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Skin Observation Protocol


Glossary of Terms for the Skin Observation Protocol

Pressure Ulcers – A pressure ulcer is any skin lesion caused by pressure, friction, or shearing resulting in damage of underlying tissues. Other terms used to indicate this condition include bedsores and decubitus ulcers.

Pressure points considered by the protocol are:

· Back of head

· Elbows

· Rim of ears

· Hips

· Shoulder blades

· Ischial tuberosities (seat bones)

· Inside of knees and knees
· Sacrum and coccyx (tailbone)

· Heels and ankles

Staging system – Refer to the color photos and text from the NPUAP included in the teaching packet. While a staging or classification system is used to describe the severity of the skin breakdown, the assessor in CARE will utilize the following definitions to describe the tissue damage.

· Skin is intact over pressure points

· Any area of persistent skin redness (without a break in the skin) [Stage I] that does not disappear when pressure is relieved (NOTE: for clients with darkly pigmented skin, the assessor may note the following when compared to adjacent skin or other parts of the body. There may be changes in skin temperature, tissue consistency, and/or sensation. The area may appear with persistent red, blue, pr purple hues. 

· Partial loss of skin layers [Stage II] that presents as an abrasion, blister, or shallow crater in the skin.

· A full thickness skin loss exposing the underlying tissue, presents as a deep crater in the skin [Stage III] or the underlying tissue is lost exposing muscle or bone [Stage IV].

· Unable to see ulcer due to scab over ulcer When eschar or scabs are present, a pressure ulcer cannot be accurately staged or described until the eschar or scab is removed.
Healing – Problem is resolving with our without treatment

Non-healing – Problem not improving with or worsening either with or without treatment.

Deteriorating – Problem is worsening either with or without treatment.

Pressure Ulcer Observation and Assessment 

Size of ulcer surface - The simplest and moist often used method is to measure the greatest length (head to toe) and the greatest width (side to side) using a centimeter ruler. 

Ulcer depth – Care must be used when inserting anything into a wound. A gloved finger can be used to mark the level of the skin and measured.

Exudate – Estimate the amount of exudates present. Estimate the amount as:

· None

· Light (less than 25% saturation of a dressing)

· Moderate (26 to 75% saturation of a dressing); or 

· Heavy (> 75% saturation of a dressing).

 Color of the exudates can be described as:

· Serous (watery)

· Purulent (cloudy, pus like)

· Sanguineous (bloody); or

· Sero-sanguineous (watery, pale-red/pink)

Wound bed tissue type – 

· Granulation (healthy, beefy red in color and granular in appearance)

· Necrotic (devitalized tissue or eschar)

· Slough (devitalized connective tissue, characteristically yellow to gray in appearance); and

· Epithelial (pearly pink tissue that resurfaces a wound).

Pain – A verbal report using a numeric scale, with the client rating the pain from “0” representing no pain, to “10” representing the worst pain possible. 

The McGill pain questionnaire of facial expressions and Amy’s pain guide are included in CARE as alternate forms of pain assessment and rating.

Surrounding skin – The surrounding skin of an ulcer can provide clues to healing potential and necessary interventions.

· Erythema (redness and inflammation)

· Edema

· Induration (hardening of tissue from inflammation)

· Crepitus (crackling felt under the skin)

· Pain; and 

· Warmth.

Tunneling and undermining 

· Tunneling is defined as a channel or path that can extend from a wound or margin or surface in any directions. It results in dead space that can harbor bacteria, or old drainage.

· Undermining is defines as tissue destruction underlying intact skin along a wound margin. This can also harbor bacteria and old drainage.
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CARE Assessor’s Manual April 2003
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