
 
 

 

HSE 2018 PRESSURE ULCER CATEGORY / STAGING 

SYSTEM  
 

 

Definition: “A pressure ulcer is a localised injury to the skin and / or underlying tissue usually 

over a bony prominence, as a result of pressure, or pressure in combination with shear. A 

number of contributing or confounding factors are also associated with pressure ulcers; the 

significance has  

   yet to be elucidated” 
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Category/Stage II              

 

 

 

Category/Stage III 

 

Category/ Stage I: Intact skin with non – 

blanchable redness of a localised area 

usually over a bony prominence. 

Discolouration of the skin, warmth, odema, 

hardness or pain may also be present. Darkly 

pigmented skin may not have visible 

blanching. The area may be painful, firm, 

soft, warmer or cooler as compared to 

adjacent skin. (EPUAP 2009). 

Category / Stage II: Partial thickness skin 

loss of dermis presenting as a shallow ulcer 

with a red pink wound bed, without slough. 

May present as an intact  or open/ ruptured 

serum filled blister filled with serous or sero- 

sanginous fluid.  Presents as a shiny or dry 

shallow ulcer without slough or bruising. 

(EPUAP 2009). 

Category / Stage III: Full thickness skin loss. 

Subcutaneous fat may be visible but bone, 

tendon or muscles are not exposed. Slough 

may be present but does not obscure the 

depth of tissue loss. The stage may include 

undermining or tunnelling (EPUAP 2009). 



 

 

 

 

 

 

 

 

Category/Stage IV 

 

 

 

Suspected deep pressure and shear induced tissue damage, depth unknown  

 

  
 

 

 

   

 

Category / Stage IV:Full thickness tissue 

loss with exposed bone, tendon or muscle. 

Slough or eschar may be present. This stage 

often includes undermining and tunnelling. 

Exposed bone / muscle is visible or directly 

palpable (EPUAP 2009). 

In individuals with non-blanchable redness and 

purple/maroon discoloration of intact skin combined with 

a history of prolonged, unrelieved pressure/shear, this 

skin change may be an indication of emerging, more 

severe pressure ulceration i.e. an emerging 

Category/Stage III or IV Pressure Ulcer. Clear 

recording of the exact nature of the visible skin changes, 

including recording of the risk that these changes may be 

an indication of emerging more severe pressure 

ulceration, should be documented in the patients’ health 

record. These observations should be recorded in tandem 

with information pertaining to the patient history of 

prolonged, unrelieved pressure/shear. 

It is estimated that it could take 3-10 days from the initial 

insult causing the damage, to become a Category/Stage 

III or IV Pressure Ulcer (Black et al, 2015). 

 

Stable eschar (dry adherent, intact without erythema or 

fluctuance) on the heel serves as the body’s biological 

cover and should not be removed. It should be 

documented as at least Category / Stage III until proven 

otherwise. 


