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Pressure Ulcer Categorisation Tool

When categorising a pressure ulcer, it is important to know about anatomy. For example,
understanding what the layers of the skin are, the location of bony prominences, and
whether there is muscle or fat over the bony structure. These factors all contribute to our
understanding regarding the depth of the tissues, and layers which might be implicated in
damage. In particular, a good understanding of the skin is important. A good understanding
of anatomy will help to understand what structures should be present beneath the skin e.g.
subcutaneous fat, fascia, muscle, bone, cartilage, tendon, and this information should also
inform the allocation of the correct category. An example would be: there is no muscle over
the calcaneus, there is just subcutaneous fat between the skin and the bone, and therefore
it is more likely that a deep pressure ulcer at this site will be a category 4.

When assessing patients with dark skin tones, additional consideration should be given to
detecting the early signs of skin damage, which are often overlooked as erythema may not
be clearly visible. Where visible signs of damage are diminished, more focus should be
placed on temperature and tissue consistency, as well as patient reported pain or itching in
relation to surrounding tissue (e.g., induration/hardness).
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Ears and nose howve no muscle or
bone. The underlining structure is
cartiloges
(in blue).

Lipps, nostrils, nipples and genitalia
are formed of mucaoasal
mearmbranes cannot be agllocated
a numarical category

(i green).

Occiput, skin closely overlayed onto the bone. There are small
muscles located at some areas over the skull (in red).

The lateral malleolus is covered in a

thin layer of ligament, with a thin layer of
“ muscle over the top of the ligament
L (in yellow).

There is no subcutaneous tissue

at this location.

In contrast the posterior element of
the calcaneus bone is covered only
by subcutaneous tissue and skin
(in orange).
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Posterior view of muscles & bones:
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Medical device-related pressure ulcers

Device-related pressure ulcers should be categorised as per any other pressure ulcer where
possible. If the pressure ulcer is on a mucosal membrane, it should not be categorised but
recorded as a mucosal pressure ulcer. Details of both the device and cause of the wound, if
known, should be recorded (e.g. ties too tight, incorrect securement system, tubing
underneath the patient). Device-related pressure ulcers can often be observed over
challenging anatomical sites e.g. bridge of the nose (Continuous positive airway pressure
mask (CPAP)), top of ear (oxygen tubing), etc. Therefore, careful consideration of tissue
depth is needed prior to categorisation.

Pressure ulcer categories

The following categories are taken directly from the International Pressure Ulcer Guidelines
((EPUAP, NPIAP, PPPIA 2019 pp 203 — 205) and reflect the National Wound Care Strategy
Programme Pressure Ulcer Recommendations and Clinical Pathway 2024. Minor
amendments have been made to the language to reflect new understanding of assessing
patients with dark skin tones.

Mucosal membrane pressure ulcers

Mucosal membrane pressure ulcers occur in of the moist membranes that line the
respiratory, gastrointestinal, and genitourinary tracts. They do not have the same
anatomical structures as the skin; therefore, it is not possible to categorise them.
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Category 1 Pressure Ulcer / Non blanchable
erythema

The ulcer appears as a defined area of persistent redness (erythema) in lightly pigmented
skin tones, whereas in darker skin tones, the ulcer may appear with persistent red, blue or
purple hues, without skin loss. The patient may report pain or discomfort over the area.

This is a category 1 pressure ulcer in brown This image shows non-blanching erythema
skin. Note that the erythema (redness) is still in white skin:

visible as the skin is much lighter on the

margin of the foot:

Category 2 Pressure Ulcer

Pressure ulcer with abrasion, blister, partial-thickness skin loss involving epidermis and or
dermis.

A shallow open ulcer with red/pink A intact blister or a collapsed blister with a
wound bed without slough superficial ulcer beneath
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Category 3 Pressure Ulcer

Pressure ulcer with full-thickness skin loss involving damage or necrosis of subcutaneous
tissue. Undermining and tunnelling may occur, fascia, muscle, tendon, ligament, cartilage
and or bone are not exposed.

A category 3 pressure ulcer, subcutaneous A dry necrotic wound over the heel, the skin
fat is visible but no underlying structures. surrounding the wound should be carefully
palpated and consideration given to the
location to help determine the category. It is
as a minimum a Category 3 pressure ulcer.

Category 4 Pressure Ulcer

Full-thickness skin and tissue loss with exposed or directly palpable fascia, muscle, tendon,
ligament, cartilage and/or bone in the ulcer. There is an increased risk of osteomyelitis.

The bone is clearly visible. There is an increased risk | Underlying structures Muscle is exposed muscle.
of osteomyelitis and this should be addressed within
the plan of care.
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