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M0100: Determination of Pressure Ulcer/Injury Risk (cont.) 

• Check B if a formal assessment has been completed. An example of an 
established pressure ulcer risk tool is the Braden Scale for Predicting Pressure Sore 
Risk©. Other tools may be used. 

• Check C if the resident’s risk for pressure ulcer/injury development is 
based on clinical assessment. A clinical assessment could include a head-to-toe 
physical examination of the skin and observation or medical record review of pressure 
ulcer/injury risk factors. Examples of risk factors include the following: 
— impaired/decreased mobility and decreased functional ability 
— co-morbid conditions, such as end stage renal disease, thyroid disease, or diabetes 

mellitus; 
— drugs, such as steroids, that may affect wound healing; 
— impaired diffuse or localized blood flow (e.g., generalized atherosclerosis or lower 

extremity arterial insufficiency);  
— resident refusal of some aspects of care and treatment; 
— cognitive impairment; 
— urinary and fecal incontinence; 
— malnutrition and hydration deficits; and 
— healed pressure ulcers, especially Stage 3 or 4 which are more likely to have recurrent 

breakdown. 
• Check Z if none of the above apply. 

M0150: Risk of Pressure Ulcers/Injuries 

 

Item Rationale 
Health-related Quality of Life 

• It is important to recognize and evaluate each resident’s risk factors and to identify and 
evaluate all areas at risk of constant pressure. 

Planning for Care 
• The care process should include efforts to stabilize, reduce, or remove underlying risk 

factors; to monitor the impact of the interventions; and to modify the interventions as 
appropriate. 

Steps for Assessment 
1. Based on the item(s) reviewed for M0100, determine if the resident is at risk for developing a 

pressure ulcer/injury. 
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M0150: Risk of Pressure Ulcers/Injuries (cont.) 
2. If the medical record reveals that the resident currently has a pressure ulcer/injury, a scar 

over a bony prominence, or a non-removable dressing or device, the resident is at risk for 
worsening or new pressure ulcers/injuries. 

3. Review formal risk assessment tools to determine the resident’s “risk score.” 
4. Review the components of the clinical assessment conducted for evidence of pressure 

ulcer/injury risk. 

Coding Instructions 
• Code 0, no: if the resident is not at risk for developing pressure ulcers/injuries based on 

a review of information gathered for M0100. 

• Code 1, yes: if the resident is at risk for developing pressure ulcers/injuries based on a 
review of information gathered for M0100.  

M0210: Unhealed Pressure Ulcers/Injuries 

 

Item Rationale 
Health-related Quality of Life 

• Pressure ulcers/injuries and other wounds or lesions 
affect quality of life for residents because they may 
limit activity, may be painful, and may require time- 
consuming treatments and dressing changes. 
Planning for Care 

• The pressure ulcer/injury definitions used in the RAI 
Manual have been adapted from those recommended by 
the National Pressure Ulcer Advisory Panel (NPUAP) 
2016 Pressure Injury Staging System. 

• An existing pressure ulcer/injury identifies residents at 
risk for further complications or skin injury. Risk 
factors described in M0100 should be addressed. 

• For MDS assessment, initial numerical staging of 
pressure ulcers and the initial numerical staging of ulcers after debridement, or DTI that 
declares itself, should be coded in terms of what is assessed (seen or palpated, i.e. visible 
tissue, palpable bone) during the look-back period. Nursing homes may adopt the 
NPUAP guidelines in their clinical practice and nursing documentation. However, since 
CMS has adapted the NPUAP guidelines for MDS purposes, the definitions do not 
perfectly correlate with each stage as described by NPUAP. Therefore, you must code the 
MDS according to the instructions in this manual. 

 

DEFINITION 
PRESSURE 
ULCER/INJURY 
A pressure ulcer/injury is 
localized injury to the skin 
and/or underlying tissue, 
usually over a bony 
prominence, as a result of 
intense and/or prolonged 
pressure or pressure in 
combination with shear. The 
pressure ulcer/injury can 
present as intact skin or an 
open ulcer and may be 
painful. 


