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Physician Assessment

Wound Location:______________________________________
Classification:   □ Pressure Ulcer -Stage___________,  □ PVD/Venous Ulcer, □ PVD/Arterial Ulcer, □ Surgical Wound, □  Skin Tear, □ Diabetic Ulcer, 
□ Other/specify:________________________________ 
Severity: Check appropriate box
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Acute

Acute on Chronic

Chronic

Present on Admission:
Yes

No
Physician signature/Date/Time______________________________

Nursing Assessment
Physician Notified/Date/Time__________________________________
Wound Location_____________________________________________

Size (L x W x D cm)_________________________________________
Wound Color_______________________________________________

Periwound Skin Color________________________________________
Drainage___________________________________________________ Odor______________________________________________________
Induration__________________________________________________           Margin Erythema____________________________________________
Tunneling__________________________________________________
         Undermining________________________________________________
         RN Signature/Date/Time______________________________________



Physician Assessment

Wound Location:______________________________________
Classification:   □ Pressure Ulcer -Stage___________,  □ PVD/Venous Ulcer, □ PVD/Arterial Ulcer, □ Surgical Wound, □  Skin Tear, □ Diabetic Ulcer, 
□ Other/specify:________________________________ 

Severity: Check appropriate box
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Present on Admission:
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Physician signature/Date/Time______________________________

Nursing Assessment
Physician Notified/Date/Time________________________________
Wound Location__________________________________________
Size (L x W x D cm)_______________________________________
Wound Color_____________________________________________
Periwound Skin Color______________________________________
Drainage________________________________________________
Odor___________________________________________________
Induration_______________________________________________
Margin Erythema_________________________________________
Tunneling_______________________________________________
Undermining_____________________________________________
RN Signature/Date/Time____________________________________











Assessment Key

1. Location:  Where is wound, ulcer location on body.

2. Classification:  See below.

· Only Pressure Ulcers are to be staged (by physicians only).  RN’s do not stage pressure ulcers on Photographic Wound Documentation Form.
3. Size:  Measurements go here in cm.

4. Color:  Woundbed; black, red, yellow, grey, white.  If mixed, document percentages.  

 Periwound:  Surrounding skin of wound.


5. Drainage:  Color of drainage-does it have drainage, does drainage have any odor.

6. Induration:  Abnormal firmness of tissue with a definite margin.

7. Margin of Erythema:  Edges of wound bed.

8. Tunneling:  Track starting @ wound bed projecting out.

9. Undermining:  Tissue destruction to underlying intact skin along wound margins.

Pressure Ulcer (P.U.) Definition
· Deep Tissue Injury (DTI)-Purple or maroon localized area of discolored intact skin or blood-filled blister due to damage of underlying soft tissue from pressure and/or shear.  The area may be preceded by tissue that is painful, firm, mushy, boggy, warmer or cooler as compared to adjacent tissue.

· Stage 1-Intact skin with non-blanchable redness of a localized area usually over a bony prominence.  Darkly pigmented skin may not have visible blanching; its color may differ from the surrounding area.
· Stage 2-Partial thickness loss of dermis presenting as a shallow open ulcer with a red pink wound bed, without slough.  May also present as an intact or open/ruptured serum-filled blister.
· Stage 3-Full thickness tissue loss.  Subcutaneous fat may be visible but bone, tendon or muscle are not exposed.  Slough may be present but does not obscure the depth of tissue loss.  May include undermining and tunneling.
· Stage 4-Full thickness tissue loss with exposed bone, tendon or muscle.  Slough or eschar may be present on some parts of the wound bed.  Often include undermining and tunneling.
· Unable to Stage (UTS)-Full thickness tissue loss in which the base of the ulcer is covered by slough (yellow, tan, gray, green or brown) and/or eschar (tan, brown or black) in the wound bed.
.*The definitions were derived from work done by the National Pressure Ulcer Advisory Panel and published in         February 2007.
Note:  Photo documentation with wound assessment:
Will be done:

•For pre-existing wounds on admission with admission paperwork

•Upon identifying hospital acquired pressure ulcers or other hospital acquired skin injury

• Weekly to track improvement or decline of wound

• By the receiving unit within 48 hours of transfer

• Within 48 hours prior to discharge from the hospital
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