Quick Reference Guide
Spinal Cord Impairment Pressure Ulcer Monitoring Tool (SCI-PUMT)

Relevance
· The SCI-PUMT is specific only to pressure ulcers (PrUs) Stages II-IV and Unstageable.
· Reliability and validity of the SCI-PUMT have not been established to track the healing of Stage I pressure ulcers, deep tissue injury, dermatitis, excoriations, macerations, skin tears, or neuropathic, venous, and arterial ulcers.

Scoring
· Determine the Sub-total Geometric Factor Score (i.e., surface area, depth, edges, tunneling, undermining).
· Determine the Sub-total Substance Factor Score (i.e., exudate type, necrotic tissue amount).
· Add Sub-totals of Geometric and Substance Factors to obtain the Total Score (maximum score is 26).
· The HIGHER the score, the more severe the PrU.
· Use the SCI-PUMT Healing Continuum to visualize the current score and document the score on 
the SCI-PUMT Graph to identify healing variations over a 12 week period. 
· Scores on the Graph range from 0 (completely epithelialized, resurfaced) to 26 (most severe PrU)
· The Clinician’s goal is typically to decrease the score; palliative PrU management may have a goal of a “plateau” so the PrU does not further deteriorate.

General Guidelines
· Use the worst case scenario approach to assessment (e.g.,  a “speck” of eschar has a 
score of 1 indicating < 25% Necrotic Tissue Amount).
· Pressure Ulcer:
· Site:   Indicate the location of the PrU assessed: Sacrum-coccyx, trochanter, ischium, heel, other (e.g., malleolus, occiput).
· Body Side:   If applicable, document the body side of the PrU: left side, right side, midline.
· Orientation:  If applicable, indicate the PrU’s anatomical orientation:  medial,  lateral  (e.g., medial foot, lateral knee), superior, inferior, other.
· Positioning:  
Position the patient consistently for assessment (e.g., always turn on the right side with the 
upper leg flexed). Two or more clinicians are often required to position the patient to optimize PrU visualization and measurement. Use safe patient handling and movement techniques (e.g., use a sling to position the body to the side or lift the leg). Document the following:
· Upper Leg Flexed When Turned:  If applicable, identify if the upper leg is flexed when turned:  yes, no.  Leg flexion often maximizes the ulcer’s surface area and enhances visualization (e.g., ulcer on ischia or in gluteal fold).
· Dependent Side:  Indicate the side to which the patient is turned:  right side-lying, left side-lying, back, abdomen.
  


Supplies 
· General:  
· Biohazardous bag
· Linear guide in centimeters
· Personal protective equipment – mask, gown per facility infection control guidelines
· Pen inside glove with tip piercing through glove finger – mark applicator for measurements

· Per Ulcer:
· SCI-PUMT, SCI-PUMT Healing Continuum, SCI-PUMT Healing Trajectory Graph
· Personal protective equipment – clean gloves
· Clear ulcer overlay grid with 4 quadrants
· Cotton-tipped applicators (2)
· Wetting agent  (moisten cotton-tipped applicators so no fiber residue remains in PrU)
· Dressing change materials





Spinal Cord Impairment Pressure Ulcer Monitoring Tool (SCI-PUMT)

Geometric Factor
	ASSESSMENT
	KEY POINTS

	

	Surface Area

	

	Measure length as greatest distance head-to-toe  (12 o’clock to 6 o’clock)
	· Head is 12 o’clock; feet are 6 o’clock
· Mark length and width on applicators
· Place applicators beside linear guide
· Measure width perpendicular to length 
· Measure inside of one edge to inside of other edge
· Measure open, uninterrupted, continuous areas inside ulcer bed
· Avoid satellite lesions
· Enhance visualization if ulcer in fold 
(e.g., spread ulcer site gently; flex upper leg if on side)
· Do not continue with the SCI-PUMT if the surface area is “0” indicating complete epithelialization (i.e., resurfacing).

	Measure width as greatest distance side-to-side  (9 o’clock to 3 o’clock)
	

	Multiply length x width
	

	Score 1 – 10
(Variable: 0 - < 1 cm2  to >85 cm2)
	

	


	Depth

	

	Measure from skin surface  plane to deepest aspect of ulcer bed
	· Place horizontal applicator on skin surfaces across ulcer bed
· Place vertical applicator perpendicular to horizontal applicator
· Mark vertical applicator at intersection with horizontal applicator
· Place vertical applicator beside linear guide
· Exclude tunnels
· If the skin has a narrow opening that is straight down, assess this as “depth;” if the opening is oblique from the skin’s surface, assess this as “tunneling.”

	Score 0 – 4 
(Variable: 0 cm to >3 cm)
	

	

	

Edges*

	

	Assess ulcer edge where intact skin contacts ulcer bed
	· Identify worst case scenario (e.g., score 2 if any hyperkeratotic edge).
· Assess ulcer margin
· The Clinician may make a note if the edges are debrided resulting in change of score from “2” to a “1.”
· Edge integrity facilitates or impedes epithelialization

	Score 1 - 2
Score 1:  Edges not rolled, thickened, fibrotic, scarred, or hyperkeratotic

Score 2:  Edges rolled, thickened, fibrotic, scarred, or  hyperkeratotic


	· 



                                                      


    
	ASSESSMENT
	KEY POINTS

	

	Tunneling

	

	Measure longest distance of  tunnel
	· Space is lateral, oblique, or vertical from ulcer bed or skin surface
· Known as a sinus tract or channel
· Use applicator to measure from ulcer bed to most distal aspect of tunnel
· Do not force applicator!
· Mark applicator at intersection of tunnel with ulcer bed
· Place applicator beside linear guide
· Applicator tip is not visible on skin surface if lifted in tunnel
· A “cleft” in the ulcer bed (i.e., tissue overlaps itself) is not considered a tunnel.
· Tunnels inhibit granulation of full-thickness ulcers and may result  in abscesses

	Score: 0 – 3
(Variable: None to >4 cm)
	

	

	Undermining

	

	Measure longest distance of undermining
	· Space begins at ulcer edge and extends beneath intact skin
· Parallel or tangential to skin surface
· Use applicator to measure from ulcer edge  to most distal aspect of undermining
· Do not force applicator!
· Mark applicator at intersection of undermining with ulcer edge
· Place applicator beside linear guide
· Applicator tip is visible on skin surface if lifted  in undermined area
· Undermining impairs circulation of intact epidermis

	Score: 0 - 3 
(Variable: None to >4 cm)
	


               


Substance Factor
	Exudate Type

	

	Assess soiled dressing 
	· Drainage fluid  is typically due to injury or inflammation
· Serous drainage - clear
· Sanguineous drainage - bloody
· Green or purulent drainage - opaque
· Green or purulent drainage may indicate infection that may inhibit healing process
.

	Score 0 - 2
.
Score 0
  No drainage

Score 1
  Serous
  Sanguineous

Score 2
  Green
  Purulent
	

	

	Necrotic Tissue Amount*

	

	Use transparent metric measuring guide divided into 4 (25%) quadrants to assess percent of ulcer with necrotic tissue.
	· Necrosis indicates irreversible tissue damage
· Combine noncontiguous areas of necrotic  tissue to calculate  percent of ulcer bed covered
· Slough and eschar are types of necrotic tissue
· Slough is devitalized tissue that may cover ulcer bed. Slough may be  yellow, green, or brown and is usually stringy
· Eschar is dark, leathery tissue that is usually dry
· Devitalized tissue inhibits granulation tissue in full thickness ulcers

	Score 0 – 2 
(Variable:  None - >25%)
	


* Variables of Edges and Necrotic Tissue Amount are adapted from the Bates-Jensen Wound Assessment Tool (BWAT)
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