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Learning Objectives
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1. Explain the importance and frequency of accurate wound

assessments

2. Describe common data collection and documentation forms,
and why and how to use them
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3. Understand how to assess common wound characteristics
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WOUND ASSESSMENT AND DATA
COLLECTION AND DOCUMENTATION

Program

Care

i®)
c
=)
(ED
c
c
Q
(@)
()
o
—
(%)
%.)
de
+—
>
o
wn

—
w
—




What is Wound Assessment?

= Systematic process of assigning numbers or grades to the
wound/wound characteristics during an examination. This
process includes:
Tests:
Wound/wound characteristics are measured/assessed
Examination:
Process of determining the values of the tests
Evaluation:

Process of making clinical judgments based on the data obtained
from the exam
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Wound Assessment:

* Purpose:
Examine the severity of the wound

Determine the status of wound healing
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Establish a baseline for the wound
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Prepare a plan of care
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Report observed changes in the wound over time




Wound Assessment

Recording method should allow for tracking of each assessment
item over time, in objective terms and show the changes in the
wound status, including:

Periwound skin attributes

Wound tissue attributes

Wound exudate characteristics

Care Program

Examples of valid, reliable wound healing tools:
Pressure Ulcer Scale for Healing (PUSH)
Bates-Jensen Wound Assessment Tool (BWAT)
Photographic Wound Assessment Tool (PWAT)

South West Regional Wound
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Pressure Ulcer Scale for
Healing (PUSH Tool)

* Developed by the National Pressure Ulcer Advisory Panel
(NPUAP) 1996 to address practice of back staging pressure
ulcers

* Tool assesses three components:
Surface area measurement (scored from 0-10)
Exudate amount [scored from O (none) to 3 (heavy)]
Tissue type [scored from O (closed) to 4 (necrotic tissue)]

Care Program

South West Regional Wound
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PUSH Tool Continued
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* To ensure consistency, definitions for each scored item are
found at the bottom of the tool

* Studies have found the tool to have content validity,
correlation validity, prospective validity, and is sensitive to
change!*
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* Tool has been validated to assess healing of venous and
diabetic foot ulcers in addition to pressure ulcers?
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PUSH Tool 3.0

Pressure Ulcer Scale for Healing ([PUSH)
PUSH Tool 3.0

Patiant Mame Patient IDg
Ulcar Location Cate
Directions:

Observe and measure the pressure ulcer. Categorize the ulcer with respect fo surface area, exudate, and type of
wound tissue. Record a sub-score for each of these ulcer characteristics. Add the sub-scores to obtain the total
score. A comparison of total scores measured over time provides an indication of the improwement or deterioration
in pressure ukcer haaling.

Length x Width: Msssure the greatest length (head to tos) and the greatest width (side to side) using &
centimeter ruler. Multiply these two messursments (length x width) to obtain an estimate of surface area in square
centimeiers (cm?). Gawveat: Do not guess! Always use a centimeter ruler and alwaye use the same method each
fime the ulcar is measuraed.

4] 1 2 3 4 5 Sub-seore
LENGTH
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Exudate Amount: Estimate the amount of exudate (drainage) present afier removal of the dressing and before
applying any topical agent to the ulcer. Estimate e exudate (drainage) as none, light, moderate, or haawy.

Tissue Type: This refers to the types of tissue that are present in the wound (ulcer) bed. Score as a 4" if there
i= any necrofic tissue present. Score ae a “37if there is any amount of slough present and necrotic tissue is absent.
Score g8 3 *27 if $e wound is clean and conteins granulation tissue. A superficial wound that is respithelializing is
scorad as a “1”. When the wound is closed, score as a 4.
4 — Necrotic Tissue (Eschar): black, brown, or tan tissus that adheres firmly to the wound bed or ulcer
edges and may be either firner or sofier than surrcunding skin.
3 — Slough: yellow or white issue that adheres to the ulcer bed in strings or thick clumps, or is mucinous.
2 — Granulation Tissue: pink or beefy red tissue with a shiny, moist, granular appearance.
1 — Epithelial Tissue: for superficial ulcers, new pink or shiny tissus (skin) that grows in from the edges or
as islands on the ulcer surface.
0 — Closed/esurfaced: the wound is completsly covered with epithelium (new skin).

WWW.MpUap. org PUEH Tool Version 3.0c 0598
11F ENational Pressurs Licar Advisory Panal




Bates-Jensen Wound
Assessment Tool (BWAT)

* Evaluates 13 wound characteristics with a numerical rating
scale and rates from best (1) to worst (5)

* Total score ranges from 13 (skin closed) to 65 (profound tissue
degeneration) — watch total score to see if wound healing or
not

£
=
)
o
o
=
©
O

* Valid and reliable tool which has evolved to include measuring
and predicting wound healing®
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BWAT Tool

BATESJENSEN WOTTD ASSESSMENT TOOL BLAME D | Dwis | Deis
Tiom AuiEiimani S=are | Seare | Soorw
1 = Blaady
Cmmphsbe (e reErg chest G s wored exae Pvdmie axh ser by poing (e nepens i baei descriea ibe 1= S T LTy B, Wy, pald ik
wermd i eveerg e sccds o B e goeie clerT el B epnepnes A A= Sazer tm waey, chas
3 = Pavlans oo ook oaeges, wetvallos, w16 o ek adar
Lacatbn Arsrorec min Circe, sdes e nghi (K} of Wil L) = pe X o mesk mie on body dugrers E Fisds . N
Sacmrw ooy I:I.ullu'.h _q...,"““ ;:;’“'h.""‘;t -
Tachuntat Mt ks 4 'TI""""""' -yt aveisie
le<husd Pty Hasl v Sew 1= i
d b J=layy
Shap=: Cremi] worsd pataw, M b chiereng pmmeter ard depi v 540
b . - L= ek o mormeal for athm geoagy
Chrcn nad S B FISTERS MR R e Calar 2 = Pryghe red o Bl b ik
— Imegs — laewa dorgrad “': 1 =Wt o1 gy pela of bypopigrenied
'_::u.""“ T T T T —————
— Sopmueeciwsls _ MezeDy Urkar Shapd S = Mack o peH | ermaraed
. P s =
I = Fossrelling o sdmma
Dt | Dwin | Dais Furiphordt | bl e )
lism Asenmanl Sonra | Sears | Soorw Ty ) . B
L Shn . RPr—— Fdoma 1= horepreng e miarats o o aerrd seerd
1w Largth x width s 38 8y =0 A = Prrang ederis ooewds o omoaroored woasd
= Largih o welth |4 ] s o 8= Ciwars aadyvs mearg oderd axmnds o4 or avErs wrerd
A= Largih x wodth 24 | 5] s am ITH

5= Largih x welh <50 ng o Terpkaral ;
2. Dy » . Thme prasm, = 1o o weerd
i 1 = imershegivte sy thompes- o i vlein Indurmien | ? e 24 em o aoenelng o 200 o wvamed 9
1= Rkl Wilakopen scin. | lpvroving wplormin Shor demie o T —
T = Pl S wian losl snnds e e oF SH TS g BEE S 8w rdur deem m— D_
= = = bnduelion 1 4o s wny wres wrvevll sl
iz may oo dowT o T ot Sucegh crdedviog Ieas TR —— q)
resed parasl Bl Becimees Sior B Lepar o b e by = B it patidl ke worrsd
latkaa = —_
[ —— T 1 = Bpight, Baafi rad; T4 ia 100%. of woesd flled fior Bams =
A= Chacpred bs necrvers
8§ = Pel Ceebes akin b waEy aximeee derTIEse, RIS SECTSOE OF 3 Brighe Baafy rad; = T8N R = 20 ol wond Slked U
ExTags i mewde bora of sIgRaT Arkie I-P!-L,j.‘: il frsley sl Soior file = 2% af weeed
XEagae |, LT ___

dwascr, dc%we, rons dasds vuiie 11 Epliae-
el cedles Sawrly anse smosel e woek woned Bas Halbs-
Wl e, 52t bached oy woend baan T

D0 o el mEise Rt
warad o e telbal tee
4 b

o T o [ weeerd o
wrnads =D fom Emew

South West Regional Wound

Walldeirsd, 5ot wiached oo e ol rader, Sckewd
3 = Walldal I wenmad o [4°y Ver )
& = Fr proses A 300 o 308 e v
1 =lipderaring = I o & KTy wea 3= 19 woend covared
1= Undgimanmg 24 o oevoberg © 0% womd magee
A= Urdaimaneg 1-4 ov weveberg = 0% oo moagiens TOT AL SO0
3= Uredimansg ~ 4 oF of Trdaing i oy are
:'i.:i.:ml: PP HENATUHE — —
L) 1 = Wy B e b B o aan-adbarard pellrw dicegh WO STATUS CONTINULR
Tope |3 m Loy adbarat pllow sicegh 1 | | 11 | | | | 1 _
A = Acdwrmt, ofd, blck sk T T — 1 T T T 1 T 1 T T
3 =Fupdy sibent bagd ok mcha o 5 L"‘ |f 15 W 2% 3 35 40 45 50 55 - '“'.
& Macretke | - - —
Woea e
Haskh Heginarasen Tugeaaratkin
A""“ 2% ot e Bad aversd
AR a
3 =130 k- 2% af woeni cowmsd ot s tedad g2 o B Weend Ntw Coplmemr by pesing a TN cr f lina and fa dal et da line et
A i 508 = TP o e srvarsd Jah iy ke s s o cd e e

§ = T3% i 100% of woerd covered
U = Fiora D L Pl e e




Photographic Wound
Assessment Tool (PWAT)

* Consists of 6 items: edges, necrotic tissue type, necrotic tissue
amount, skin color surrounding wound, granulation tissue,
and epithelialization
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* Can be used with a wound photograph and therefore very
versatile
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* Valid, reliable, and responsive’~
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PWAT

Photographic Wound Assessment Tool
PWAT — Revised

Mecrotic Tissue

2=25% to 50% of wound covered
3 =1 50% and = 75% of wound covered
4 =T5% to 100% of wound coversd

Ttem Assessment Score
1. S1ze 0 = wound 15 closed (skin mtaet) or nearly elesed (=0 3em™)
1=05-20em’
2=20-100 c®
3=10.0-200 e’
4=200em”
2 Depth 0. wound 15 healed (zkin intact) or nearly closed (=0.3cm™)
1. full thickness
2. unable to judge because majonty of wound base 15 covered by vellow/black eschar
3. full thickness invelving underlving fissue layers
4. tendon, joint capsule. bone. vizible' present in wound base
3. Mecrotic 1) = Nome vizible or wound is closed (skin intact) or nearly clozed (<0, 3cm’)
Tissue 1 = majonty of necrofic tissue 15 thin White/grey or yellow slough
Type 2 = majonty of necrotic tissue 1s thock, adherent white yellow slough or fibnn
3 — majonty of necrofic fissue 15 whte 'zrey devitalized issue or eschar
4 = majonty of necrofic fissue 1s hard grey to black eschar
4. Total 0 = None wisible in open wound or wound is clesed (skin intact) or nearly closed(0.3em’)
Amount of 1 == 25% of wound bed covered

5. Granulation
Tiszue type

0 =Wound is closed (zkin intact) or nearly closed (<0 3em”)

1 = majarity (=30%:) of granulation ismue 15 healthy looking (sven bright red appearance)
2 = majority of gramulation fissue 1s unhealthy (ez. pale, dull. dusky, hypergramlation)

3 = majonty of granulation tissne 15 damaged  fnable degrading

4 = there 13 no granulafion fissue present in the base of the open wound (all necrone)

0 = Wennd is closed (=kin intact) or nearly closed (<0 3cm’)

1 =75% to 100% of open wound 15 covered with granulation tissue

2 ==50% and <75% of open wound 15 eovered with granulation fissue
3 =25% to 50% of wound bed is covered with Zranulation tissue
4=<=25% of wound bed 15 covered with granulation fissue

1 = Wound is closed (=kin intact) or nearly closed (<0.3em’)
or edges are indistinet, diffuse, not clearly visible because of re-emthehahzation
1 = majarity (=30%:) of edzes are attached with an advancme border of eprthelivm
2 = majority of edzes are attached even with wound base (not advanemg)
3 =majonty of edges are unattached and/or undermmed
4 = majonty of edzes are rolled, thickened or fibrotic (do not include callus formation)

8 Permleer
Sk Viability
(conmder skin
visible in photo
or within 10 oo
of wound edge)

Mumber of factors affected | - callus - edemia

0 =NMone - dermatitis - exconation

1 = One enly - maceration - skin tearing/writation r't
2 =Two or Three - desiceation or cracking | wound dressing or tape
3 =Fouwr or Five - bnght red. ervthemuc - bypo'hyper plementation
4 = s1x or more - pther:

TOTAL SCORE

© Hodgkinson, Bowles, Gordy, Parsiow, Houghton, 2010
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Data Collection Forms

* Depending on the patient’s medical diagnosis and/or medical
impairments, multiple assessment forms may be required, i.e.:

Initial Wound Assessment Screen
Interdisciplinary Lower Leg Assessment Form
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Interdisciplinary Diabetic/Neuropathic Foot Assessment Form
Interdisciplinary Pressure Ulcer Contributing Factors Assessment Tool
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These forms and their instructions can be found online at:
swrwoundcareprogram.ca
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ASSESSMENT OF WOUND CHARACTERISTICS

Program

Care
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Wound Characteristics

* Wound characteristics®:
Location
Age of wound
Size of wound

Stage or depth of tissue involvement % §
Undermining or tunneling (—ié
Necrotic tissue ?';55
Granulation tissue E
Epithelium =
Exudate Z
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LLocation

* Where the wound occurs on the person’s anatomy

Use anatomic terms

If there are multiple wounds in a similar location:
Identify with letters, i.e. wound A, B, C
Use references such as lateral, medial, proximal, distal, etc.
Measure as a single wound

£
=
)
o
o
=
©
O

o
c
-]

=

©
=

2
(@]
()

x
+
(%))

%.)

e
=)
=]
@)

)]

—
[EEY
\l

—




Wound Location

* Location may help determine etiology, i.e.:

Venous ulcers:
Above ankle

Medial lower leg

Arterial ulcers:

Lower leg dorsum

Foot, lateral border of foot, toe joints, over boney prominences

Care Program

Malleolus

Neuropathic ulcers:

South West Regional Wound

Plantar surface of foot and heel
Metatarsal heads

Lateral border of foot and mid-foot deformities

(18]



Wound Duration

* Describe in terms of days, weeks, months, years

* Wound duration will help guide treatment
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* Age of the wound is the highest predictor of healing potential
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Size of Wound

* Accurate, complete, uniform, and consistent wound size
measurements are required to establish diagnosis, plan of
care, and to evaluate

* Three components: ts
s 8
Area s
o
Depth =18
nd
Volume g
g

* No current gold standard for wound measurement
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Tips to Measure Accurately
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Take measurements the same way each time from noted
reference point on the body

Use same units of measure and terminology for each
measurement

Have same person take measurements

Use an assistant to record measurements

Use a prepared form

£
=
)
o
o
=
©
O

o
c
-]

=

©
=

2
(@]
()

x
+
(%))

%.)

e
=)
=]
@)

)]

—
N
=

—




Wound Areal®

* Avariety of methods are available to measure wound area:
* Ruler method
* Acetate tracing
e Digital tracings
Wound photography

Care Program

* Regardless of the method used, it should be consistently
applied, and the results should be documented to assess
progress of healing

South West Regional Wound

*  Wound surface area (I x w) is a geometric formula for a
rectangle — can inflate the area of the wound up to 44%

[22])



Ruler Measurement?!?

* Simple, inconsistent

* Not reliable for irregular or large wounds

* Accuracy is increased by taking an average of three
measurements
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* Surface Area Measurement:
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The longest length
The greatest width perpendicular to it
Multiply length x width for surface area
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Acetate Tracing!’

* Tracing of a wound shape on acetate paper — repeated
tracings show changes in size/shape over time

*  When tracing is made on metric graph paper, it’s called
planimetry. Size is determined by counting graph squares
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* Tracing can become a wound map, showing different areas of
non-viable tissue and areas of undermining
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Wound Photography®

*  Benefits:
Permanent record of wound

Serial photos can show progression towards healing, can be used
as teaching tool

Reliable, accurate, improves measurement consistency
No contamination

No damage to wound bed

Less painful
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* Disadvantages/challenges:
Need consent
Lighting may affect color of wound characteristics
Difficulty measuring wounds on a curved surface
Cost of camera
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Tips for Good Photos®

* Use a good lighting source
* Screen private areas from the camera
* Position ruler to show relative size

* Use a string of known length and position camera from wound
the same distance every time

* Use ID signs with patient ID, wound location, and date
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* Use aring flash attachment to reduce shadows
* Use an assistant to position the person and id sign
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Using Wound Measurements to
Track Healing®

* Wound care providers must regularly re-evaluate the rate of
wound surface area closure to help determine whether or not
the wound is closing at an expected rate

* The precision of wound measurement and the method of
calculating the rate of change can influence clinical decisions

£
=
)
o
o
=
©
O

o
c
-]

=

©
=

2
(@]
()
x
+
(%))
%.)

e
=)
=]
@)
)]

—
N
\l

—

Google images


http://www.google.ca/imgres?q=Thank-you&hl=en&sa=G&biw=1280&bih=661&gbv=2&tbm=isch&tbnid=Am7leKEWCo1NjM:&imgrefurl=http://www.glittergraphics.org/graphics/thank-you/&docid=jl2NU34CD3xzcM&w=500&h=335&ei=j_RLTt7eHsmcgQe0zaxz&zoom=1&iact=hc&vpx=656&vpy=140&dur=687&hovh=184&hovw=274&tx=167&ty=113&page=1&tbnh=150&tbnw=215&start=0&ndsp=15&ved=1t:429,r:2,s:0
http://www.google.ca/imgres?q=Thank-you&hl=en&sa=G&biw=1280&bih=661&gbv=2&tbm=isch&tbnid=Am7leKEWCo1NjM:&imgrefurl=http://www.glittergraphics.org/graphics/thank-you/&docid=jl2NU34CD3xzcM&w=500&h=335&ei=j_RLTt7eHsmcgQe0zaxz&zoom=1&iact=hc&vpx=656&vpy=140&dur=687&hovh=184&hovw=274&tx=167&ty=113&page=1&tbnh=150&tbnw=215&start=0&ndsp=15&ved=1t:429,r:2,s:0

Calculating % Reduction in Wound

Size Over Time®

4

* In general, a 20-30% reduction in surface area over a three to
four week period is a reliable predictive indicator of chronic

wound healing

* Specific wound closure rates based on wound etiology:
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Etiology

% Reduction in Surface Area as a
Predictor of Wound Healing

Venous Leg Ulcert!

> 28.79% at 4 weeks will close by 24
weeks

Diabetic Foot Ulcer1213

> 50% a 4 weeks will close by 12 weeks

Pressure Ulcerl#415

> 39% after 2 weeks will close more
quickly

Open Surgical Wound (average size of
10cm?)16

50% at 13 days will close by 21 days
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Wound Depth®

Distanced from the visible skin surface to the wound bed

Associated with extent of tissue damage

Crude method of tracking growth of granulation tissue
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Methods:

Find deepest site and measure
Clock method
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Wound Edges®

Indistinct, diffuse

Normal tissues have blended into the wound bed
Attached

Even or flush with the wound base, no sides or walls

T £
S ©
present, flat g >
Unattached g
= G
. . 20

Sides or walls are present; floor or base of wound is deeper &

than edge ¢

2

wn

Rolled under, thickened
Soft to firm and flexible to touch

* Hyperkeratosis
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Callus like tissue formation around wound and at the edges




Tunneling and Undermlnlng
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Tunnel

* A separation of the fascial planes leading to sinus tracts
* Involves a small % of the wound margins

* Narrow and long, and seems to have a destination

* Measure and record depth of tunnel

Undermining

* Involves a greater % of the wound margins, with more
shallow length than tunneling

* Usually involves subcutaneous tissues
* An erosion under the edge of the wound
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Necrotic Tissue®

Impairs wound healing as it:

* Is a physical barrier to granulation, contraction and re-
epithelialization

* Can harbor bacteria
The more non-viable tissue there is in a wound:
*  The more severe the
underlying damage
*  The longer it will take
to close the wound
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By AfroBrazilian (Own work) [CC BY-SA 4.0 (https://creativecommons.org/licenses/by-sa/4.0) or GFDL
(http://www.gnu.org/copyleft/fdl.html)], via Wikimedia Commons
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Red/Yellow/Black System?!’ c'

* The type of non-viable tissue present can help identify the
phase of wound healing that the wound is in, and as such, can
help to direct treatment options.

* Wound bed is clean and tissue is red/pink

Red . ) . .
e Goal: maintain moist wound healing environment

* Wound bed has slough/fibrin present and tissue may be combo of
red/pink + ivory/canary yellow/green (depending if infection is
present)

Yellow | * Not all yellow is bad — granulation grows through yellow fibrin and
healthy tendon may appear as white/yellow

* Goal: maintain moist environment whilst managing excess exudate
and remove slough
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* Non-viable tissue present. Color may be dark brown/black/grey +/-
Black red/pink +/- canary yellow/green
* Goal: remove non-viable tissue, except stable eschar on a heel
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Granulation Tissue®
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* The growth of small blood vessels and connective tissue into
the wound cavity

* Healthy when bright, beefy red, shiny, and granular with a
velvety appearance
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* A paler appearance with spontaneous bleeding may indicate
ischemia, infection, or a co-morbidity such as anemia
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Epithelial Tissue

* Process of epidermal resurfacing

* Appears as red or pink skin

* May migrate from islands on the wound surface, the wound
edges, or both
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Measuring Necrotic,
Granulation and Epithelial
Tissue Amount

Use clinical judgment to estimate the percentage of the
wound covered and the tissue type in quarters

L=
E.g. =g
0 Il
< 25/) g %
25 > 50% g°
>50 > < 75% g
75 >100% =
(0p)]

By Acdx, R. S. Shaw (Own work) [Public domain], via Wikimedia Commons




Exudate®

* The term given to the fluid that leaks from a wound

* Exudate characteristics are influenced by:
Wound etiology
Wound healing physiology
Wound environment
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Compounding pathological factors

* Asses color, consistency, amount and odor by looking at:
The wound itself, post wound cleansing and debridement
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The dressing
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Exudate Color and Consistency®

Exudate Color and Consistency
Descriptor

Serous Clear/light yellow, thing/watery

Sero-sang Pink = light red, thin/watery

Sang Bright red, thin/watery

Purulent Darker yellow/tan or blue/green, thin = thick,
watery = opaque

Other Some dressings and topicals can alter the
appearance of exudate, i.e. silver, cadexomer iodine,
etc.
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Exudate Amount

Descriptor Definition

None No visible exudate on the dressing or on the wound.

No measurable exudate on the dressing; however the

Scant i )
wound tissues are moist.

* < 25% of the dressing has drainage on it
Small * Wound tissues are visibly moist
* Moisture is evenly distributed in the wound
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* Drainage involves > 25% to < 75% of the dressing
Moderate |* Wound tissues are saturated
* Moisture is/isn’t evenly distributed in the wound
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* Drainage involves > 75% of the dressing

* Wound tissues are saturated

* Drainage is freely expressed from the tissue

* Moisture is/isn’t evenly distributed in the wound

Large
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Exudate Odor®

* Odor
No standard terminology

All occluded wounds have an odor

Necrotic tissue in a wound contaminated with anaerobes may
produce a foul odor

Pseudomonas has a sickening sweet odor along with blue/green
exudate
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* Odor is significant when it is new or when it has changed
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