NEW AND NOTABLE

A review by Barbara Bates-Jensen, RN, CETN
Master’s Candidate, UCLA Scheol of Nursing

New Pressure Ulcer Status Tool

hrough the Delphi Technique, a new tool was

developed to assess the status of pressure ulcers.
Further refinement of the tool’s validity and reliability is
on-going and will be reported along with a description
of the Delphi Technique in a later issue of Decubitus.

PRESSURE SORE STATUS TOOL
Instructions for Use

General Guidelines:

This tool consists of 13 iterns designed to determine
pressure sore status. Fill out the attached rating sheet
to assess a pressure sore’s status after reading the defi-
nitions and methods of assessment described below.
Evaluate the pressure sore once a week and whenever a
change occurs in the wound. Rate the pressure sore
according to each item by picking the response that
best describes the wound and entering that score in the
items score column for the appropriate data. When you
have rated the pressure sore on all items, determine the
total score by adding together the 12-item scores. The
HIGHER the total score, the more severe the pressure
sore status.

Specific Instructions:

1. Size: Determine by measuring the longest and the
widest aspect of the exposed wound surface in cen-
timeters; multiply length X width.

2. Depth: Partial thickness involves the epidermal and
the dermal skin layers. Full thickness involves
deeper tissue layers — subcutaneous fat, muscle,
tendon and bone.

3. Edges: Edges that are not attached to wound base
describes a wound with sides or walls, as well as
edges and a base. Edges that are attached and flush
with wound base describes wounds that do not
have sides or walls. Rolled under, thickened edges
are soft to firm to touch. Hyperkeratosis is the
callous-like tissue formation around the wound.
Fibrotic, scarred edges may feel hard to touch.

4. Undermining: Assess by inserting a cotton-tipped

applicator under the wound edge, advance it as far

as it will go without using undue force, raise the tip
of the applicator so it may be scen or felt on the
surface of the skin, mark the surface with a pen and
measure the distance from the mark on the skin to
the edge of the wound, and use a transparent, cir-
cular measuring guide divided into four pie-shaped
quadrants to help determine percent of wound
involved.

. Necrotic Tissue Types: Yellow slough may vary
from a thin, mucinous substance to thicker loose,
stringy necrotic tissue, Fibrin slough may be normal
in some phases of wound healing and may appear

o

10.

11.

as a paler yellow substance scattered through the
wound bed. Eschar may be soft or hard and varies
in color from light to dark black.

. Necrotic Tissue Amount: Use a transparent, circu-

lar measuring guide divided into four pie-shaped
quadrants to help determine percent of wound
involved.

Not adherent

ioosely attached to wound
tissue.

necrotic tissue is firmly
attached to tissue in center
or hase of the wound.
necrotic tissue is attached to
the edges of the wound.

"

Adherent

Firmly adherent

. Exudate Type: Some dressings interact with wound

drainage to produce a gel or liquid, so before assess-
ing exudate, gently cleanse the wound with normal
saline or water.

. Exudate Amount;

defined as wound with no

measurable exudate but is

moist.

Small = defined as 1 to 4 cm sq. on
gauze-type dressing once
to BID or 1 to 4 em sq.
on semi-permeable mem-
brane or hydrocolloid with
dressing changed every four
days.

Moderate = defined as 4 to 10 em sq. on
gauze-type dressing BID to
TiD or 4 to 10 cm sq. on
semi-permeable membrane
or hydrocolloid with
dressing changed every
four days,

Large = defined as 10 cm sq. on
gauze-type dressing changed
every 4 hours or more or
10 cm sq. on semi-permeable
or hydrocelloid with dress-
ing changed every 2 days or
more frequently,

Skin Color Surrounding Wound: Dark-skinned per-

sons show the colors bright red and dark red as

a deepening of normal ethnic skin color. As healing

occurs in dark-skinned persons, the new skin is

pink in color and may never darken.

Peripheral Tissue Edema: Non-pitting edema may

appear as skin that is shiny and taut. Pitting edema

can be identified by firmly pressing a finger down
into the tissues and waiting for five seconds; upon
release of the pressure, the tissues fail to resume

previous position and an indentation can be seen.

Peripheral Tissue Induration: Induration is

defined as abnormal firmness of tissues with defi-

hite margins and may be assessed by attempting to
gently pinch the tissues. Induration results in an

inahility to pinch the tissues. Use a transparent, cir-
cular measuring guide divided into four pie-shaped

Scant, moist
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qguadrants to help determine percent of wound area

mmvolved.

12.

Granulation Tissue: Granulation tissue is the

growth of small blood vessels and connective tissue

in a full-thickness wound. Granulation tissue is

healthy when bright to beefy red in color. Poor vas-
cular supply in new granulation tissue may be seen
as pink to dull, dusky red color,

13. Epitheliatization: Epithelialization is defined as the

process of epidermal resurfacing and appears as
pink or red skin. In partial-thickness wounds it can
occur throughout the wound bed as well as from
the wound edges. In full thickness wounds it occurs

from the edges only. Use a transparent, circular

measuring guide divided inte four pie-shaped quad-
rants to help determine percent of wound involved.

PRESSURE SORE STATUS TOOL

Compiele the sating sheet to assess pressure sore status. Evaluate cach item by picking the response that best

NAME

describes the wound and entering the score in the Hem scors column for the appropriate date.

Location

Circle appropriale sile description, identify right {R) or Jeft (L) side & use "X"to mark sitc on body diagrams:

Item

Assessment

Date

Score

Score

Score

7. Exudste
Type

1 = None or bleeding

2 = Serosanguineous

3 = Serous: thin, walery, elear
4 = Pumulent:  thick, opaque, tan

. Shoulder e Scapuia
Thoracic spine _____ Eibow 5 = Purulent: green with offensive odor
Hip . Sacrum & Caccyx N
Frochanter Ischial Tuberosity 1 8 Exudate | 1= Noaz
Medial knee Tateral knee ? Amount 2 = Scanl, moist
Medial ankle . Lateral ankle 3 = Small
Heel Other 4 == Moderate
— —--- mm— 5= Large
9. Skin 1 = Pink or nonmal for ethnic group
Ttom Assessment e pue [ olor 2 = Bright red &for blunches te touch
Sur- 3 = White or groy pallor, hypopigmented
Scorc | Score | Score rounding | 4 = Dark red or purple &for non-blanchabie
Yound 5 »= Black, hyperpigmented
1. Size 1 = Length x widih < 2 cmsq.
2 ength % width 2 - 4 emsq. 10. Periph- 1 = Minimal swelling around wound
3 englh x width 4.1 - § cmsq. eral 2 = Non-pitting cdems eatends < 4 em around wound
4 = Length x width 6,1 - 10 cmsq. Tissue 3 = Non-pitting edema extends > 4§ em around wound
ngth = width > (0 emseg, Edema 4 = Pitting edeima exteads < 4 om argund wound
5 == Crepitus &for pitting edema eXtends > 4 em
2. Depth I = Tissues inflamed &for damaged, no break in skin
sucface. 11, Periph- 1 = Minimal firmness arcund wound
2 = Pattial thickness, superficial, fiush with &for clevated eral 2 = Inducation < 2 ¢ around wound
above skin surlace Tissue 3 = Induration 2-4 cm extending < 50% aronnd wound
3 = Full thickness with subcutancous fat &for mixed Indura. 4 = Jnduralion 2-4 cm extending > 50% around wound
pattial and full thickness &for obscured by necrosis lion 3 = Induration >4 ¢m
4 = Tull thickness with muscle &for terdon .
5 = Full thickness with bone &for joint 12. Gramu- - 1o Skin intact
lation 2 = Brighl, heely red; covers 75% to 0% of wound &for
3. Edges 1 = Indistinet, dilfuse Tissue overgrowih of sissue
2+ Distinct, attached and flush with wound base 3 = Bright, beofy red; covers < 75% & > 23% of wound
3 = Well-defined, not attached 10 wound base 4 = Pink, &for dull, dusky red &lor covers < 25% of
4 = Rolled under, thickencd wourd
§ = Fibrotic, scarred or hyperkeratotic 5 = No granulation tissue present
4. Under- I = Undermiming < 2cem $3.Epilhe- b= 100% of wound covered, surface intact
mining 2 = Undermining 2-4 cm invelving < 50% wound margins lializa- 2 =T75% 10 < 0% of wound covered &for cpithelial
3 = Undermining 2-4 ¢m involving > 50% wound margins tion fissue cxiends > 0.5 cm inte wound bed
4 = Undermining > 4 em 3 = 50% lo < 75% of wound covered &for epitheliul
5 = Tunncling &lor sinus tract formation ussue exleads to < 0.5cm into wound bed
4 = 25% 10 < 50% of wound covered
3. Neerotic 1 = Noge present 3 = < 25% of wound coverad
Tigsue 2 = White &/or grey non-viable tissue
Type 3 = Yellow slough TOTAL SCORE
4 = Soft black eschar
5 = Hard black eschar NURSE INITTALS
6. Neerotic 1 = Nene present . .
Tissue | 2 = < 25% of wound bed covered Tnitials Signatures and Status Iniizls Signatures and Status
Anount 3 = 25% to 50% of wound covered &for not adherent
4 = > 50% and < 75% of wound covered &for adherent
5 = 75% to 100% of wound covered &for Bemly adhoren;
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Plot the PSST total score on the Wound Status Gontinuum by putting an X on the line and the date beneath the line. Muftiple scores may be plot-
ted with their dates in order to see at a glance the regeneration or degeneration of the wound.
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