Holistic Resident Wound Assessment Chart*

Fletcher (2010) Development of a New Wound Assessment Form. Wound UK (6) 1 pp 92 —99.
Wound Educators (2014) Wound Assessment, Past and Current Wound History

NHS Whittington Health: Wound Assessment Chart

Resident Name

DOB

Weight

Factors that may delay healing (tick boxes that apply)

Diabetic Cardiovascular disease Renal disease
Immune disorder Liver disease Smoking
Low BMI Vascular disease Immobility

Relevant Pharmacological profile (tick boxes that apply)

Anticoagulant Steroid

Immunosuppressive

Pregabalin
other

Allergies (include iodine, dietary, zinc, adhesives etc)

Healing potential (consider in context of goal of care —item 13)

Good

Somewhat impacted

Poor

Antibiotics

CDs

CLINICAL DESIGN
Height BMI Gender
Malignancy Inflammatory disease
ETOH Palliative Noncompliance
Radiotherapy Other

Anti-inflammatory

Chemo

1. Date of assessment

Date of assessment

Date of assessment

Date of assessment
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2. Wound Number

Wound Number

Wound Number

Wound Number

[ [ [ 1

[ [ ]

[ [ ]

|
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3. Wound Measurement
Has Photo been taken?

Wound Measurement
Has Photo been taken?

Wound Measurement
Has Photo been taken?

Wound Measurement
Has Photo been taken?

| yes I No | I yes I no | | yes I no I | yes I no I |
Length mm Length mm Length mm Length __mm
Width mm Width mm Width mm Width mm

4. Wound Type
Pressure Injury
Skin Tear

Leg Ulcer
Traumatic
Surgical
Malignant
Other

4. Wound Type
Pressure Injury
Skin Tear

Leg Ulcer
Traumatic
Surgical
Malignant
Other

4. Wound Type
Pressure Injury
Skin Tear

Leg Ulcer
Traumatic
Surgical
Malignant
Other

4. Wound Type
Pressure Injury
Skin Tear

Leg Ulcer
Traumatic
Surgical
Malignant
Other

5. Stage (PI/Skin Tear/Burn)
Refer to relevant pathway

5. Stage (P1/Skin Tear/Burn)
Refer to relevant pathway

5. Stage (P1/Skin Tear/Burn)
Refer to relevant pathway

5. Stage (P1/Skin Tear/Burn)
Refer to relevant pathway

6. Leg Ulcer Aetiology
Aetiology confirmed?

6. Leg Ulcer Aetiology
Aetiology confirmed?

6. Leg Ulcer Aetiology
Aetiology confirmed?

6. Leg Ulcer Aetiology
Aetiology confirmed?

| yes | | no |

Lves | [no |

Lves | [no |

[ves | [no | |

Date ABPI/Vascular ultrasound
completed?

Date ABPI/Vascular ultrasound
completed?

Date ABPI/Vascular ultrasound
completed?

Date ABPI/Vascular ultrasound
completed?

Summary observations

Summary observations

Summary observations

Result Result Result Result

7. Tissue (T) 7. Tissue (T) 7. Tissue (T) 7. Tissue (T)

(% of each type) (% of each type) (% of each type) (% of each type)
Necrotic Necrotic Necrotic Necrotic
Sloughy Sloughy Sloughy Sloughy

Eschar Eschar Eschar Eschar
Granulation Granulation Granulation Granulation
Epithelial Epithelial Epithelial Epithelial

Summary observations
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8. Infection (1) (refer
governance framework p. 34:
Clinical Infection)
Indicators (tick)
Erythema <2cm
Erythema >2cm
Cellulitis

Pus i
Increase pain
Increase exudate
Malodour
Delayed healing
Friable tissue
Pocketing

Infection type
Covert

Overt
Spreading
Systemic

Swab taken?
Date Taken

Summary observations

8. Infection (1) (refer
governance framework p. 34:
Clinical Infection)
Indicators (tick)
Erythema <2cm
Erythema >2cm
Cellulitis

Pus —
Increase pain
Increase exudate
Malodour
Delayed healing
Friable tissue
Pocketing

Infection type
Covert

Overt
Spreading
Systemic

Swab taken?
Date Taken

Summary observations

8. Infection (1) (refer
governance framework p. 34:
Clinical Infection)
Indicators (tick)
Erythema <2cm
Erythema >2cm
Cellulitis

Pus i
Increase pain
Increase exudate
Malodour
Delayed healing
Friable tissue
Pocketing

Infection type
Covert

Overt
Spreading
Systemic

Swab taken?
Date Taken

Summary observations

8. Infection (1) (refer
governance framework p. 34:
Clinical Infection)
Indicators (tick)
Erythema <2cm
Erythema >2cm
Cellulitis

Pus —
Increase pain
Increase exudate
Malodour
Delayed healing
Friable tissue
Pocketing

Infection type
Covert

Overt
Spreading
Systemic

Swab taken?
Date Taken

Summary observations

9. Moisture Balance (M)
Desiccated

Optimal

Wet (macerated)

Dressing leakage?
Summary observations

9. Moisture Balance (M)
Desiccated

Optimal

Wet (macerated)

Dressing leakage?
Summary observations

9. Moisture Balance (M)
Desiccated

Optimal

Wet (macerated)

Dressing leakage?
Summary observations

9. Moisture Balance (M)
Desiccated

Optimal

Wet (macerated)

Dressing leakage?
Summary observations

10. Edge and Surrounding Skin
Raised

Undermining

Macerated

Hyperkeratosis

Venous eczema

Other

Summary observations

10. Edge and Surrounding Skin
Raised

Undermining

Macerated

Hyperkeratosis

Venous eczema

Other

Summary observations

10. Edge and Surrounding Skin
Raised

Undermining

Macerated

Hyperkeratosis

Venous eczema

Other

Summary observations

10. Edge and Surrounding Skin
Raised

Undermining

Macerated

Hyperkeratosis

Venous eczema

Other

Summary observations

11. Pain Assessment
Continuous
Intermittent
Nocturnal

Resident description

Relieving factors

Dressing Pain Assessment
At Dressing change
Post dressing change

11. Pain Assessment
Continuous
Intermittent
Nocturnal

Resident description

Relieving factors

Dressing Pain Assessment
At Dressing change
Post dressing change

11. Pain Assessment
Continuous
Intermittent
Nocturnal

Resident description

Relieving factors

Dressing Pain Assessment
At Dressing change
Post dressing change

11. Pain Assessment
Continuous
Intermittent
Nocturnal

Resident description

Relieving factors

Dressing Pain Assessment
At Dressing change
Post dressing change

12. Resident Wellbeing
secondary to wound (consider
impacts on mobility, appetite,
self-image, affect, isolation
etc)

12. Resident Wellbeing
secondary to wound (consider
impacts on mobility, appetite,
self-image, affect, isolation
etc)

12. Resident Wellbeing
secondary to wound (consider
impacts on mobility, appetite,
self-image, affect, isolation
etc)

12. Resident Wellbeing
secondary to wound (consider
impacts on mobility, appetite,
self-image, affect, isolation
etc)
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13. Goal of Care
Healing
Palliation

13. Goal of Care
Healing
Palliation

13. Goal of Care
Healing
Palliation

13. Goal of Care
Healing
Palliation

Promote granulation
Promote epithelisation
Manage bacterial burden
Manage wound exudate
Protect peri wound

14. Treatment Objectives —
(Tick all that apply) —

Manage surrounding skin
Manage pain —
Minimise odour —
Improv QOL L

14. Treatment Objectives ——
(Tick all that apply) -
Promote granulation
Promote epithelisation
Manage bacterial burden
Manage wound exudate
Protect peri wound
Manage surrounding skin |——
Manage pain —
Minimise odour I
Improv QOL

14. Treatment Objectives —
(Tick all that apply)
Promote granulation
Promote epithelisation
Manage bacterial burden
Manage wound exudate
Protect peri wound
Manage surrounding skin —
Manage pain ]
Minimise odour _—

Improv QOL

14. Treatment Objectives
(Tick all that apply)
Promote granulation
Promote epithelisation
Manage bacterial burden
Manage wound exudate
Protect peri wound
Manage surrounding skin —
Manage pain |
Minimise odour
Improv QOL

15. Treatment Plan
Clinical Pathway

Skin tear

Pressure Injury

Leg Ulcer

Traumatic

Burns

Malignant

1. Cultural considerations

2. Pain Management
Prescription

3. Wound Hygiene
Prescription

4. Dressing Prescription
Primary

Secondary

Retention

5. Compression Prescription
(Review contraindications)

6. Family notification
required?

7. Review Date

15. Treatment Plan
Clinical Pathway

Skin tear

Pressure Injury

Leg Ulcer

Traumatic

Burns

Malignant

1. Cultural considerations

2. Pain Management
Prescription

3. Wound Hygiene
Prescription

4. Dressing Prescription
Primary

Secondary

Retention

5. Compression Prescription
(Review contraindications)

6. Family notification
required?

7. Review Date

15. Treatment Plan
Clinical Pathway

Skin tear

Pressure Injury

Leg Ulcer

Traumatic

Burns

Malignant

1. Cultural considerations

2. Pain Management
Prescription

3. Wound Hygiene
Prescription

4. Dressing Prescription
Primary

Secondary

Retention

5. Compression Prescription
(Review contraindications)

6. Family notification
required?

7. Review Date

15. Treatment Plan
Clinical Pathway

Skin tear

Pressure Injury

Leg Ulcer

Traumatic

Burns

Malignant

1. Cultural considerations

2. Pain Management
Prescription

3. Wound Hygiene
Prescription

4. Dressing Prescription
Primary

Secondary

Retention

5. Compression Prescription
(Review contraindications)

6. Family notification
required?

7. Review Date

16. Referral considerations
GP

oT

Dietician

Vascular assessment
Podiatry

Wound Innovations
Hospital (ED/Burns)

Other

16. Referral considerations
GP

oT

Dietician

Vascular assessment
Podiatry

Wound Innovations
Hospital (ED/Burns)

Other

16. Referral considerations
GP

oT

Dietician

Vascular assessment
Podiatry

Wound Innovations
Hospital (ED/Burns)

Other

16. Referral considerations
GP

oT

Dietician

Vascular assessment
Podiatry

Wound Innovations
Hospital (ED/Burns)

Other

17. Assessing Nurse

17. Assessing Nurse

17. Assessing Nurse

17. Assessing Nurse

Name Name Name Name

Signature Signature Signature Signature

Date Date Date Date
Wound Assessment Form: CDS 2020




Additional Notes
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