Measurement of Alterations in Skin Integrity
Effective Date: February 2018
Policy:  
1. At first observation of any skin condition, the charge nurse or treatment nurse is responsible to measure and/or describe skin condition in the clinical record.

2. All measurements will be recorded in centimeters.  All wounds/ulcers (i.e. pressure, arterial, diabetic, venous) will be measured weekly and results recorded in the clinical record.
Skin conditions such as bruises, skin tears, abrasion, rashes, and moisture/incontinence associated dermatitis will be described upon initial observation and documented in the clinical record.  Weekly measurements of these areas are not required.
Wound Assessment:

1. Identify the type of wound present such as pressure, arterial, diabetic, venous and etc.  Note: The clinical record should clearly support the clinical basis for the determination of the etiology of the alteration(s) (i.e. diagnosis, signs and/or symptoms characteristics to that type of alteration, lab or diagnostic tests, etc.)
2. Identify the Stage or extent of tissue destruction involved.  Document the 'Deepest tissue damage'. The deepest tissue damage should describe the deepest level of tissue damage ever present since the onset of the wound.  (Example: an injury that once had bone or muscle exposed is a Stage IV and will always have 'IV' recorded in the 'Deepest tissue damage' section for the history of the wound even if it re-opens at a later time.  

PRESSURE INJURIES

A pressure injury is localized damage to the skin and underlying soft tissue usually over a bony prominence or related to a medical or other device. The injury can present as intact skin or an open ulcer and may be painful. The injury occurs as a result of intense and/or prolonged pressure or pressure in combination with shear. The tolerance of soft tissue for pressure and shear may also be affected by microclimate, nutrition, perfusion, co-morbidities and condition of the soft tissue.
Stage 1 Pressure Injury: Non-blanchable erythema of intact skin.
Intact skin with a localized area of non-blanchable erythema, which may appear differently in darkly pigmented skin. Presence of blanchable erythema or changes in sensation, temperature, or firmness may precede visual changes. Color changes do not include purple or maroon discoloration; these may indicate deep tissue pressure injury.

Stage 2 Pressure Injury: Partial-thickness skin loss with exposed dermis.
Partial-thickness loss of skin with exposed dermis. The wound bed is viable, pink or red, moist, and may also present as an intact or ruptured serum-filled blister. Adipose (fat) is not visible and deeper tissues are not visible. Granulation tissue, slough and eschar are not present. These injuries commonly result from adverse microclimate and shear in the skin over the pelvis and shear in the heel.  This stage should not be used to describe moisture associated skin damage (MASD) including incontinence associated dermatitis (IAD), intertriginous dermatitis (ITD), medical adhesive related skin injury (MARSI), or traumatic wounds (skin tears, burns, abrasions).

Stage 3 Pressure Injury: Full-thickness skin loss.
Full-thickness loss of skin, in which adipose (fat) is visible in the ulcer and granulation tissue and epibole (rolled wound edges) are often present. Slough and/or eschar may be visible. The depth of tissue damage varies by anatomical location; areas of significant adiposity can develop deep wounds.  Undermining and tunneling may occur. Fascia, muscle, tendon, ligament, cartilage and/or bone are not exposed. If slough or eschar obscures the extent of tissue loss this is an Unstageable Pressure Injury.

Stage 4 Pressure Injury: Full-thickness skin and tissue loss.
Full-thickness skin and tissue loss with exposed or directly palpable fascia, muscle, tendon, ligament, cartilage or bone in the ulcer. Slough and/or eschar may be visible. Epibole (rolled edges), undermining and/or tunneling often occur. Depth varies by anatomical location. If slough or eschar obscures the extent of tissue loss this is an Unstageable Pressure Injury.

Unstageable Pressure Injury: Obscured full-thickness skin and tissue loss.
Full-thickness skin and tissue loss in which the extent of tissue damage within the ulcer cannot be confirmed because it is obscured by slough or eschar.  If slough or eschar is removed, a Stage 3 or Stage 4 pressure injury will be revealed. Stable eschar (i.e. dry, adherent, and intact without erythema or fluctuance) on the heel or ischemic limb should not be softened or removed.

Deep Tissue Pressure Injury (DTPI): Persistent non-blanchable deep red, maroon or purple discoloration.
Intact or non-intact skin with localized area of persistent non-blanchable deep red, maroon, purple discoloration or epidermal separation revealing a dark wound bed or blood filled blister. Pain and temperature change often precede skin color changes. Discoloration may appear differently in darkly pigmented skin. This injury results from intense and/or prolonged pressure and shear forces at the bone-muscle interface. The wound may evolve rapidly to reveal the actual extent or tissue injury, or may resolve without tissue loss. If necrotic tissue, subcutaneous tissue, granulation tissue, fascia, muscle or other underlying structures are visible, this indicates a full thickness, pressure injury (Unstageable, Stage 3 or Stage 4). Do not use (DTPI) to describe vascular, traumatic, neuropathic, or dermatologic conditions. 
ADDITIONAL PRESSURE INJURY DEFINITIONS

Medical Device Related Pressure Injury:

This describes an etiology. Medical device pressure injuries result from the use of devices designed and applied for diagnostic or therapeutic purposes. The resultant pressure injury generally conforms to the pattern or shape of the device. The injury should be stage using the staging system.
Mucosal Membrane Pressure Injury:

Mucosal membrane injury is found on mucosal membranes with a history of a medical device in use at the location of the injury. 

Further description: 
Mucous membrane is the moist lining of body cavities that communicate with the exterior.  These tissues line the tongue, gastrointestinal (GI) tract, nasal passages, urinary tract and vaginal canal. Pressure applied to this tissue can render it ischemic and lead to ulceration. Mucosal tissues are especially vulnerable to pressure from medical devices, such as oxygen tubing, endotracheal tubes, bite blocks, orogastric and nasogastric tubes and urinary catheter and fecal containment devices.

The position of the NPUAP is that pressure ulcers on mucosal surfaces are not to be staged using the pressure ulcer staging system. These are caused by pressure BUT anatomically analogous tissue comparisons cannot be made. It is also the NPUAP position that mucosal pressure ulcers not be classified as partial or full thickness, because the clinical assessment of the tissue does not allow the distinction. Therefore, the NPUAP recommends that mucosal pressure ulcers be labeled as such without staging.

NON-PRESSURE WOUNDS (i.e. Venous, Arterial, Diabetic, Surgical)
Partial Thickness:  Tissue destruction through the epidermis extending into but not through the dermis.

Full Thickness:  Tissue destruction extending through the dermis to involve subcutaneous tissue and possible bone and muscle.

3. Using a disposable ruler, obtain length and width as linear distances from wound edge to wound edge.  Length will be measured vertically in relation of head to toe (12:00 to 6:00 o'clock).  Width will be measured horizontally in relation of hip to hip (3:00 to 9:00 o'clock).

4. A new disposable measuring ruler will be used for each wound/skin condition.

5. To obtain depth, gently insert a clean cotton applicator to the deepest portion of the wound bed that you can see.  Grasp the applicator with the gloved thumb and forefinger at the point corresponding to the wound's margin.  Carefully withdraw the applicator while maintaining the position of the thumb and forefinger.  Measure from the hip to the applicator to position of thumb and forefinger.

NOTE:
* If the wound bed depth is superficial and less than 0.1cm, the depth will be recorded as '<0.1cm'.

* If the wound bed is covered with eschar or slough making the wound bed non-visible, the true depth of the wounds is unknown and may be recorded as 'UND' for undeterminable.

6. Observe wound/skin condition for drainage/exudates.  Record type and amount.  Type:
· Sanguineous  - thin, bright red
· Serosanguineous - thin, watery, pale red to pink

· Serous - thin, watery clear

· Purulent - thick or thin, opaque tan to yellow

· Foul Purulent - thick opaque yellow to green with offensive odor

Amount:

· None - wound tissue closed/dry
· Small - wound tissues moist, drainage <25% of dressing

· Moderate - wound tissues wet, involves 25-75% of dressing

· Heavy - wound tissues filled with fluid, involves >75% of dressing

7. Observe for presence of necrotic tissue.   Record type and percentage (%)

Eschar - thick, leathery black crust of dead skin; can be hard or soft

Slough - String-like dead tissue, may be yellow, gray, green, or white in color, may be firmly attached, loosely adherent or non-adherent.

8. Observe for presence of granulation tissue. Granulation tissue usually 
appears as beefy, red, granular, bubbly in appearance.  Record in percentage (%).  Epithelialization may also be described in the 'comments' section of the appropriate form.  Epithelialization can appear as deep pink, then progress to pearly pink/light purple from the edges in full thickness wounds, or may form islands in the wound base with partial thickness wounds.  Describe location using percentage (%), clock system, or specific wound edge.

9. Observe the periwound tissue surroundings within 4cm of  the wound edge and record the findings:


Healthy - intact, no problems notes

Macerated - white wrinkled from excessive moisture

Erythema - reddness in color

Discolored - blue or purple, frown staining, pallor in color, etc.

Other observations may include: Edema and induration, texture 

changes, temperature changes, rash, scar tissue, etc.

10. Observe the wound edges and record the findings:

Attached - wound edge is attached to the base of the wound (no undermining or tunneling present).

Unattached - wound edge is separated from the base of the wound (undermining or tunneling is present).

Rolled Under - rounded or rolled under wound edge.

Macerated - white wrinkled from excessive moisture.

Callused - a localized build up cells of the stratum corneum due to pressure or friction.

Other: describe any additional observations (redness, swelling, warmth, etc.)

11. If undermining and/or tunneling exists, gently insert cotton tip applicator into the sites where undermining/tunneling occurs.

a.
The direction of undermining/tunneling shall be identified in relation to clock.  View the direction of the applicator as if it were a hand of a clock (with 12 o'clock pointing to the resident's head, and 6 o'clock point to the feet).
a.  The depth of undermining/tunneling shall be identified using an   

  applicator.  Gently insert the cotton applicator into the 
  undermined/tunneling area(s)

Grasp the applicator where it meets the wound's edge.  Pull the applicator out, place it next to a measuring guide, and document the measurement in centimeters including the direction.

c.
Document in centimeters using clock face on form.  Example: undermining from 2 to 6 o'clock of 3 cm, tunneling at 9 pm of 3 cm.
12. Assess for odor after cleansing wound bed.  Record 'Yes' for wound odor or 'No' for absence or odor.

13. Assess pain in relationship to the skin alteration or periwound tissue.  If pain is present, describe.

14. Describe any problems with adherence to treatment of wound(s) and/or prevention interventions.  Document any education provided related to the risk/consequences of their desired choices and their response. Examples: Refusing treatment or to relieve pressure off area or turning/repositioning or nutritional supplement.   Care plan should also address these situations and any alternatives that have been offered.

15. Additional wound/skin condition descriptions that may be included may include but not be limited to: bone or muscle exposure, description of pain characteristics, cultures taken, adherence to treatment/prevention measures, physician notification, interventions in place and etc.
