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WOUND 
CONDITION

CLINICAL ACTION

OBJECTIVE

PRODUCT 
SELECTION

TISSUE

Non viable tissue 
or slough present

Assessment and 
debridement of 
non viable tissue 
when safe to do 

so

Viable wound 
bed restored

Increased 
exudate, surface 

discoloration, 
increased odour, 

high bacterial 
counts.

Assess aetiology 
and need for 

topical/ systemic 
abs. 

Bacterial balance 
and reduced 
inflammation 

with increased 
growth factor 

activity

MOISTURE

Heavy exudate or 
dry wound bed 

with risk of 
maceration or 

desiccation.

Assessment of 
aetiology and 

management of 
wound exudate. 
Restore moisture 

balance

Desiccation and 
maceration 

avoided. 
Optimum 

moisture level. 
Epithelial 
migration.

EDGE

Non-advancing or 
undermining 
wound with 
prolonged 

inflammation.

Assessment of 
non- advancing 
wound edges. 

Consider further 
debridement. 

Consider other 
therapies.

Restoration of 
bacterial and 

moisture balance 
to encourage 

epithelial 
advancement.

SKIN

Surrounding skin

dry, scaley,eczma 
macerated, or 

otherwise 
compromised

Assess peri-
wound condition

Healthy peri-
wound skin

INFECTION 
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