
RN’s…
Did You Know?!?!

Nurses Can & 
Should Stage 

Wounds!

Just know your resources!
If in doubt contact a 

supervisor, educator, wound 
specialist or wound champion.



Always Identify Proper Location!



Perform Blanch Test

Apply light pressure with finger for a 
few seconds, then release & monitor 

for return of normal skin color

Normal skin color returns 
Blanchable

(Area lightens when pressure is 
applied)

Normal skin color doesn’t return
Nonblanchable

(area remains red, doesn’t lighten 
when pressure is applied)



Stage 1 Pressure Injury

STAGE 1

Intact skin with area of nonblanchable redness

Discoloration may appear differently in darkly 
pigmented skin, in these cases, look for 

differences in color (darker or lighter), tissue that 
is warm or cool to touch, or tissue that is hard or 

soft. 

Changes in sensation, temperature and firmness 
may happen before visual changes 

are even noted.

Color changes DO NOT include purple or 
maroon discoloration which may indicate deep 

tissue injury (DTI)

EPIDERMIS

DERMIS

FAT

STAGE 1 PRESSURE INJURY



Stage 2 Pressure Injury

STAGE 2

PARTIAL-THICKNESS 
skin loss with exposed dermis.

Eschar, slough & granulation tissue 
NOT present

EPIDERMIS

DERMIS

FAT

STAGE 2 PRESSURE INJURY



Stage 3 Pressure Injury  

EPIDERMIS

DERMIS

FAT

STAGE 3

FULL-THICKNESS
skin loss 

Epibole (rolled edges) is 
often present

Fat is visible

Eschar, slough & granulation 
tissue may be present If tissue loss is obscured 

by eschar or slough, it’s 
unstageable

Undermining and tunneling 
may occur



Stage 4 Pressure Injury

EPIDERMIS

DERMIS

FAT

STAGE 4 

FULL-THICKNESS 
skin loss 

Eschar, slough & granulation 
tissue may be present

Exposed fascia, bone, tendon, 
ligament and/or muscle.

Often includes undermining, 
tunneling, and epibole (rolled 

edges).

Areas that don’t have 
subcutaneous tissue result in 
shallow ulcerations (i.e. ear, 
nose, malleolus and occiput)

Depth of injury varies by 
anatomical location

TENDON & 
MUSCLE

BONE



Unstageable Pressure Injury

EPIDERMIS

DERMIS

FAT

UNSTAGEABLE

BONE

ESCHAR SLOUGH

UNSTAGEABLE

FULL-THICKNESS 
skin loss where 

tissue damage can’t be 
confirmed because 

obscured by slough or 
eschar.

If slough and/or eschar is 
removed, a stage 3 or 

stage 4 would be 
revealed.

Stable eschar on an 
ischemic limb or the 
heel(s) should not be 
softened or removed.

Stable eschar is dry, 
adherent, intact eschar 

without redness/erythema 
or fluctuance (i.e. abscess, 

boggy feeling)              

TENDON & 
MUSCLE



Deep Tissue Injury (DTI)

Deep Tissue Injury

A pressure-related injury to 
subcutaneous tissues under 

intact skin. 

Initially, these lesions have the 
appearance of a deep bruise.

Intact or non-intact skin with 
localized area of persistent 
nonblanchable deep red, 

maroon, purple discoloration or 
epidermal separation revealing 

a dark wound bed or blood 
filled blister. 

The wound may evolve rapidly 
to reveal actual extend of tissue 
injury or may resolve without 

tissue loss

If deep tissue injury becomes 
necrotic, classify it as 

unstageable



Mechanical Device Related Pressure Injury

Mechanical Device 
Related 

Pressure injuries caused 
by the use of mechanical 

devices

The resultant pressure injury 
generally conforms to the 

pattern or shape of the device

The injury should be staged 
using the staging system



CASE SCENARIO 

This 86 year old female has an 
area of reddened skin on the right 

heel.

The alteration in skin color 
persists under applied light 

pressure. 

There is no break in the skin 
surface. 

Staging Scenario 1



CASE SCENARIO

75 year old man

Post AAA repair

Prolonged hypertension

Skin cold to touch, firm to palpation, some 
areas permanently blanched (white), 
purple areas nonblanchable (no color 

changes when pressed)\

Staging Scenario 2



CASE SCENARIO

65 year old female

Positioned on left side during 5-
hour surgery

Reddened area is nonblanchable 
and tender 

Staging Scenario 3



CASE SCENARIO

85 year old female

Admitted from a skilled nursing 
facility

Slough and eschar present

Staging Scenario 4



CASE SCENARIO

65 year old female

Patient is quadriplegic and 
admitted for UTI  

Wound on coccyx/sacrum with 
exposed fascia, tendon, bones 

with rolled edges and 
undermining

Staging Scenario 5



CASE SCENARIO

Female patient returning from 
PACU  

She had an open laparotomy and 
was in the OR for 6 hours

She was hypovolemic and 
hypotensive in PACU and they 
never performed a skin check 

You find an area of tissue that is darker 
than surrounding tissue & it’s 

nonblanchable, the area is hot and 
patient complains of pain to that area

Staging Scenario 6



CASE SCENARIO

80 year old female

Admitted to medical surgical unit 
for a fall and change in mental 

status

Wound on ear with exposed fascia 
and tendon with rolled edges

Staging Scenario 7



CASE SCENARIO

60 year old female

Admitted with type II diabetes 
and a history of falls 

Dry eschar present on right 
great toe

Staging Scenario 8

In this scenario, is it appropriate to remove the dry eschar? 



CASE SCENARIO

40 year old male

Admitted in the ICU for acute 
pulmonary failure

Coccyx/sacrum wound with slough 
present with rolled edges, 

undermining and visible tendons  

Staging Scenario 9



CASE SCENARIO

50 year old male

Admitted for UTI

Wound present in abdominal fold 
in approximate range with Foley 

catheter tubing 

Staging Scenario 10
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