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M0300: Current Number of Unhealed Pressure Ulcers/Injuries at 
Each Stage 

Steps for completing M0300A–G 

Step 1: Determine Deepest Anatomical Stage 
For each pressure ulcer, determine the deepest anatomical stage. At admission, code based on 
findings from the first skin assessment that is conducted on or after and as close to the admission 
as possible. Do not reverse or back stage. Consider current and historical levels of tissue 
involvement. 
1. Observe and palpate the base of any identified pressure ulcers present to determine the 

anatomic depth of soft tissue damage involved. 
2. Ulcer staging should be based on the ulcer’s deepest anatomic soft tissue damage that is 

visible or palpable. If a pressure ulcer’s tissues are obscured such that the depth of soft tissue 
damage cannot be observed, it is considered to be unstageable (see Step 2 below). 

3. Review the history of each pressure ulcer in the medical record. If the stageable pressure 
ulcer has ever been classified at a higher numerical stage than what is observed now, it 
should continue to be classified at the higher numerical stage until healed unless it becomes 
unstageable. Nursing homes that carefully document and track pressure ulcers will be able to 
more accurately code this item. 

4. Pressure ulcers do not heal in a reverse sequence, that is, 
the body does not replace the types and layers of tissue 
(e.g., muscle, fat, and dermis) that were lost during pressure 
ulcer development before they re-epithelialize. Stage 3 and 
4 pressure ulcers fill with granulation tissue. This 
replacement tissue is never as strong as the tissue that was 
lost and hence is more prone to future breakdown. 

5. Clinical standards do not support reverse staging or back-
staging as a way to document healing, as it does not 
accurately characterize what is occurring physiologically as 
the ulcer heals. For example, over time, even though a 
Stage 4 pressure ulcer has been healing and contracting 
such that it is less deep, wide, and long, the tissues that 
were lost (muscle, fat, dermis) will never be replaced with 
the same type of tissue. Previous standards using reverse 
staging or back-staging would have permitted identification 
of such a pressure ulcer as a Stage 3, then a Stage 2, and so 
on, when it reached a depth consistent with these stages. 
Clinical standards now would require that this ulcer 
continue to be documented as a Stage 4 pressure ulcer until it has completely healed unless it 
becomes unstageable. Nursing homes can document the healing of pressure ulcers using 
descriptive characteristics of the wound (i.e., depth, width, presence or absence of 
granulation tissue, etc.) or by using a validated pressure ulcer healing tool.  

  

DEFINITIONS 
EPITHELIAL TISSUE  
New skin that is light pink 
and shiny (even in persons 
with darkly pigmented skin). 
In Stage 2 pressure ulcers, 
epithelial tissue is seen in the 
center and at the edges of 
the ulcer. In full thickness 
Stage 3 and 4 pressure 
ulcers, epithelial tissue 
advances from the edges of 
the wound. 

GRANULATION TISSUE 
Red tissue with 
“cobblestone” or bumpy 
appearance; bleeds easily 
when injured. 
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M0300: Current Number of Unhealed Pressure Ulcers/Injuries at 
Each Stage (cont.) 

Once a pressure ulcer has healed, it is documented as a healed pressure ulcer at its highest 
numerical stage—in this example, a healed Stage 4 pressure ulcer. For care planning 
purposes, this healed Stage 4 pressure ulcer would remain at increased risk for future 
breakdown or injury and would require continued monitoring and preventative care. 

6. A previously closed pressure ulcer that opens again should be reported at its worst stage, 
unless currently presenting at a higher stage or unstageable. 

Step 2: Identify Unstageable Pressure Ulcers 
1. Visualization of the wound bed is necessary for accurate staging. 
2. If, after careful cleansing of the pressure ulcer/injury, a pressure ulcer’s/injury’s anatomical 

tissues are obscured such that the extent of soft tissue damage cannot be observed or 
palpated, the pressure ulcer/injury is considered unstageable. 

3. Pressure ulcers that have eschar (tan, black, or brown) or slough (yellow, tan, gray, green or 
brown) tissue present such that the anatomic depth of soft tissue damage cannot be visualized 
or palpated in the wound bed, should be classified as unstageable, as illustrated at 
https://npiap.com/page/PressureInjuryStages. 

4. If the wound bed is only partially covered by eschar or slough, and the anatomical depth of 
tissue damage can be visualized or palpated, numerically stage the ulcer, and do not code this 
as unstageable. 

5. A pressure injury with intact skin that is a deep tissue injury (DTI) should not be coded as a 
Stage 1 pressure injury. It should be coded as unstageable, as illustrated at 
https://npiap.com/page/PressureInjuryStages. 

6. Known pressure ulcers/injuries covered by a non-removable dressing/device (e.g., primary 
surgical dressing, cast) should be coded as unstageable. “Known” refers to when 
documentation is available that says a pressure ulcer/injury exists under the non-removable 
dressing/device. 

Step 3: Determine “Present on Admission” 
For each pressure ulcer/injury, determine if the pressure 
ulcer/injury was present at the time of admission/entry or 
reentry and not acquired while the resident was in the care of 
the nursing home. Consider current and historical levels of 
tissue involvement. 
1. Review the medical record for the history of the ulcer/injury. 
2. Review for location and stage at the time of admission/entry or reentry.  
3. If the pressure ulcer/injury was present on admission/entry or reentry and subsequently 

increased in numerical stage during the resident’s stay, the pressure ulcer is coded at that 
higher stage, and that higher stage should not be considered as “present on admission.” 

4. If the pressure ulcer/injury was present on admission/entry or reentry and becomes 
unstageable due to slough or eschar, during the resident’s stay, the pressure ulcer/injury is 
coded at M0300F and should not be coded as “present on admission.”  

DEFINITION 
ON ADMISSION 
As close to the actual time of 
admission as possible. 

https://npiap.com/page/PressureInjuryStages
https://npiap.com/page/PressureInjuryStages
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M0300: Current Number of Unhealed Pressure Ulcers/Injuries at 
Each Stage (cont.) 
5. If the pressure ulcer/injury was unstageable on admission/entry or reentry, then becomes 

numerically stageable later, it should be considered as “present on admission” at the stage 
at which it first becomes numerically stageable. If it subsequently increases in numerical 
stage, that higher stage should not be coded as “present on admission.” 

6. If a resident who has a pressure ulcer/injury that was originally acquired in the facility is 
hospitalized and returns with that pressure ulcer/injury at the same numerical stage, the 
pressure ulcer/injury should not be coded as “present on admission” because it was present 
and acquired at the facility prior to the hospitalization. 

7. If a resident who has a pressure ulcer/injury that was “present on admission” (not acquired 
in the facility) is hospitalized and returns with that pressure ulcer/injury at the same 
numerical stage, the pressure ulcer is still coded as “present on admission” because it was 
originally acquired outside the facility and has not changed in stage. 

8. If a resident who has a pressure ulcer/injury is hospitalized and the ulcer/injury increases in 
numerical stage or becomes unstageable due to slough or eschar during the hospitalization, it 
should be coded as “present on admission” upon reentry. 

9. If a pressure ulcer was numerically staged, then became unstageable, and is subsequently 
debrided sufficiently to be numerically staged, compare its numerical stage before and after it 
was unstageable. If the numerical stage has increased, code this pressure ulcer as not present 
on admission. 

10. If a resident has a pressure ulcer/injury that was documented on admission then closed that 
reopens at the same stage (i.e., not a higher stage), the ulcer/injury is coded as “present on 
admission.” 

11. If two pressure ulcers merge, that were both “present on admission,” continue to code the 
merged pressure ulcer as “present on admission.” Although two merged pressure ulcers 
might increase the overall surface area of the ulcer, there needs to be an increase in numerical 
stage or a change to unstageable due to slough or eschar in order for it to be considered not 
“present on admission.” 
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M0300: Current Number of Unhealed Pressure Ulcers/Injuries at 
Each Stage (cont.) 

Examples 
 

1. Resident K is admitted to the facility without a pressure ulcer/injury. During the stay, 
they develop a stage 2 pressure ulcer. This is a facility acquired pressure ulcer and was 
not “present on admission.” Resident K is hospitalized and returns to the facility with 
the same stage 2 pressure ulcer. This pressure ulcer was originally acquired in the 
nursing home and should not be considered as “present on admission” when they 
return from the hospital. 

 
 

2. Resident J is a new admission to the facility and is admitted with a stage 2 pressure ulcer. 
This pressure ulcer is considered as “present on admission” as it was not acquired in 
the facility. Resident J is hospitalized and returns with the same stage 2 pressure ulcer, 
unchanged from the prior admission/entry. This pressure ulcer is still considered 
“present on admission” because it was originally acquired outside the facility and has 
not changed. 
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M0300A: Number of Stage 1 Pressure Injuries 

 

Item Rationale 
Health-related Quality of Care 

• Stage 1 pressure injuries may deteriorate to more severe 
pressure ulcers/injuries without adequate intervention; 
as such, they are an important risk factor for further 
tissue damage. 

Planning for Care 
• Development of a Stage 1 pressure injury should be one 

of multiple factors that initiate pressure ulcer/injury 
prevention interventions.  

Steps for Assessment 
1. Perform head-to-toe assessment. Conduct a full body skin 

assessment focusing on bony prominences and pressure- 
bearing areas (sacrum, buttocks, heels, ankles, etc.). 

2. For the purposes of coding, determine that the lesion being 
assessed is primarily related to pressure and that other 
conditions have been ruled out. If pressure is not the 
primary cause, do not code here. 

3. Reliance on only one descriptor is inadequate to determine 
the staging of a pressure injury between Stage 1 and deep 
tissue injury (see definition of “deep tissue injury” on page 
M-24). The descriptors are similar for these two types of 
injuries (e.g., temperature [warmth or coolness]; tissue 
consistency [firm or boggy]). 

4. Check any reddened areas for ability to blanch by firmly pressing a finger into the reddened 
tissues and then removing it. In non-blanchable reddened areas, there is no loss of skin color 
or pressure-induced pallor at the compressed site. 

5. Search for other areas of skin that differ from surrounding tissue that may be painful, firm, 
soft, warmer, or cooler compared to adjacent tissue. Stage 1 may be difficult to detect in 
individuals with dark skin tones. Visible blanching may not be readily apparent in darker skin 
tones. Look for temperature or color changes as well as surrounding tissue that may be 
painful, firm, or soft. 

  

DEFINITIONS 
STAGE 1 PRESSURE 
INJURY 
An observable, pressure- 
related alteration of intact 
skin whose indicators, as 
compared to an adjacent or 
opposite area on the body, 
may include changes in one 
or more of the following 
parameters: skin temperature 
(warmth or coolness); tissue 
consistency (firm or boggy); 
sensation (pain, itching); 
and/or a defined area of 
persistent redness in lightly 
pigmented skin, whereas in 
darker skin tones, the injury 
may appear with persistent 
red, blue, or purple hues. 
NON-BLANCHABLE  
Reddened areas of tissue 
that do not turn white or pale 
when pressed firmly with a 
finger or device. 


