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Location: Anatomic site. Circle and identify right (R) or left (L) and use X to mark the site on the body diagrams:
Shape: Overall wound pattern. Assess by observing perimeter and depth. Circle and date appropriate description:
Complete the rating to assess wound status. Evaluate each item by selecting the response that best describes the wound. Enter the date in the Date column and the score in the Score column.
Item
Assessment
Date
Score
1. Size
1= Length x width < 4 sq cm 2= Length x width 4- < 16 sq cm 3= Length x width 16.1- < 36 sq cm 4= Length x width 36.1- < 80sq cm 5= Length x width > 80 sq cm
2. Depth
1= Non-blanchable erythema on the intact skin 
2= Partial thickness skin loss involving epidermis and/or dermis
3= Full thickness skin loss involving damage or necrosis of subcutaneous tissue; may extend down to, but not through, underlying fascia; and/or mixed partial and full thickness and/or tissue layers obscured by granulation tissue
4= Obscured by necrosis
5= Full thickness skin loss with extensive destructions, tissue necrosis or damage to muscle, bone or supporting structures
3. Edges
1= Indistinct, diffuse, none clearly visible 2= Distinct, outline clearly visible, attached, even with wound base 3= Well-defined, not attached to wound base 4= Well-defined, not attached to base, rolled under, thickened 5= Well-defined, fibrotic, scarred or hyperkeratotic
4. Undermining
1= None present 2= Undermining < 2 cm in any area 3= Undermining 2-4 cm involving < 50% wound margins 4= Undermining 2-4 cm involving > 50% wound margins 5= Undermining > 4 cm or tunneling in any area
5. Necrotic tissue type
1= None visible 2= < 25% of wound bed covered 3= Loosely adherent yellow slough 4= Adherent, soft, black eschar 5= Firmly adherent, hard, black eschar
(One assessment form may be used for multiple wounds.)
Item
Assessment
Date
Score
6. Necrotic tissue amount
1= None visible 2= < 25% of wound bed covered 3= 25% to 50% of wound bed covered 4= > 50% to < 75% of wound covered 5= 75% to 100% of wound covered
7. Exudate type
1= None 2= Bloody 3= Serosanguinous: thin, watery, pale red/pink 4= Serous: thin, watery, clear 5= Purulent: thin or thick, opaque, tan/yellow, with or without odor
8. Exudate amount
1= None, dry wound 2= Scant, wound moist but no observable exudate 3= Small 4= Moderate 5= Large
9. Skin color surrounding wound
1= Pink or normal for ethnic group 2= Bright red and/or blanches to touch 3= White or gray pallor or hypopigmented 4= Dark red or purple and/or non-blanchable 5= Black or hyperpigmented
10. Peripheral tissue edema
1= No swelling or edema
2= Non-pitting edema extends < 4 cm around wound 
3= Non-pitting edema extends > 4 cm around wound
4= Pitting edema extends < 4 cm around wound
5= Crepitus and/or pitting edema extends > 4cm around wound         
11. Peripheral tissue induration
1= None present
2= Induration, < 2 cm around wound
3= Induration, 2-4 cm extending < 50% around wound
4= Induration, 2-4 cm > 50% around wound
5= Induration, > 4 cm in any area around wound
12. Granulation tissue
1= Skin intact or partial thickness wound
2= Bright, beefy red, 75% to 100% of wound filled and/or tissue overgrowth
3= Bright, beefy red; < 75% and 25% of wound filled
4= Pink, and/or dull, dusky red and/or fills < 25% of wound
5= No granulation tissue present
13. Epithelialization
1= 100% wound covered, surface intact
2= 75% to <100% wound covered and/or epithelial tissue extends > 0.5cm into wound bed
3= 50% to < 75% wound covered and/or epithelial tissue extends to 0.5cm into wound bed
4= 25% to < 50% wound covered
5= < 25% wound covered
Total Score:    
Wound Status Continuum
Plot the total score on the Wound Status Continuum by putting an "X" on the line and the date beneath the line. Plot multiple scores with their dates to see-at-a-glance regeneration or degeneration of the wound.
10.0.2.20120224.1.869952.867557
DADS
Form 6515-Addendum B
01-2016
Web and Handbooks Services
CLASS)/DBMD Nursing Assessment: Addendum B, Wound Assessment
	Date of Nurse's Signature: 
	Signature of Registered Nurse: 
	CurrentPage: 
	Assessment date.: 
	Assessment date.: 
	Individual name.: 
	Shape, option 6 of 6, Butterfly.: 
	Line 13 of 13, Date of Assessment.: 
	Line 1 of 13, Score of Assessment.: 
	Line 2 of 13, Score of Assessment.: 
	Line 3 of 13, Score of Assessment.: 
	Line 4 of 13, Score of Assessment.: 
	Recommendations.: 
	Line 5 of 13, Score of Assessment.: 
	Line 6 of 13, Score of Assessment.: 
	Line 7 of 13, Score of Assessment.: 
	Line 8 of 13, Score of Assessment.: 
	Line 9 of 13, Score of Assessment.: 
	Line 10 of 13, Score of Assessment.: 
	Line 11 of 13, Score of Assessment.: 
	Line 12 of 13, Score of Assessment.: 
	Line 13 of 13, Score of Assessment.: 
	Total Score.: 



