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ABSTRACT: Methodological study aimed at translating and adapting The Bates-Jensen Wound Assessment Tool for the Brazilian
culture, through five stages: translation, synthesis, back translation, review by an expert panel, and, testing of the translated version. The
Portuguese version was evaluated by 28 nurses who tested the understanding and practicality of the items. The expert panel evaluated
the equivalence between the original and translated versions, resulting in concordance lower than 80% for seven items of the General
Guidelines, which were modified. In the instrument, 13 items obtained a concordance rate exceeding 80%, except for Wound Status
Continuum, which achieved 40%. Testing the translated version indicated good practicality. The Bates-Jensen Wound Assessment Tool
is available in Brazil for research and use in clinical practice. Reliability and validity testing should be considered in future studies.

DESCRIPTORS: Translation. Nursing, methodology research. Wound healing. Nursing assessment.

TRADUCAO E ADAPTACAO DO BATES-JENSEN WOUND ASSESSMENT
TOOL PARA CULTURA BRASILEIRA

RESUMO: Estudo metodolégico com o objetivo de traduzir e adaptar o Bates-Jensen Wound Assessment Tool para a cultura brasileira,
por meio de cinco etapas: tradugdo, sintese, retrotradugdo, avaliagdo por um comité de especialistas e teste da versdo traduzida. A
versao em lingua portuguesa foi avaliada por 28 enfermeiros que testaram a compreensao dos itens e a praticabilidade. O comité de
especialistas avaliou a equivaléncia entre as versdes original e traduzida, resultando em concordancia inferior a 80% para sete dos
itens do guia de preenchimento, que foram modificados. No instrumento, os 13 itens obtiveram taxa de concordancia igual ou superior
a 80%, exceto o item Registro de Avaliacdo da Ferida, que obteve 40%. O teste da versdo traduzida indicou boa praticabilidade. O
Bates-Jensen Wound Assessment Tool esta disponivel no Brasil para utilizagdo em pesquisas e na pratica clinica. Testes de confiabilidade
e validade devem ser considerados em estudos futuros.

DESCRITORES: Traducao. Pesquisa metodolégica em enfermagem. Cicatrizacdo. Avaliacdo em enfermagem.

TRADUCCION Y ADAPTACION DE LA BATES-JENSEN WOUND
ASSESSMENT TOOL PARA LA CULTURA BRASILENA

RESUMEN: Estudio metodolégico destinado a la traduccién y la adaptacién del Bates-Jensen Wound Assessment Tool para la cultura
brasilefia a través de cinco etapas: traduccion, sintesis, retro-traduccion, revisién por un panel de expertos y las pruebas de la versiéon
traducida. La versién en portugués fue evaluada por 28 enfermeras que verificaron la comprension de los elementos y la practicidad.
El comité de especialistas evalu6 la equivalencia entre las versiones originales y traducidas, lo que resulta en una menor concordancia
del 80% para siete de los items de la guia, que posteriormente fueron modificados. En el instrumento, los 13 items obtuvieron una
tasa de concordancia superior al 80%, excepto para el item de la evaluacién de la herida, que obtuvo el 40%. La prueba de la version
pre-final demostré buena factibilidad. El Bates-Jensen Wound Assessment Tool esta disponible en Brasil para su uso en la investigacion
y la préctica clinica. La fiabilidad y la validez de las pruebas deben ser consideradas en futuros estudios

DESCRIPTORES: Traduccion. Investigacion metodolégica em enfermeria. Cicatrizacién de heridas. Evaluacion en enfermeria.
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INTRODUCTION

Caring for patients with chronic wounds has
been a major challenge in nursing clinical practice;
resulting in high rates of morbidity and a signifi-
cant impairment of quality of life."! These injuries
affect a large portion of the world’s population,
generating high costs for public health in many
countries.?

Wound assessment is one of the basic stages
for care planning in all healthcare levels: ambula-
tory, home or hospital. International guidelines
for wound treatment recommend a minimum
of weekly evaluation, using a standardized in-
strument that enables monitoring of the healing
process. However, there is not yet consensus on
the best way to evaluate the wound and its heal-
ing process.*”

The international literature offers instru-
ments for evaluating wounds, including the:
Pressure Sore Status Tool (PSST),® Pressure Ul-
cer Scale for Healing (PUSH),” Wound Healing
Scale (WHS),? Sussman Wound Healing Tool
(SWHT),’ and Bates-Jensen Wound Assessment
Tool (BWAT)." These instruments are validated,
reliable, aid clinical practice, and can be used as
decision tools by nurses for patient care.'

Among the available instruments, the Pres-
sure Sore Status Tool (PSST), developed in 1990,
using the Delphi technique; aims to monitor
the healing process of pressure ulcers. In 2001,
the instrument was reformulated in order to
be used for other wounds etiologies, and was
renamed the Bates-Jensen Wound Assessment
Tool (BWAT).2

The current version of the BWAT contains
13 items assessing size, depth, edges, under-
mining, type and amount of necrotic tissue,
type and amount of exudate, peripheral tissue
edema and induration, skin color surrounding
wound, granulation tissue, and epithelializa-
tion. The measuring scale is a five point Likert
types, where 1 indicates the best condition of
the wound and 5, the worst condition. The total
score is obtained as the sum of all the items,
and can range from 13 to 65 points, with higher
scores indicating the worst wound conditions.
Items such as size, depth, edges and detachment
should be scored as zero when the lesions are
healed. The instrument contains two additional
items - location and shape - which are not part
of the total score.!

In its original format, a guide accompanies
the BWAT with instructions for completion of each
assessment of the wound items. This guide enables
professionals to use the same criteria during the
evaluation process, as it defines each characteristic
to be observed. The BWAT has satisfactory validity
and reliability indices, with a Cronbach’s alpha of
0.90, sensitivity of 61%, specificity of 52%, and a
positive predictive value of 65%.'°

Considering the recommendations from the
main international consensus that guide the as-
sessment of wound conditions through a reliable
method, and the difficulty of nurses in clinical
practice to assess and monitor the healing process
of chronic wounds, this study aims to translate
and adapt the Bates-Jensen Wound Assessment
Tool instrument for the Brazilian culture, and to
assess its feasibility.

METHOD

This was a methodological study, character-
ized by translation and adaptation of the BWAT
to Brazilian culture, conducted after authoriza-
tion from Bates-Jensen, the author of the original
instrument.

The instrument and the completion guide
were submitted for translation and a cultural
adaptation procedure, in accordance with inter-
national recommendations,"'? using the steps:
translation, synthesis, back translation, evalua-
tion by a committee of experts, and testing of the
translated version. The purpose of these steps was
to ensure the quality of the adapted instrument
and its equivalence with the original instrument.

Two independent translators, a nurse and
alanguage teacher, fluent in English and having
Portuguese as their first language, performed
the first BWAT translation; only the language
teacher was informed of the study objectives.
A third translator, fluent in the instrument’s
source language, which produced the synthesis
version of the instrument, assessed the first two
translations.

In the third step, the translation synthesis
was sent to two other translators, a nurse and a
language teacher who were fluent in the target
language (Portuguese), with English as their
first language, to produce back-translations. The
purpose of this step was to evaluate discrepan-
cies between the original and the translated
instrument.
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The equivalence between the original and
the translated BWAT versions was evaluated
by a committee of five experts: a teacher with
experience in the methodological process of
translation and adaptation of instruments, a
teacher with experience in caring for patients
with wounds; two nurses and one generalist
stomatherapy nurse. Committee members were
invited to review the synthesis version accord-
ing to its equivalence with the original version,
indicating their agreement to each item and
modifications necessary to adjust the item. For
this procedure, experts received written guid-
ance and a tool specifically developed for this
analysis, also containing the original instrument
and all versions produced.

The equivalence assessment was performed
in a quantitative manner by individual responses
of each of experts, for each of the items. The inter-
rater agreement (IRR) was determined, expressed
in percentage, calculated by: (number of experts
who agreed with the item/number of experts)
x100. The items were appropriate when the IRR
was less than 80%." Items with an IRR lower than
80% were modified in accordance with the com-
mittee’s suggestions. The translated instrument
was obtained after these steps, and named the
BWAT Brazilian version

The translated version of the BWAT was
tested by nurses in adult and intensive care pa-
tients of a teaching hospital in Sdo Paulo state.
Generalist nurses and specialists with professional
experience of more than five years integrating
patients with wounds within their institutional
commission were invited.

For assessment of the translated instrument,
nurses received a sociodemographic characteriza-
tion form, the modified Feasibility Assessment
Tool, and the translated version of the BWAT
Brazilian version. The sociodemographic form
consisted of seven items: unit, age, sex, length of
experience as a nurse in the institution and sector,
and nurse education.

The practicality of the BWAT Brazilian
version was assessed using a modified Feasibil-
ity Assessment Tool." This instrument contains
four items assessing the ease of understanding
the instructions, items, completing the answers,
and the interest in having a tool in clinical prac-
tice for evaluation of chronic wounds. All ques-
tions were evaluated using a five point Likert

response scale: 1- strongly disagree, 2- partially
disagree, 3- I have no opinion, 4- partially agree
and 5- strongly agree. The analysis of responses
was obtained by the percentage of response of
participants for each of the items. The higher
percentage of responses of “partially agree” and
“agree”, the greater the instrument feasibility.
The BWAT Brazilian version modifications sug-
gestions for the translated version were analyzed
by the authors.

The study was registered in the Brazilian
Platform (CAAE: 08662512.3.0000.5404) and ap-
proved by the Research Ethics Committee (Pro-
tocol n. 183 265, of 12.18.2012).

RESULTS

The translation and adaptation of the BWAT
for the Brazilian culture followed the steps of
translation, synthesis, back translation and testing
of translated version. Translators did not report
difficulties in producing versions of the instrument
and completion guide.

Most items in the completion guide re-
ceived an IRR lower than 80%: general guidelines
(IRR=60%), depth (IRR=60%), edges (IRR=60%),
necrotic tissue type (IRR=60%), peripheral tissue
edema and induration (IRR=60%), granulation tis-
sue (IRR=60%), and epithelialization (IRR=60%).
With regard to the instrument, most items received
an IRR equal to or greater than 80%, except for
wound status continuum, which achieved an
IRR=40%.

Because 13 items achieved an IRR below 80%,
a consensus reunion among experts was not neces-
sary, as suggested modifications were specific and
related to order and agreement between words. By
consensus, the authors adjusted and formulated
the final BWAT version according to suggestions
of the experts. The words of the instrument that
generated discrepancies between experts were
modified with technical adequacy to the term of
the English language, with semantic equivalence
in respect to the original instrument in English.
All experts agreed to maintain the layout and the
original instrument name - Bates-Jensen Wound
Assessment Tool (BWAT) - plus the term “Brazil-
ian version”, to facilitate international scientific
access. The characteristics of the 28 participants
in the testing of the translated version are shown
in Table 1.
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Table 1 - Profile of nurse participants in the pre-test and translated version of the Bates-Jensen
Wound Assessment Tool. Campinas-SP, Brazil, 2012

Variables n (%) Mean Standard deviation = Minimal Maximal

Sex

Female 26 (92,9)

Male 2(7.1)
Age (years) 354 8.0 25 53
Professional education

Specialization 13 (46.4)

Graduation 9(32.1)

Masters degree 5(17.9)

Professional Improvement course 1(3.6)
Experience time (years)

In profession 10.4 8.8 <1 year 31

In current unit 47 4.6 <1year 18

In current institution 8.9 8.0 <1 year 28

Nurses who participated in the evaluation
of the BWAT Brazilian version assessed the com-
prehension of items and the instrument comple-
tion guide. Participants reported difficulties with:
completion of the shape, the location of the wound,
mark on the body chart, the anatomical location
of the lesion, and score wound status continuum.
They also indicated the substitution of some terms

and standardization of nomenclature, for example,
replacing the term “round” with “circular”.

Regarding feasibility, the BWAT Brazilian
version had adequate feasibility according to the
nurses, with most of answers of the four evalua-
tion items marked as “partially agree” or “strongly
agree” (Table 2).

Table 2 - Evaluation of the feasibility of the Bates-Jensen Wound Assessment Tool - Brazilian version,
according to respondents. Campinas-SP,Braszil, 2012

Strongly Partially No opin-  Partially Strongly

Opinion of respondents disagree disagree ion agree agree
n (%) n (%) n (%) n (%) n (%)

Instructions for completion were easy
to understand - - - 11(39.3) 17 (60.7)
Survey questions were easy to under- ) 1(3.6) ) 5(17.9) 22 (78.6)
stand
ngstlonnalre answers were easy to B 1(3.6) B 7 (25.0) 20 (71.4)
indicate
Support of an instrument to assess _ B _ 1(3.6) 28 (96.4)

wounds was interesting to have

After testing the translated version, the origi-
nal instrument author was consulted for changes
in the items location, shape and the body chart. All
the nurses and authors suggestions were accepted
by Dr. Bates-Jensen and incorporated into the
translated instrument. After items modification,
instructions to mark the body chart and wound

status continuum, the BWAT advanced version
was produced, translated and adapted to the
Brazilian culture (Annex 1).

DISCUSSION

Accurate assessment of a chronic wound is
essential for identification of conditions and ap-
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propriate decisions regarding topical treatment.'%*
The use of validated and reliable instruments
enables proper documentation and therapeutic
indication, ' providing information exchange
in the scientific community, and comparison of
results in different countries.” These instruments,
when properly used, support intervention and
treatment effectiveness.'

The BWAT was translated and proved to be
a valid method for chronic wound assessment.*
Steps of instrument translation and adaptation
were satisfactory and resulted in the BWAT Bra-
zilian version, after adaptation to the Portuguese
culture and language, as recommended in the
literature for instruments developed in other
languages and / or cultures.’ Replacement of
terms and nomenclature standardization was
performed, incorporating the author of original
article in decisions regarding modification of the
translated instrument.

Regarding the completion guide, agreement
rates lower than 80% in eight items were found,
determining specific changes suggested in the
order and concordance of words. Studies show
that an expert committee can modify guidelines
and instrument format, changing and adding new
items, '? and that agreement rates lower than 80%
are relevant, determining changes in the instru-
ment.

The literature recommends that, for equiva-
lency between the original and translated version,
the expert committee should be composed of
professionals with methodological experience in
health and linguistics, who should evaluate the
instrument according to the semantic, conceptual
and idiomatic equivalences. This research fol-
lowed all recommended steps in the literature, and
modifications suggested by experts were punctual
and accepted.

There are few reliable and valid instruments
for assessing chronic wounds in Brazil, and instru-
ment incorporation for this purpose facilitates
decision making by nurses about treatment and
follow up of patients with wound in clinical
practice.*1

CONCLUSION

The Bates-Jensen Wound Assessment Tool
instrument was successfully translated and
adapted to the Brazilian culture, following the
literature recommendations, with good feasibility

for use in clinical practice and research. Studies to
verify validity and reliability of the BWAT Brazil-
ian version are recommended.
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APPENDIX 1

BATES-JENSEN WOUND ASSESSMENT TOOL  NOME:
Versiao Brasileira

ETIOLOGIA DA FERIDA:

Complete a folla de pontmagio para avaliar as condigdes da ferida. Avalie cada item escolbendo a resposta que melhor descreve a fenida,
registrando as respectivas ponfuagdes ¢ datas na coluna correspondente. Se a ferida estiver cicatrizada/resolvida, pontue os itens 1. 2, 3 ¢

4 como rero.

Localizaciio: Circule a localizagho anatdnuca ¢ identifique direito (D) ou esquerds (E). Nos diagramas corporais, assinale um “X

Sacro ¢ coocin __ Maléolo lateral para marcar o local.

Trocinter _ Maleolo medial I —

Tuberosidade squiatica _ Caleimeo Ctre Local b L, L

p . - .

Forma: Padroes gerais da ferida; avalie observando o perimetro ¢ a profundidade. ) .1 A ll _’ .
Circule a descrigho apropriada ¢ registre a data: P/ A

Trregular __ Linear on alongada . ] ¢ Wi e

Circular/oval ~ Concava \ Jﬁ , | f |

[ 1

Quadrangular Retangular Formato de borboleta  Outro Formato

Item

Avaliagio Pontuacio | Pontuacio Ponltuacio

1. Tamanho

= Comprimento x largura < 4 em?

= Comprmento % largura 16.1 = < 36 cni?
= Comprimento X largura 36,1 « < 80 cm®

Comprinsento x largura 4 - < 16 oy’

Comprimento X largura > 80 cny®

3
Profundidade

B = A S e B o=

LF¥]

Entema ndo branquedavel na pele integra

Perda parcial da espessura da pele envolvendo epiderme efon
derme

Perda total da espessura da pele envelvende dane ou necrose do
tecido subcutineo: pode estender-se até a fascia subjacente, mas
sem ultrapassi-la; elou perda parcial e total e/ou camadas teciduais
cobertas por tecido de granulagio

Coberto com necrose

Perda total da espessura da pele com destnigio extensa, necrose
tecidual ou dano musenlar. dss20 ou das estruturas de apoio

3, Bordas

[

= Defimdas. contome claramente visivel, adendas, mveladas com a

= Bem definidas, ndo aderidas 4 base da fenda
= Bem definidas, ndo aderidas 4 base, enrolada, espessada
= Bem defimdas, fibrotcas, com crostas ¢'ou hiperqueratose

Indefinidas. ndo visiveis claramente

base da ferida

4.
Descolamento

= Descolamento de 2-4 cm envolvendo < 50% das bordas da ferida
= Descolamento de 2-4 cm envolvendo > 50% das bordas da ferida
= Descolamento > 4 cm ou nunelizagio em qualquer area

Ausente
Descolamento = 2 ¢m em qualquer drea

5, Tipo de
tecido necrotico

= Ausente

= Tecido ndo viavel branco/cinza e/on esfacelo amarelo nio aderido
= Esfacelo amarelo pouco adendo

= Escara preta, nmida, aderida

Escara preta, dura, totalmente aderida

6. Quantidade
de tecido
necratico

B S e L R R I T O

= = 500 ¢ < T5% da ferida coberta
= 75% a 100% da ferida coberta

Ausente
< 25% do leito da ferida coberto
2525 a 50% da fenda coberta

continued...
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sem odor

Item Avaliagio —_—— —— —_—
Pontuacio | Pontuacio | Pontuacio
1 = Ausente
1 = Sanguinolento
1;?;::: 3 = Serossanguinolento: fino, aquoso, vermelho/rosa palido
4 = Seroso: fino, limpido, aguoso
5 = Pumulento: fino ou espesso, entre marrom opace ¢ anarelo, com ou

= Ausente, ferida seca
Escassa, fenda tnuda, mas sem evidénena de exsudano

Bd =
n

8. Quantidade

3 = Pequena

de exsudato 4 = Moderada
i = Grande
1 = Rosea ounommal para o gripo émico

9. Cordapele | 2 = Vermelha brilhante e/ou eshranquigada ao toque

a0 :"::l' da 3 = Branca ou cinza pilido ou hipopigmentada

e 4 = Vermelha escura on roxe /o ndo branguedavel

5 = Preta ou hiperpigmentada
1 = Sem edema

10, Edema do | 2 = Edema ndo depressivel estende-se < 4 cm ao redor da ferida

tecida 3 = Edema ndo depressivel > 4 cm ao redor da ferida
periférico 4 = Edema depressivel < 4 cm ao redor da ferida
5 = Crepitagbes ¢/'on edema depressivel = 4 cm ao redor da fenida
1 = Ausente
1. ! = Endurecimento < 2 cm ao redor da ferida
E"i:r:d:;"m i = Endurecimento 2-4 cm estendendo-se < 50% ao redor da ferida
.-_.“1:-:,1; 4 = Endurecimento 2-4 cm estendendo-se > 50% ao redor da ferida

5 = Endurecimento > 4 cm em qualquer drea ao redor da ferida
1 = Pele integra ou ferida de espessura parcial
2 = Vermelho vivo brillbante; 75% a 100% da ferida preenchida ¢/oun

12. Tecido de crescimento excessivo de tecido

granulagio 3 = Vermelho vivo brilhante: < 75% e = 25%0 da ferida preenchida
4 = Réseo ¢lon vermelho escuro opaco e/on preenche < 25% da fenida
3 = Auséncia de tecido de granulagio
1 = 100% da ferida coberta, superficie intacta
= 75% a < 100% da ferida coberta efou com recido epirelial
estendendo-se > 0,5¢cm no leito da ferida
13, Epitelizacdo | 3 = 50% a < 75% da ferida coberta efou com tecido epitelial

estendendo-se < 0, 5cm no leito da fenda
4 = 2%% < 500 da ferida cobena
& = < 25% da ferida coberta

PONTUACAO TOTAL

ASSINATURA

REGISTRO DE AVALIACAOQ DA FERIDA

Cicatrizada
(I N I N I A I
| L 1 | | | | | | | 1
g 1315 0 25 30 35 40 45 50 35 L] 65
Regeneragio Degeneragio
da Ferida da Ferida

Assinale com um X7 a pontuagio total na linha do Regswo de Avaliagio da Ferida, serindo a data abaixo da linha, Anote as
diversas pontuagdes ¢ suas respectivas datas, a fum de possibalitar uma rdpida visualizagho da regeneragio ou degeneragio da ferida,
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