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DATABASE QUESTIONS


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	
	skindone
	     Skin integrity review was previously completed for this case for the same episode of care.  

If checked, disable Skin Integrity Module.

If not checked, enable Skin Integrity Module.
	
	

	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	
	
	Skin Integrity Assessment
	
	

	1
	brad1dt
	Enter the date the first Braden Scale was completed during this episode of care.
	mm/dd/yyyy

Abstractor can enter 99/99/9999 if no Braden Scale done during entire episode of care 

If 99/99/9999, auto-fill brad1tm as 99:99, frstbrad as 95, brad2dt as 99/99/9999, brad2tm as 99:99, and bradtwo as 95, prevent2 as 95, intv2dt as 99/99/9999, and intv2tm as 99:99
< = 24 hours prior to or = admit dt and <= disch dt


	Episode of care can begin up to 24 hours prior to admission (Examples: patient admission to an observation bed, surgery in the ambulatory setting, patient held in ED awaiting bed.)

Do not include a Braden Scale done in the NHCU.

If no Braden Scale was done during the entire episode of care, enter 99/99/9999.

Documentation in the record must reference the Braden Scale or Braden Risk Scale.  No other skin assessment tool is acceptable.
The Braden Scale is a rating scale used to predict pressure ulcer risk.  Scores for the Braden Scale range from 6 to 23.  A lower score indicates a lower level of a patient’s ability to function.  

A score of <= 18 places the patient at risk for pressure ulcer development.  The lower the score the higher the risk for pressure ulcer development.

	2
	brad1tm
	Enter the time the first Braden Scale was completed.
	_____

UMT

Will be auto-filled as 99:99 if brad1dt = 99/99/9999

< = 24 hours prior to or > admit time, 

If brad1dt = disch dt, < disch time


	Time must be entered in Universal Military Time. 

Enter the time documentation of the Braden Scale note was completed and signed. 

A Braden scale may be completed prior to formal admission.  The software will allow entry of a date and time within 24 hours prior to date of formal admission.  


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	3
	frstbrad
	Enter the score of the first Braden Scale.

1. 19 to 23

2. 15 to 18

3. 13 to 14

4. <= 12

95. Not applicable 


	1,2,3,4,95

Will be auto-filled as 95 if brad1dt = 99/99/9999


	The Braden Scale is composed of six subscales that measure functional capabilities of the patient that contribute to either higher intensity and duration of pressure or lower tissue tolerance for pressure.  Scores for the six subscales are added together for a total score that is predictable of the patient’s risk for developing a pressure ulcer.  

Documentation in the record must reference the Braden Scale or Braden Risk Scale.  No other skin assessment tool is acceptable.

A score of <= 18 places the patient at risk for pressure ulcer development.  The lower the score the higher the risk for pressure ulcer development.


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	4
	prevent

	Does the record document a pressure ulcer prevention plan or protocol?

1.  Yes

2.  No

95. Not applicable


	1,2,95
If 2, auto-fill intv1dt

as 99/99/9999, and intv1tm as 99:99
	If there is documentation in the record that a pressure ulcer or wound care protocol/plan of care is being utilized, answer “1.”

Documentation of one or more of the following is acceptable:

· Turn q 2h schedule: e.g., alternating positions.  Specialty beds are not a substitute for turning.  May place pillow under one hip at a time if patient cannot tolerate full turning.

· Maximal remobilization: passive range of motion or consult Physical Therapy (PT) to plan appropriate measures for the patient.  SCI patients (or any patients with custom chairs) are to sit in their own wheelchairs and cushions only.

· Protect heels: Support entire leg with pillows or consult PT for special heel protectors.  Heels should be assessed daily for signs of pressure.  Consider alternate bed surface.

· Manage moisture: Correct cause (e.g. diarrhea) and reduce or eliminate incontinent episodes (e.g. bladder training).  Use mild soap, rinse, dry skin well, and apply moisture barrier.  For increased perspiration, change gown and/or linens frequently.  Do not apply powder.  Change bed support surface as indicated in bed algorithm.

· Manage nutrition: Increase protein intake > 100% RDA, if not renal or liver impaired.  Dietary consult to determine dietary needs and/or effectiveness of tube feedings.

· Reduce friction and shear: Use bed trapeze or pull sheet for lifting/moving patient up in bed.  Apply transparent film or hydrocolloid dressing (Duoderm) over friction areas such as elbows.  Keep head of bed < 30 degrees as often as possible.

· Modify lateral turning: Limit degree of turn to no more than 30 degrees.  May place pillows under one hip at a time if patient cannot tolerate full turning.  Use foam wedges for support lateral positioning.

· Turn q 2h and prn: Small shifts in body weight during each turn

· Low air-loss bed or other special support surface or bed: For patients with Braden Scale Score <9; uncontrolled or severe pain during turning. 


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	5
	intv1dt
	Enter the date the first skin integrity intervention or pressure ulcer prevention plan was documented in the medical record.
	mm/dd/yyyy

Will be auto-filled 

as 99/99/9999 if prevent = 2
< = 48 hours prior to or = admit dt and <= disch dt


	As the Braden scale may be completed prior to formal admission, a pressure ulcer prevention plan noted as part of the acute care stay and within 48 hours prior to the date of formal admission is acceptable.  The software will allow entry of a date and time within 48 hours prior to date of formal admission.  
Enter the exact date.  The use of 01 to indicate missing day or month is not acceptable.

	6
	intv1tm
	Enter the time the first skin integrity intervention or pressure ulcer prevention plan was documented in the medical record
	_____

UMT

Will be auto-filled as 99:99 if prevent = 2
Abstractor can enter 99:99

< = 48 hours prior to or > admit time, 

If brad1dt = disch dt, < disch time

	Time must be entered in Universal Military Time.

Enter the time the documentation of the first skin integrity intervention or plan was completed and signed.  

If the time of the first skin integrity intervention or pressure ulcer prevention plan is not documented, enter 99:99.

	7
	brad2dt
	Enter the date the second Braden Scale was completed.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if brad1dt = 99/99/9999

Abstractor can enter 99/99/9999 if no second Braden Scale was completed

If 99/99/9999, auto-fill brad2tm as 99:99 and bradtwo as 95, prevent2 as 95, intv2dt as 99/99/9999, and intv2tm as 99:99, and go to suspdeep
> brad1dt and

<= disch dt


	Two Braden Scales done on the same day are not acceptable.  The second Braden Scale must be done at least one day after the first Braden Scale.  If two Braden Scales were done on the same day, disregard the second scale.

Enter the exact date.  The use of 01 to indicate missing day or month is not acceptable.

If no second Braden Scale was done during the episode of care, enter 99/99/9999.

Documentation in the record must reference the Braden Scale or Braden Risk Scale.  No other skin assessment tool is acceptable


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	8
	brad2tm
	Enter the time the second Braden Scale was completed.
	_____

UMT

Will be auto-filled as 99:99 if brad2dt = 99

> brad1dt/brad1tm and 

< disch time

	Time must be entered in Universal Military Time.

Enter the time documentation of the second Braden Scale note was completed and signed.  

	9
	bradtwo
	Enter the score of the second Braden Scale completed after admission.

1. 19 to 23

2. 15 to 18

3. 13 to 14

4. <= 12

95. Not applicable
	1,2,3,4,95

Will be auto-filled as 95 if brad2dt = 99/99/9999

If 1, auto-fill prevent2 as 95, intv2dt as 99/99/9999, and intv2tm as 99:99, and go to suspdeep


	Documentation in the record must reference the Braden Scale or Braden Risk Scale.  No other skin assessment tool is acceptable.

A score of <= 18 places the patient at risk for pressure ulcer development.  The lower the score the higher the risk for pressure ulcer development.


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	10
	prevent2
	At the time of or following the second Braden Scale, does the record document a pressure ulcer prevention plan or protocol?

1.  Yes

2.  No

95. Not applicable


	1,2,95
Will be auto-filled as 95 if brad2dt = 99/99/9999 or 

bradtwo = 1

If 2, auto-fill intv2dt as 99/99/9999, and intv2tm as 99:99, and go to suspdeep


	If there is documentation in the record at the time of or following the second Braden Scale that a pressure ulcer or wound care protocol/plan of care is being utilized, answer “1.” The software will allow entry of a date and time within 48 hours prior to date of the second Braden Scale.  

Documentation of one or more of the following is acceptable:

· Turn q 2h schedule: e.g., alternating positions.  Specialty beds are not a substitute for turning.  May place pillow under one hip at a time if patient cannot tolerate full turning.

· Maximal remobilization: passive range of motion or consult Physical Therapy (PT) to plan appropriate measures for the patient.  SCI patients (or any patients with custom chairs) are to sit in their own wheelchairs and cushions only.

· Protect heels: Support entire leg with pillows or consult PT for special heel protectors.  Heels should be assessed daily for signs of pressure.  Consider alternate bed surface.

· Manage moisture: Correct cause (e.g. diarrhea) and reduce or eliminate incontinent episodes (e.g. bladder training).  Use mild soap, rinse, dry skin well, and apply moisture barrier.  For increased perspiration, change gown and/or linens frequently.  Do not apply powder.  Change bed support surface as indicated in bed algorithm.

· Manage nutrition: Increase protein intake > 100% RDA, if not renal or liver impaired.  Dietary consult to determine dietary needs and/or effectiveness of tube feedings.

· Reduce friction and shear: Use bed trapeze or pull sheet for lifting/moving patient up in bed.  Apply transparent film or hydrocolloid dressing (Duoderm) over friction areas such as elbows.  Keep head of bed < 30 degrees as often as possible.

· Modify lateral turning: Limit degree of turn to no more than 30 degrees.  May place pillows under one hip at a time if patient cannot tolerate full turning.  Use foam wedges for support lateral positioning.

· Turn q 2h and prn: Small shifts in body weight during each turn

· Low air-loss bed or other special support surface or bed: For patients with Braden Scale Score <9; uncontrolled or severe pain during turning.


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	11
	intv2dt
	At the time of or following the second Braden Scale, enter the date the skin integrity intervention or pressure ulcer prevention plan was documented in the medical record.
	mm/dd/yyyy

Will be auto-filled 

as 99/99/9999 if prevent2 = 2

<= 48 hours prior to or  = brad2dt and <= disch dt


	The software will allow entry of a date and time within 48 hours prior to date of the second Braden Scale.  

Enter the exact date.  The use of 01 to indicate missing day or month is not acceptable.

	12
	intv2tm
	At the time of or following the second Braden Scale, enter the time the skin integrity intervention or pressure ulcer prevention plan was documented in the medical record
	_____

UMT

Abstractor can enter 99:99

Will be auto-filled as 99:99 if prevent2 = 2

<= 48 hours prior to or >= brad2tm, 

If brad2dt = disch dt, < disch time

	At the time of or following the second Braden Scale, enter the time documentation of the skin integrity intervention or pressure ulcer prevention plan was completed and signed.  

The software will allow entry of a time within 48 hours prior to date of the second Braden Scale.  

If the time of the skin integrity intervention or pressure ulcer prevention plan is not documented, enter 99:99.
Time must be entered in Universal Military Time.



	13
	suspdeep
	Was there documentation in the record of a suspected deep tissue injury?
	1,2

If 2, auto-fill 
deepnote as 95, and go to doculcer
	In order to answer “1,” the note must document that a deep tissue injury is suspected.  Do not answer “yes” based only on a description of the wound.    

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. 
Deep tissue injury may be difficult to detect in individuals with dark skin tones.  Evolution may include a thin blister over a dark wound bed. The wound may further evolve and become covered by thin eschar.  Evolution may be rapid exposing additional layers of tissue even with optimal treatment.


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	14
	deepnote
	When was the suspected deep tissue injury first noted?

1. Present on admission

2. Not present on admission but noted within < 48 hours of admission

3.   Noted at > = 48 hours following admission
95. Not applicable
	1,2,3,95
Will be auto-filled as 95 if suspdeep = 2

Cannot answer 3 if disch dt – admit dt < 48 hrs


	Present on admission = H&P or initial nursing assessment or nursing admission note/skin assessment documents presence of a suspected deep tissue injury.  To answer “1,” abstractor must be able to determine the suspected deep tissue injury was present when patient admitted.

Not present on admission but within 48 hours of admission = nursing note or skin assessment within less than 48 hours of admission records suspected deep tissue injury not present on admission

Noted on or after 48 hours following admission = nursing note or skin assessment on or after 48 hours of inpatient care notes suspected deep tissue injury not previously present


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	15
	doculcer
	Does the record document the patient had a pressure ulcer within less than 48 hours of admission?  
	1,2

If 2, auto-fill ulcrnote as 95, ulcerdt as 99/99/9999, ulcertm and 99:99, frstage as 95, frstplan as 95, frtplndt as 99/99/9999, fstplntm as 99:99, and go to inptulcr, else go to ulcrnote
	A Pressure Ulcer may also be referred to as a Decubitus Ulcer.  Do NOT include a diabetic ulcer, vascular ulcer, or suspected deep tissue injury.  

If the ‘skin ulcer’ is not differentiated, accept it as a pressure ulcer. 

Documentation of skin integrity may be found in nursing admission notes, nursing notes, progress notes, or flow sheets.  

Answer “1” if there is documentation of a pressure ulcer at any stage or if no stage is documented within less than 48 hours of admission.

Pressure Ulcer Stages:
Stage 1= Intact skin with non-blanchable redness of a localized area usually over a bony prominence.  Darkly pigmented skin may not have visible blanching; the color may differ from the pigment in the surrounding area.
Stage 2= Partial thickness loss of dermis presenting as a shallow open ulcer with a red pink wound bed, without slough.  May also present as an intact or open/ruptured serum-filled blister.

Stage 3= Full thickness tissue loss.  Subcutaneous fat may be visible but bone, tendon or muscle is not exposed.  Slough (viscous yellow, tan, gray, green, or brown layer) may be present but does not obscure the depth of tissue loss.  May include undermining and tunneling.  

Stage 4= Full thickness tissue loss with exposed bone, tendon, or muscle.  Slough or eschar (thick dry tan, brown, or black tissue) may be present on some parts of the wound bed.  Often include undermining and tunneling.  
Unstageable (unable to stage) = 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 wound bed. Staging of pressure ulcers may not be able to be completed if the base of the ulcer is covered by slough and/or eschar. 


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	16
	ulcrnote
	When was the pressure ulcer first noted?

1. Present on admission

2. Not present on admission but noted within < 48 hours of admission
95. Not applicable
	1,2,95
Will be auto-filled as 95 if doculcer = 2


	Present on admission = H&P or initial nursing assessment or nursing admission note/skin assessment documents presence of a pressure ulcer.  To answer “1,” abstractor must be able to determine the ulcer was present when patient admitted.

Not present on admission but noted within less than 48 hours of admission = nursing note or skin assessment within less than 48 hours of admission records skin breakdown not present on admission



	17
	ulcerdt
	Enter the date of the first documentation of a pressure ulcer.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if 

doculcer = 2

If ulcrnote = 1, = admdt

If ulcrnote = 2, < 48 hrs. after admdt


	Enter the exact date of the earliest notation in the medical record that the patient had a pressure ulcer.  The use of 01 to indicate missing day or month is not acceptable.  

	18
	ulcertm
	Enter the time of the first documentation of a pressure ulcer.
	_____

UMT

Will be auto-filled as 99:99 if doculcer = 2

If ulcrnote = 1, = admdt and >  admtm

If ulcrnote = 2, < 48 hrs. after admdt/admtm


	Enter the exact time of the earliest notation in the medical record that the patient had a pressure ulcer.  Time must be entered in Universal Military Time.


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	19
	frstage
	What was the most severe pressure ulcer stage documented for the pressure ulcer present on admission or < 48 hours after admission?
1. Stage 1

2. Stage 2

3. Stage 3

4. Stage 4

5. Documentation of unable to stage 
95.  Not applicable

99.  No documentation of stage
	1,2,3,4,5,95,*99
Will be auto-filled as 95 if doculcer = 2

*If 99, auto-fill frstplan as 95, fstplndt as 99/99/9999, fstplntm as 99:99, and go to inptulcer, else go to frstplan


	This question refers to the stage of the pressure ulcer (do not include suspected deep tissue injury) at the earliest time of documentation noting the presence of a pressure ulcer.  If there was documentation of more than one pressure ulcer on admission or less than 48 hours after admission, enter the worse stage documented.  
The higher the number, the more severe the pressure ulcer.

Stage must be documented in the record.  The abstractor may not determine stage based on description of the ulcer.

Stage 1= Intact skin with non-blanchable redness of a localized area usually over a bony prominence.  Darkly pigmented skin may not have visible blanching; the color may differ from the pigment in the surrounding area.

Stage 2= Partial thickness loss of dermis presenting as a shallow open ulcer with a red pink wound bed, without slough.  May also present as an intact or open/ruptured serum-filled blister.

Stage 3= Full thickness tissue loss.  Subcutaneous fat may be visible but bone, tendon or muscle is not exposed.  Slough (viscous yellow, tan, gray, green, or brown layer) may be present but does not obscure the depth of tissue loss.  May include undermining and tunneling.  

Stage 4= Full thickness tissue loss with exposed bone, tendon, or muscle.  Slough or eschar (thick dry tan, brown, or black tissue) may be present on some parts of the wound bed.  Often include undermining and tunneling.  

Unstageable (unable to stage) = 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 wound bed. 
In order to answer “5,” there must be documentation in the record indicating that the ulcer could not be staged.  


	20
	frstplan
	Within the first 4 days of admission, does the record document a pressure ulcer/wound care protocol or plan of care?

1. Yes

2. No

95. Not applicable
	1,2,95

Will be auto-filled as 95 if doculcer = 2 or frstage = 99

If frstplan = 2, auto-fill frsplndt as 99/99/9999, fstplntm as 99:99, and go to inptulcr
	If there is documentation in the record that a pressure ulcer or wound care protocol/plan of care is being utilized, answer “1.”

Documentation of one or more of the following is acceptable:

· Turn q 2h schedule: e.g., alternating positions.  Specialty beds are not a substitute for turning.  May place pillow under one hip at a time if patient cannot tolerate full turning.

· Maximal remobilization: passive range of motion or consult Physical Therapy (PT) to plan appropriate measures for the patient.  SCI patients (or any patients with custom chairs) are to sit in their own wheelchairs and cushions only.

· Protect heels: Support entire leg with pillows or consult PT for special heel protectors.  Heels should be assessed daily for signs of pressure.  Consider alternate bed surface.

· Manage moisture: Correct cause (e.g. diarrhea) and reduce or eliminate incontinent episodes (e.g. bladder training).  Use mild soap, rinse, dry skin well, and apply moisture barrier.  For increased perspiration, change gown and/or linens frequently.  Do not apply powder.  Change bed support surface as indicated in bed algorithm.

· Manage nutrition: Increase protein intake > 100% RDA, if not renal or liver impaired.  Dietary consult to determine dietary needs and/or effectiveness of tube feedings.

· Reduce friction and shear: Use bed trapeze or pull sheet for lifting/moving patient up in bed.  Apply transparent film or hydrocolloid dressing (Duoderm) over friction areas such as elbows.  Keep head of bed < 30 degrees as often as possible.

· Modify lateral turning: Limit degree of turn to no more than 30 degrees.  May place pillows under one hip at a time if patient cannot tolerate full turning.  Use foam wedges for support lateral positioning.

· Turn q 2h and prn: Small shifts in body weight during each turn

· Low air-loss bed or other special support surface or bed: For patients with Braden Scale Score <9; uncontrolled or severe pain during turning.

· Wound care to include dressings and solutions: Normal saline or acetic acid solution or the description of other skin care products directed at treatment of wounds/pressure ulcers
· Wound vac for drainage management: a device that uses negative pressure to promote healing in an open wound.

· Debridement: the chemical or mechanical removal of foreign material and devitalized or contaminated tissue from or adjacent to a traumatic or infected lesion until healthy tissue is exposed.


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	21
	fstplndt
	Enter the date the intervention or plan was documented in the medical record.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if doculcer = 2 or frstage = 99 or 

frstplan = 2

> = admdt and < = 3 days after admdt and

<= disch dt


	Enter the exact date.  The use of 01 to indicate missing day or month is not acceptable.

If more than one intervention for pressure ulcer management was documented in the record, enter the date of the first intervention taken specifically in response to the Stage 2 ulcer.  Date of documentation of a plan for intervention is acceptable.

	22
	fstplntm
	Enter the time the intervention or plan was documented in the medical record.
	_____

UMT

Abstractor can enter 99:99

Will be auto-filled as 99:99 if doculcer = 2 or frstage = 99 or 

frstplan = 2

If fstplndt = ulcrdt,

> ulcrtm

if fstplndt = disch dt,

< dischtm


	Time must be entered in Universal Military Time.

If more than one intervention for pressure ulcer management was documented in the record, enter the time of the first intervention taken specifically in response to the Stage 2 ulcer.  Time of documentation of a plan for intervention is acceptable.

If the time of the pressure ulcer or wound care protocol/plan of care is not documented, enter 99:99.


	23
	inptulcr
	On or after 48 hours following admission, is there documentation of a hospital acquired pressure ulcer during this hospitalization?
	1,*2
*If 2, go out of module, else go to ipulcrdt
	Noted on or after 48 hours following admission = nursing note or skin assessment on or after 48 hours of inpatient care notes skin breakdown not previously present.

Do not include any pressure ulcer that was first documented < 48 hours after admission.  The intent of the question is to look for documentation of a hospital acquired pressure ulcer. Pressure ulcers are considered to be hospital acquired if the pressure ulcer is first noted at 48 hours or greater following admission.
A Pressure Ulcer may also be referred to as a Decubitus Ulcer.  Do NOT include a diabetic ulcer, vascular ulcer, or suspected deep tissue injury.  
If the ‘skin ulcer’ is not differentiated, accept it as a pressure ulcer. 

Documentation of skin integrity may be found in nursing admission notes, nursing notes, progress notes, or flow sheets.  

	24
	ipulcrdt
	Enter the date of the first documentation of the hospital acquired pressure ulcer.
	mm/dd/yyyy
>= 48 hrs after admdt and 

<= disch dt


	Enter the exact date of the earliest notation in the medical record that the patient had a pressure ulcer.  The use of 01 to indicate missing day or month is not acceptable.  


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	25
	ipulcrtm
	Enter the time of the first documentation of the hospital acquired pressure ulcer.
	____

UMT
>= 48 hrs after admit dt/admit tm and 

< disch dt/disch tm


	Enter the exact time of the earliest notation in the medical record that the patient had a hospital acquired pressure ulcer.  Time must be entered in Universal Military Time.

	26
	locunit
	Which unit was the patient on when the hospital acquired pressure ulcer was first identified?

1. Medical

2. Surgical

3. Mixed Medical/Surgical

4. Critical Care

5. Step down

6. Other
	1,2,3,4,5,6
	Select the unit where the patient was located when the hospital acquired pressure ulcer was first documented.

	27
	unitdt
	Enter the initial date the patient was admitted to the unit where the hospital acquired ulcer was identified.
	mm/dd/yyyy

> = admit dt and

<= disch date

	Enter the exact date.  The use of 01 to indicate missing day or month is not acceptable.

	28
	unitm
	Enter the initial time the patient was admitted to this unit.
	_____

UMT

If unitdt = admit dt,

> = admit time and < discharge time


	Time must be entered in Universal Military Time.

	29
	unitmdoc
	Was the patient on this unit > = 48 hours prior to the initial documentation of the hospital acquired pressure ulcer?
	1,2

If 1, auto-fill preunit as 95

Cannot answer 1 if disch dt – admit dt 

< 48 hrs

	Select “1” if the date and time of admission to this unit was greater than or equal to 48 hours prior to the first documentation of a hospital acquired pressure ulcer.


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	30
	preunit
	Where was the patient located prior to being admitted to this unit? 

1. Home

2. VHA acute care facility

3. Non-VHA acute care facility

4. Critical Care Unit

5. VHA long-term care facility

6. Non-VHA long-term care facility

95.  Not applicable

99.  Unable to determine
	1,2,3,4,5,6,95,99

Will be auto-filled as 95 if unitmdoc = 1
	Enter patient location immediately prior to being admitted or transferred to the Unit where the hospital acquired pressure ulcer was identified.  

	31
	ulcstage
	What was the most severe stage of the hospital acquired pressure ulcer documented during this hospitalization?

1. Stage 1

2. Stage 2

3. Stage 3

4. Stage 4

5. Documentation of unable to stage 

99.  No documentation of stage
	1,2,3,4,5,99*

If 1, auto-fill stage2dt as 99/99/9999, stage2tm as 99:99, and go to ulcarepl

*If 99, go out of module

	The higher the number, the more severe the pressure ulcer.

Stage must be documented in the record.  The abstractor may not determine stage based on description of the ulcer.  Do not include suspected deep tissue injury.
Stage 1= Intact skin with non-blanchable redness of a localized area usually over a bony prominence.  Darkly pigmented skin may not have visible blanching; the color may differ from the pigment in the surrounding area.

Stage 2= Partial thickness loss of dermis presenting as a shallow open ulcer with a red pink wound bed, without slough.  May also present as an intact or open/ruptured serum-filled blister.

Stage 3= Full thickness tissue loss.  Subcutaneous fat may be visible but bone, tendon or muscle is not exposed.  Slough (viscous yellow, tan, gray, green, or brown layer) may be present but does not obscure the depth of tissue loss.  May include undermining and tunneling.  

Stage 4= Full thickness tissue loss with exposed bone, tendon, or muscle.  Slough or eschar (thick dry tan, brown, or black tissue) may be present on some parts of the wound bed.  Often include undermining and tunneling.  

Unstageable (unable to stage) = 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 wound bed. 
In order to answer “5,” there must be documentation in the record indicating that the ulcer could not be staged.  


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	32
	stage2dt
	Enter the date the hospital acquired pressure ulcer stage was noted to be Stage 2 or greater.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if 

ulcstage = 1

>  = ipulcrdt and

<= disch dt


	Enter the exact date.  The use of 01 to indicate missing day or month is not acceptable.

	33
	stage2tm
	Enter the time the hospital acquired pressure ulcer stage was noted to be Stage 2 or greater.
	____
UMT

Will be auto-filled as 99:99 if 

ulcstage = 1
If stage2dt = ipulcrdt,

> = ipulcrtm

If stage2dt  = disch dt,

< disch time


	Time must be entered in Universal Military Time.

	34
	ulcarepl
	Does the record document a pressure ulcer/wound care protocol or plan of care?

1.  Yes

2.  No

95. Not applicable
	1,*2,95

*If ulcarepl = 2, auto-fill plandt as 99/99/9999 and plantm as 99:99, and go out of module
	If there is documentation in the record that a pressure ulcer or wound care protocol/plan of care is being utilized, answer “1.”

Any one or more of the following are acceptable:

· Turn q 2h schedule: e.g., alternating positions.  Specialty beds are not a substitute for turning.  May place pillow under one hip at a time if patient cannot tolerate full turning.

· Maximal remobilization: passive range of motion or consult Physical Therapy (PT) to plan appropriate measures for the patient.  SCI patients (or any patients with custom chairs) are to sit in their own wheelchairs and cushions only.

· Protect heels: Support entire leg with pillows or consult PT for special heel protectors.  Heels should be assessed daily for signs of pressure.  Consider alternate bed surface.

· Manage moisture: Correct cause (e.g. diarrhea) and reduce or eliminate incontinent episodes (e.g. bladder training).  Use mild soap, rinse, dry skin well, and apply moisture barrier.  For increased perspiration, change gown and/or linens frequently.  Do not apply powder.  Change bed support surface as indicated in bed algorithm.

· Manage nutrition: Increase protein intake > 100% RDA, if not renal or liver impaired.  Dietary consult to determine dietary needs and/or effectiveness of tube feedings.

· Reduce friction and shear: Use bed trapeze or pull sheet for lifting/moving patient up in bed.  Apply transparent film or hydrocolloid dressing (Duoderm) over friction areas such as elbows.  Keep head of bed < 30 degrees as often as possible.

· Modify lateral turning: Limit degree of turn to no more than 30 degrees.  May place pillows under one hip at a time if patient cannot tolerate full turning.  Use foam wedges for support lateral positioning.

· Turn q 2h and prn: Small shifts in body weight during each turn

· Low air-loss bed or other special support surface or bed: For patients with Braden Scale Score <9; uncontrolled or severe pain during turning.

· Wound care to include dressings and solutions: Normal saline or acetic acid solution or the description of other skin care products directed at treatment of wounds/pressure ulcers

· Wound vac for drainage management: a device that uses negative pressure to promote healing in an open wound.

· Debridement: the chemical or mechanical removal of foreign material and devitalized or contaminated tissue from or adjacent to a traumatic or infected lesion until healthy tissue is exposed.


	#
	mnemonic
	DATA COLLECTION FIELD
	Field Format
	DEFINITIONS/DECISION RULES

	35
	plandt
	Enter the date the intervention or plan was documented in the medical record.
	mm/dd/yyyy

Will be auto-filled as 99/99/9999 if 

ulcarepl = 2

> = ipulcrdt and

<= disch dt

	Enter the exact date.  The use of 01 to indicate missing day or month is not acceptable.

If more than one intervention for pressure ulcer management was documented in the record, enter the date of the first intervention taken specifically in response to the hospital acquired pressure ulcer.  Date of documentation of a plan for intervention is acceptable.

	36
	plantm
	Enter the time the intervention or plan was documented in the medical record.
	_____

UMT

Abstractor can enter 99:99

Will be auto-filled as 99:99 if ulcarepl = 2

If plandt = ipulcrdt,

> ipulcrtm 
If plandt = stage2dt,
> stage2tm
If plandt = disch dt, < disch time

	Time must be entered in Universal Military Time.

If more than one intervention for pressure ulcer management was documented in the record, enter the time of the first intervention taken specifically in response to the hospital acquired ulcer.  Time of documentation of a plan for intervention is acceptable.

If the time of the pressure ulcer or wound care protocol/plan of care is not documented, enter 99:99.
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