Non-Blanchable Erythema

Partial Thickness Skin Loss

=) Pressure Ulcer Categorisation'?

In accordance with the European Pressure Ulcer Advisory Panel®

Full Thickness Skin Loss
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Full Thickness Skin Loss
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« Intact skin with non-blanchable
redness, usually over a bony
prominence.

« Darker skin tones may not
have visible blanching; its
colour may differ from the
surrounding area.

« Area may be painful, firm
or soft, warmer or cooler
compared to adjacent tissue.

+ Partial thickness loss
of epidermis/dermis
presenting as a shiny or
dry shallow ulcer with a
red/pink wound bed and
without slough or bruising®

+ May also present as an
intact or open/ruptured
serum-filled blister

* This category should not
be used to describe skin
tears, tape burns, perineal
dermatitis, maceration or
excoriation.

Depth Unknown

+ Full thickness skin loss.
Subcutaneous fat may be
visible, but bone, tendon or
muscle not exposed or palpable

+ Slough may be present but
does not obscure the depth
of tissue loss. May include
undermining and tunnelling.

 Depth varies by anatomical
location- if no subcutaneous
tissue can be shallow, but areas
of significant adiposity can be
extremely deep

Depth Unknown

» Full thickness tissue loss with
exposed or palpable bone,
tendon or muscle.

+ Slough or eschar may be
present but does not obscure
depth of tissue loss. Often
undermining and tunnelling.

+ Depth varies by anatomical
location- if no subcutaneous
tissue can be shallow.

+ (an extend into muscle and/
or supporting structures (e.g.
tendon)
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Depth Unknown Eﬁ

« Full thickness tissue loss - - Epidermis is intact, purple « Develop on mucosal : Resu!t from t‘he use of
base of the ulcer covered of maroon area of membranes eg. tongue, dewf:es de5|gned an.d
by slough and/or necrotic discoloured intact skin or mouth, nasal passages, applied fo'r diagnostic/
tissue blood-filled blister genital, rectum therapeutic purposes
* Until enough slough and/or - Area may be painful, firm, - Cannot be categorised as + Some may be allocated a
necrotic tissue is removed mushy, boggy, warmer the tissue does not have category of damage eqg.
to expose the base of or cooler compared to the same layers as the cheeks, ears. 0ther? may g
wound, the true depth, adjacent tissue skin not as they appear in
and category, cannot be - May be difficult to detect in - These PU are therefore frllaecg;za:t‘:&?l?:etaa"se
determined. individuals with dark skin uncategorisable (NOT e i o
« Dry, intact eschar on the tones- may include a thin unstageable) membrang.(see mucosa
heels should not be blister over a dark wound - They are usually caused ressure ulcer)
removed, consider referral bed. by devices and therefore p : .
to podiatry for advice  May evolve rapidly to should be recorded as PU . Whlerte c|posIS|bIe,ha c:zwce_
* Once devitalised tissue become covered by thin (d) or mucosal pressure Le a et u cfers;I oud
removed & category eschar. ulcer eca egorlfs: an ed
established this should be presence of device note
documented by adding (d) after the
category.
NOTE: The FIRST time a patient is treated for wounds which might reach the level of bones and joints or with exposed bones and joints, the patient should be under observation for at least 30
minutes after the administration of Flaminal® (Hydro or Forte) \

Flaminal® Hydro or Forte
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Where Can Flaminal®
Be Used?

can be used where the
tube images appear
against the category.
Please refer to the

instructions for use on

uidance on how & when
to apply Flaminal®
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A unique dimension of wound care.
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