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Literature review: Wound 

Assessment Documentation
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England1996

Literature review: Surgical Wound 

Assessment Documentation

Retrospective 119 case notes 
reviewed in one University 
hospital

Only 19.3% contained 
wound assessment sheet

89.7% poor 
documentation
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❖ Audited 49 acute notes inpatients in a 

regional Australian hospital

❖ No documentation about wound bed, 

margins, exudate and state of 

surrounding skin

❖ Wound dimensions and skin sensation 

were recorded in less than 5%.

England 1996 Australia2010

Literature review: Surgical Wound 

Documentation
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❖ Audited 200 medical records

❖ Nearly 60% wound assessment 

were not fully documented

England 1996 Australia2010 Queensland 
Australia

2014

Literature review: Surgical Wound 

Documentation
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• 60 episodes of wound 
care were observed 

• Only 23.3% of wound 
care events were 
recorded 

• 93.3% wound exudate 
was documented

England 1996 Australia2010
Queensland 

Australia
2014 Australia2017

Literature review: Surgical Wound 

Documentation
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Knowledge gap 

England 1996 Western Australia2004
Australia

2010 Queensland 
Australia2014 Australia2017 Vietnam???

No evidence of 
wound assessment 
documentation in 
Vietnam 

Lack of research on 
nurses 'perception 
on nursing 
documentation 
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• Determine the extent to which surgical wound 

assessment documentation in Vietnam meets 

international guidelines 

• Nurses’ perception on factors constraining 

adequate nursing documentation 

Aims
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METHOD

Chat audit
Collection 

and analysis

Semi-structured 

interview
Collection and 

analysis

Results and 

interpretation 

Following 

up with 
Phase I Phase II

A two-phase sequential 

exploratory mixed methods
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Phase I: Retrospective chart audit

Used 

standard 

guideline 

Chart audit 

instrument

Randomly 

selected 

200 charts

Analysis 

data

Inclusion criteria

• All patients who underwent elective or 
emergency surgery

Exclusion criteria

• Patients who have had endoscopic 
procedures

• Patients with wounds related to donor 
sites, skin grafts, and pin sites.

• Patients admitted with chronic wounds
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Phase II: Semi-structured interview

Recruited 13 

surgical nurses 

30 minutes 

Individual 

interview

Data analysis

Inductive qualitative content 

analysis presented by Elo and 

Kyngäs (2008)

Exclusion criteria

• Working at surgical wards

• Graduated from 2, 3, and 4 years 
nursing programs.

• Have at least 12 months experience in 
surgical field.

• Have the ability to communicate in 
Vietnamese.
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METHOD

• The  largest public 

hospital in Haiduong

Province, with 23 

wards and 1000 

beds

• Surgical wards:

– Total 300 beds for 

inpatients 

– Approximately 600-

800 of emergency 

and elective 

operations/month.

Ethics approval: 
• QUT approval number : 1600000367

• The Acceptance Letter for data collection from Haiduong General Hospital

Setting:  
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Demographic 

characteristics

Values Frequency 

(%)

Gender Male 133 (66.5)

Female 67 (33.5)

Surgery 

performed

Elective 125 (62.5)

Emergency 75 (37.5)

Type of surgery 

performed

Orthopaedics 87 (43.5)

Abdomen 57 (28.5)

Kidney 56 (28)

Median Range

Age (years) 48 2-89

Hospital length of  stay (days) 11 2-49

Preoperative period (days) 2 0-23

Number of different nurses do 

assessment before operation 

3 1-14

Patients’ demographics (n=200)
Documentation of patients’ 

factors related to wound healing 

assessed before operation 

(n=200)

RESULTS: Chart Audit Pre-op
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Day of operation

Surgical wound 

characteristics

Day 1

(n=200)

n(%)

Day 2

(n=191)

n(%)

Day 3

(n=173)

n(%)

Day 4

(n=155)

n(%)

Day 5

(n=141)

n(%)

Wound location 0 0 0 0 0

Wound dimension 0 0 0 0 0

Wound bed (secondary 

intention)

0 0 0 0 0

Peri-skin (swelling) 29 (14.5) 47 (24.6) 49 (28.3) 35 (22.7) 30 (21.3)

Type or colour of exudate 18 (9) 12 (6.3) 3 (1.7) 5 (3.2) 3 (2.1)

Odour 0 0 0 0 0

Pain 83 (41.5) 57 (29.8) 36 (20.8) 21 (13.5) 18 (12.8)

16

RESULTS: Chart Audit post-op



RESULTS: Semi-structured interview

Nurses’ perceptions on factors constraining 
adequate nursing documentation

Unimportance of 
nursing 

documentation

Difficult to 
change existing 

practice
Personal factors 
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RESULTS: Semi-structured interview

Nurses’ perceptions on factors constraining adequate 
nursing documentation

Unimportance of 
nursing 

documentation

Difficult to change 
existing practice

Personal factors 
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RESULTS: Semi-structured interview 
Nurses’ perception on factors constraining adequate nursing documentation

Unimportance of nursing documentation

• “.. I am not often reading other nurses documentation to get information 
because information is minimal  in patients charts. If I take care of 
patients, I would prefer to check and assess patients by myself 
(participants 10).  

Less usage of medical records to get information

• “…on long stay patients, repeated recording of the same 
information is boring…” (Participant 2)

Uninterested in recording

Too lazy to record

Existing belief that documentation is useless

• “sometimes  patients charts were checked by the hospital, but it mainly 
focus on doctor’s documentation and less concern on nurses 
documentation. Therefore, nurses do not pay attention on recording ” 
(Participant 9). 

Doctors’ records being more important than nurses' 
documentation
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RESULTS: Semi-structured interview

Nurses’ perceptions on factors constraining adequate 
nursing documentation

Unimportance of 
nursing 

documentation

Difficult to 
change existing 

practice
Personal factors 
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Difficult to change existing practice

The habits of 
recording

Shortage 
of time

Less value of 
patients’ 
chart in 

handover

Less value of 
teamwork

Recording 
practice

RESULTS: Semi-structured interview 
Nurses’ perception on factors constraining adequate nursing documentation
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Difficult to change existing practice

The habits of 
recoding

Shortage of 
time

Less value 
of patients 

chart in 
handover

Less value 
of teamwork

Recording 
practice

RESULTS: Semi-structured interview 
Nurses’ perception on factors constraining adequate nursing documentation

“Since I started working in the 

hospital, I followed peer 

nurses’ recording. Everyone 

documented the same, so I 

followed their recording style” 

(Participant 12)

22



Difficult to change existing practice

The habits 
of 

recoding

Shortage 
of time

Less value 
of patients 

chart in 
handover

Less value 
of 

teamwork

Recording 
practice

RESULTS: Semi-structured interview 
Nurses’ perception on factors constraining adequate nursing 

documentation

“… we do not have much time for 

recording due to too many patients, 

shortage of nurses and heavy 

administrative tasks,” (Participant 12)
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Difficult to change existing practice

The habits of 
recoding

Shortage of 
time

Less value 
of patients 

chart in 
handover

Less value 
of teamwork

Recording 
practice

RESULTS: Semi-structured interview 
Nurses’ perception on factors constraining adequate nursing documentation

“…Normally, we do not handover 

patients when finishing our shift 

except for patients with severe 

illness, we do only verbal handover 

”  (Participant 5)
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Difficult to change existing practice

The habits of 
recoding

Shortage of 
time

Less value 
of patients 

chart in 
handover

Less value 
of teamwork

Recording 
practice

RESULTS: Semi-structured interview 
Nurses’ perception on factors constraining adequate nursing documentation

“nurses may think that they understand factors affecting 

wound healing, know how to take good care of the patient 

and that is enough for good recovery of patients. They do 

not need other nurses to understand about what they do. 

Thus they don’t need to record everything that they do for 

patient. This is a normal issue for everyone 

here.”(Participant 2).
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Difficult to change existing practice

The habits of 
recoding

Shortage of 
time

Less value 
of patients 

chart in 
handover

Less value 
of teamwork

Recording 
practice

RESULTS: Semi-structured interview 
Nurses’ perception on factors constraining adequate nursing documentation

“I take care of  patients in my room 

every day, and I remember everything 

about them in my mind, so don’t need 

to record  ”(Participant 10)

“we only documented abnormal 

symptoms. If patients do not 

have any problems, we would 

not record in patients 

chart”(Participant 2)

“there are limitations in our recording, 

we only focus on the incision and do 

not record factors associated with 

wound healing” (Participant 5) 26



RESULTS: Semi-structured interview

Nurses’ perceptions on factors constraining 
adequate nursing documentation

Unimportance of 
nursing 

documentation

Difficult to 
change existing

practice
Personal factors 

27



RESULTS: Semi-structured interview

Personal factors

Insufficient 

knowledge

Poor recording 

skills

Lack of 

confidence

Wound 

assessment

Risk factors

Guidelines for 

documentation

Nurses’ feeling 

of inferiority

Don’t trust 

self-

assessment

Recording 

according to 

doctor’s 

assessment

Poor writing 

skills

Don’t know how 

and what 

information 

needed to record 

Unable to 

describe  

assessment in 

details 28



• Surgical wound assessment documentation in 

Vietnam did not meet standards of Wounds 

Australia.

• Perceptions of lesser value of nursing 

documentation, difficulties to change existing 

practice, and insufficient knowledge  are  

factors constraining adequate nursing 

documentation. 

CONCLUSION
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• A structured wound assessment tool is 

needed to assist nurses to record information  

in a systematic way.  

• Improving nurses knowledge on wound 

assessment may be closed linked to enhance 

the quality of wound assessment 

documentation. 

RECOMENDATIONS
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