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Directions for completion of the independent study program: 

• Download and print the independent study packet. 
• The Zoomerang post-test can be accessed online at 

www.zoomerang.com/Survey/?p=WEB229D2HG8LK7 
• Document when you start and when you finish the independent study packet, post-test 

and evaluation. This information will be requested in the evaluation section. 
• Read and study the material. 
• As part of the independent study packet, the case study is expected to be completed prior 

to completing the post-test and evaluation. 
• Upon completion of the independent study, access the Zoomerang online post-test by 

clicking on the link or pasting it into your browser, and complete the post-test and 
evaluation, including entering a unique e-mail address (non-institutional) within the 
evaluation. 

• Submit your responses. 
• A post-test score of 80 percent or more is required for successful completion. 
• If you do not pass the post-test, you will receive an e-mail informing you of the need to 

re-take the post-test. Follow the directions closely. 
• Successful completion of all requirements will result in a contact hour certificate of 

completion. 
• If you have problems with the independent study packet or Zoomerang post-test link 

please contact Kati Bennett at 1.877.346.6180, ext. 7702, or kbennett@wvmi.org. 
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Objectives 
 
Through participation in this independent study module, participants will be able to: 
 

1. Contrast the four types of ulcers based on etiology 
2. Identify preventative measures related to pressure ulcers 
3. List six risk factors related to the development of pressure ulcers 
4. Identify treatment measures related to pressure ulcers 
5. List two quality improvement interventions to improve pressure ulcer rates 
6. Compare the four tools/guides related to pressure ulcer prevention and treatment 

 
Accreditation 
This independent study has been approved for 1.5 contact hours by Quality Insights of 
Pennsylvania, an approved provider of continuing nursing education by the PA State Nurses 
Association, an accredited approver by the American Nurses Credentialing Center’s Commission 
on Accreditation. 200-3-E-06 
 
Audience 
This course is designated for nurses and other health care providers. Continuing education 
certificates are provided to all participants who read the independent study, successfully 
complete the post-test and evaluate the program. 
 
Conflict of Interest 
There is no conflict of interest on the part of the author/presenter/speaker or any member 
associated with planning, development, or evaluation of this independent study program. 
 
Contributors 
Deborah K. Herron, RN, PCHA, CCM 
Project Coordinator, Quality Insights of Pennsylvania 
 
Mary Antoinette Daly, RN, BSN 
Project Coordinator, Quality Insights of Pennsylvania 
 
Forward 
Arlene J Chabanuk, MAN, RN, CDE 
Project Coordinator, Quality Insights of Pennsylvania 
 
About Quality Insights of Pennsylvania 
Quality Insights of Pennsylvania is the Medicare Quality Improvement Organization (QIO) for 
the state of Pennsylvania. 
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Forward 
 
Within this independent study, citation is made to The Centers for Medicare & Medicaid 
Services’ (CMS) State Operations Manual (100-7), one of the online manuals developed by CMS 
for providers and suppliers of health care to Medicare and Medicaid beneficiaries. The State 
Operations Manual was developed to establish minimum health and safety standard policy and 
procedures applicable for certification. Policy and procedure within each manual is directly 
related to Medicare and Medicaid Federal Regulations, with which providers and suppliers that 
are participating in the Medicare and Medicaid programs are expected to comply. Appendix PP 
of the Medicare State Operations Manual provides state surveyors with interpretative guidelines, 
specific to the long-term care setting, as a reference for field use to support interpretation of 
regulations and promote inter-rater reliability among surveyors conducting certification and 
licensure surveys. Standards are tagged with the letter “F” for long-term facilities, and a 
progressive numerical value to identify placement. A tag (i.e., F314) is directly related to a 
Condition of Participation in the Medicare and Medicaid programs. 
 
In 2004, Tag F314, related to prevention and management of pressure ulcers was revised 
extensively for long-term care facilitates after a more than two-year effort based on work by a 
panel including federal officers, federal and state surveyors, national clinical/academic experts 
and key professional groups (National Pressure Ulcer Advisory Panel and American Medical 
Directors Association) (Lyder, 2006). CMS implemented revised regulations for long-term care 
facilities (November 2004) that specifically address prevention and management of pressure 
ulcers. Through this regulatory change, CMS has a significant impact on the standards for 
pressure ulcers in long-term care. However, CMS relies on advisory panels, national associations 
and individual researchers to develop the standards of clinical practice, which CMS includes 
within its manuals as standard expectations and/or examples. CMS does not, in and of itself, 
conduct research and establish best practices for clinical practice. Therefore, from a professional 
standpoint it would not be correct to state that CMS requires use of a certain practice or tool, but 
rather that CMS expects clinical practice to meet current nationally accepted evidence-based 
standards. You may access the CMS online Surveyor’s Manual Section PP – Guidance to 
Surveyors for Long-Term Care Facilities at 
http://cms.hhs.gov/manuals/Downloads/som107ap_pp_guidelines_ltcf.pdf 
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• Psychosis 
• Depression 

      
Ethical considerations may include (AMDA [2008] recommends a review of the following for 
residents): 
 

• Advance Directive  
• Living Will 
• Resident’s wishes for end of life care 
• Resident receiving palliative care 

 
 
Prevention 
 
Prevention is the key to management of pressure ulcers. Pressure ulcer prevention measures 
include (NPUAP, 2007a; AMDA, 2008): 
 

• Creation of a turning and positioning schedule that is based on the resident’s individual 
risk factors 

• Reposition while in chair every hour 
• NOT massaging reddened areas over bony prominences 
• Evaluating and managing urinary and fecal incontinence 
• Initiating a plan to prevent or manage a contracture 
• Inspecting skin integrity during bathing or personal care 
• Maintaining adequate nutrition and hydration if possible 
• Nutrition consult 
• Assessing laboratory data 
• Maintain the lowest possible head elevation to reduce the impact of shear 
• Positioning the resident to minimize the pressure over bony prominences and shearing 

forces over the heels, elbows, base of the head and ears 
• Using appropriate off loading or pressure redistribution devices 
• Using lifting devices such as a draw sheet or trapeze  
• Using proper transferring techniques 
• Physical therapy, occupational therapy consult 
• Education of the resident and/or family so interventions will be adhered to 
• Communication between staff, shift-to-shift, intra-departmentally and with the multi-

disciplinary wound care team as to change in status of a resident, schedules that are to be 
followed, adherence, interventions that may be modified 
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Establishing a Plan of Care 
 
The importance of establishing a realistic, individualized plan of care is paramount. The plan of 
care is initiated once the assessment phase is over. All risk factors identified in the Skin Risk 
Assessment section (p. 7) and Resident Assessment section (p. 10) should be addressed in the 
plan of care. Prevention is the basis for the plan of care if the resident is at risk for pressure 
ulcers; interventions identified in the Prevention section (p. 11) also should be included in the 
plan of care. The care plan should address prevention and treatment if the resident has a pressure 
ulcer. 
 
The plan of care should take into account the following: 
 

• Impaired mobility 
• Pressure relief 
• Nutritional improvement 
• Hydration 
• Urinary incontinence 
• Fecal incontinence 
• Skin condition check 
• Treatment prescribed 
• Pain management 
• Infection 
• Education for resident and/or family 
• Co-morbid conditions 
• Psychological conditions 

 
The plan of care for a resident who is reclining and is dependent on staff for repositioning should 
address position changes to maintain the resident’s skin integrity. This may include repositioning 
at least every two hours or more frequently depending upon the resident’s condition and 
tolerance of the tissue load (pressure). Depending on the individualized assessment, more 
frequent repositioning may be warranted for individuals who are at higher risk for pressure ulcer 
development or who show evidence (e.g., Stage I pressure ulcers) that repositioning at two-hour 
intervals is inadequate. With rare exception (e.g., both sacral and ischial pressure ulcers are 
present), the resident should not be placed directly on the greater trochanter for more than 
momentary placement. Elevating the head of the bed or the back of a reclining chair to or above 
a 30 degree angle creates pressure comparable to that exerted while sitting, and requires the same 
considerations regarding repositioning as those for a dependent resident who is seated (CMS, 
2004, Tag F314). Many clinicians recommend a position change “off loading” hourly for 
dependent residents who are sitting (checking for Stage 1 ulcers as noted above); the resident 
may not tolerate sitting in a chair in the same position for one hour at a time and may require a 
more frequent position change.  
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Once the individualized care plan has been developed the process continues by: 
 

• Implementation of the plan of care 
• Monitoring the response to the plan of care 
• Ensuring oversight [person(s) or team] for implementation 
• Reassessment of the plan of care 

 
 
Treatment Plan of Care 
 
There are several factors that help to determine pressure ulcer treatment plans. These factors 
were identified in the Pressure Ulcer Assessment section (p. 9), which will determine what 
treatment is prescribed. 
 
If a pressure ulcer fails to show some evidence of progress toward healing within two to four 
weeks, the pressure ulcer (including potential complications) and the resident’s overall clinical 
condition should be reassessed; evaluation of the treatment plan, including determining whether 
to continue or modify the current interventions is also indicated. Results may vary depending on 
the resident’s condition and interventions/treatments used. The complexity of the resident’s 
condition may limit responsiveness to treatment or tolerance for certain treatment modalities. 
The clinicians, if deciding to retain the current regimen, should document the rationale for 
continuing the present treatment. For example, document why some, or all, of the plan’s 
interventions remain relevant despite little or no apparent healing. (CMS, 2004, F314) 
 
 
Positioning Devices 
 
Appropriate positioning devices include pillows or foam padding between the legs, knees and 
ankles. Maintaining the lowest head elevation decreases the pressure on the buttocks, elbows and 
heels. The use of draw sheets, sliding sheets or a trapeze will avoid dragging or sliding the 
resident’s skin across the sheets. 
 
The seat of chairs should be padded with foam, gel or cushions. Donut shaped devices do not 
reduce or relieve pressure on bony prominences. A study by Cullum, et al. (2004) found that the 
support of ordinary foam mattresses, less than four inches thick, presented a higher risk of 
pressure ulcer development than the use of higher specification mattresses. Residents at risk 
should have a static supported surface rather than a standard mattress. Seat cushions and 
mattresses should be checked for “bottoming out,” whereby the caregiver can feel less than one 
inch between the resident and support material. 
 
Pressure reducing techniques can be used for prevention or maintenance of heel ulcers such as a 
pillow, heel boot, heel elevator, heel lift or a device that “floats” the heel. These help to relieve 
the pressure on the heel and prevent skin breakdown, but these devices can also cause pressure 
areas so proper use and monitoring is necessary. 
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Infection and Infection Control 
 
Differentiation must be made between systemic infection and contamination or colonization. 
Usually Stage II, III, and IV ulcers are colonized with bacteria (AMDA, 2008). The use of 
systemic antibiotics may not be warranted even with the presence of odor, necrosis or purulent 
drainage. Local cleansing, topical antibiotics or chemical or surgical debridement may be 
needed. 
Systemic infection symptoms include: 
 

• Change in level of consciousness 
• Fever 
• Surrounding cellulites  
• Suspicion of osteomyelitis 

 
The decision to hospitalize the resident with systemic infection should take into account the 
nursing home’s ability to administer antibiotics appropriately, treatment goals, directives, risks 
and benefits to the resident. 
 
Standard infection control techniques and precautions should be used to debride all pressure 
ulcers. Protect ulcers from sources of contamination and cleanse promptly if contamination 
occurs as with urine or feces, etc. Necrotic tissue may delay the healing process and is a medium 
for bacterial growth. This tissue needs to be debrided either chemically or surgically; keep in 
mind the need to assess and control pain. Basic cleaning removes loose necrotic debris and 
remnants from dressings. Saline irrigation is a safe medium for cleaning ulcers. 
 
Cytotoxic solutions not recommended for use because they may retard ulcer healing and increase 
subsequent antibiotic resistance include (AMDA, 2008): 
 

• Poviodine iodine 
• Acetic acid 
• Dakin’s solution 

 
There are four types of debridement (AMDA, 2008): 
 

• Autolytic: which allows the ulcer to self digest through enzymes found in the ulcer fluid 
• Enzymatic: uses topical debriding agents to devitalize tissue on the ulcer’s surface 
• Mechanical: uses wet to dry dressings so that when the dry dressing is removed, it also 

removes some of the ulcer tissue.  Another form of mechanical debridement would be 
whirlpool treatments. 

• Surgical: used when there are signs of advancing cellulitis or sepsis 
 

Once an ulcer has been debrided, cover and protect the ulcer and surrounding tissue with a 
dressing. The dressing helps to keep the ulcer area moist while keeping the surrounding tissue 
dry and helps to protect the area from contamination and supports healing.  
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Tag F314 (CMS, 2004) includes the following statement: 
 
“Some facilities may use ‘wet to dry gauze dressings’ or irrigation with chemical solutions to 
remove slough. The use of wet to dry dressings or irrigations may be appropriate in limited 
circumstances but repeated use may damage healthy granulation tissue in healing ulcers and may 
lead to excessive bleeding and increased resident pain.” 
 
 
Monitoring 
 
Staff should monitor for any change in a resident’s overall status that might contribute to 
potential skin breakdown. Staff should also monitor for changes in a resident’s pressure ulcer. 
Daily monitoring considerations for a pressure ulcer are (CMS, 2004, Tag F314):  
 

• Evaluate ulcer if no dressing is present 
• Evaluate the status of a dressing  
• Status of area surrounding the ulcer dressing 
• Presence of possible complications 
• Evaluate whether pain is present  
• Pain management effectiveness 
• Document a change or a complication 

 
Weekly monitoring considerations for a pressure ulcer are (CMS, 2004, Tag F314): 
 

• Location  
• Staging of ulcer 
• Size, depth, extent of undermining or tunneling 
• Presence of exudates (type, color, odor amount) 
• Presence of pain (nature, frequency) 
• Status of wound bed, color and type of tissue, evidence of healing 
• Description of wound edges and surrounding tissue 

 
The NPUAP Pressure Ulcer Scale for Healing (PUSH Tool) (Table 4), can be used to measure 
the healing process of a pressure ulcer. 
 
The NPUAP neither recommends nor discourages using photographs as part of documentation. 
Photography may be useful at the time of admission. NPUAP advises that strict protocols be 
established and followed consistently. For further information, access the NPUAP (and) 
Frequently Asked Questions document at www.npuap.org/DOCS/PhotographyFaq.doc. 
 
Document the presence or absence of complication(s) during the healing process. The likely 
cause of a complication should be addressed. If present, the plan of care may need to be 
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modified. Reassess current treatment to decide if it is still necessary; what changes should be 
made, if any. 
 
 
Quality Improvement Program 
 
A nursing home should have the following processes in place for the prevention, assessment, 
treatment and monitoring of pressure ulcers: 
 

• A multi-disciplinary team 
• Prevention and management practices that follow current standards and proactive 

guidelines 
• A standard of practice for pressure ulcer prevention and management 
• A plan to evaluate the quality of pressure ulcer assessment 
• Appropriate education for staff, resident, family 
• Designated responsibility and accountability for pressure ulcer prevention and treatment 

oversight 
• Collection and analysis of data related to pressure ulcers, i.e. community-acquired rates 

versus nursing home-acquired rates 
• Monitor QI/QM (quality improvement/quality measures) reports for residents at high 

risk, low risk and post acute pressure ulcers 
• Monitor the QI/QM pressure ulcer trend reports 
• Audit through case/chart review to ensure processes are being followed 

 
 
Summary 
 
Most pressure ulcers can be prevented by following clinical research guided protocols. Some 
pressure ulcers are unavoidable. Appropriate risk assessment, prevention and treatment must be 
provided to the resident in accordance with the resident’s wishes. The multi-disciplinary team 
can make a difference in the prevention and treatment of pressure ulcers and to the quality of life 
a resident has residing in a nursing home.  
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Pressure Ulcer Case Study for a Nursing Home Resident 

 
Exercise: After completing the independent study content, read the case study below 
individually, or with your peers, and answer the questions, which follow the case study. This was 
designed to stimulate thinking and initiate brainstorming as a means to share ideas in planning 
individualized care to prevent and/or treat a pressure ulcer. Once completed, analyze the plan of 
care to determine appropriateness based on evidence-based clinical practices. Your answers may 
go beyond those provided in the answer sheet. 
 
Case: An 85-year-old female is admitted to the nursing home. She is discharged from the 
hospital after a seven-day stay with a diagnosis of acute CVA with right sided paresis. The 
resident has a son and daughter who live in Florida and visit periodically. 
 
Previous medical history includes: 
Hypertension Type 2 Diabetes 

Mellitus 
Depression Osteoarthritis  

 
Pre-hospital: 
“I ran out of medicine and 
could not get the pharmacy to 
deliver.” 

“I started feeling dizzy, fell, 
and my neighbor found me on 
the floor several hours later.” 

“I could not move my right 
side when the ambulance 
arrived.” 

 
During hospitalization: 
Antihypertensive medications were re-started and adjusted. Physical and occupational therapy 
were initiated at the bedside for strengthening exercise, ROM, transfer and ADL training. 
Occasional incontinence of bladder and bowel. Eats less than 50 percent of food at each meal. 
 
At hospital discharge: 
Transfer to nursing home for rehabilitation. 
 
Nursing home assessment:  
Requires assistance of two to 
safely transfer 

Requires assistance with 
ADLs (eating, bathing, 
toileting, ambulation, transfer) 
due to paresis of dominant 
upper extremity 

1 x 2 cm non-blanchable 
reddened area on right sacrum 

Reports pain at 5/10 in left hip 
and knee from arthritis.  

Reports feeling sad at loss of 
independence 

Reports incontinence of bowel 
and bladder because she does 
not get sensation before 
elimination occurs 

 
Medications upon nursing home admission: 
Lopressor 50 mg, 1 tablet, by Metformin, 500 mg, 1 tablet, Coumadin, 1 mg on even 
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mouth, twice a day by mouth, twice a day days, 1 tablet, alternate with 2 
mg on odd days, 2 tablets, by 
mouth, once daily 

Docusate Sodium, 100 mg, 1 
cap, by mouth, once a day in 
morning 

Zoloft, 50 mg, 1 tablet, by 
mouth, once a day 

 

 
Case study questions: 
What assessment findings have been identified 
in the case study that places the resident at risk 
for development of a pressure ulcer? 

 

Using the Braden Scale, what would be the 
resident’s risk for developing a pressure ulcer?  

 

Who should be included in the multi-
disciplinary team that will be planning care for 
the resident? 

 

Why is it necessary to evaluate the individual 
subscores of the Braden? 

 

What pressure ulcer preventative interventions 
should be included in the resident’s plan of 
care? 

 

What pressure ulcer treatment interventions 
should be included in the resident’s plan of 
care? 

 

How may being depressed affect the resident’s 
plan of care for pressure ulcer prevention and 
treatment?  

 

 
 
 
 
 
 
 

See page 28 for case study sample answers. 
 
 
 
 







Table 3 

Pressure Ulcer Stages 

Suspected 

Deep tissue 

Injury 

Purple or maroon localized area of discolored intact skin or blood filled blister due to damage of 

underlying soft tissue from pressure and/or shear.  The area may be preceded by tissue that is 

painful, firm, mushy, boggy, warmer or cooler as compared to adjacent tissue.  

 

Further description:  Deep tissue may be difficult to detect in individuals with dark skin tones.  

Evolution may include a thin blister over a dark ulcer bed.  The ulcer may further evolve and 

become by thin eschar.  Evolution may be rapid, exposing additional layers of tissue even with 

optimal treatment. 

 

Stage I Intact skin with nonblanchable redness of a localized area, usually over a bony prominence.  

Darkly pigmented skin may not have visible blanching; its color may differ from the surrounding 

area. 

 

Further description:  This area may be painful, firm, soft, warmer or cooler as compared to 

adjacent tissue.  Stage 1 may be difficult to detect in individuals with dark skin tones.  May 

indicate “at risk” persons. 

 

Stage II Partial thickness loss of dermis presenting as a shallow open ulcer with a red pink ulcer bed 

without slough.  May also present as an intact or open/ruptured serum filled blister. 

 

Further description: Presents as a shiny or dry ulcer without slough or bruising.  This stage 

should not be used to describe skin tears, tape burns, perineal dermatitis, maceration, or 

excoriation. 

 

Stage III Full thickness tissue loss.  Subcutaneous fat may be visible but bone, tendon, or muscle tissue is 

not exposed.  Slough may be present but does not obscure the depth of tissue loss.  May include 

undermining and tunneling. 

 

Further description:  The depth of a Stage III pressure ulcer varies by anatomical location.  The 

bridge of the nose, ear, occiput and malleolus do not have subcutaneous tissue and Stage III ulcers 

can be shallow.  In contrast, areas of significant adiposity can develop extremely deep Stage III 

pressure ulcers.  Bone/tendon is not visible or directly palpable. 

 

Stage IV Full thickness tissue loss with exposure of bone, tendon, or muscle.  Slough or eschar may be 

present on some parts of the ulcer bed.  Often include undermining and tunneling. 

 

Further description:  The depth of a Stage IV pressure ulcer varies by anatomical location.  The 

bridge of the nose, ear, occiput and malleolus do not have subcutaneous tissue and Stage III ulcers 

can be shallow.  Stage IV ulcers can extend into muscle and/or supporting structures making 

osteomyelitis possible.  Exposed bone/tendon is visible or directly palpable. 

 

Unstageable Full thickness tissue loss in which the base of the ulcer is covered by slough (yellow, tan, gray, 

green or brown) and/or eschar (tan, brown, or black) in the ulcer bed. 

Further description:  Until enough slough and/or eschar is removed to expose the base of the 

ulcer, the true depth, and therefore stage, cannot be determined.  Stable (dry, adherent, intact 

without erythema or fluctuance) eschar on the heels serves as “the body’s natural cover” and 

should not be removed. 

National Pressure Ulcer Advisory Board 



Table 4

Directions:
Observe and measure the pressure ulcer. Categorize the ulcer with respect to surface area, exudate, and type of

wound tissue. Record a sub-score for each of these ulcer characteristics. Add the sub-scores to obtain the total

score. A comparison of total scores measured over time provides an indication of the improvement or deterioration

in pressure ulcer healing.

Length x Width: Measure the greatest length (head to toe) and the greatest width (side to side) using a

centimeter ruler. Multiply these two measurements (length x width) to obtain an estimate of surface area in square

centimeters (cm2). Caveat: Do not guess! Always use a centimeter ruler and always use the same method each

time the ulcer is measured.

Exudate Amount: Estimate the amount of exudate (drainage) present after removal of the dressing and before

applying any topical agent to the ulcer. Estimate the exudate (drainage) as none, light, moderate, or heavy.

Tissue Type: This refers to the types of tissue that are present in the wound (ulcer) bed. Score as a “4” if there

is any necrotic tissue present. Score as a “3” if there is any amount of slough present and necrotic tissue is absent.

Score as a “2” if the wound is clean and contains granulation tissue. A superficial wound that is reepithelializing is

scored as a “1”. When the wound is closed, score as a “0”.

4 – Necrotic Tissue (Eschar): black, brown, or tan tissue that adheres firmly to the wound bed or ulcer

edges and may be either firmer or softer than surrounding skin.

3 – Slough: yellow or white tissue that adheres to the ulcer bed in strings or thick clumps, or is mucinous.

2 – Granulation Tissue: pink or beefy red tissue with a shiny, moist, granular appearance.

1 – Epithelial Tissue: for superficial ulcers, new pink or shiny tissue (skin) that grows in from the edges or

as islands on the ulcer surface.

0 – Closed/Resurfaced: the wound is completely covered with epithelium (new skin).

Pressure Ulcer Scale for Healing (PUSH)

PUSH Tool 3.0 

Patient Name________________________________________________ Patient ID# _____________________

Ulcer Location ____________________________________________________ Date _____________________

LENGTH

X

WIDTH

(in cm2)

0

0

1

< 0.3

2

0.3 – 0.6

3

0.7 – 1.0

4

1.1 – 2.0

5

2.1 – 3.0

Sub-score

6

3.1 – 4.0

7

4.1 – 8.0

8

8.1 – 12.0

9

12.1 –  24.0

10 

> 24.0

EXUDATE

AMOUNT

0

None

1

Light

2

Moderate

3

Heavy

Sub-score

TISSUE

TYPE

0

Closed

1

Epithelial

Tissue

2

Granulation

Tissue

3

Slough

4

Necrotic

Tissue

Sub-score

TOTAL SCORE

www.npuap.org PUSH Tool Version 3.0: 9/15/98 

11F ©National Pressure Ulcer Advisory Panel



Directions:
Observe and measure pressure ulcers at regular intervals using the PUSH Tool.

Date and record PUSH Sub-scores and Total Scores on the Pressure Ulcer Healing Record below.

Graph the PUSH Total Scores on the Pressure Ulcer Healing Graph below.

Pressure Ulcer Healing Chart
To monitor trends in PUSH Scores over time

(Use a separate page for each pressure ulcer)

Patient Name________________________________________________ Patient ID# _____________________

Ulcer Location ____________________________________________________ Date _____________________

Pressure Ulcer Healing Record

Date

Length x Width

Exudate Amount

Tissue Type

PUSH Total Score

PUSH Total Score Pressure Ulcer Healing Graph

17

16

15

14

13

12

11

10

9

8

7

6

5

4

3

2

1

Healed = 0

Date

www.npuap.org PUSH Tool Version 3.0: 9/15/98 
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