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Abstract

The WOUND-Q is a modular patient-reported outcome measure (PROM) with

13 scales measuring constructs across 4 domains (i.e., wound characteristics, health

related quality of life, experience of care and wound treatment). The psychometrics

of the WOUND-Q were previously assessed and the 13 scales evidenced good valid-

ity and reliability. However, the responsiveness (i.e., ability to detect clinical change)

of the WOUND-Q has yet to be assessed. The objective of this study was to evaluate

responsiveness for 9 WOUND-Q scales that assess outcomes, in a sample of people

18 years of age or older with chronic wounds that were present for at least

3 months. This study conducted a 4 month follow-up of 421 participants who com-

pleted the WOUND-Q as part of a previous psychometric study. Participants com-

pleted an online survey answering questions about their current wound state

(e.g., number, type, size, smell, drainage), anchor questions about change, as well as

the WOUND-Q scales that they had completed in their initial assessment. Pre-

defined hypotheses were tested with a 75% acceptance threshold indicating suffi-

cient evidence of responsiveness. Minimally important differences (MIDs) were also

calculated using both anchor-based and distribution-based methods. Of 390 invited

participants, 320 provided responses, ranging in age from 19 to 84 years. Acceptance

of hypotheses ranged from 60% to 100%, with only the Symptom scale not meeting

the 75% threshold. The findings of this study provide evidence that the WOUND-Q

can validly measure clinical change in patients with chronic wounds.
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1 | INTRODUCTION

Approximately 2.21 out of 1000 people are affected by chronic

wounds.1 The aetiology of chronic wounds varies, and can include

vascular ulcers, diabetic ulcers and pressure ulcers. Treatment for

chronic wounds is complex, further complicated by a lack of evidence

for the efficacy of many wound care products.2 Patient-reported out-

come measures (PROMs) are useful tools providing the patient per-

spective on outcomes that can contribute to both clinical care as well

as evidence on treatment efficacy.3–5 PROMs can be used in clinical

care for chronic wounds to capture the outcomes that are otherwise

important to patients but often not readily observable (e.g., pain, qual-

ity of life and burden of disease).6 To be useful, PROMs must follow

rigorous international guidelines, and evidence both reliability and

validity to ensure these tools accurately measure the constructs that

they intend to.7–9

The WOUND-Q is a PROM developed for people aged 18 years

of age or older with any type of chronic wounds.10,11 This instrument

is comprised of 13 independent scales measuring 4 domains: wound

characteristics, health-related quality of life (HRQL), experience of

care, and wound treatment. The validity and reliability of the

WOUND-Q was assessed in an international sample of 881 partici-

pants demonstrating that the PROM measures the constructs accu-

rately within its intended target population. Further evidence of these

properties for the WOUND-Q was evidenced in a study of 421 partici-

pants from 22 countries.12 As part of this later study, 2 new scales

measuring Function and Symptoms were shown to be reliable and

valid in a subset of 233 participants with chronic lower extremity

wounds.13 New scales added to the WOUND-Q increase its compre-

hensiveness by addressing important gaps. Figure 1 shows the

expanded WOUND-Q conceptual framework.

In a 2023 systematic review of PROMs that have been used to

assess patients with chronic wounds, the WOUND-Q was rated as

‘very good’ for PROM design14. The Consensus-based Standards for

the selection of health Measurement Instruments (COSMIN) used in

the aforementioned review provides guidelines for the assessment of

PROMs. During development of the WOUND-Q, most psychometric

properties rated by the COSMIN guidelines were assessed including

content validity, internal consistency, and construct validation.10

A subsequent study further assessed the construct validity and test–

retest reliability of these scales, as well as reported on their associated

smallest detectable change.12

To date, there have been no studies assessing the responsiveness

(i.e., ability to detect clinical change) of the WOUND-Q. This measure-

ment property can be assessed by testing a priori hypotheses about

expected differences or relationships in the change score of a

PROM.9,15 Notably, it is important for a PROM to be able to detect

clinical change for its application in clinical trials, and clinical practice

where users are interested in monitoring improvement or deteriora-

tion of outcomes over time.

The objective of this study was to evaluate responsiveness of

9 WOUND-Q outcome scales (‘Assessment’, ‘Drainage’, ‘Smell’,
‘Sleep’, ‘Life Impact, ‘Social’, ‘Psychological’, ‘Function’ and ‘Symp-

toms’) in a sample of people 18 years of age or older with chronic

wounds that were present for at least 3 months. The WOUND-Q

scales that assess experience of care and wound treatment were not

included as part of this study. This study also reported on the magni-

tude of change and minimally important difference (MID) for each

WOUND-Q scale to aid in their interpretation.

2 | METHODS

This study included 421 participants who completed the WOUND-Q

as part of a psychometric study conducted in September 2022.12 This

sample was recruited using the online crowd working platform Prolific

Academic (www.prolific.com). Data collection was done in REDCap

(Research Electronic Data Capture). This study complies with the

F IGURE 1 WOUND-Q conceptual framework.
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1975 Declaration of Helsinki. Ethics approval was obtained from the

Hamilton Integrated Research Ethics Board at McMaster University

(#14946). Informed consent was obtained from all participants for this

portion of the study.

2.1 | Participants

Eligibility criteria for the WOUND-Q psychometric study included:

persons aged 18 years or older, with a chronic wound (present for at

least 3 months) of any type, in any anatomic area, who were able to

read, write and speak English.12 Participants who completed the psy-

chometric study were eligible to complete this follow-up study,

approximately 4 months after the initial survey. A timeframe of

4 months was chosen as this was felt to be the approximate duration

required to expect a small but important change in the wound

construct(s) being measured based on the authors clinical experience

managing various chronic wounds. Participants were compensated at

a rate of £11.14/h through Prolific. A total of 390 of the 421 partici-

pants from the psychometric study were invited. Notably, 31 partici-

pants who responded “not sure” when asked for the type of chronic

wound they had were not invited to take part in the responsiveness

study. Data were collected using REDCap between December 2022

and January 2023.16,17

2.2 | Data collection

Data on demographics, wound characteristics, wound symptoms, and

wound treatment were collected as part of the initial psychometric

study. This study utilised both distribution-based and anchor-based

methods for assessing MIDs in PROMs,18,19 and adhered to the COS-

MIN guidelines for assessing responsiveness.9,20 Data collected during

the initial psychometric study were shown to participants at the time of

the follow-up survey to remind them of the state of the construct at

the time of initial survey.

Clinical variables collected from participants in the follow-up

study included: current state of wound compared to 4 months ago

(a lot worse, a little worse, about the same, a little better, a lot better,

completely healed), wound size (length, width, and depth), amount of

drainage (none, a little, moderate, a lot), amount of smell (no smell,

faint, moderately strong smell, very strong smell), interference with

sleep (never, sometimes (1–2 nights a week), often (3–4 nights a

week), very often (5–7 nights a week)), number of old wounds, num-

ber of new wounds, type of wound(s) (e.g., Diabetic foot ulcer, Venous

ulcer, Arterial ulcer, Pressure ulcer, wound caused by surgery, wound

caused by radiation, wound caused by trauma or injury, Hidradenitis

suppurativa, Pilonidal cyst/disease), wound location (face or neck,

hand, arm, shoulder, chest, abdomen, back, buttocks, genitals, leg,

foot, toe(s)), number of visits to a healthcare professional in past

month for the chronic wound, number of overnight stays in hospital in

past month because of chronic wound, and use of new treatments

since the initial survey (yes, no, I am not sure). Before answering each

WOUND-Q scale, participants were reminded of their answers to the

following questions from their initial survey: wound size, amount of

drainage, smell, sleep interference, pain, interference with emotional

well-being, social life, and ability to participate fully in life.

2.3 | Outcome measures

2.3.1 | WOUND-Q

The WOUND-Q scales function independently, with respondents

answering items on a 4-point scale. Scales are available in multiple lan-

guages. This study only used the English version of the scales. All scales

scores were converted to a linearized Rasch transformed score from

0 (worst) to 100 (best). Missing data was imputed with the mean of the

completed scale items, if less than 50% of the scale's item responses

were missing. The recall period for all scales is the past week. ‘Assess-
ment’ (concern about the wound), ‘Drainage’ (bothered by drainage),

‘Smell’ (bothered by the smell), ‘Life Impact’ (interfere with quality of

life) scales all include the response options ‘very much’, ‘quite a bit’, ‘a
little bit’, and ‘not at all’. For this study, participants completed up to

9 scales from the WOUND-Q (‘Assessment’, ‘Drainage’, ‘Smell’, ‘Sleep’,
‘Life Impact, ‘Social’, ‘Psychological’, ‘Function’ and ‘Symptoms').10 The

Function and Symptoms scales were originally developed as part of the

LIMB-Q, and these scales have been recently validated in a population

of people who have chronic lower extremity wounds.13 Only partici-

pants who reported a wound located on the toe, foot, ankle, or leg com-

pleted the Function and Symptoms scales. Also, the ‘Drainage’, ‘Smell’
and ‘Sleep’ scales were only provided to those who completed these

scales as part of the initial baseline study.13 Scales used branching logic

so only those individuals who reported an issue with the construct at

time of the initial survey completed the follow-up scale.

2.3.2 | EQ-5D-5L

The EQ-5D is a generic measure of HRQL that has been validated for

use in populations with chronic wounds.21–25 This measure is com-

prised of five questions that address mobility, self-care, usual activi-

ties, pain and discomfort, and anxiety and depression. Each dimension

has five levels of severity and is rated based on today. Utility scores

are calculated for each dimension as well as an overall global score

of HRQL.

2.4 | Analysis

2.4.1 | Responsiveness validation

To assess responsiveness, we proposed pre-defined hypotheses (pro-

vided in Table 1). COSMIN guidelines consider acceptance of 75% or

more of hypotheses by scale sufficient for validation purposes.9 Dif-

ferences between categorical variables were assessed using ANOVA
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or independent T-test. Correlations were assessed using Pearson cor-

relation coefficients. Correlation hypotheses are in accordance with

COSMIN criteria with correlations expected as follows: ≥0.5 between

change scores in instruments measuring similar constructs; 0.3 and

0.5 between changes scores in instruments measuring related but dis-

similar constructs; and <0.3 between change scores in instruments

measuring unrelated constructs.20 All EQ-5D dimensions were consid-

ered to be dissimilar with an expected correlation between 0.3 and

0.5. Statistical significance was considered p ≤ 0.05. Descriptive sta-

tistics were calculated for each scale by magnitude of change. Catego-

ries with fewer than 30 responses were excluded.

2.4.2 | Responsiveness Indicators

Group level

Differences between 4-month and baseline Rasch transformed scores

were assessed using paired-T tests for each scale. Two indicators of

responsiveness were also calculated: Kazis effect size (ES)26 and

standardised response mean (SRM).27 The ratio of ES/SRM was exam-

ined with larger values indicating greater responsiveness, and inter-

preted using Cohen's criteria as follows: 0.20, small; 0.50 moderate;

>0.80 large.28

Individual level

Responsiveness at the individual level was calculated as the signifi-

cance of each person's change in their own score.29 This calculation

was based on the following formula: (4 month score – baseline

score)/SEdiff where SEdiff = √(SE2baseline + SE24 month). Significant

change was then interpreted as: Significant worsening ≤1.96, Non-

significant worsening �1.95 to 0, No change =0, Non-significant

improvement 0 to +1.95, and Significant improvement ≥+1.96.29

2.4.3 | Minimally important difference

Two standard estimates of MID using distribution-based methods

were calculated for each scale: 0.5 SD of the change score, and 0.5

TABLE 1 Responsiveness hypotheses for WOUND-Q scale change scores.

Hypothesis

WOUND-Q scale change scores

Assessment Drainage Smell Sleep
Life
Impact Social Psychological Function Symptoms

The change in wound surface area

will negatively correlate with

change score for scale

Y** Y** Y** NA N NA NA N N

Improved wound state from 4 months

ago will have positive change

scores, change score magnitude will

increase with self-reported

improvement

Y** Y** Y** Y** Y** Y** Y** Y** Y**

EQ-5D overall change score will be

positively correlated (0.3–0.5) with

scale change score

NA NA NA NA Y** Y** Y** Y** Y**

EQ-5D mobility change score will

correlate negatively (0.3–0.5) with

scale change score

NA NA NA NA NA NA NA Y** NA

EQ-5D usual activities change score

will correlate negatively (0.3–0.5)
with scale change score

NA NA NA NA NA NA NA Y** NA

EQ-5D pain and discomfort change

score will correlate negatively (0.3–
0.5) with scale change score

NA NA NA NA NA NA NA NA N

EQ-5D anxiety and depression

subscale score will correlate

negatively (0.3–0.5) with scale

change score

NA NA NA NA Y** Y** Y** NA NA

Participants who report improvement

from 4 months ago will score

higher than those that report no

change

Y** Y** Y** Y** Y** Y** Y** Y** Y**

Proportion of hypotheses met 3/3 3/3 3/3 2/2 4/5 4/4 4/4 5/6 3/5

Note: Y, yes hypothesis met; N, no hypothesis rejected; NA, not applicable.

**p < 0.001.
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SRM.19 Finally, an anchor-based approach was taken to estimate the

MID for each scale based upon the criteria suggested by Devji

et al,30 where a 2-stage anchor question was used. Anchor questions

for each WOUND-Q scale were developed by the research team and

these questions are provided in Supplement S1 for use by

researchers in future research. First, participants were asked to

answer about change in the scale construct comparing now to the

baseline assessment (i.e., 4 months ago). Response options included:

less, equally, or more. If participants answered “less” or “more” they
were asked to assess the magnitude of that change using the

TABLE 2 Demographics and clinical characteristics.

n = 320 n %

Gender Woman 160 50.0

Man 157 49.1

Other gender 3 0.9

Education Some high school 6 1.9

Completed high school 39 12.2

Some college or trade school or university 61 19.1

Completed college or trade school or university degree 141 44.1

Some masters or doctoral degree 27 8.4

Completed masters or doctoral degree 46 14.4

Race Black 68 21.3

East Asian 3 0.9

Latin American 4 1.3

Middle Eastern 4 1.3

South Asian 5 1.6

Southeast Asian 4 1.3

White 215 67.2

Other 5 1.6

Multiple races 12 3.8

Financial stability Not at all difficult 71 22.2

A little difficult 103 32.2

Somewhat difficult 80 25.0

Very difficult 29 9.1

Extremely difficult 34 10.6

Prefer not to answer 3 0.9

Country Canada 11 3.4

Poland 14 4.4

Portugal 13 4.1

South Africa 64 20.0

United Kingdom 111 34.7

United States 63 19.7

Other 42 13.0

Prefer not to answer 2 0.6

Started new treatment in last 4 months No 252 78.8

Yes 61 19.1

Not sure 3 0.9

Missing 4 1.3

Wound state A little/A lot worse 19 5.9

About the same 51 15.9

A little better 82 25.6

A lot better 104 32.5

Completely healed 64 20.0

GALLO ET AL. 455
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following response options: small decrease/increase, but it is not

important to me, small decrease/increase, and it is important to me,

moderate decrease/increase and it is important to me, or large

decrease/increase, and it is important to me. The response options

of “small decrease/increase, and it is important to me” was consid-

ered a MID.

3 | RESULTS

Demographics and clinical statistics are shown in Table 2. Of the

390 participants invited, 320 provided responses (82% response rate).

Participants ranged in age from 19 to 84 years with a mean age of

39 years (SD ± 14). Most participants reported that their wound was

a little (26%) or a lot better (33%) than 4 months ago, with 6% report-

ing that their wound had gotten worse.

3.1 | Responsiveness validation

A summary of results for hypothesis testing is shown in Table 1,

detailed results are provided in the supplementary file (Tables S2 to

S3). The percent change in wound surface negatively correlated

(i.e. as wound got smaller, scale change scores increased) with

change scores (p < 0.001) on the Assessment (r = �0.3), Drainage

(r = �0.3) and Smell (r = �0.3) scales. The association between per-

cent change in surface area and change scores for the Life Impact

scale was negatively correlated (p = 0.02); however, the Pearson

correlation value was small (i.e., �0.2) and considered negligible. For

the current state of the wound (i.e., a little/a lot worse, about the

same, a little/a lot better, completely healed) there was a significant

difference between categories (p ≤ 0.002), with change scores for

all scales increasing with self-reported improvement in wound state

(Table S2). All correlation hypotheses between change scores for

EQ-5D global score, its subscales and the WOUND-Q scales were

met (Tables 1 and S3), apart from the relation between change

scores for the EQ-5D pain and WOUND-Q Symptoms scale

(r = �0.2, p = 0.002). Although the correlation was significant and

in the expected direction, the magnitude of the correlation was less

than expected. For the final hypotheses, the mean change scores

were compared between the ‘equally/same/no change’, and

improved group for each scale based on the anchor questions for

each scale. The groups that indicated they got worse in the scale

construct were not included due to small sample sizes in these

group. For all scale change scores, the group that reported improve-

ment in the construct had a greater change in scale score

(p < 0.001) than those that reported no change in the construct

(Table 3).

TABLE 3 Mean change scores for participants reporting improvement or no change to anchor questions for each scale.

WOUND-Q Scale change
score Anchor question Response N

Mean
changea SD SE

Assessment How concerned are you about this wound (e.g., size, drainage,

smell, pain) now compared to 4 months ago?

Less 230 19 18 1

Equally 75 4 13 1

Drainage How bothered are you by the drainage (fluid produced by

your wound) from this wound now compared to 4 months

ago?

Less 121 32 20 2

Equally 26 2 23 5

Smell How bothered are you by the smell from this wound now

compared to 4 months ago?

Less 92 31 24 3

Equally 34 2 20 3

Sleep How often does your wound(s) affect your sleep now

compared to 4 months ago?

Less 165 27 25 2

Same 57 2 20 3

Life impact How much does your wound(s) interfere with your life (e.g.,

close relationships, work/volunteer, social life, doing

activities you enjoy) now compared to 4 months ago?

Less 204 24 21 1

Same 106 2 16 2

Social With your wound(s) in mind, how is your social wellbeing (e.g.,

felt isolated, missed out on events) now compared to

4 months ago?

Same 148 4 24 2

Better 150 27 28 2

Psychological With your wound(s) in mind, how is your psychological

wellbeing (e.g., depressed, self-conscious, anxious,

frustrated) now compared to 4 months ago?

Same 139 6 17 1

Better 152 18 21 2

Function How difficult has it been to use (e.g., walk, moderate exercise)

your lower limb (e.g., foot, ankle, knee, leg) now compared

to 4 months ago?

Easier 92 23 19 2

Same 68 5 21 3

Symptoms How does your lower limb (e.g., foot, ankle, knee, leg) feel

(e.g., pain, swollen, numb, stiff ) now compared to 4 months

ago?

Same 64 0 17 2

Better 92 17 18 2

aAll differences statistically significant p < 0.001.
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3.2 | Responsiveness indicators

Mean score change over the 4-month period ranged from 15.4 to 28.9

(p < 0.001), with most of the sample scoring higher on the scales

(Figure 2). Effect sizes associated with significant change scores for the

scales were large ranging between 0.80 to 1.79 and 0.68 to 1.10 for ES

and SRM, respectively (Table 4). The number of patients at the individual

level showing significant change ranged between 79% and 93% (Table 5).

3.3 | Minimally important difference

Distribution based MIDs are shown in Table 3. Table 6 provides the mean

change score by the magnitude of change reported by the participants.

Thosewho reported ‘a small change, but it wasn't important to them’were

excluded from these analyses. Also, participants who reported that they

gotworse in the scale constructwere excluded due to small sample sizes.

4 | DISCUSSION

The WOUND-Q is 1 of only 2 PROMs used in chronic wounds that has

been shown to meet COSMIN standards for acceptable psychometric

properties.14 The findings of this current study further support the valid-

ity of the WOUND-Q, providing evidence on the responsiveness of this

instrument. Indicators of responsiveness and MID values were also pre-

sented to aid in the interpretability of the WOUND-Q.

For this study, responsiveness was assessed using a construct

rather than criterion approach, since a gold-standard instrument does

not exist for all scales in the WOUND-Q. The construct approach

involved testing hypotheses about difference between mean change

scores between sub-groups, as well as conducting correlations

between change scores for WOUND-Q scales and both the EQ-5D

sub-scale and global utility score. Eight of the WOUND-Q scales met

the COSMIN criteria of acceptance of 75% of the pre-defined hypoth-

eses based on change scores, providing evidence that these scales can

measure change over time.20 Only the Symptoms scale, where 3 of

the 5 hypotheses were accepted, did not meet this threshold. The

2 rejected hypotheses for this scale were correlation with the EQ-5D

pain and discomfort item, and correlation with wound size change. It

is likely the correlation with the EQ-5D pain and discomfort item is

not as high as predicted as only 3 of 10 items in the scale focus on

pain (i.e., at rest, when touched, weight bearing). In addition, the mea-

surement of wound size in this study was self-reported and may not

be accurate. Further assessment of the validity of change scores for

the Symptoms scale is warranted.

F IGURE 2 Mean score by scale at baseline (T1) and 4-month (T2).
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In this article, we present multiple MID values based on both dis-

tribution and anchor-based approaches, with MID values varying by

method. Applying multiple approaches is supported by Revicki et al18

who noted that MID values may vary by both population and applica-

tion. There also has been some arguments to incorporate more of a

patient perspective in MIDs.31 The values in this analysis should also

be interpreted with caution as a stronger estimate of MID would be

provided when derived from multiple studies that report MIDs.18

Table 7 provides an overview of the MID and responsive indicator

methods used in this article and their limitations.

TABLE 5 Individual level change for each scale.

Scale N

Significant
worsening

Non-significant
worsening

No
change

Non-significant
improvement

Significant
improvement

Total significant
change

n % n % n % n % n % n %

Assessment 244 20 8 3 1 11 5 5 2 205 84 225 92

Drainage 132 5 4 4 3 10 8 2 2 111 84 116 88

Smell 99 8 8 3 3 9 9 4 4 75 76 83 84

Sleep 173 19 11 0 0 13 8 0 0 141 82 160 93

Life impact 212 17 8 2 1 18 9 6 3 169 80 186 88

Social 166 18 11 2 1 28 17 5 3 113 68 131 79

Psychological 178 25 14 13 7 15 8 10 6 115 65 140 79

Function 98 4 4 7 7 2 2 9 9 76 78 80 82

Symptom 101 12 12 6 6 6 6 9 9 68 67 80 79

TABLE 6 Mean change scores for

each scale by magnitude of change. Scale
Magnitude of
important change N

Mean change
score SD SE

Assessment Small 54 11 17 2

Moderate 44 14 14 2

Large 101 24 16 2

Drainage Small 19 23 20 5

Moderate 18 21 16 4

Large 73 36 19 2

Smell Small 12 3 17 5

Moderate 11 19 18 5

Large 54 39 23 3

Sleep Small 33 15 21 4

Moderate 30 22 25 5

Large 70 36 25 3

Life Impact Small 33 17 20 4

Moderate 35 20 19 3

Large 107 29 22 2

Social Small 28 17 27 5

Moderate 27 30 32 6

Large 83 30 27 3

Psychological Small 35 10 17 3

Moderate 40 12 20 3

Large 69 24 22 3

Function Small 20 14 12 3

Moderate 25 20 16 3

Large 40 30 18 3

Symptoms Small 16 10 12 3

Moderate 24 13 16 3

Large 49 22 19 3
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An important consideration when applying traditional classical

test theory methods to Rasch developed scales is that error is not uni-

form across a Rasch scale, with precision greatest at the centre and

lowest at the ends of the scale. Therefore, MID values are dependent

upon the person location on the scale. MIDs may vary depending on

baseline score especially when examining change at the individual-

level. However, the main issue with the MID anchor-based calcula-

tions presented in this article is precision. To be consider a precise

estimate of a MID based on criteria from the credibility assessment

tool, the MID must be representative of at least 150 patients or have

a precision estimate of a minimum of 25%.30 Our estimates did not

meet either of these criteria, and therefore further work in a larger

sample of patients who have smaller changes in the state of their

chronic wounds is required for the anchor-based method. The values

presented in this article should thus be only considered exploratory

and used as a guide to help with interpretation of change scores in

the WOUND-Q.

This study has 4 key limitations. First, the wounds reported by

participants were smaller in comparison to those typically observed in

a clinical setting. This smaller wound size likely made the follow-up

time longer than ideal for detecting an MID. Second, wound size was

self-reported, and the accuracy of the measurements is unknown.

However, participants were reminded of their initial wound dimen-

sions reported in the base survey, and asked to answer a question

about whether their wound was bigger or smaller to help ensure the

consistency of metric. Third, temporally follow-up time was not con-

sidered optimal to determine an MID however due to the complex

nature of chronic wounds this timeframe was thought to be clinically

appropriate.30 The 4-month follow-up likely resulted in a smaller

group of patients who reported ‘a small but important change in their

wound’, limiting the ability of this study to calculate a precise anchor-

based estimate of the MID for the WOUND-Q scales. Further work

should examine earlier time points, as small but important differences

may occur earlier from the patient perspective. Fourth, this study

recruited from an online platform with participants self-reporting that

they had a chronic wound therefore diagnosis could not be verified.

We excluded anyone who was unsure of the type of wound they had,

but future work could include examining responsiveness and MIDs in

a clinical setting to verify results.

Ultimately, this work fills an important gap in the psychometrics

properties examined so far for the WOUND-Q providing initial evi-

dence of its responsiveness. This evidence provides support for the

use of the WOUND-Q examining change in both longitudinal studies

and clinical applications. More information about the WOUND-Q can

be accessed at qportfolio.org/woundq.
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