MADONNA REHABILITATION HOSPITAL


Pressure Ulcer Scale for Healing 

(PUSH Tool) 
Location of Ulcer: ______________


Admit Date:      ______
Initial Date of Assessment:  ______
                   Discharge Date:______

	
	Date of Assessment

	
	
	
	
	

	Length x Width (cm2)

	
	Sub-score
	

	0      
	0
	
	
	
	

	<0.3 
	1
	
	
	
	

	0.3 – 0.6
	2
	
	
	
	

	0.7-1.0
	3
	
	
	
	

	1.1- 2.0
	4
	
	
	
	

	2.1 – 3.0
	5
	
	
	
	

	3.1 – 4.0
	6
	
	
	
	

	4.1 – 8.0
	7
	
	
	
	

	8.1 – 12.0
	8
	
	
	
	

	12.1 – 24.0 
	9
	
	
	
	

	>24.0
	10
	
	
	
	

	Exudate Amount

	
	Sub-score 
	

	None
	0
	
	
	
	

	Light
	1
	
	
	
	

	Moderate
	2
	
	
	
	

	Heavy
	3
	
	
	
	

	Tissue Type

	
	Sub-score
	

	Closed
	0
	
	
	
	

	Epithelial
	1
	
	
	
	

	Granulation
	2
	
	
	
	

	Slough
	3
	
	
	
	

	Necrotic
	4
	
	
	
	

	PUSH SCORE
	
	
	
	

	Recorded by:
	
	
	
	

	% of Change in Score (PUSH score from admit versus discharge)

Modification for use of evaluator (Wound Team Member)
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Instructions for Using the PUSH Tool 

To use the PUSH Tool, the pressure ulcer is assessed and scored on the three elements in the tool: 

· Length x Width --> scored from 0 to 10 

· Exudate Amount ---> scored from 0 (none) to 3 (heavy) 

· Tissue Type ---> scored from 0 (closed) to 4 (necrotic tissue) 

In order to insure consistency in applying the tool to monitor wound healing, definitions for each element are supplied at the bottom of the tool. 
Step 1: Using the definition for length x width, a centimeter ruler measurement is made of the greatest head to toe diameter. A second measurement is made of the greatest width (left to right). Multiply these two measurements to get square centimeters and then select the corresponding category for size on the scale and record the score. 
Step 2: Estimate the amount of exudate after removal of the dressing and before applying any topical agents. Select the corresponding category for amount and record the score. 
Step 3: Identify the type of tissue. Note: if there is ANY necrotic tissue, it is scored a 4. Or, if there is ANY slough, it is scored a 3, even though most of the wound is covered with granulation tissue. 
Step 4: Sum the scores on the three elements of the tool to derive a total PUSH Score. 
Step 5: (optional) Transfer the total score to the Pressure Ulcer Healing Graph. Changes in the score over time provide an indication of the changing status of the ulcer. If the score goes down, the wound is healing. If it gets larger, the wound is deteriorating.

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). 
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Patient Name __________________________      Room _____________

Account Number ________________________     D.O.B. _____________

