
National Pressure Ulcer Advisory Panel (NPUAP 2016) Updated Pressure Injury Classifications 
 NPUAP 2009  Pressure Ulcer Definition 

 A pressure ulcer is localized 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 of these factors is yet to be elucidated.1  
 

NPUAP 2016 Updated  Pressure Injury Definition  
 A pressure injury is localized damage to the skin and/or underlying soft tissue usually over a bony prominence or related to a medical or other device. The injury can present as intact skin or an open ulcer and may be painful. The injury occurs as a result of intense and/or prolonged pressure or pressure in combination with shear.  

 The tolerance of soft tissue for pressure and shear may also be affected by microclimate, nutrition, perfusion, co-morbidities and condition of the soft tissue. Pressure Ulcer Etiology Major Contributing Factors 
              

PRESSURE SHEAR 



  NPUAP Staging 2009 NPUAP Staging-2016 

Stage 1 

Stage I Pressure Ulcer 
 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 differ from the surrounding area.  Darkly pigmented skin may not have visible blanching; its color may differ from the surrounding area.  Non-blanchable erythema: This area may be painful, firm, soft, warmer or cooler as compared to adjacent tissue May be difficult to detect in individuals with dark skin tones May indicate “at risk” persons (a heralding sign of risk)    

 

Stage 1 Pressure Injury: Nonblanchable erythema of intact skin 
 Intact skin with a localized area of non-blanchable erythema, which may appear differently in darkly pigmented skin. Presence of blanchable erythema or changes in sensation, temperature, or firmness may precede visual changes. Color changes do not include purple or maroon discoloration; these may indicate deep tissue pressure injury.  
 

  

 

 

  

Caucasian Skin 

Stage 1 pressure injury with edema 

Non-Caucasian Skin 



 NPUAP Staging-2009 NPUAP Staging-2016 

Stage 2 

Stage II Pressure Ulcer 
 Partial thickness loss of dermis presenting as a shallow open ulcer with a red/pink wound bed, without slough. May also present as an intact or open/ruptured serum filled blister  

  Presents as a shiny or dry shallow ulcer without slough or bruising.*  Not  to be used to describe skin tears, tape burns, perineal dermatitis, maceration or excoriation.  *Bruising indicates suspected deep tissue injury.  
       

Stage 2 Pressure Injury: Partial-thickness skin loss with exposed dermis 
 Partial-thickness loss of skin with exposed dermis. The wound bed is viable, pink or red, moist, and may also present as an intact or ruptured serum-filled blister. Adipose (fat) is not visible and deeper tissues are not visible. Granulation tissue, slough and eschar are not present. These injuries commonly result from adverse microclimate and shear in the skin over the pelvis and shear in the heel.  This stage should not be used to describe moisture associated skin damage (MASD) including incontinence associated dermatitis (IAD), intertriginous dermatitis (ITD), medical adhesive related skin injury (MARSI), or traumatic wounds (skin tears, burns, abrasions). 
 

 

    
  

    

Stage 2 pressure injury 

Stage 2 pressure injury with intact blister 
Stage 2 pressure injury 
with dermal tissue 

visible (NOTE: Although color is pink/red the tissue seen here is dermal tissue; Not granulation tissue) 



 NPUAP Staging-2009 NPUAP Staging-2016 

Stage 3 

Stage III Pressure Ulcer 
 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.  The depth of a stage III pressure ulcer varies by anatomic location. The bridge of the nose, ear, occiput, and malleolus do not have subcutaneous tissue and stage III ulcers can be shallow. In contrast, areas of significant adiposity can develop extremely deep stage III pressure ulcers. Bone/tendon is not visible or directly palpable. 
 

  

Stage 3 Pressure Injury: Full-thickness skin loss  
 Full-thickness loss of skin, in which adipose (fat) is visible in the ulcer and granulation tissue and epibole (rolled wound edges) are often present. Slough and/or eschar may be visible. The depth of tissue damage varies by anatomical location; areas of significant adiposity can develop deep wounds.  Undermining and tunneling may occur. Fascia, muscle, tendon, ligament, cartilage and/or bone are not exposed. If slough or eschar obscures the extent of tissue loss this is an Unstageable Pressure Injury. 

  

       

Stage 3 pressure injury with epibole (rolled edges)  

Stage 3 pressure injury 



  NPUAP Stagin-2009 NPUAP Staging-2016 

  Stage 4 

Stage IV Pressure Ulcer 
 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. The depth of a stage IV pressure ulcer varies by anatomical location.   The bridge of the nose, ear, occiput, and malleolus do not have subcutaneous tissue and these ulcers can be shallow. Stage IV ulcers can extend into muscle and/or supporting structures (eg. fascia, tendon, or joint capsule), making osteomyelitis possible. Exposed bone/tendon is visible or directly palpable. 

 

          

Stage 4 Pressure Injury: Full-thickness skin and tissue loss 
 Full-thickness skin and tissue loss with exposed or directly palpable fascia, muscle, tendon, ligament, cartilage or bone in the ulcer. Slough and/or eschar may be visible. Epibole (rolled edges), undermining and/or tunneling often occur. Depth varies by anatomical location. If slough or eschar obscures the extent of tissue loss this is an Unstageable Pressure Injury.   
 

   

 

 

Stage 4 pressure injury with light slough in wound base 

Stage 4 pressure injury 



 NPUAP Staging-2009 NPUAP Staging-2016 

UnstageableDepth Unknown Related to Slough and/or Echar 

Unstageable Pressure Ulcer 
 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.  Stable (dry, adherent, intact without erythema or fluctuance) eschar on the heels serves as “the body’s natural (biological) cover” and should not be removed.  Until enough slough and/or eschar is removed to expose the base of the wound, the true depth, and therefore stage, cannot be determined.    DEFINITIONS  SLOUGH TISSUE Non-viable 
yellow, tan, gray, green or brown tissue; usually moist, can be soft, stringy and mucinous in texture. Slough may be adherent to the base of the wound or present in clumps throughout the wound bed.   ESCHAR TISSUE Dead or 
devitalized tissue that is hard or soft in texture; usually black, brown, or tan in color, and may appear scab-like. Necrotic tissue and eschar are usually firmly adherent to the base of the wound and often the sides/ edges of the wound. 

Unstageable Pressure Injury: Obscured full-thickness skin and tissue loss 
 Full-thickness skin and tissue loss in which the extent of tissue damage within the ulcer cannot be confirmed because it is obscured by slough or eschar.  If slough or eschar is removed, a Stage 3 or Stage 4 pressure injury will be revealed. Stable eschar (i.e. dry, adherent, intact without erythema or fluctuance) on an ischemic limb or the heel(s) should not be removed. 
 

    

     
  

Unstageable pressure injury due to eschar & slough covering wound bed 

Unstageable pressure injury due to eschar  covering entire surface of wound bed 



 NPUAP Staging-2009 NPUAP Staging-2016 

Deep Tissue Injury: Depth Unknown 

Suspected Deep Tissue Injury  
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. Stable (dry, adherent, intact without erythema or fluctuance) eschar on the heels serves as “the body’s natural (biological) cover” and should not be removed.   

 

Deep Tissue Pressure Injury: Persistent non-blanchable deep red, maroon or purple discoloration  
Intact or non-intact skin with localized area of persistent non-blanchable deep red, maroon, purple discoloration or epidermal separation revealing a dark wound bed or blood filled blister. Pain and temperature change often precede skin color changes. Discoloration may appear differently in darkly pigmented skin.  This injury results from intense and/or prolonged pressure and shear forces at the bone-muscle interface.  The wound may evolve rapidly to reveal the actual extent of tissue injury, or may resolve without tissue loss. If necrotic tissue, subcutaneous tissue, granulation tissue, fascia, muscle or other underlying structures are visible, this indicates a full thickness pressure injury (Unstageable, Stage 3 or Stage 4). Do not use DTPI to describe vascular, traumatic, neuropathic, or dermatologic conditions.   

 

   
 
 

Deep Tissue Injury 

Deep Tissue Injury in Evolution 



 
NPUAP-2016      Additional Pressure Injury Definitions 

 

Medical Device Related Pressure Injury:  
This describes an etiology:  Medical device related pressure injuries result from the use of devices designed and applied for diagnostic or therapeutic purposes. The resultant pressure injury generally conforms to the pattern or shape of the device. The injury should be staged using the staging system.  Mucosal Membrane Pressure Injury:  Mucosal membrane pressure injury is found on mucous membranes with a history of a medical device in use at the location of the injury. Due to the anatomy of the tissue these injuries cannot be staged.  
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