion (eg, arterial or ve-

nous insufficiency)
•  Infection (eg, local, deep, systemic)
•  Drug therapy (eg, anticoagulants, steroids)
•  Nutritional issues (eg, obesity, malnutrition)
•  Life style issues (eg, smoking, non-adherence)
•  Access to care issues (eg, no insurance cover-
age for optimal treatment modalities)

See Chapter 7, Cofactors in Impaired Wound
Healing, for additional information.

In the United States, patients with chronic 
wounds typically are frequent users of the health-
care system and its resources. They experience 
hospital re-admissions and often require addi-
tional care in alternative settings (wound clin-
ics, home care, or long-term care). Holistic care 
with wound care provided by an interprofessional 
wound care team is the ideal (see Chapter 2).

Wound care providers must strive to provide care 
that meets the standard of care and incorporates ev-
idence-informed practice for all patients with chronic 
wounds. Providing access for people with chronic 
wounds to the comprehensive care and support that 
they require will be the most pressing wound care-
related challenge in the next decade.

The wound care offered to each individual 
must reflect his or her overall goals and plan of 
care. Chapter 2 discusses three distinct wound 
care pathways: 1) aggressive, 2) maintenance, 
and 3) non-healable or palliative. Using patient-
centered care approaches, the wound care team 
should plan the pathway that optimizes the pa-
tient’s outcome and improves his or her quality of 
life. This challenge requires excellent assessment 
skills, open communication, and commitment on 
the part of the entire healthcare team. For people 
with non-healing/palliative wounds, expert pal-
liative wound care can help to prevent wound 
deterioration, infection, and provide comfort.19 

Take-Home Messages for Practice
•  Because chronic wounds do not heal in

the usual, predictable manner, they present
challenges for patients, caregivers, wound care
team members, healthcare providers, and
health systems.

•  Wound care providers must strive to deliver
services for patients with chronic wounds
across the continuum of care that meet the
standard of care and incorporate evidence-
informed practice.

•  Commit to 7 skills and 5 chronic wound
care principles to be successful in the field of
chronic wound care.

In conclusion, we challenge you to 
commit to:

FIVE Chronic Wound Care 
PRINCIPLES

1.  Focus on prevention

2.  Use gentle techniques

3.  Provide timely interventions that
meet or exceed the standard of care

4.  Be respectful of patient preferences

5.  Maintain a holistic perspectiveWith all of these challenges, here are
7 SKILLS that should be developed 

for success in the field of 
chronic wound care:

Lifelong learning is a hallmark of
every profession. All healthcare professionals 

need to keep abreast of advances and 
new discoveries in wound care and 
incorporate them into patient care. 

1.  Respect for patients and caregivers

2. Respect for patient preferences

3.  Tenacity

4. Perseverance

5. Creativity

6. Compassion

7. Sharing & Caring
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Multiple Choice Questions 
1.  A patient who develops a chronic wound six

weeks prior to dying is likely exhibiting which
of the following phenomena?

A. A quality of care issue
B. SCALE
C. Acute wound becoming chronic
D. Chronic wound becoming acute

2.  Which of the following is NOT a skill that
enhances a chronic wound care practitioner’s
success?

A.   Adherence to the evidence-base for
wound care at all times

B. Respect for patient preferences
C. Compassion
D. Sharing & Caring

Answers: 1 – B, 3 – A 
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