
Sample “As is” process map for the recording and
sharing of wound care information

Surgical Wounds

The patient has 
surgery

The surgical team 
documents surgery in 

hospital EPR

Patient discharged and a discharge
note is sent electronically to the GP
where it is loaded into the GP system 

via DocMan

The patient's wound 
becomes infected

District nurse, visiting patient for routine 
dressing change notices infection and 

lets GP know
The GP prescribes 

antibiotics

District nurse gets copy of 
discharge note and sees details

of surgery

Treatment plan agreed and
series of visits scheduled to 

implement plan



District Nursing team 
receives referral and 

schedules 
appointment

Series of district nurse visits 
to carry out actions specified 
in the care and support plan

Sample “As is” process map for the recording and
sharing of wound care information

Self-managed wound that doesn’t heal

65-year-old 
Patient grazes 

their leg

Patient self-
treats 

for three days

Patient seeks advice from 
local pharmacist who advises 
the patient should see GP in 

three days if wound is not 
healing

Patient gets appointment 
with GP who takes clinical 
history and makes referral 

district nursing team

District nurse visit: ABPI confirms no 
significant arterial disease, therefore safe 

for patient to partake in compression 
therapy. Referral to Vascular service

Vascular service 
sees patient and 

takes clinical history

District nurse gets copy of 
discharge note and sees 

details of surgery

Wound heals, end of 
episode note sent to the 

patients GP

Vascular service 
sees patient and 

takes clinical history



Sample “As is” process map for the recording and
sharing of wound care information

Chronic wound

Palliative care
patient is

diagnosed with
new wound on 

his foot

Pallative care 
nurses refer to 

podiatry service
Initial podiatry 
assessment

Referral 
to MDT

Outpatient MDT 
appointment

Podiatrist agrees 
treatment plan


