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Holistic Wound Management:  
Looking Beyond the Wound

“A driving force behind health care practitioners’ 
transition from being soloists to members of an 
orchestra is the complexity of modern health care.” 

- Pamela Mitchell, et al. October 2012 

INTRODUCTION
Chronic wounds pose a major challenge in 

terms of their complexity and prevalence. In 
the United States, non-healing ulcers impact 
approximately 5.7 million individuals.1 Chronic 
wounds fail to proceed through an orderly 
and timely process to produce anatomic and 
functional integrity or have proceeded through 
the repair process without establishing a 
sustained anatomic and functional result.2 
The etiologies of non-healing ulcers are 
often complicated by multiple underlying 
comorbidities which make wound healing 
challenging. These include diabetes and 
vascular disease among others. Considering 
the systemic nature of these pathologies skilled 

clinicians and medical personnel are required, 
and a holistic approach remains paramount. 

Many consider chronic wounds to be a 
“silent epidemic” that has often resulted in poor 
implementation and management strategies. 
Appropriate wound management treatment 
pathways should be patient centered, 
multidisciplinary, and holistically based. Many 
algorithms can be challenging and complex, 
which often leads to ineffective treatment 
pathways. Additionally, at many healthcare 
establishments, there may be no obvious 
wound care specialist; various clinicians in 
different fields devote several hours per week 
at wound care centers. Interestingly, they are 
viewed by the local medical community as 
general and podiatric surgeons, internists, 
surgeons, and vascular surgeons, not wound care 
specialists. It is therefore important that wound 
management clinicians have a distinct identity, 
and specialists be viewed as “woundologists.” 

Team-based health care models should be 
predicated on the following parameters: 
shared goals, mutual trust, clear tasks, effective 
communication, and established measurable 
processes and outcomes. 

HOLISTIC MEDICINE AND 
CHRONIC WOUNDS 

Holistic medicine is an integrative 
methodology that incorporates an array of  
various therapies to treat the patient as a  
“whole” (i.e., physically, mentally, and 
emotionally). A common mantra is to “treat the  
whole patient and not just the hole in the leg”.  
Chronic wounds can last several months to  
years. When these pathologies remain unhealed,  
it can cause an overall loss of function, reduced  
mobility, and decreased quality of life. Patients  
often succumb to infections that may necessitate  
amputations. The increase in an aging population  
and chronic disease emphasizes the need for 
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wound management to incorporate a more 
holistic approach. Optimal patient outcomes are  
largely predicated on a timely and accurate 
diagnosis. Patient-centered factors, including 
nutrition, obesity, uncontrolled infection, 
tobacco use, vascularity, pain, anemia, 
medications, and diabetes management, 
among others, can all obstruct healing.3 Once  
these parameters are assessed, a treatment 
plan can be implemented based on a patient/
wound specific criteria. It should be noted that  
patient adherence to the treatment plan is  
strongly correlated to positive outcomes.3 
These algorithms should be agreed upon 
between the patient and the healthcare team.  
Holistic treatment pathways should include the  
patient’s overall function, homecare setting, 

and a comprehensive risk assessment.3 Clear 
and direct communication will increase the  
likelihood that patients adhere to treatment 
plans.3 Some challenges with a multidisciplinary 
team include a discrepancy on values of 
autonomy and self-sufficiency. Additionally, 
the transition of many clinicians to evolve from 
“soloists” entities to members of a dynamic 
team may take time with a potential learning 
curve. Specialists generally function in silos: each  
clinician has a role and often “waits their turn” to  
perform a specific skill set. Direct communication 
between specialists is often lacking.

These challenges can be addressed by  
creating a team dedicated to wound 
management. This can be established by 
encouraging participation in multidisciplinary 

rounds. This fosters direct communication 
among different specialties to discuss, in real 
time, a patient plan of care and treatment 
decisions. Unfortunately, multidisciplinary 
care is often viewed as several disciplines 
working in parallel, with independent goals. 
This must change. One way of addressing 
this issue is to consider a transdisciplinary 
approach. This methodology connotes an 
organizational strategy that crosses many 
disciplinary boundaries, thus allowing team 
members to function more effectively and 
can provide patients with comprehensive 
treatment protocols (Figure 1).4 The Denver 
Health and Hospital Authority developed a 
situational briefing system called “SBAR” which 
is an acronym for Situation, Background, 
Assessment, and Recommendation.5 This 
system aids in communication on a patient’s 
condition that requires immediate attention 
(Figure 2).5 It streamlines all pertinent patient 
information to every team member and for 
information to be transferred accurately. By 
encouraging collaboration, multidisciplinary 
teams are better able to work synergistically to 
promote an organizational culture of patient-
centered care. Another potential solution 
is to create a weekly or monthly forum for 
interdisciplinary education that could include 
a variety of health care disciplines that 
collaborate through joint planning, decision-
making, and goal-setting (Figure 3).6 

The importance of incorporating a  
multidisciplinary culture cannot be 
underestimated. No single person or specialty 
can provide all the services needed in patients 
with chronic wounds. Chronic wounds increase 
the cost and complexity of treatment pathways 
for clinicians, patients, and their families 
(Figure 4).7  S
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Figure 2. SBAR system can provide a framework for communication between respective wound management specialties.5
Figure 3: Framework for Action on Interprofessional 
Education & Collaborative Practice.6

Figure 1. Synchronizing multidisciplinary networks for optimal patient care. Adapted from Sumpio et al. (Sumpio 2004)
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In Denmark, a multidisciplinary team integrated 
vascular intervention and wound management 
which resulted in a 75% reduction in lower 
extremity amputations.8 Increased healing 
rates may translate to more efficient use of 
resources. Standardized treatment provided by 
multidisciplinary wound care teams could lower 
costs and improve chronic wound healing in 
nursing homes.9 

The intensely hierarchical configuration 
of many health care institutions is 
counterproductive to a well-functioning and 
effective team where all members’ views 
and concerns are considered. A paradigm 
shift should move away from the “discipline” 
hierarchy approach to a patient-centered 
one in which the competencies for patient 
care are designed and crafted for individuals 
depending on their level of responsibility. 
To optimize patient care and outcomes, the 
medical hierarchy needs to be balanced in favor 
of a system that promotes dialogue and open 
communication. Implementing a feedback 
protocol is vital to promote a cohesive and 
collaborative medical team. Additionally, team 
“debriefing” sessions can assess and improve 
after-action procedures or policies. By including 
all members of the team, a focus can be 
placed on continually improving overall patient 
outcomes and encouraging multidisciplinary 
collaboration to reduce team conflict.10 
Developing procedural checklists can also bend 
the hierarchy curve and establish a continuum 
of care. Trust among team members must be 
at the forefront; clinicians need to leave their 

“egos at the door.”
A holistic wound management cycle 

encompasses a consistent method of treating 
all chronic wounds, from arriving to a diagnosis 
to follow-up appointments.3 It is based on the 
identification of wound characteristics (or other 
pertinent symtomatology) to guide diagnostic 
pathways, understanding the principles of 
wound assessment, adequate patient and 
wound bed preparation, appropriate treatment, 
and proactive follow-up visits to help prevent 
recurrence.3 The steps in a holistic approach are 
not linear and should be repeated if the wound 
stagnates and displays no sign of healing.3 

Timely and accurate wound diagnosis is 
the first key step in formulating the proper 
treatment pathway of a chronic wound. Yet, 
making a correct diagnosis can be difficult due 

to potential involvement of numerous patient 
comorbidities and etiologies. Therefore, the 
center of every holistic “team” is the patient. 
This necessitates the need for a global 
framework when treating a patient’s local 
and systemic factors. Local factors refer to 
causes that directly affect the characteristics 
of the wound site itself. Systemic factors are 
related to the general overall health or disease 
state of the individual, which affects healing 
ability.3 A systematic approach to treating 
chronic wounds is imperative for optimal 
chronic wound outcomes. Clinical practice 
guidelines are frequently convoluted, complex, 
and at times difficult to follow. The wound bed 
preparation “DIME” model (devitalized tissue, 
infection/inflammation, moisture balance, 
wound edge, and depth) represents a powerful 
patient centered algorithm (Figure 5).11 It 
promotes accelerated endogenous healing and 
removes factors that hinder wound repair.11-13 
The first step of the wound bed preparation 
(WBP) model is to assess the patient and treat 
any comorbidities prior to wound treatment 
to eliminate potential wound healing barriers. 
A sequential approach and utilization of 
advanced wound therapies in tandem could 
lead to treatment pathway synergism.12,13 
In patients with diabetes, modifying the 
treatment plan should be considered if there is 
< 50% change in wound size in 4 weeks or the 
wound has stalled or not changed in a 2-week 
period.12,13

Patients can also experience severe 
physical and emotional distress due to 
social isolation.14 Providing integrative 
(holistic) wound management involves 

Figure 4. Scaling team-based care with the increase of chronic conditions.7
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Figure 5. DIME (devitalized tissue, infection/inflammation, moisture balance, and wound edge and depth).11
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addressing physical, psychosocial, and 
spiritual components of the whole person.14 
The Seven Balance Point Model includes 
holistic considerations that include sleep, 
nutrition, exercise, emotional, spiritual and 
social well-being.14 Nutrition is an important 
facet of the holistic care model. There are 
several factors that subject elderly patients 
to nutritional deficiencies which include 
medical comorbidities, physiological decline, 
psychosocial, and socioeconomic conditions.15 
However, one of the leading causes of 
malnutrition in the elderly population is the loss 
of appetite.15 This can make it difficult for these 
patient populations to meet their metabolic 
needs especially when these demands are 
increased by the presence of chronic ulcers.15 
It is critical for clinicians to screen for 
malnutrition in elderly populations by using the 
“Mini Nutritional Assessment” guideline.15 

The quality of life of patients with chronic 
wounds could be negatively affected by 
procedural or chronic pain, sleep disturbance, 
social, and emotional concerns.14 Integrative 
therapies could include biofeedback relaxation 
techniques (BRT), guided imagery, evidence-
based dietary supplements, and medical grade 
honey among others.14 Rice et al conducted 
a randomized study of 32 patients that found 
when combined with standard care, patients 
who received BRT had increased healing 
rates.16 Results showed a higher healing rate 
in patients who used biofeedback-assisted 
relaxation techniques than in persons who 
did not (87.5% versus 43.8%, P <0.002) over 
4 to 12 weeks; 21 patients were reported to 
be clinically positive healers, and 11 patients 
were reported as non-healers.16 Integrating 
adjunctive therapies can potentially help 
jumpstart the healing process. 

CONCLUSION
Regardless of wound type or etiology, a 

holistic methodology should be implemented 
focusing on patient-centered concerns. Early 
and accurate diagnosis is the first critical step 
to ensure appropriate treatment pathways. 
However, arriving at the correct diagnosis can 
be a difficult task in the presence of numerous 
patient comorbidities and etiologies. The 
major tenants of a team-based health care 
methodology should include the following: 
mutual trust, shared goals, effective 
communication, and measurable processes 
and outcomes.7 Standardized multidisciplinary 

team-building protocols should be established 
that transcend and replace current traditional 
wound management practices. 

Wound bed preparation prior to treatment 
pathways is a well-established, evidence-based  
principle of wound care. It involves appropriate 
debridement, managing infection and persistent  
inflammation, moisture balance, and optimizing  
the wound edge. Patients with chronic wounds 
should undergo a nutritional assessment as 
part of their general wound management 
evaluation. Many integrative health and 
medical practices may have value in promoting  
wound healing, reducing pain, and promoting 
general health and peace for chronic wound 
patients. Proactive follow-up appointments are 
critical to prevent chronic wound recurrence 
and is an integral component in holistic wound 
and patient management cycle. 
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