
Denote location of specific skin
 conditions/wounds by numbering

 appropriately on illustrations below.
Proceed by completing applicable
information for each numbered site

on chart to include ostomies.

12

9 3

6

Wound Location: (if not numbered on body
 diagrams)

Size cm: (Length x Width x Depth)

Type: Select for each wound – Diabetic ulcer (D),
Pressure injury (P), Venous stasis ulcer (V), Arterial
ulcer (A), Traumatic wound (T), Burn (B), Surgical (S), 
Other (specify)

Stage: (to be done ONLY with Pressure Injuries)
1, 2, 3, 4 or Unstageable (U), Deep tissue (DTI), or
Medical device related (MD)
Braden Scale completed: ❑ Yes   ❑ No

Wound Bed:

Drainage: (check) None

Small

Moderate

Large

Color: Clear (C), Serosanguineous (S), Bloody (B)
Yellow (Y), White (W), Green (G), Brown (Br),

Other (describe)

Odor

Tunneling/Undermining

Surrounding Tissue

Edema

Slough and/or Eschar present: ❑ Yes   ❑ No

Wound Status: Fully Granulating

Early/Partial Granulating

Non-healing

Wound Care: (List specifics below then check for
each site as appropriate. With multiple orders for
multiple wounds, list each with applicability by
wound #, then check column when done during
visit.)

Stoma

Satisfactory Return Demo:   ❑ Yes   ❑ No

Patient Response:  Poor (P), Fair (F), Good (G)

WOUND # #1 #2 #3 #4 #5 #6

WOUND ASSESSMENT AND CARE TOOL WITH BRADEN SCALE

WOUND ASSESSMENT AND CARE TOOL
WITH BRADEN SCALE

Patient Name__________________________________________________________________________________________________________   ID #__________________________________ Room #___________________

Signature:____________________________________________________________________________________________ Date:____________________________
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SENSORY
PERCEPTION
Ability to respond
m

eaningfully to
pressure-related
discom

fort

1. COM
PLETELY LIM

ITED–  
Unre sponsive (does not m

oan, flinch, or
grasp) to painful stim

uli, due to dim
in-

ished level of conscious ness or sedation,
OR

lim
ited ability to feel pain over m

ost
of body surface.

2. VERY LIM
ITED–Responds only to

painful stim
uli. Cannot com

m
un icate

discom
fort except by m

oaning or rest   -
lessness, OR

has a sensory im
pair    m

ent
w

hich lim
its the ability to feel pain or

discom
fort over 1/2 of body.

3. SLIGHTLY LIM
ITED–Responds to

 verbal com
m

ands but cannot alw
ays

com
m

unicate discom
fort or need to be

turned, OR
has som

e sensory im
pair-

m
ent w

hich lim
its ability to feel pain or

discom
fort in 1 or 2 extrem

ities.

4. NO IM
PAIRM

ENT–Responds to verbal
com

m
ands. Has no sensory deficit

w
hich w

ould lim
it ability to feel or voice

pain or discom
fort.

M
OISTURE

Degree to w
hich

skin is exposed
to m

oisture

1. CONSTANTLY M
OIST–Skin is kept

m
oist alm

ost constantly by perspiration,
urine, etc. Dam

pness is  detected every
tim

e patient is m
oved or turned.

2. OFTEN M
OIST–Skin is often but not

alw
ays m

oist. Linen m
ust be changed at

least once a shift.

3. OCCASIONALLY M
OIST–Skin is

 occasionally m
oist, requiring an extra

linen change approxim
ately

once a day.

4. RARELY M
OIST–Skin is usually dry;

linen only requires changing at
routine intervals.

ACTIVITY
Degree of  physical
activity

1. BEDFAST–Confined to bed.
2. CHAIRFAST–Ability to w

alk   sev erely
lim

ited or nonexistent. Can not bear ow
n

w
eight and/or m

ust be assisted into
chair or w

heelchair.

3. W
ALKS OCCASIONALLY–W

alks
 occasionally during day but for very
short distances, w

ith or w
ithout  assis -

tance. Spends m
ajority of each shift in

bed or chair.

4. W
ALKS FREQUENTLY–W

alks  outside
the room

 at least tw
ice a day and inside

room
 at least once every 2 hours during

w
aking hours.

M
OBILITY

Ability to change
and control body
position

1. COM
PLETELY IM

M
OBILE–Does not

m
ake even slight changes in body or

extrem
ity position w

ithout  assistance.

2. VERY LIM
ITED–M

akes occasional
slight changes in body or extrem

ity
position but unable to m

ake  frequent or
significant changes independently.

3. SLIGHTLY LIM
ITED–M

akes  frequent
though slight changes in body or
extrem

ity position independently.

4. NO LIM
ITATIONS–M

akes m
ajor and

frequent changes in position
w

ithout assistance.

NUTRITION
Usual food intake
pattern
1NPO: Nothing by  

m
outh.

2IV: Intravenously.
3TPN: Total paren-

teral nutrition.

1. VERY POOR–Never eats a  com
plete

m
eal. Rarely eats m

ore than 1/3 of any
food offered. Eats 2  servings or less of
protein (m

eat or dairy  products)per day.
Takes fluids poorly. Does not take a 
 liquid dietary supplem

ent, OR
is NPO

1

and/or m
aintained on clear liquids or IV

2

for m
ore than 5 days.

2. PROBABLY INADEQUATE–Rarely eats
a com

plete m
eal and generally eats only

about 1/2 of any food offered.Protein
intake includes only 3 servings

of m
eat

or dairy products per day. Occasionally
w

ill take a dietary  supple m
ent, OR

receives less than optim
um

 am
ount of

liquid diet or tube feeding.

3. ADEQUATE–Eats over half of m
ost

m
eals. Eats a total of 4 servings of

protein (m
eat, dairy products) each day.

Occasionally w
ill refuse a m

eal, but w
ill

usually take a supplem
ent if offered, OR

is on a tube feeding or TPN
regim

en,
w

hich probably m
eets m

ost of
 nutritional needs.

4. EXCELLENT–Eats m
ost of every m

eal.
Never refuses a m

eal. Usually eats a
total of 4 or m

ore servings of m
eat and

dairy products. Occa sionally eats
betw

een m
eals. Does not require

 supplem
entation.

FRICTION AND
SHEAR

1. PROBLEM
–Requires m

oderate to
m

ax im
um

 assistance in m
oving.

Com
plete lifting w

ithout sliding against
sheets is im

  possible. Frequently slides
dow

n in bed or chair, requiring  fre quent
repositioning w

ith m
axim

um
 assis tance.

Spasticity, contractures, or  agitation
leads to alm

ost constant friction.

2. POTENTIAL PROBLEM
–M

oves  feebly
or requires m

inim
um

  assis tance. During
a m

ove, skin prob ably slides to som
e

extent against sheets, chair, restraints,
or other devices. M

aintains relatively
good position in chair or bed m

ost of
the tim

e but occasionally slides dow
n.

3. NO APPARENT PROBLEM
–M

oves in
bed and in chair independently and has
sufficient m

uscle strength to lift up com
-

pletely during m
ove. M

ain tains good
position in bed or chair at
all tim

es.
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Rationale
The ability to respond
m

eaningfully to pressure
related discom

fort
im

pacts the risk of pres-
sure ulcer developm

ent

An excess of m
oisture on

intact skin is a potential
source of m

aceration and
skin breakdow

n

Frequent turning,
 repositioning, and
 m

obility are reported to
be essential in reducing
risk of pressure ulcers.

Frequent turning,
 repositioning, and
 m

obility are reported to
be essential in reducing
risk of pressure ulcers

Poor dietary intake
 contributes to the
 developm

ent of pressure
ulcers

M
ost shear and friction

injuries can be prevented
w

ith proper interventions

FRICTION SENSORYNUTRITION MOBILITY ACTIVITY MOISTUREAND SHEAR PERCEPTION

①
Com

pletely Lim
ited

__See M
OBILITY, Com

pletely
Lim

ited

②
Very Lim

ited 
__See M

OBILITY, Com
pletely Lim

ited
__Assess non-verbal signs of pain and/or discom

fort

③
Slightly Lim

ited 
__See M

OBILITY, Com
pletely

Lim
ited

__Assess for verbal and non-
verbal sign of pain and/or
 discom

fort

④
No Im

pairm
ent

__System
atically inspect skin, paying

 particular attention to bony prom
inences

__Reassess sensory perception status if
 condition changes or per routine risk
assessm

ent protocol

④
Rarely M

oist
__System

atically inspect skin, paying
 particular attention to areas prone to
 m

oisture
__Reassess m

oisture status if condition
changes or per routine risk assessm

ent

④
W

alks Frequently
__W

ritten schedule for am
bulation/activity prn

__Instruct caregiver on safety during
 am

bulation
__Reassessm

ent activity status if condition
changes or per routine risk assessm

ent
protocol

④
No Im

pairm
ent

__System
atically inspect skin, paying

 particular attention to areas prone to bony
prom

inences
__Reassess m

obility status if condition
changes or per routine risk assessm

ent

④
Excellent

__Assess height/w
eight on adm

it
__Reassessm

ent nutrition status if condition
changes or per routine risk assessm

ent
protocol

③
No Apparent Problem

__System
atically inspect skin paying

 particular attention to bony prom
inences,

heels and elbow
s

__Reassess friction and shear status if
 condition changes or per routine risk
assessm

ent protocol 

①
Constantly M

oist
②

Very M
oist 

③
Occasionally M

oist

①
Very Poor

②
Probably Inadequate 

__Assess height/w
eight on adm

it, initiate I&
O, and food diary

__Request dietary consult and lab tests (serum
 alb., transferrin, TLC). F/U w

ith M
D any

 recom
m

endations
__Assess patient ability to chew

/gag reflex. Consult ST prn
__Requests M

SW
 consult to evaluate patient resources prn

__Assess caregiver ability to obtain prepare m
eals/tube feeding

__Instruct caregiver on appropriate interventions
①

Problem
__Keep HOB in low

est degree of elevation consistent w
ith m

edical condition. Lim
it the

am
ount of tim

e the HOB is elevated
__Utilize lifting device to m

ove/reposition the patient
__Apply m

oisturizers/lubricants to dry/flaky skin
__Apply protective dressing (ex. M

VP dressing or thin hydrocolloid) to high-risk areas
__Elim

inate or lim
it the am

ount of soap used w
hen bathing patients

__Raise heels off of bed
__Utilize appropriate pressure reducing surface
__System

atically inspect the skin, paying particular attention to bony prom
inences, heels,

and elbow
s

__Instruct caregiver on above

__Utilize appropriate nursing intervention for incontinence
__Utilize appropriate incontinence device as ordered
__Cleanse perineum

 prn
__Assess for fungal/yeast infection and treat w

ith Antifungal
m

ed as ordered

__Apply M
oisture Barrier prn

__Utilize low
 airloss support surface if indicated

__Avoid use of harsh soaps and rubbing w
hen cleansing skin

__Instruct caregiver on im
portance of keeping skin clean and dry

①
Bedfast 

__See M
OBILITY, Com

pletely
Lim

ited

②
Chairfast

__See M
OBILITY, Com

pletely Lim
ited

__Instruct patient to shift w
eight q 15 m

in. if
able

__Avoid pressure to heels w
hile sitting

__Utilize appropriate w
heelchair cushion

③
W

alks Occasionally 
__See ACTIVITY, Chairfast prn
__W

ritten schedule for
 am

bulation/activity
__Instruct caregiver on safety

 during am
bulation

③
Adequate

__Assess height/w
eight on

adm
it

__Request lab tests (serum
 alb.,

transferrin, TLC) if w
ound

 present and not progressing
__Reassess nutrition status if

lab values abnorm
al

②
Potential Problem

__See FRICTION AND SHEAR,
Problem

__Refer to policy on restraints if
utilized

①
Com

pletely Lim
ited

②
Very Lim

ited
③

Slightly Lim
ited

__Initiate a turn schedule, m
inim

um
 q 2 hours

__Utilize pillow
s/foam

 w
edges for placem

ent betw
een bony

prom
inences

__Avoid positioning directly on the trochanter w
hen in side

lying position
__Utilize appropriate pressure reducing surface

__Use only one draw
 sheet and one incontinence pad under

patient w
hen possible

__Raise heels off of bed
__Avoid m

assage over bony prom
inences

__System
atically inspect skin, paying particular attention to

bony prom
inences

__Instruct the caregiver on above
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