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Tissue Injury

Stage 1 Stage 2 Stage 3 Stage 4 Unstageable Suspected Deep Intact skin with non-blanchable Partial thickness loss of dermi: Full thickness tissue loss. Full thickness tissue loss with Full thickness tissue loss in Purple or maroon localised
Tissue Injury redness of a localised area usually presenting as a shallow open Subcutaneous fat may be visible, but exposed bone, tendon or muscle. which the ulcer base is covered  discoloured intact skin o
Intact skin with non-blanchable Pa thickness floss of Full  thickness  tissue  loss. Full thickness tissue loss with Full thickness tissue loss in which Purple or maroon localised are: over bony prominences. Darkly ulcer with a red/pink wound bone, tendon or muscle are not Slough oreschar may be presenton by slough (yellow, tan, gray, filled blister due to dar

discoloured intact skin or bla
filled blister due to damage
underlying soft tissue from press
andfor shear. The area may
preceded by tissue that is pair

Subcutaneous fat may be visible, but
bone, tendon or muscle are not
red/pink wound bed, without  exposed. Slough may be present but
slough. May alsc presentasan  does not obscure depth of tissue loss.
intact or openfruptured May include undermining and

exposed bone, t endon or muscle.
Slough or eschar may be present on
some parts of the wound bed.
Often include undermining and
tunnelling. The depth of a Stage 4

the ulcer base is covered 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

some parts of the wound bed.
Often include undermining and
tunnelling. The depth of a Stage 4
pressure injury varies by anatomical
location. The bridge of nose, ear,

green or brown) and/or eschar
tan, brown or black) in the
wound bed. Until enough
slough andfor eschar s
removed to expose the base of

underlying soft tissue from
andfor shear. The area
preceded by tissue that is
firm, mushy, boggy, wal
cooler as compared to

redness of a localised area usually
over bony prominences. Darkly
pigmented skin may not have
visible blanching; its colour may
differ from the surrounding area.

dermis presenting as 2
shallow open ulcer with 2

pigmented skin may not have
ble blanching; its colour may

bed, without slough. May also  exposed. Slough may be present but
present as an intact or does not obscure depth of tissue loss.
differ from the surrounding area. openfruptured  serum-filed May include undermining and
The area may be painful, firm, soft,  blister. Presents as a shiny or tunnelling. The depth of Stage 3
warmer or cooler as compared to  dry shallow ulcer without pressure injuries varies by anatomical

The area may be painful, firm,

serum-filled blister. Presents
as  =2sashiny or dry shallow ulcer

excoriation.

tunnelling. The depth of Stage 3
pressure injuries varies by anatomica

visible or directly palpable.

pressure injury varies by anatomical
location. The bridge of nose, ear,

possible. Exposed bone/tendon is
le or directly palpable.

removed to expose the base of firm, mushy, boggy, warmer

the wound, the true depth, (and

cooler as compared to adjac

exposing additional layers of tis
even with optimal treatment.

adjacent tissue. Stage | pressure
icult to detect

injuries may be d

slough or bruising

{bruising
indicates suspected deep tissue

location. The bridge of nose, ear,
ut and malieolus do not have

occiputand malieolus do not have
subcutanecus  tissue and these

the wound, the true depth, (and
therefore Stage) cannot be

tissue. without slough or bruising location. The bridge of nose, ear, occiputand malleclus do nothave therefore Stage) cannot be tissue. Deep tissue injury may in individuals with darkly injury).Stage 2 pressure injuries subcutanecus tissue and Stage 3 ulcers can be shallow. Stage 4 determined. Stable {dry, dark skin tones.
Stage | pressure injuries may be (bruising indicates suspected occiput and malleolus do not have subcutaneous  tissue and these determined.  Stable  ({dry, difficult to detect in individuals v pigmented skin tone. May indicate should not be used to describe  ulcers can be shallow. In contrast, pressure injuries can extend into adherent, Intact without Include a thin- blister ovel
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FAIN FAaCIrs.
Pressare Inury Alliance

FUR DARKK SKIN 1UNE>

FAIN PTG
Pressure Injury Alliance

FURK ADULID WIIH LIGHI SKIN 1UNED>

Text adapted from: international NPUAP/EPUAP Pressure Ulcer Classification System (2009,2014) published in in
National Pressure Ulcer Advisory Panel (NPUAP), Eurcpean Pressure Uicer Advisory Panel (EPUAP), Pan Pacific Pressure
Injury. PIA), Prevention and Pressure Ulcers: Clinical Practice Guideline. 2014: Emily Hzesler (£6.)
Cambridge Media: Osborns Park, WA. 3D graphics: Owned by PPPIA. Photos: All photos courtesy Or Keryln Carville, used
with permission. Also available in this series: PPPIA C System: Multicultural, PPPIA Cl tion System for

-epidermis
-dermis

-subcutaneous fat

Text adapted from: International NPUAP/EPUAP Pressure Ulcer Olassification System (2009,2014) published in: National
Pressure Ulcer Advisory Panel (NPUAP), European Pressure Ulcer Advisory Panel (EPUAP), Pan Pacific Pressure Injury
Alliznce (PPPIA), Preventicn and Treatment of Pressure Ulcers: Clinical Practice Guideline. 2014: Emily Hzesler (Ed.}

—epidermis

—dermis

_musde : . e > — subcutaneous fat Cambridge Media: Osborne Park, WA. 3D graphics: Owned by PPPIA. Photos: Al photos courtesy Dr K. Carville, used
Adults with Light Skin Tones, PPPIA Classification System for Neonates and Childran, PPPIA Classification System for Asian with permission. Also available in this series: PPPIA Classification System: Multicultural, PPPIA Classification System for
boiié n System for Older Aduit: —musde Dark Skin Tones, PPPIA Classification System for Neonates and Children, PPPIA Classification System for Asian Skin Tones,

Skin Tones, PPPIA Classif
S = v

© PPPIA 2020

for use: wiwy a.011

> bone PPPIA Classification System for Older Aduts.

More information and permission for use: www.pp;

org © PPPIA 2020

pigmented skin may not have

Darkly

ulcer with a red/pink wound
bed, without slough. May also

warmer or cooler as compared to  dry

‘at risk' individuals (2 heralding

shaliow ulcer

derm:

without

skin tears, tape burns, perineal

location.

extremely deep Stage

or injuries.

directly palpable.

muscle are not exposed. Slough may be
present but does not obscure depth of

The bridge of nose, ear,

location.

muscle and/or

visible or directly palpable.

Slough or eschar may be present on
some parts of the wound bed.

The bridge of nose, ear,

supporting
structures (e.g. fascia, tendon or
joint capsule) making osteamyelitis
possible. Exposed bone/tendon is

by slough (vellow, tan, gray,
green or brown) and/or eschar

removed to expose the base of

erythema or fluctuance) eschar
on the heels serves as ‘the
body's natural (biclogical)
and should not
removed.

filled blister due to damage of
underlying soft tissue from

warmer or cooler as compared to

blister over a dark wound bed.
The wound may further evolve
and be covered by thin eschar.
Evelution may be rapid, exposing
additional layers of tissue even
with optimal treatment.
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redness of a localised area usually
over bony prominences. Darkly

The area may be painful, firm, soft,

presenting as a shallow open
ulcer with 3 red/pink wound

blister. Presents as a shiny or

injury). Stage 2 pressure injuries
should not be used to describe
skin tears, tape burns, perineal
dermatitis, ~maceration or
excoriation.

Subcutaneous fat may be visible, but
bone, tendon or muscle are not

tunnelling. The depth of Stage 3

subcutanecus tissue and Stage 3
ulcers can be shallow. In contrast,
areas of significant adiposity can
develop extremely deep Stage 3
pressure injuries. Bone/tendon is not
visible or directly palpable.

bone, tendon or muscle. Slough or
eschar may be present on some parts

varies by anatomical location. The

extend into muscle and/or supporting
structures (e.g. fascia, tendon or joint
capsule) making osteomyelitis
possible. Exposed bone/tendon is
visible or directly palpable.

which the ulcer base is covered
by slough (yellow, tan, gray,

andfor eschar is removed to

without erythema or
fluctuance) eschar on the heels
serves as ‘the body’s natural
(biological) cover' and should
not be removed.

Stagel Stage 2 Stage3 Stage 4 Unstageable Suspected Deep
Stage 1 Stage 2 Stage 3 Stage 4 Unstageable Suspected Deep
Intact skin with non-blanchable Partial thickness loss of dermis  Full thickness tissue loss. Subcutaneous  Full thickness tissue loss with Full thickness tissue loss in Tissue Injury
redness of a localised area usually presenting as a shallow open fat may be visible, but bone, tendon or  exposed bone, tendon or muscle. which the lcer base is covered  discoloured intact skin or bload- Intact skin with non-blanchable Partial thickness loss of dermis Full  thickness  fissue  loss. Full thickness tissueloss with exposed  Full thickness tissue loss in Purple or maroon localised area

scoloured intact skin or
ed blister due to damage

visible blanching; its colour may present as an intact or tissue loss. May include undermining Often include undermining and (tan, brown or black) in the pressure and/or shear. The area pigmented skin may not have bed, without slough. May also exposed. Slough may be present but of the wound bed. Often include green or brown) and/or eschar of underlying soft tissue from
area. d  and tunnelling. The depth of Stage 3 tunnelling. The depth of 2 Stage 4 wound bed. Until enough may be preceded by tissue that is visible blanching; its colour may present as an intact or doesnotcbscure depth of tissue loss. undermining and tunnelling. The (tan, brown or black) in the pressure and/or shear. The area
Theares maybepainful, firm, soft,  biister. Presents‘as a shiny or  pressure injuries varies by snatomical ‘pressureinjury variesby anatomical slough . _and/or’ _eschar eainful, firm, mushy, bogay, differ from the surrounding area. openf/ruptured  serum-filed May include undermining and depth of a Stage 4 pressure injury wound bed. Until enoughsiough may be preceded by tissue that is

painful, firm, mushy, boggy,

adjacent tissue. Stage | pressure  slough or bruising (bruising occiput and malleclus do not have occiputand malieolus do nothave  the wound, the true depth, (and  adjacent tissue. Deep tissue injury I R TN e g Sl Srrps TR RORSs ok oo il i s vt Wi o ol e o R bl R RS A
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J o _ daridy  injury).Stage2 pressureinjuries - can be shallow: In contrast, areas of ulcers. can be shallow. Stage 4 .determined.. ~Stable: (dry, Individuals with dark skin tones. risk’ individuals (a heralding signof  indicates suspected deep tissue  occiput and malleolus do not have tissue and these ulcers can be Stage) cannot be determined. include a thin blister over a dark
pigmented skin tone. May indicate  should not be used to describe  significant  adiposity can develop pressure injuries can extend into acherent, intact  without Evolution may include a thin risk) Shallow. Staed prisdire nhiasican: Stable (dry Sedtereat, IR ound. badiThe wound ey

further evolve and be covered by
thin eschar. Evolution may be
rapid, exposing additional layers
of tissue even with optimal
treatment.
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#» Screen all individuals for pressure injury (Pl) risk os soon as possible ofter admission
= Use the screening cvicome to select individuals who require a fuII Fl risk r;lrsen.menf [
= |nclude the individual, their informal caregivers and multic 1 incare plannl

Refer to EPUAPINPIAPIPPPIA 2019 International Guideline for conslderations, gualifiers and guidance
Access the 2010 International Guideline via the PPPIA website: www. pppla.org
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- ar - qualified baalth Dm1esslunal
“exisling PIE [Rec 4.2, 30E B2, 50K 1T

4.1, 3OE Bl, SOR T4

No)

= Assess pressure injury risk using o sruciured approach [Rec 1.24, GPS) and considern

* Diabatas meallifus (Rec 1.7, 30 &, SOR 1)

* Perfusion/circulation status [Rec 1.6, SOE B]. S0R 4

* Nutition, sensory perception, age, skin malsture, blood tests, general health |all 50E C)
® Asseds skin and tissue with every rek assesment (Rec 2,1, GRS} and considen

* Erythemna (Rec 2.2, 3OE A SOR +Thand ils couse [Rec 2.3, 50E B, 50R T

* Slon ond tissue temperature [Rec 2.4, SOE B1, 50OR T

* Voscularfperfusion status [Rec 4.1, SOE B2, 5OR 1)

* Existi

RISK AND SKIN ASSESSMENT

* Mobilty and aclivity stalus [Rec 1.1, 50E A S0OR 1) * Exdsting Stage 1 PE (Rac 1.2, 50E A, S0R 1)
ofter Pls (Rec 1.3, 30E C. 30R 1)
* Body femperoture (Rec 1,12, 30E B, 308 1]

* Tisswe consslency/oedema [Rec 2.5, GPS)
* 5kin under devices and prophyloctic dressngs y,

"

Use @ high specificaotion foam pressure redisiribufi

support sufoce (Rec 7.4, 50E 508 7) or_alternafing

-’ pressure support sufoce (Rec SOEBL SOR 1) or

?f;:l“h’ support surface for individuals with a Pl [Rec 7.7,
1

JOR T}

Provide nmnﬁnnul Intake of 30-35kcalkg body weight
[Rec 4.4, 80 . S0R 1) and 1.2-1 .50 protein/body weight]
\_ iRec 4.7, 30E BI; 50R 11] daily

* Shlegiesfar adulis at lowe

ra ™ Ll

. Doss rlske
ineivicual | f’shmegles for adults at high risk ® Usen h'n:'!:f:f-“cﬂﬂﬂn

mdllmﬂng T
surace (Rec 7.4, 50OEBI,
Optimize nubitional

ke of energy (Rec 4.4
S0E B2, 508 T1ond
profein (Rec 4.5, GFE) J

v v

"itmfegles for individuals at all risk levels
+ Implermen! individuolised repesitionin

IMPLEMENT PREVENTION PLAN

om
i'ld'rviduul
mlshnsl

m/

Implemant o skin h‘yglene caors phkan (Rec 3.1, SOE B2, 30R 1
implemant ineontinence management stratagies (Rec 3.3 S0EB]. S0OR 1)
Consider using prophylactic dressings (Rec 3.5 SCEB], S0 77|

reguicrdy monitor securements (Rec 52 50 CS0R T

(v

(Rec 5.1, 50E B1, 530R 1 1) bosed on activity,
mobility. independence |Rec 5.2, 50| B2, SOR 11 and other factoes [Rec 5.3, GPS)

Select appropriate and l::ormcllfﬂﬂm:l medical devices (Rec 8.1. 50EC. S0R 1),
Provide sducation, skills fraining and paychosocial :uppnﬂ (Rec 22.3. SOEC.S0R T}

~

WES

(Pl Assessment Stage the
Using < wniform and consistent method fo measure wound
dimensions (Rec 10.5, 30E B2, 308 1)

Determing microkbial burden by tissue hlup:(yut semi- classificafion
quantitative swab + microscopy (Fac | 2.4, GF5) system (available
Evalucte for osteamyelitis with exposed bone or falwe to heal | af pppia.crg)

ASSESS
EXISTING FI
-

M

Pl Conducta )
the HI‘I.IAHEPII pain
3014 Pl assessment

lowcharts

|Rec 13.6. SOE B2, 50OR 1)
I ¥

(Wound care Manage pain

« Cleanse the Pl (Rec 12,1, 30 B, 508 T and debride desvitalsed |« Individualise care
fisser (R 12,5, SOE B 530R 1) if parfusion is cdequate s Llze non-

s Use lopical antiseplics o conbral microbicl burden [Rec 12.8, S0E
B1. 50R +pand in conjunction with debridement when biofim iz 11.2, GP5)
confirmed of suspected (Rec 139, SOE C, S0R 1)

TREAT EXISTING PI

Select o wound dressing based on gools [Rec 14,1, GPE)
Consdder using negative pressure wound therapy |Fec 174, 50E
\_ B1.SCR T}

[Rec 115, SOE BT,

[

|[Rec 11.6, GF3]

alegical paln
managerment siralegies (Fec

* Consider usiny clopicd opioid
|
= Administer unulgesiu ragulul"y

vy

DOCUMENT l

All assesimenis
All managerment plans
Al inferveniionsg

Cngaing sk
assessment

(Rec 1.21. GFS) healing [Rec 10.8, 50OE B2, 5O 1)

DOCUMENT

= Assass Pl ot loost weekly (Rec 10,4, GP3)
» Corsidar using validated tool to monitor

to the 2019 Inter

This is & companion
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and does not include all recommendations, Refer to 2019
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Prevention and management of pressure injury

Assess all patients as soon as possible following admission to service and within
a minimum of e«ght hours (o¢ on initial visit for patients in the commumty)

or !":v:..v-::

4 ) Is the' N
9 patent at YES. Nutritional assessment
Usea tool rutritiona Use a validated tocl appropnate
kn:al"»ednomlsefmr'lgluran:)-l’sl 2 lnthedh’calseuirg!imd:ﬁlj
: ; -
« Conduct a comprehensive nsi 1t including et of:
— Clinical history — Psychosocal hstory
— Mobility and activity — Continence

— Intrinsc and extrinsic nsk factors — Cognition
o Use s vaidsted pressure injury risk (P1) assessment scale (Grade B)
« Conduct a complete skn assessment [Grade C).

Does the
patient have high N
of
njury?
v
'(is
c
<3l ¢
c Strategies for patents at Ngh risk Preventative strategies
2 * Useahigh lows * Implerment skin
= p-m.d support uﬁce (Grade A) OR consider using an protection strateges
= actve altemiate pressure] support surface {Grade A) « Use corstant low pressure
T é * Implement skin protection strategies redistribution support
* Provide high protesn nutritional supplements (Grace 8) surfaces (Grace A)
» Consider arginine supplements (Crade C * Regular repositioning
« Consider more frequent repostioning (Grace A) (Grade A)
* Patient education. * Patient education
" T A,
= '8 N )
g 2 P injury Pr injury Pain asse )
LB Use a validated pressure Use NPUAP/EPUAP pressure Use a validated pan
<-§ rmﬁ'ngms:dec_mdﬂl_) injury classfication systern 2 asmioo((':m:xc)j
e 2 f— k
& N
2 Pﬂ\m.gemem Wound management
= Dmbpamndmm sain n'nnuganen + Debnde the wound as indicated
2 including reguliar * Treat nfection ~ consider using
E] - Conmsertmoulopnonds ndeuuing Grade C), odne (Grade C)
= * Select a wound dressing
’g + Corsider negatve pressure
Y 5 3 pti wound therapy (Grade C).
« Consider clectrotherapy {Grade B)
J

Ongoing risk assessment
At least weeldy pressure injury
healing assessment

Ongoing risk
assessment

Monitor and
( document H

Recommundmon grates. Evadence Suned recamsmendeton

CGrade A = Excellant evatirce - body of evxience can be rustec 1O Guce practice

CGrade 8 =~ Cood evderce - body of evidence can be uated 10 gude prctce » most stusbors

Grade € = Sorme mvacercs - Boxdy of ewdence prowde 5ome Wepon for secommurdasontsl bt cane shoulkd be ek in #3 spplcaticn

Grade D = Weask evicercs - Body of evidence & week snd recomemencetion must be aepled with Causon

Sourcs Reprod.cd with S of 5 Auntzaien Wound Mirdgurma—t Ao ution o B Pas Pactc Clrc sl Prictcos Ciadidins for e Prevertion
and Managerrert of Pressus ingry (20021 Avedatie frim. S5 /e worchun v s corm ssputc ston/ 2002_NNMA_Pan_Pactic_Gissebres st
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Chinese Nursing Association

Canadian Pressure Injury Advisory Panel

Enterostomal Therapy Nurse Association (Thailand)

International Inter-professional Wound Care Group (IIIWCG)

Indonesia Wound Care Clinician Association

Indonesian Wound Enterostomal Continence Nurses Association (INWECNA)
Japanese Society of Pressure Ulcers

Korea Association of Wound Ostomy Continence Nurses

Malaysian Society of Wound Care Professionals

Nurses Specialized in Wound, Ostomy and Continence Canada

Pan African Pressure Injury Alliance

Saudi Chapter of Enterostomal Therapy

Brazilian Association of Enterostomal Therapy (SOBEST) 1 7
World Council of Enterostomal Therapists® Pa rtn ers
Wound Healing Association of Southern Africa

Wound Ostomy and Continence Nurses™ Society

Wounds Canada
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NPIAP, EPUAP, PPPIA 2014 & 2019

e Clinical Practice Guideline (CPG) - Downloadable and hard copies. The CPG contained
Recommendations, Good Practice Statements, Implementation Considerations and a summary of the
supporting evidence for prevention and treatment as well as supplemental materials.

e Quick Reference Guide (QRG) - free English language download, free translation downloads and a
hard copy for sale. The QRG contained Recommendations and Good Practice Statements for
prevention and treatment. It was used as a basis for translations managed by EPUAP.

e Data Extraction Tables and Evidence to Decision Frameworks were made available for free on the
international guideline website (https://www.internationalguideline.com).

‘NPIAP

A4 ..- 3 NATIONAL PRESSURE INJURY ADVISORV PANEI.

EBM@D PAN PAClFlCQ

Pressure Lnjury Alliance


https://www.internationalguideline.com/

[)
° :- 3 NATIONAL PRESSURE IN]URY ADVISORV PANEL

Clinical Practice Guideline (CPG):
 Digital free downloads — it will be a dynamic document

» Printed copy for sale

« Contains Recommendations, Good Practice Statements, Implementation Considerations for prevention
and treatment

Quick Reference Guide (QRG) — Digital free downloads & printed copy for sale.

Data Extraction Tables and Evidence to Decision Frameworks made available for free
on the interactive guideline website (https://www.internationalguideline.com).

i P
PAN PAClFlCQ

Pressure Lnjury Alliance

‘NPIAP



https://www.internationalguideline.com/
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To the many clinicians, researchers, consumers and stakeholders who contributed

to the International Pressure Injury/Ulcer Guideline 4t Edition.
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