WOUND OBSERVATION

PATIENT’S NAME: ____________________________________________________
	[image: image5.png]



[image: image1.png]





	
[image: image2.png]A I



                   [image: image3.png]i



         [image: image4.png]





	DATE

					
	Skin Assessment

					
	Location

					
	Stage (I,II,III,IV)

					
	Appearance*

					
	Size (CM)

					
	Drainage**

					
	Odor***

					

	Inflammation

					
	Undermining

					

	*p=pinkfred   s=slough   e=eschar   
**s=serosanguineous p=purulent  o=none

   

***o=none   m=mild  f=foul    
****o=none  f=formed  l-liquid  sf=semi-formed






DOCUMENTATION:





Circle location of ulcer on figure at left. Number ulcers if there are more than one. Document each.





Stage:


I) Reddened area.


II) Blister, skin-break.


III) Skin break exposing


      subcutaneous tissue.


IV) Skin breaking exposing


      muscle and bone.











Nurse’s Signature


__________________________


Date
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