____________HOME CARE & HOSPICE

GUIDELINES FOR WOUND MEASUREMENT/DOCUMENTATION

SUPPLIES:  
Wound Care Documentation Flow sheet

Centimeter Wound Measuring Device  


Sterile cotton swabs 



Probe (obtain from SPD cart) 




Gloves 






Wounds should be measured on the same day every week (when possible) and/or PRN to decrease discrepancies from more frequent measurement.  Example of PRN measurement:  Measure wound following debridement.

Place the patient in the same position (indicate position on care plan).  The patient's position can affect the measurement.

Avoid stretching the skin when measuring.

Complete wound measurement using centimeter measuring device.  (Length is measured from patient's head to toe, width is measured from one side of the patient to the other).  Head to toe and side to side may not indicate longest and widest parts of wound.

Measure depth by gently inserting sterile cotton swab into deepest part of wound; mark off swab at the imaginary surface of the wound with your thumbnail and forefinger, hold the marked off swab positioned along the ruler to measure depth. Tunnel/undermining areas of wound will be measured separately.  

Document measurements on Wound Care Documentation Flow sheet.

Documentation must also include location of wound and date measurement taken.  Indicate on care plan which day weekly measurement documentation is recommended.  On all other SN visits use Wound Care Documentation Flow sheet but indicate a line (------) or N/A in measurement boxes.

Obtain patient's consent for photograph of wound within 72 hrs of admission.

Additional photographing is to be completed monthly and PRN as indicated.

Example of PRN photograph: if wound is surgically debrided.  File Photograph Release form and all photographs on Photographic Wound Documentation Flow sheet in patient's chart.

	Exudate Type
1) Bloody = thin, bright red

2) Serosanguineous = thin, watery pale red to 

    pink exudate

3) Serous = thin, watery, clear

4) Purulent = thin or thick, opaque tan to yellow 

5) Foul purulent = thick, opaque yellow to green 

    with offensive odor

Skin color Surrounding Wound



1) Pink or normal for ethnic group



2) Bright red &/or blanches to touch



3) White or grey pallor or hypopigmented


4) Dark red or purple &/or non-blanchable


5) Black or hyperpigmented
	Exudate Amount
1) None = Wound tissues dry

2) Scant = wound tissues moist; not measurable 

3) Small = wound tissues wet; moisture evenly distributed in 

    wound; drainage involves  25% dressing. 

4) Moderate = wound tissues saturated; drainage may or may not be 

    evenly distributed in wound; drainage involves >25%  to 75% 

    dressing

5) Large = wound tissues bathed in fluid; drainage freely expressed; 

     may or may not be evenly distributed in wound drainage involves 

     >75% of dressing.


__________ HOME CARE & HOSPICE 

Wound Care Documentation

	Patient:
	Diagnosis:

	Wound Location:
	Primary Nurse:

	Dates of Care:
	
	
	
	
	
	
	

	Wound Length - centimeters

measured from head to toe
	
	
	
	
	
	
	

	Wound Width - centimeters measured from one side of patient to the other
	
	
	
	
	
	
	

	Wound Depth - centimeters

measured at deepest part
	
	
	
	
	
	
	

	Tunnel/Undermining Length
	
	
	
	
	
	
	

	Wound Color
	
	
	
	
	
	
	

	Drainage Color
	
	
	
	
	
	
	

	Drainage Consistency
	
	
	
	
	
	
	

	Drainage Amount
	
	
	
	
	
	
	

	Drainage Odor
	
	
	
	
	
	
	

	Surrounding Skin Condition
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Other: Patient verbalizes understanding and demonstrates knowledge of signs and symptoms of infection:
	
	
	
	
	
	
	

	 1) increased temperature (>100)
	
	
	
	
	
	
	

	 2) increased redness or swelling
	
	
	
	
	
	
	

	 3) increased or foul drainage
	
	
	
	
	
	
	

	 4) increased pain
	
	
	
	
	
	
	

	                            RN Signature


	
	
	
	
	
	
	


* NOTE:  Head-to-toe and side-to-side may not include longest and widest parts of wound.

	Definition of Terms   
Knowledge - the ability of the client to remember and interpret information rated as:

1)
Poor - no knowledge




2)
Fair - minimal knowledge
               
3) 
Average - basic knowledge
4)
Good - adequate knowledge
5)  
Excellent - superior knowledge
	Behavior - the observable responses, activities or actions of the client fitting the occasion or purpose rated as:
1)  
Poor - not appropriate
2)  
Fair - rarely appropriate
3)   
Average - inconsistently appropriate              

4)  
Good - usually appropriate

5)  
Excellent - consistently appropriate


