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Use the codes below to identify alteration in skin integrity

1 = Stage 1 - Intact skin with non-blanchable redness of a localized area usually over a bony prominence.

    Darkly pigmented skin may not have a visible blanching; in dark skin tones only it may appear

        with persistent blue or purple hues.

2 = Stage 2 -  Partial loss of dermis presenting as a shallow open ulcer with a red or pink wound bed, 

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

3 = Stage 3 - Full thickness tissue loss.  Subcutaneous fat may be visible but bone, tendon or muscles is   

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

     include undermining or tunneling.

4 = Stage 4 -  Full thickness tissue loss with exposed bone, tendon or muscle.  Slough or eschar may be

                      present on some parts of the wound bed.  Often includes undermining or tunneling. 

5 = Unstageable - Non-removable dressing - Known but not stageable due to non-removable dressing/

      device

6 = Unstageable - Slough and/or eschar - Known but not stageable due to coverage of wound bed by 

      slough and/or eschar

7 = Unstageable - Deep tissue - Suspected deep tissue injury in evolution

8 = Open lesion(s) other than ulcers, rashes, cuts (e.g.; cancer lesion)

9 =   Venous or arterial ulcers 10 = Infection of foot (e.g.; cellulitis, purulent drainage

11 = Diabetic foot ulcer(s) 12 = Other open lesion(s) on the foot

13 = Surgical wound(s) 14 = Burn(s) (second or third degree)

15 = Bruise(s) 16 = Abrasion(s)

17 = Skin tear(s)

Foot Issues - document any concerns including corns, callouses, bunions, overlapping toes, structural 

problems, etc.

__________________________________________________________________________________________

  www.mds-consultants.com ©2017 MDS 3.0 Toolkit



Skin Evaluation
Page 2 of 2

Resident Name:____________________________________________MR#_______________Room#________

Pressure Ulcer Risk  (check all that apply)

Pressure ulcer at any stage present

History of previous pressure ulcers Bedfast

Skin desensitized to pain/pressure Bladder incontinence

Daily trunk restraint Bowel incontinence

Peripheral vascular disease

Conditions or diseases Nutritional

Alzheimer's or other dementia Significant weight loss

Diabetes Poor food intake

Multiple sclerosis Abnormal lab values

Hemiplegia Hgb

Paraplegia BUN

Quadriplegia Creatnine

Edema Albumin

Rashes Total Protein

Interventions (check all interventions put into place)

Pressure relieving mattress Protective skin care Dietary Supplements

Pressure relieving cushion Repositioning

Other Interventions (document below)

Use space below for additional documentation regarding issues identified on previous side

Signature/Title of person completing summary_______________________________Date__________________

Bed mobility problems
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