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One of the articles that were used for the presentation was “Staging Pressure Ulcers: What’s the Buzz in Wound Care?”. This article discusses the importance of nurses and all other health care providers knowing and using the latest terms and definitions when documenting pressure ulcers. “Poor patient outcomes may result when providers don’t use terms consistently or when different providers use the same term to mean different things.” (Zulkowski & Gray-Leach, 2009). The definitions have been revised several times and two new definitions were added in the 2007 revisions (suspected deep tissue injury and unstageable pressure ulcers).
The National Pressure Ulcer Advisory Panel (NPUAP) is the classification system used for staging pressure ulcers. There are six stages and definitions discussed in this article. The first stage is Suspected deep tissue injury which is an area of purple or maroon discoloration in intact skin. Stage I and Stage II are partial-thickness ulcers: Stage I is a localized area of nonblanchable redness covered by intact skin and Stage II is a shallow, red-pink open area that extends through the epidermis and into but not through dermis. Stage III and Stage IV are full-thickness ulcers: Stage III is an area of full-thickness tissue loss penetrating into the tissues under the epidermis and dermis and Stage IV is an area of full-thickness tissue loss that exposes bone, tendon, or muscle. The last stage is Unstageable which is an area of full-thickness tissue loss with a base is covered by dead tissue and until it is removed the depth of the wound cannot be determined or staged. 
Medicare now has regulations about reimbursement for pressure ulcers that occur while hospitalized. If a patient is admitted into the hospital and a pressure ulcer was noted during the skin assessment but was not documented accurately or not at all then Medicare will not reimburse for treatment of the wound. So the importance of documenting is not only for legal reasons but also for reimbursement for the care of pressure ulcers. Nurses are usually the ones that find pressure ulcers during their assessments and notify the physicians concerning the issue. Only the physician or other qualified practitioner can document the stage a pressure ulcer is. Accurate documentation is also important in identifying whether an ulcer is healing or progressing into the next stage. 
