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Pattern of Presentation in a Community Outpatient Wound Clinic

Abstract

Introduction: The management of patients with cutaneous wounds entails both inpatient and outpatient
care. There is scarcity of dedicated community wound clinics in Nigeria to guarantee appropriate
management of especially difficult-to-heal wounds on outpatient basis. The aim of the study was to
describe the pattern of presentation of patients with wounds at a community outpatient wound clinic
(COWC). Materials and Methods: Consecutive patients with wounds who presented to a COWC in
the city of Ibadan from October 2015 to December 2021 were included. Descriptive analysis was done
using IBM® SPSS® Statistics 21. Results: Two hundred and forty-four patients with wounds presented
at the wound clinic. There was a slight female preponderance of 52%. Almost one-tenth of the patients
were 80 years old and above. Post-traumatic wounds were the commonest type of wounds accounting
for 15.3% of the patients seen. This was followed by diabetic wounds (14.9%) and haemoglobinopathic
(sickle cell) wounds (13.2%). In patients with leg wounds who presented during the period, diabetic
wounds (24.4%) was the commonest aetiology, haemoglobinopathic leg wounds accounted for 23% of
patients, and post-traumatic leg wounds were seen in 20% of the patients. Conclusion: COWC is an
option to managing complex wounds from various aetiology. Best practices in wound care will result in
more favourable outcome in difficult-to- heal wounds and early referrals from wound clinics for limb
salvaging procedures are additional benefits.
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organised wound care based on best practices,
complex wounds should be managed in wound
centres, manned by highly skilful health
professionals as stated above. There is scarcity
of dedicated community wound clinics in
Nigeria to guarantee appropriate management
of especially difficult-to-heal wounds on an
outpatient basis. The aim of the study was to
describe the pattern of presentation of patients
with wounds at a community outpatient wound
clinic (COWC).

Introduction

The management of patients with cutaneous
wounds entails both inpatient and outpatient
care. Wound care may be complex, and time
taken for wounds to heal depends on the type
of wound. A common practice is to manage
wounds acutely in a hospital facility and
then discharge to continue wound care on
an outpatient basis. Patients with chronic
wounds tend to present at the outpatient
clinic of a health facility or home services
are provided by a health practitioner; some
may result to self-care. Wound care centres
may be hospital-based outpatient wound
clinics or stand-alone wound clinics run by
qualified health professionals.'! Qualified
health professionals may be plastic surgeons,
vascular surgeons, wound care nurses, or
other healthcare professionals knowledgeable
and trained in the care of wounds.!"! Chronic
wounds are managed by a wide range of people
in a low- and middle-income country like
Nigeria. These could range from non-medical
traditional wound care providers to qualified
healthcare professionals. In a bid to have

Materials and Methods

This is a retrospective study of consecutive
patients with wounds who presented at a
wound clinic in the city of Ibadan, Nigeria.
The wound clinic is a privately owned clinic
run by a plastic surgeon since October 2015.
The clinic runs as an outpatient wound clinic;
an initial review is done by the plastic surgeon
where there is documentation of the wounds
and a wound care plan is discussed with the
patient. The follow-up wound care is usually
done by dedicated wound care nurses who in
addition to the wound dressings take clinical
photographs. There are periodic reviews of
wound progress by the wound care team.
Scheduled appointment of the patients with
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the plastic surgeon is done to review the wound care plan as
required. Other healthcare specialists such as endocrinologists,
orthopaedic surgeons, and physiotherapists are invited as
required to provide specialist consultations to patients also
on an outpatient basis. Patients who require inpatient hospital
care for surgeries, hospital admission, or other specialist care
such as that of a vascular surgeon are referred to a tertiary
hospital. Those who require surgeries such as split-thickness
skin grafts and amputations may also opt for management in
other private hospitals where the surgeries are performed and
the follow-up continues in the COWC.

The principles of modern wound care management using
the Tissue debridement, infection or inflammatory control,
Moisture balance, Edge of wound (TIME) concepts!?! are
used in the clinic. Electronic medical records and clinical
photographs are taken for proper documentation and follow-up.
There is a network of medical suppliers who ensure that wound
care products based on different categories such as traditional,
advanced, active, and medical devices are available to ensure
optimal care. Hyperbaric oxygen therapy was however not
available during the time of review.

Consecutive patients with wounds seen from October 2015 to
December 2021 (75 months) were included in the study. This
study conformed to the ethical guidelines of the Declaration
of Helsinki as amended, October 2008.5! Descriptive analysis
was done using IBM® SPSS® Statistics 21.

Results

Two hundred and forty-four patients with wounds presented
at the wound clinic of whom 137 (56%) had leg wounds. The
mean age was 51 years (standard deviation 23 years) and
median age 52 years. There was a slight female preponderance
of 52%. Slightly over one-third of the patients were 60 years
old and above. The age group 51-60 years had the highest

presentation; this was followed by the fourth and third
decades, respectively. Patients who were 80 years and above
constituted 11.1% of the patients seen during the period
[Figure 1]. Post-traumatic wounds were the commonest type
of wounds accounting for 15.3% of the patients seen. This was
followed by diabetic wounds (14.9%) and haemoglobinopathic
(sickle cell) wounds (13.2%). Chronic wounds due to drug
abuse, arterial ulcers (peripheral vascular disease), and
malignant ulcers had the lowest presentation [Figure 2].
Only 2.8% of the patients with diabetic wounds were below
40 years of age, whereas 87.5% of those with sickle cell wounds
and 29.7% of those with post-surgical wounds were below
the age of 40 years [Table 1]. Diabetic wounds (24.4%) were
the most prevalent type of wounds among patients with leg
wounds, followed by haemoglobinopathic leg wounds (23%),
post-traumatic (20%), post-infective (18.5%), venous leg ulcers
(5.9%), and burns (0.7%), respectively [Figure 3].

Those who were discharged from the wound clinic after the
wounds had healed were about 32% of the patients seen; 39% of
the patients self-discharged themselves due to the lack of funds to
continue the wound care management, long distance of the clinic
from their homes, relocation to another city, and discouragement
with the time taken for the wounds to heal. Those who were
referred to a tertiary institution during the course of care were
6.6% of the patients and 8.3% of the patients died. The wound
care management was still ongoing in 13.7% of the patients as at
the time of this study. The duration of wounds before presentation
at the clinic ranged from 1 day to 50 years. Fifty-seven percent
of patients with chronic wounds who complied with treatment
healed in less than 6 weeks, 71.7% healed in less than 12 weeks,
and 83.1% healed within 24 weeks.

Discussion

Wound care can be challenging especially when the wounds
are difficult-to-heal wounds. Ensuring that acute wounds
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Figure 1: Presentation of different age groups
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heal and prevent deterioration to chronicity should be a goal
when managing wounds. In the application of modern wound
care principles, in which wound bed preparation is done,
management of underlying causes and care of social issues
enhance the wound care goal.”’ Wound bed preparation is
defined as “the management of the wound to accelerate
endogenous healing or to facilitate the effectiveness of other
therapeutic measures”.” The wound care goal in most cases
should be healing of the wounds. The goals may relate however
to quality of life measures such as odour control in wounds
that are unhealable. The TIME concept, which includes tissue
debridement, infection/inflammation, moisture balance, and
edge of wound, provides an approach to local wound care. The
concept was based on the management of chronic wounds,
although it can also be applied to acute wounds. "

The concept has been updated to include categorization
of wounds into healable, maintenance, and non-healable
wound using a DIME concept (debridement/devitalized tissue,
infection/inflammation, moisture balance, and wound edge
preparation/wound depth).[! The place of hypoxia in the
healing process was emphasized using the TIMEO, approach.”)
A key factor in all major processes of wound healing is the

state of wound oxygenation. Conditions in which there is
extreme hypoxia, which is common in chronic wounds, are
not compatible with tissue repair.®!

Wound care centres can refer to a hospital-based outpatient
wound care department or a stand-alone wound clinic with
qualified healthcare professionals. The qualified healthcare
professional may be a plastic surgeon, family physician,
vascular surgeon, wound care nurse, or other trained health
professional. In Nigeria, the most difficult-to-heal wounds are
managed in hospital-based surgical outpatient wound clinic.
The hospitals are usually tertiary hospitals that have access to
the needed specialties such as orthopaedic surgeons, plastic
surgeons, vascular surgeons, and endocrinologists. The concept
of having a dedicated COWC is relatively new in Nigeria. The
wound clinic majors on wounds, although the general health
status of the patients is assessed because it is patients with
wounds who are reviewed not just wounds. This is in contrast
to most privately owned clinics or hospitals that manage various
ailments but have wound care as part of their services.

The pattern of presentation shows that one-third of the patients
are 60 years and above and the sixth decade has the highest
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Figure 2: Percentages of diagnosis presentation
Table 1: Types of wounds and age groups
Diagnosis Age Total
0-20 2140 41-60 61-80 81-100
Diabetic wounds 0 (0%) 1(1.4 %) 19 (29.2%) 13 (22.0 %) 3(10.7 %) 36
Haemoglobinopathic wounds 4 (19.0 %) 24 (34.3 %) 2 (3.1%) 2 (3.4%) 0 (0.0%) 32
Post-traumatic wound 2 (9.5%) 9 (12.9%) 12 (18.5%) 9 (15.3%) 5(17.9%) 37
Post-surgical wound 8 (38.1%) 5(7.1%) 7 (10.8%) 3 (5.1%) 1 (3.6%) 24
Post-infective wound 2 (9.5%) 7 (10.0%) 11 (16.9%) 11 (18.6%) 3 (10.7%) 34
Pressure ulcers 0 (0.0%) 2 (2.9%) 3 (4.6%) 9 (15.3%) 10 (35.7%) 24
Burns 5(23.8%) 11 (15.7%) 5(7.7%) 1(1.7%) 1 (3.6%) 23
Malignant ulcer 0 (0.0%) 0 (0.0%) 0 (0.0%) 2 (3.4%) 0 (0.0%) 2
Venous ulcers 0 (0.0%) 3 (4.3%) 2 (3.1%) 3 (5.1%) 0(0.0%) 8
Drug abuse 0 (0.0%) 2 (2.9%) 1(1.5%) 0 (0.0%) 0(0.0%) 3
Arterial ulcer 0 (0.0%) 0 (0.0%) 0 (0.0%) 2 (3.4%) 2 (7.1%) 4
Miscellaneous 0 (0.0%) 6 (8.6%) 3 (4.6%) 4 (6.8%) 3 (10.7%) 16
Total 21 (100.0%) 70 (100.0%) 65 (100.0%) 59 (100.0%) 28 (100.0%) 243
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group of presentation. An aging population is a major factor for
increase in the incidence of chronic wounds and the increasing
healthcare cost for wound care in developed countries.! The
fact that the median age in Nigeria is about 18 years and that
about 2.8% of the population is 60 years and above! confirms
the fact that chronic wound care is an aging problem. It would
be of a greater concern as the healthcare delivery system
improves in developing countries with longer life expectancy.

Diabetic wounds [Figure 4] were also a major contributor to
this study, being present in those above the age of 40 years.
Complications from post-surgical wounds was a factor that
results in chronicity of wounds. Also, the fact that acute wounds
were not poorly managed, resulting in wound chronicity, was
observed in a large portion of post-traumatic and post-infective
wounds in this study. Most of these wounds require surgery,
usually a split-thickness skin graft, but some patients opted for
a conservative approach to the wound care. This was usually
due to lack of funds and fear of surgical procedures. This
resulted in wounds that took a long time to heal.

The presence of haemoglobinopathic chronic wound [Figure 5]
is not typically reported in developed countries as a major cause
of chronic wounds. However, in Nigeria, with a prevalence of
1-3% sickle cell disease patients,!'! chronic leg ulcerations
are a common presentation in these patients. The wounds are
usually in the gaiter area of the legs.I'" In our study, these
wounds were managed using appropriate wound care agents
and compression therapy. Compression bandaging was done
till the wounds heal, and then compression stockings (30—
40 mmHg) were applied after the wounds have healed [Figure 6].
Split-thickness skin graft was occasionally required for very
large wounds. It was also observed that drug abuse using
intravenous analgesics was common in the sickle cell patients,
and this was occasionally the cause of a chronic wound.

Chronic wounds have been defined as wounds that have “failed
to proceed through an orderly and timely series of events
to produce a durable, structural, and cosmetic closure”.[?]
Chronic wound pathogenesis can be based on the hypothesis
of four main causative factors: local tissue hypoxia, bacterial
colonization of the wound, repetitive ischemia-reperfusion
injury, and an altered cellular and systemic stress response in
elderly patients.!' The TIME approach originally proposed
by Sibbald et al!'¥ stressed the importance of debridement,
treatment of inflammation and infection, moisture balance, and
addressing the wound edge effect for wound bed preparation.['¥]

There is usually a need for holistic assessment of the patient,
especially in event of a poor progress in a wound that is
deemed healable. Adequate documentation that includes
clinical photographs is essential for monitoring changes and
making decisions.

In selecting appropriate products and therapies, there is a need
to develop a wound care plan after a complete assessment
of the patient has been done. There may be a challenge in
choosing the most appropriate wound care product because of
the large variety of wound care products presently available,
with most of them claiming to provide solutions for all types
of wounds. The method of choosing the appropriate treatment
for each patient should be systematic, and this should be
consistently employed for all patients. Dressing choice must
be based on the fundamental process of wound repair and the
basic concepts in wound management should be adhered to.
The wound care products can be categorized into traditional,
advanced, active, and wound care devices. Traditional wound
care products cover and protect the wound, for example, dry
bandages and adhesives, and advanced wound care products
promote moist environment in addition to improved dry
bandages such as hydrocolloids and alginates. Active wound
care products in addition stimulate healing such as growth
factors and skin substitutes. Wound care devices include
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Figure 3: Causes of leg wounds
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Figure 4: Diabetic foot ulcers

Figure 5: Haemoglobinopathic leg ulcers

negative pressure wound therapy devices [Figure 7]; modern
outpatient wound care requires the ability to choose among
many wound dressings within cost constraints of a patient over
an acceptable time frame.!'™

Compliance with proposed wound care plan by some patients
was difficult because of the out-of-pocket payment mode
employed and the chronicity nature of the wound. About one-
third of the patients seen over the study period fully complied
with their wound care plan. Some patients self-discharged
when they observe that their wounds were improving and
knew what the wound care plan was and subsequently

Figure 6: Compression bandaging

Figure 7: Negative pressure wound therapy

continued self-care. They only represented when there were
particular concerns of their wound healing or when they
had raised sufficient funds to continue clinic visits. Most
advanced wound care products are imported, expensive, and
few in quantity vis- a-vis the relatively low income of the
general populace and the large wounds that they present with,
complicate the management of these patient. The production
of advanced wound care products locally at a price that most
of the population can afford and a wider coverage of the
health insurance will improve the outcome of wound care
in Nigeria and low- and middle-income countries generally.
It has been observed that lack of knowledge by clinicians
regarding appropriate wound management protocols also
results in worse outcomes. Appropriate education and training
of clinicians will improve outcomes of wound care.

Adequate compliance to a wound care plan and dedicated
wound clinics is a good approach to wound care as seen in
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the success rate recorded in about 50% of the patients within
6 weeks of care. Some of these patients have poorly managed
their wounds for several years prior to their presentation at
the COWC.

Conclusion

COWC is an option to prolonged hospital stay for complex
wounds while delivering best practices in wound care.
The advantages include easier access to wound care in an
outpatient manner and easier access to the needed specialist
for wound care or underlying pathology. Home services can
also be provided, especially for infirmed elderly. Embracing
the concept of wound clinics may result in early referral for
limb-salvaging procedures. This option is not common in
a low- and middle-income country like Nigeria. The need
for out-of-pocket payment for chronic wounds is a major
deterrent to desired outcome. The presence of a dedicated
wound clinic gives the advantage to medical suppliers of
traditional, advance, active, and wound care medical devices
to make their goods available and accessible to patients. The
clinics also point patients to where the best practices for
wound care are available rather than being subject to poor
wound care practices that results in chronicity of the wounds
and thus increasing morbidity.
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