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Summary of Pressure Ulcer Assessment Variables

	Wound Variables
	Method
	Rationale
	Comments

	Size
	Using a centimeter ruler measure the longest length, and the widest width side to side, perpendicular (90 degrees <) to length, encompassing the entire wound.  Do not measure reddened areas.  
	Changes in wound size indicate worsening (increase) or improvement (decrease) of ulcer. Lack of change signifies lack of healing
	Reduction in size) should be observed after 2–4 weeks.

	Depth
	Gently insert Q-Tip at deepest point. Hold finger at wound edge, remove Q-Tip and measure distance.
	The development of granulation tissue, which reduces wound depth, is a sign of healing.
	Wound depth measurements are not appropriate or needed for partial-thickness wounds.

	Sinus tracts, tunneling, and undermining
	Measure the depth of tracts, tunneling, and undermining by gently inserting a probe into the tract or tunneling. Hold finger at the wound edge, remove, and measure distance. Use a clock face with the head at 12:00 and the feet at 6:00 to reference location of tracts, tunnels, and undermining.
	Tunneling and the presence of sinus tracts may require additional studies and affect choice of dressing.
	This variable is most important during initial assessment.

	Exudate and odor


	Estimate exudate amount (none, light, moderate, heavy) on the dressing and the length of time the dressing has been on. Type of exudate may be bloody, serous, watery, or purulent. Odor can be described as absent, foul, etc., and as strong (e.g., filling the room) or minimal.
	Exudate amount affects choice of dressings. Exudate type and presence of odor may indicate presence of infection.
	All wounds emit an odor following occlusion. When using occlusive dressings it is best to assess odor after discarding used dressing. Excessive or prolonged exudate formation may indicate prolonged or renewed inflammation.

	Wound bed
	Estimate percentage of wound bed covered with necrotic tissue, granulation tissue, or newly formed epithelium. Describe necrotic tissue (black, yellow, moist, dry) and granulation tissue (bright red, pink, or dull/dusky red).
	The presence or absence of necrotic tissue affects treatment choice. Reduction in amount of necrotic tissue/increase in amount of granulation tissue and epithelium is a sign of healing.
	Although not an exact science, quantifying major tissue type helps monitor progress and facilitates early detection of deterioration.

	Wound edges
	Can be described as indistinct, distinctly visible, attached or not attached to wound base, or rolled under/thickened. Maceration can also be observed and should be recorded.
	“Rolled” edges can be a sign of a longstanding wound. Because epithelial cells migrate from the wound edges, the condition of the wound edge is important for healing.
	Macerated wound edges suggest a need to change wound treatments used.

	Surrounding skin condition
	Compare to skin on other parts of the body and note color and temperature difference(s), presence of edema or induration, and suppleness.
	Edema, induration, redness, and warmth may be a sign of prolonged inflammation or infection. Skin irritation can also be caused by the treatment(s) used or fecal/urine contamination.
	Record findings and, if needed, measure area of induration/irritation. Assess temperature using the back of the hand or finger.
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