
Stage 1 Pressure Injury: 
• Non-blanchable erythema of intact skin Intact skin with a localized area of 

non-blanchable erythema (redness). 
• In darker skin tones, the PI may appear with persistent red, blue, or purple 

hues. 
• The presence of blanchable erythema or changes in sensation, temperature, 

or firmness may precede visual changes. 
 Stage 2 Pressure Ulcer: 

• Partial-thickness skin loss with exposed dermis, presenting as a shallow 
open ulcer. 

• The wound bed is viable, pink or red, moist, and may also present as an 
intact or open/ruptured blister. 

• Adipose (fat) is not visible and deeper tissues are not visible. 
• Granulation tissue, slough and eschar are not present. 
• Stage 2 should not be used to describe moisture associated skin damage 

including incontinence associated dermatitis, intertriginous dermatitis 
(inflammation of skin folds), medical adhesive related skin injury, or traumatic 
wounds (skin tears, burns, abrasions). 

Stage 3 Pressure Ulcer: 
• Full-thickness skin loss, in which subcutaneous fat may be visible in the ulcer 

and granulation tissue and epibole (rolled wound edges) are often present. 
• Slough and/or eschar may be visible but does not obscure the depth of 

tissue loss. 
• The depth of tissue damage varies by anatomical location; areas of 

significant adiposity can develop deep wounds. 
• Undermining and tunneling may occur. 
• Fascia, muscle, tendon, ligament, cartilage and/or bone are not exposed. 
• If slough or eschar obscures the wound bed, it is an unstageable* PU/PI. 

Stage 4 Pressure Ulcer: 
• Full-thickness skin and tissue loss with exposed or directly palpable fascia, 

muscle, tendon, ligament, cartilage or bone in the ulcer. 
• Slough and/or eschar may be visible on some parts of the wound bed. 
• Epibole (rolled edges), undermining and/or tunneling often occur. 
• Depth varies by anatomical location. 
• If slough or eschar obscures the wound bed, it is an unstageable* PU/PI. 

*Unstageable Pressure Ulcer: 
• Obscured full-thickness skin and tissue loss in which the extent of tissue 

damage within the ulcer cannot be confirmed because the wound bed is 
obscured by slough or eschar. 

• Stable eschar (i.e., dry, adherent, intact without erythema or fluctuance) 
should only be removed after careful clinical consideration and consultation 
with the resident’s physician, or nurse practitioner, physician assistant, or 
clinical nurse specialist if allowable under state licensure laws. 

• If the slough or eschar is removed, a Stage 3 or Stage 4 pressure ulcer will 
be revealed. 



• If the anatomical depth of the tissue damage involved can be determined, 
then the reclassified stage should be assigned. The pressure ulcer does not 
have to be completely debrided or free of all slough or eschar for 
reclassification of stage to occur. 

Deep Tissue Pressure Injury (DTPI): 
• Persistent non-blanchable deep red, maroon or purple discoloration 
• Intact skin with localized area of persistent non-blanchable deep red, 

maroon, purple discoloration due to damage of underlying soft tissue. This 
area may be preceded by tissue that is painful, firm, mushy, boggy, warmer 
or cooler as compared to adjacent tissue. These changes often precede skin 
color changes and discoloration may appear differently in darkly pigmented 
skin. 

• This injury results from intense and/or prolonged pressure and shear forces 
at the bone-muscle interface. 

• The wound may evolve rapidly to reveal the actual extent of tissue injury or 
may resolve without tissue loss. 

• If necrotic tissue, subcutaneous tissue, granulation tissue, fascia, muscle or 
other underlying structures are visible, this indicates a full thickness pressure 
ulcer. 

• Once a deep tissue injury opens to an ulcer, reclassify the ulcer into the 
appropriate stage.  

Medical Device Related Pressure Ulcer/Injury: 
• Medical device related PU/PIs result from the use of devices designed and 

applied for diagnostic or therapeutic purposes. 
• The resultant pressure injury generally conforms to the pattern or shape of 

the device. 
Mucosal Membrane Pressure Ulcer/Injury: 

• Mucosal membrane PU/PIs are found on mucous membranes with a history 
of a medical device in use at the location of the injury. 

• Due to the anatomy of the tissue, these ulcers cannot be staged. 
 


