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Clinical Signs and Symptoms for Infection

Primary critical assessment findings
Finding one or more of these present requires immediate intervention and/or appropriate referral.

	Friable granulation tissue
	Presence of bleeding of granulation tissue when gently manipulated with a sterile cotton-tipped applicator

	Increasing pain in the ulcer area
	Subject’s subjective report of perceived increases in level of periulcer pain since the ulcer developed. Ask subject to describe the current level of ulcer pain if applicable.

	Increase in size
	Ulcer is increasing in either length, width, depth, or total surface area from previous assessment

	Erythema
	Presence of bright or dark red skin or darkening of normal ethnic skin color immediately adjacent to the ulcer opening.

	Exudate
	Increase in the amount of either serous or purulent exudate on the dressing.


Secondary critical assessment findings 
	Heat
	Presence of detectable increase in skin temperature of the skin adjacent to the ulcer but within 4 cm of ulcer margin as compared to the skin 10 cm proximal to the wound. Assess differences in skin temperature using the back of the examiner’s hand or the wrist.

	Edema
	Presence of shiny, taut skin or pitting impressions in the skin adjacent to the ulcer but within 4 cm of the ulcer margin. Assess pitting edema by firmly pressing the skin within 4 cm of ulcer margin with a finger; release and wait 5 seconds to observe indentation.

	Wound breakdown
	Presence of small open areas in newly formed epithelial tissue not caused by re-injury or trauma.

	Foul odor
	Presence of distinctively unpleasant smell as assessed by the examiner after the dressing has been removed and discarded and the wound has been cleansed.

	Base of wound


	Absence of granulating tissue.

	Discoloration of granulation tissue
	Presence of granulation tissue that is pale, dusky, or dull in color.


Note: All ulcers are contaminated. Chronic wounds are frequently colonized. Experts in the field of wound care agree that routine swab cultures of pressure ulcers to determine if an infection is present may not be recommended. The results of swab cultures reflect surface colonization rather than actual presence of infection and can lead to inappropriate treatment with antibiotics.
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