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Screening for Pressure Ulcer Risk

	Do you assess pressure ulcers based on the following variables?

	Yes


	No


	Documentation Location

(electronic chart, medical record, etc.)
	Comments



	On move-in or readmission, do you
Assess residents for risk of pressure ulcers based on self-report information and the Braden scale?

Assess residents for risk of deep tissue injury based on self-report information?

If self-report data and the Braden indicate risk for pressure ulcers or deep tissue injury, encourage residents to participate in a full-body skin inspection?
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	If the Braden and the full-body skin inspection are not completed by an LN, do you have a process in place to ensure that a RN completes a timely assessment?
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	For any resident at risk for pressure ulcers, does the facility RN determine an appropriate schedule for reassessing risk?
Is the Braden and the full-body skin assessment repeated with any change in condition that significantly impacts risk factors for pressure ulcers?
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Preventing or Minimizing Pressure Ulcers

	Do your service plans for pressure ulcers incorporate all the areas listed below?

	Yes


	No


	Documentation Location

(electronic chart, medical record, etc.)
	Comments



	Interventions to minimize or eliminate friction and shear?
Interventions to minimize pressure?

Interventions to manage moisture?

Interventions to maintain adequate nutrition and hydration?

Interventions to assess and manage pain?
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Pressure Ulcer Assessment
	Do you assess pressure ulcers based on the following variables?

	Yes


	No


	Documentation Location

(electronic chart, medical record, etc.)
	Comments



	Location

Size

· Using a centimeter ruler to measure the longest length, and the widest width side to side, perpendicular (90 degrees < to length) encompassing the entire wound? Using a clock face with the head at 12:00 and the feet at 6:00 to reference measurements

Depth

· Gently inserting Q-Tip at deepest point? Holding finger at wound edge, removing Q-Tip and measuring distance?

Sinus tracts, tunneling, and undermining 

· Measuring the depth of tracts, tunneling, and undermining by gently inserting a probe into the tract or tunneling? Holding finger at the wound edge, removing, and measuring distance? Using a clock face with the head at 12:00 and the feet at 6:00 to reference location of tracts, tunnels, and undermining?

Exudate and odor 

· Estimating exudate amount (none, light, moderate, heavy) on the dressing?

· Estimating the length of time the dressing has been on?

· Describing the type of exudate as bloody, serous, watery, or purulent?

· Describing odor as absent, foul, strong (filling the room) or minimal?

Wound bed

· Estimating percentage of wound bed covered with necrotic tissue, granulation tissue, newly formed epithelium?

· Describing necrotic tissue (black, yellow, moist, dry)?

· Describing granulation tissue (bright red, pink or dull/dusky red)?

Wound edges

· Describing as indistinct, distinctly visible, attached or not to wound base, rolled under, thickened?

· Observing and recording maceration?

Surrounding skin condition 

· Comparing to skin on other parts of body and noting color and temperature differences?

· Noting presence of edema or induration and suppleness?

Do you assess pressure ulcers for the presence of infection using the following primary signs and symptoms

· Friable granulation tissue – observing for the presence of bleeding of granulation tissue when gently manipulated with a sterile cotton-tipped applicator?

· Increasing pain in the ulcer area –asking patient to describe the current level of ulcer pain?

· Increase in size – noting if the ulcer is increasing in either length, width, depth or total surface area from previous assessment?

· Erythema – noting the presence of bright or dark red skin or darkening of normal ethnic skin color immediately adjacent to the ulcer opening?

· Exudate – noting an increase of either serous or purulent exudate on the dressing?

Do you also include these secondary signs and symptoms when assessing pressure ulcers for the presence of infection?

· Heat – noting the presence of detectable increase in skin temperature in skin adjacent to the ulcer?

· Edema – noting the presence of shiny, taut skin or pitting impressions in the skin adjacent to the ulcer?

· Wound breakdown – noting the presence of small open areas in newly formed epithelial tissue?

· Foul odor – noting the presence of distinctly unpleasant smell after the dressing has been removed and discarded and the wound has been cleansed?

· Base of wound – noting an absence of granulating tissue?

· Discoloration of granulation tissue – observing for granulation tissue that is pale, dusky, or dull in color?
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Pressure Ulcer Care (Treatment Plans)

	Do your service plans for pressure ulcers incorporate all the areas listed below?

	Yes


	No


	Documentation Location

(electronic chart, medical record, etc.)
	Comments



	A wound care protocol designed to meet the specific needs of the pressure ulcer?

A specific plan to optimize pressure reduction on the affected site(s)?

A review of the treatment plan relative to the current Braden score?

A weekly review of nutritional needs, including residents with multiple non-healing Stage 2 pressure ulcers?

A monthly RD evaluation of residents with Stage 3 or 4 wounds or with multiple non-healing Stage 2 pressure ulcers?

The resident’s preferences for preventing or treatment the pressure ulcer, such as

· Turning, repositioning schedules

· Incontinence care

· Other interventions
Are service plans for pressure ulcers updated quarterly and as needs change?
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Monitoring Pressure Ulcers for Evidence of Healing

	Does your process for monitoring pressure ulcers for evidence of healing address all the areas below?


	Yes


	No


	Documentation Location

(electronic chart, medical record, etc.)


	Comments



	Does the facility nurse evaluate the wound(s) for signs of healing using the following parameters?
Comparing current measurements and description with the previous week?

If there is no evidence of wound healing after 2 weeks of treatment do you determine

· Whether the current treatment plan was full implemented?

· Whether there are barriers to implementing the current treatment plan that need to be resolved?

· Whether the current treatment should be modified to address reason(s) why the pressure ulcer is not healing?

Do you Involve the primary health care provider in modifying the current treatment plan for non-healing pressure ulcers?
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Handoff Data Set

	When you transfer a resident to the ED, hospital, or another care facility, do you provide these data about the resident’s pressure ulcer to the next care giver?


	Yes


	No


	Documentation Location

(electronic chart, medical record, etc.)


	Comments



	Location?

Description/Stage?

Size?

Status from last measurement?

Presence/location of tunneling, sinus tracks

Last Braden score for mobility?

Last Braden score for activity?

Treatment Goal?

Copy of the physician’s orders for treatment?

Frequency of dressing changes?

Date of the last dressing change?

Use of pressure redistribution surfaces for the bed, chair?

Copy of nutritional consult, if available?

Copy of wound care consult, if available?

Lab values and dates for

· Hemoglobin, hematocrit?

· Pre-albumin, albumin?

· PT/INR?

· WBC?
· Glucose or A1c?
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