
PRESSURE ULCERS

• Identify at risk patients and institute precautions and assessments.

• Keep skin dry, sheets wrinkle free, turn and reposition frequently. 

• Assess and document status of ulcer.

• Treatment may include creams, dressings, debridement, grafting, vacuum assisted suction.

STAGING

Treatment

Stage I

Stage II

Stage III

Stage IV

DTI

Unstageable

Intact skin with non-blanchable redness of a localized area usually over a bony 
prominence. Darkly pigmented skin may not have visible blanching; its color may 

Partial thickness loss of dermis presenting as a shallow open ulcer with a red pink wound 

Presents as a shiny or dry shallow ulcer without slough or bruising.

Full thickness tissue loss. Subcutaneous fat may be visible but bone, tendon or muscle 
are not exposed. Slough may be present but does not obscure the depth of tissue loss. 
May include undermining and tunneling.

Full thickness tissue loss with exposed bone, tendon or muscle. Slough or eschar may 
be present on some parts of the wound bed. Often include undermining and tunneling.

Full thickness tissue loss in which actual depth of the ulcer is completely obscured by 
slough (yellow, tan, gray, green or brown) and/or eschar (tan, brown or black) in the 
wound bed. Until enough slough and/or eschar is removed to expose the base of the 
wound, the true depth, and therefore stage, cannot be determined.

damage of underlying soft tissue from pressure and/or shear. The area may be 

adjacent tissue.
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