
From the
EDITOR

Pressure ulcers have been a health
concern for a long time—since at
least 5,000 years ago, when evi-

dence of a pressure ulcer was found on
an ancient Egyptian mummy. But not un-
til 1975 did the staging classification sys-
tem we’re familiar with begin. This sys-
tem was designed to make things easier
by creating a universal way to describe
and communicate the various levels of
tissue destruction.           

In my travels and work as a wound
care educator, the questions I’m asked
most frequently relate to pressure ulcer
staging. How can this be, given that the
staging system was supposed to make it
easier for us? Most wound care clinicians
who live and breathe wound care
24/7 (the experts) can probably
stage a pressure ulcer in their
sleep. But the staging struggles of
nonexpert clinicians make staging
the wound experts’ problem. In
many facilities across the country,
staging is so challenging that
some wound care experts have
forbidden anyone else in their fa-
cility to document a pressure ul-
cer’s stage in the medical record.
As desirable as this may sound to
some of us, I don’t think this ap-
proach is practical. One person
can’t be everywhere at once. 

To stage a pressure ulcer accu-
rately, you need to understand
the anatomy and physiology of

tissue destruction and be able to interpret
what you see. I don’t have all the an-
swers to the staging problem, but I have
identified a few issues clinicians find
most confusing—differentiating stage II
and stage III pressure ulcers, suspected
deep tissue injury, and restaging and
downstaging. Here are a few tips that
may help. 
• Stage II pressure ulcers are pink and

partial thickness, without necrotic tis-
sue (yellow or black). Tissue destruc-
tion is seen through the epidermis and
into, but not through, the dermis. (See
Stages of pressure ulcers.) In contrast,
stage III pressure ulcers involve tissue
destruction through the dermis and into
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the subcutaneous tissue. Of course,
there’s no dotted black line showing
where epidermis and dermis end, so
we have to rely on our knowledge of
anatomy: The epidermis is thinnest on
the eyelids (0.05 mm) and thickest on
the palms and soles (1.5 mm). The der-
mis is thinnest on the eyelids (0.3 mm)
and thickest on the back (3.0 mm). By
comparison, a single sheet of copy pa-
per is 0.1 mm thick, while a U.S. penny
is 1.5 mm thick.

• A deep tissue injury is a localized area
of intact, discolored skin (purple or
maroon) or a blood-filled blister. Intact
is the key word. Once the skin opens,
the wound must be reclassified as un-
stageable, stage III, or stage IV. Deep
tissue injury implies tissue damage at
the subcutaneous level or deeper, so it
can’t possibly be a stage II wound.

• Reverse or downstaging doesn’t accu-
rately characterize what’s occurring in
the ulcer. Stage III and IV pressure ul-
cers heal by filling in with granulation
(scar) tissue—not new dermis and sub-
cutaneous tissue. Therefore, the staging
system definitions can be used only 
one way—as the wound progresses—
and not in reverse, as the wound
heals. A stage IV pressure ulcer can’t
become a stage III, stage II, or subse-
quently stage I ulcer. When a stage IV
ulcer is healing or healed, it should be
classified as a healing or healed stage
IV pressure ulcer—not a stage I or
stage 0 pressure ulcer. 

• Progression (worsening) of tissue de-
struction follows an upward scale of
the staging system—from least to
worst: stage I, stage II, stage III, and
stage IV (the deepest level of tissue de-
struction). Unstageable and suspected

deep tissue injuries are categories, not
stages. Based on their definitions, they
would be equal to or greater than a
stage III ulcer. In other words, they
can’t be recategorized as stage I or II
ulcers. 

The staging system isn’t perfect and
still has many gray areas, but for now
this is the internationally accepted tool
we need to use. When staging gets con-
fusing or falls into a gray area, I find it’s
best not to overthink things. Instead, go
back and reread the basic definitions. For
answers to other staging questions, check
out the article “FAQs for pressure ulcer
staging”. 
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