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M0300D: Stage 4 Pressure Ulcers (cont.) 
Coding Tips 

• The depth of a Stage 4 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 4 pressure ulcers can extend into muscle and/or supporting structures (e.g., fascia,
tendon, or joint capsule) making osteomyelitis possible.

• Exposed bone/tendon/muscle is visible or directly palpable.
• Cartilage serves the same anatomical function as bone. Therefore, pressure ulcers that

have exposed cartilage should be classified as a Stage 4.
• Assessment of the pressure ulcer for tunneling and undermining is an important part of

the complete pressure ulcer assessment. Measurement of tunneling and undermining is
not recorded on the MDS, but should be assessed, monitored, and treated as part of the
comprehensive care plan.

M0300E: Unstageable Pressure Ulcers/Injuries Related to Non-
removable Dressing/Device 

Item Rationale 
Health-related Quality of Life 

• Although the wound bed cannot be visualized, and
hence the pressure ulcer/injury cannot be staged, the
pressure ulcer/injury may affect quality of life for
residents because it may limit activity and may be
painful.

Planning for Care
• Although the pressure ulcer/injury itself cannot be observed, the surrounding area is

monitored for signs of redness, swelling, increased drainage, or tenderness to touch, and
the resident is monitored for adequate pain control.

DEFINITION 
NON-REMOVABLE 
DRESSING/ DEVICE  
Includes, for example, a 
primary surgical dressing that 
cannot be removed, an 
orthopedic device, or cast. 
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M0300E: Unstageable Pressure Ulcers/Injuries Related to Non-
removable Dressing/Device (cont.) 
Steps for Assessment 
1. Review the medical record for documentation of a pressure ulcer/injury covered by a non- 

removable dressing/device.
2. Determine the number of documented pressure ulcers/injuries covered by a non-removable 

dressing/device. Examples of non-removable dressings/devices include a dressing or an 
orthopedic device that is not to be removed per physician’s order, or a cast.

3. Identify the number of these pressure ulcers/injuries that were present on admission/entry or 
reentry (see page M-7 for assessment process).

Coding Instructions for M0300E 
M0300E1 

• Enter the number of pressure ulcers/injuries that are unstageable related to non-
removable dressing/device.

• Enter 0 if no unstageable pressure ulcers/injuries related to non-removable
dressing/device are present and skip to M0300F, Unstageable – Slough and/or eschar.

M0300E2
• Enter the number of these unstageable pressure ulcers/injuries related to a non-

removable dressing/device that were first noted at the time of admission/entry AND—for
residents who are reentering the facility after a hospital stay, that were acquired during the
hospitalization (i.e., the unstageable pressure ulcer/injury related to a non-removable
dressing/device was not acquired in the nursing facility prior to admission to the hospital).

• Enter 0 if no unstageable pressure ulcers/injuries related to non-removable
dressing/device were first noted at the time of admission/entry or reentry.
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M0300F: Unstageable Pressure Ulcers Related to Slough and/or 
Eschar 

Item Rationale 
Health-related Quality of Life 

• Although the wound bed cannot be visualized, and
hence the pressure ulcer cannot be staged, the pressure
ulcer may affect quality of life for residents because it
may limit activity, may be painful, and may require
time-consuming treatments and dressing changes.
Planning for Care

• Visualization of the wound bed is necessary for
accurate staging.

• The presence of pressure ulcers and other skin changes
should be accounted for in the interdisciplinary care
plan.

• Pressure ulcers that present as unstageable require care
planning that includes, in the absence of ischemia,
debridement of necrotic and dead tissue and restaging
once this tissue is removed.

Steps for Assessment 
1. Determine the number of pressure ulcers that are

unstageable due to slough and/or eschar.
2. Identify the number of these pressure ulcers that were present on admission/entry or reentry

(see page M-7 for assessment process).

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. 


