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PART C. Best Practices in Safe Skin
Basic Principles of Wound Care
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e Patient Assessment (Demographic data, medical &surgical
patient history, smoking, allergy---.)

+
e Skin Assessment
‘ +
1o \WWound Assessment

* Adequate Care Plan

Ghada Kesserwani-Clinical Case Manager
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When to assess Patient ?

(JOn admission
dEvery shift

Before transfer patient to another facility

dChange In patient health status

Ghada Kesserwani-Clinical Case
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SKIN ASSESSMENT:
from head to toe

BE ) Mesurtig

Palpate for
e \Warmth,

o Tenderness

« Edema

o Ulcer

o Skin diseases

@ WOCN Image Library

I‘ Document every detail




ASSESS MEDICAL
DEVICES

Document:

* Type of devices
o Site
 Date of insertion or
replacement
o Tube site
 Peri tube, or peri stoma
* Presence of :
1- erosion,
2- hypergranulation
3- infection

wani-Clinical Case Manager



Presenter
Presentation Notes
It is important to assess and document the presence of all medical devices, if possible inspect the insertion site and document what it looks like…..


SKIN ASSESSMENT:
Skin folds:

Document presence of:

e Moisture
e Rash

e Candida
e |_esions
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Presenter
Presentation Notes
descriptive assessments of skin folds within the
perineum, the lower abdomen, between the buttocks and adjacent skin folds of the inner thighs, scrotum, or labia majora when assessing an individual patient.
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BARIATRIC SKIN
ASSESSI\/I ENT

Incontinence-related
dermatitis secondary to
Inability to perform
personal hygiene,
pressure ulcers
(including sites other
than bony prominences),
Venous
Insufficiency/ulceration,
and/or lymphedema.

4 WOCH lonage Library
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Presenter
Presentation Notes
 be particularly alert for common skin complications, including candidiasis within the perineum area or skin folds.  In this picture you can see keloid formation, multiples folds and rash to right groin area.
The lower picture shows venous edema characterized by:Swelling in lower leg�– Varicosities�– Indurated edema
�


EF T p e et Pressure Ulcer-

LAU Muscle

10N

Bone

Subcutaneous

A pressure ulcer is "localized tissue

Injury to the skin and/or
underlying tissue usually over
a bony prominence, as a result

:
of pressure, or pressure in

combination with shear ' ' '

and/or friction" (NPUAP, 1989). Pressure
Bed sores most often develop on skin that covers bony
areas of the body, such as the heel, ankles, hips or

buttocks.

Ghada Kesserwani-Clinical Case
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frese srcanunversty - D EtiOlO Thrombosis
&Y & fibrin » PRESSURE

deposition

7

Occlusion of

Deposition blood and
of bacteria lymphatic
vessels

Goode & Allman 1898

Ischemia
| Accumulation of waste &interstitial
E edema
\ Muscles [
,subcutaneus

epidermal h Hemorragy

| &dermal
Ghada Kesserwani-Clinical Case NECroslIs
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PU- Risk Factors

impaired mobility ' Bxtrinsic factors |  intrinsic factors |

Impaired activitvji [ Moisture ji 4[ Nutrition
Demographics
"Y} [ Shear j* 4(

[ Friction — Knygen delivery
4 Skin

. temperature
P

Impaired senso
perception

Chronicillness
e
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PU- Risk Factors

[ pressure

X 2

| moisture |

Incontinence [riction AN\ [ﬁ»
Urine and/or
fecal

Ghada Kesserwani-Clinical Case
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eeeeee “"Common Sites of Pressure Points

Wheelchair position

__ Shoulder
*” “hlade
f" %
o -
-|:*I,- = r_":l-: " Buttocks
: Jlﬁ - _'-.I:__‘;‘l'l ey
- ('
J"I :
Ball
of foot
Heel
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I"""Common Sites of Pressure Points

Sitting Position

shoulder —

head

- .
Sacrum T
heel

buttock
I Ghada Kesserwani-Clinical Case
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e Common Sites of Pressure Points

Lateral Position

knee (Inner side)

| 7
R

shoulder elbow (outer side)
knee (outer side)

Ghada Kesserwani-Clinical Case
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e Stagell

e Stagell

| o Stage lll

 Stage IV
Ghada Kesserwani-Clinical Case
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PU- Unstageablejssss

X j \ | N
Full thickness tissue loss in i~
which the base of the ulcer is =
covered by slough (yellow, 4
tan, gray, green or brown) |
and/or eschar (tan, brown or
black) in the wound bed.

UNSTAGEABLE

hada Kesserwani-Clinical Case
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Evolution may include a thin blister
over a dark wound bed. The wound
may further evolve and become
covered by thin eschar.

¥
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Evolution may be rapid exposing
additional layers of tissue even with

optimal treatment.

I Ghada Kesserwani-Clinical Case
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BRADEN SCALE FOR PREDICTING PRESSURE SORE RISK

Patlents Mame Evaluabors kame Cate of Assesement
SENSORY PERCEPTION 1. Comiphetaty Limited 2. Wery Limited 3. Slightly Limited 4. Mo Impalrment
Unresporshe (does not maan, Responds anly ba pairsul o werbal com- Responds o verbal
ahilky o respond meaning- | finch, ar grasp) io painiul simull. Cannod cammunicabe mans, but cannot Aways COmTands. Has no
Tully to pressura-related stimul, due to diminished leved of | disconton except by moaning communicaie discomiort of the SENSONY dencl which woukd
discomfort COM-ECIOUENEEE Or Sedathan. ar resiessEness nesd o be umed. IimE ablity to feel or walce
OR OR Of pain of discomiort..
Imkan abllty to fesl has a sensary Impalment which has same senEory Impalment
Fain ouer most of body Imks ihe abiity to el pain ar which Imis ablity to feel pain
disconTion over e Of Dody. or discomion in 1 or 2 exiremities.
MOISTURE 1. Conatanity Molst 2 very Moilst 3. Occashonally Molat: 4. Rarsly Moilat
SKIn Is kept molst almost Skin |5 aften, bt nod always maolst. 5kin k= occaskanally moist, requiring | Skin ks usually dry, Inen
o which skin IS constantty by perspiration, uine, | Liren must be changed at keast an extra Inen change approximately | only requires changing at
exposed fo malsiure ein. Campness |5 defected cnoe & shift. ohcE 308y, roufing Intervals.
eveny time patient s moved ar
bumed.
ACTRITY 1. Bediast 2. Chalrfast 3. Walks Occaslonally
Coanfined fo bad. Abiity to walk severely limied or wanmarmmmy but
degree of physical acthity man-existent. Cannol Dear owm Tor very shoft dstances, with
weeight andior must be assieled Infe | wihou! asekstance. 5
chalr or wheeichalr. majartty of each shift in bed or chalr
MOBILITY 1. Compiletely Immoblle 2. Wery Limitad 3. slightly Limitea
Does not make even Makes cccaslonal slight changes in | Makes frequent though slight
ablity to change ard conbrd | changes In body or extremity bady or extremity postion but changes In body or extremity
body posion posiion without 3ssistance unabée o make frequent or position Independentdy.
significant changes independenty.
NUTRITION 1. vary Poor 2. Probably Insdequsts 3. Adequate
Mewer eals a compiete meal. Rarely eats a compiete meal and Eats ower half of most meals. Eats
UEUGl tood Intake patiem Farely eats mone than v of any generally eats only aibout v of any a fotal of 4 GErings of probein
food offered. Eabs 2 senings or | food offered. Profein (meat, dairy products per day.
lesE of prodein (meat or dalny Includes anly 3 ENVINgs of meat or | Cocasionally will refuss & meal, but
products) per day. Takes fulds dalry producis per day. will usually take a supplement when

poory. Does not take a Bguid Cceaskanally wil take 3 detary oSered

dietary supplemeant. OR

OR. OR ks on 3 fube t2eding of TPH
is NP ansvor maintained on recelves less than oplimum amourt | regimen which probabiy meets
clear Iquids o PV-5 far more of lgquid dist or tube feeding mast of nuirsional neads
than 5 dayE.

FRICTIOM & SHEAR 1. Probiem 2. Potsntial Probism 3. Ho Apparant Problem
Requires mogerate fo madimum | Moves t2ebiy of requires minimum. | kowes In bed and In chakr
assistance Inmoving. Complete | assistance. Dunng & move skin Independenty and has suMclent
IFiing without slding against probatily sikdes to some exdent muEcke sirengin to I up
shesls |s Impossibie. Frequendy | against sheets, chak, restraints or - | compietety dirng mave.  Malmtains
ElideE down In bed or chalr, ofner devices. Mainiaing goad pasition In bed or chalr.

repostianing po&Eion In chalr or bed micst

Ghada Resserwani-cii
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Presenter
Presentation Notes
Discuss each component of the Braden Scale in detail
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Thorough skin
assessiment
Cincluding history)

/ﬁl_;_ﬂ:; ;I;—r:_h%\l | Yes | Dewvelop an individualized

f breakd o care plan for treating and

\ e preventing further
\\ ) =kin breakdown

e

L=

Assess pressure ulcer risk daily:
- = Bradem Scale or validated toaol .
A = Complete holistic rewview for rnisk o
factors

L )

I= there nsk for
EBraden score = 18 skin breakdown -|:|-r

I pay ~Premeere e ey

Braden score = 18
or other risk factors

¥
Reassess the skin and Develop targeted interventions to
g . . address each risk area and include

pressure ulcer risk daily

in the individoalized plan of care

v

Review outcomes of
plan and interventions

v

As=ess pressuare
ulcer risk daily

!

Braden Scale Key™
Braden Scores:

At Risk: 1518
Moderate Risk: 1314
High Risk: 1012

*Braden Scale for predicting Pressure Score Risk. Awailable at
Gm&mmlnlc%ase hitp-{Ffwww. bradenscale comimewlew=ls hbm. Accessed May 13, 2O00E.
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PREVENTION PROTOCOL
Prevention Is better than treatment




nstructions to prevent Pressure Ulcer:

A- Offloading:

. Use water /foam /air mattress

e Cushions: foam dressing, Hydrocolloids, Foam
J and gel devices----.

' B- Changing position

e Change position Q 3hrs, keeping patient in the

. new lateral position held with a pillow.
I _ — Gha-da Kesserwanl—CImlcaI?(:Zase I\/Ianagef _




B- CHANGING POSITION

e QOut of Bed as soon as possible with assistant.
 Avoid positioning patient directly on the trochanter
* Do not massage over bony prominences.
‘ e Keep head elevated 30 degree .
" e Use lifting device - Trapeze.

 Involve physiotherapist

Ghada Kesserwani-Clinical Case Manager
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C MOIStU Fre management:

« Avoid moisture by changing patient dressing and bedding
(If sweating).

* Prevent incontinence by using a foley or a condom as
prescribed by physician.

e Change diapers frequently

‘ « Apply a protect barriers over bony prominences to avoid
. friction

* Apply a skin protectant to minimize contact urine/feces

Ghada Kesserwani-Clinical Case Manager
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D- Other Instructions to prevent Pressure Ulcer:
o Have the patient take a bath everyday and as needed.
e Check temperature.
o Check if sign of infection: induration, fever, erythema, edema.
e Do not use Betadine, Eosine and Alcohol.
o Use a mild lotion or skin moisturizer during daily skin care.
e Use cotton underwear and cotton socks
e Quit smoking
e Consult your doctor as needed. .
‘ * Respect the physician prescription .
o Dietrich in protein

Ghada Kesserwani-Clinical Case Manager
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Donuts are
for eating

Not sitting
on

NO DONUT SHAPED CUSHIONS

:

Ghada Kesserwani-Clinical Case Manager
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Presenter
Presentation Notes
We all know donut cushions create an increased risk for pressure ulcer development

http://www.amazon.com/Rose-Donut-Cushion-Large-Diameter/dp/B000Y9WQOU/ref=sr_1_4?ie=UTF8&qid=1331878882&sr=8-4
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INCONTINENCE ASSOCIATED
DERMATITIS (IAD)

Incontinence-associated
dermatitis is a common
problem affecting as many
as half of the patients with
urinary or fecal
incontinence who are
managed with absorptive
products.

Ghada Kesserwani-Clinical Case Manager
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Presenter
Presentation Notes
However, a review of the literature reveals sparse evidence concerning its
epidemiology, etiology, and pathophysiology. A small but growing body of evidence
exists that various preventive skin regimens are important, but significant additional
research is needed in order to identify and evaluate the efficacy and effectiveness  of various interventions for IAD.
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A commendations for Prevention and Treatment of Incontinence-associated Dermatitis (1LAD)

ndition of Skin Treatment Goals Interventions
ntact skin in person Prevent 1AD Begin a structured skin care regimen
with urinary or Minimize contact with irritants (1) Cleanse perineal skin daily and after each major incontinence
fecal incontinence (urine, stool, and excessive episode using a no-rinse cleanser
moisture) (2) Awoid scrubbing the skin; use a soft or disposable washcloth
Maintain skin protection (3) Apply an appropriate moisturizer (often a cream product

| Mild-to-moderate IAD
(skin remains intact
but erythema
present, with or
without candidiasis)

Reduce barriers to appropriate care
(4)

(5)
(6)

(7)

Minimize contact with irritants (1)
(urine, stool, and excessive
moisture) (2)
Maintain skin protection
(3)

Eradicate cutaneous candidiasis

(4)
(5)

(6)
(7)

containing humectant and emollient)

Apply a skin protectant to minimize contact between urine
and/or stool [ointment containing petrolatum, zinc oxide,
dimethicone, or combination of these products, or apply a
copolymer film product (skin sealant) in patients judged to be a
high risk for developing IAD (high-volume/high-frequency
urinary or fecal incontinence, double fecal and urinary
incontinence, and fecal incontinence with liguid stool)]
Combine steps using a product containing a cleanser plus a
moisturizer with or without a skin protectant

Educate caregivers to apply structured skin regimen and routine
assess for 1AD

Begin aggressive treatment program for underlying incontinenc

C;:m‘nt:ine a structured skin care program with active treatment

of 1AD

Routinely cleanse and moisturize the skin using the steps noted

above

Routinely apply a skin protectant, options include:

(a) an ointment containing petrolatum, zinc oxide,
dimethicone, or combination of these products

(b) a copolymer film product (skin sealant)

(c) skin protectant cintment with active ingredients designed t
promote wound healing [Balsam-Peru, castor oil, and
trypsin (BCT) ointment or BCT gel]

Treat cutaneous candidiasis when present

Apply moisturizer or moisture-barrier combination product with

antifungal agent (azole or allylamine)

Educate caregivers to apply structured skin regimen and

routinely assess for resolution or progression of 1AD

Evaluate or begin management program for underlying

incontinence

Ghada Kesserwani-Clinical Case Manager
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Presenter
Presentation Notes
The Perineal Assessment Tool has undergone content validation
by WOC nurses and may be used to assess IAD risk.2 Inter-rater reliability was reported
as 87%. The Perineal Dermatitis Grading Scale was described by Brown in 1993,7 but a
review of MEDLINE and CINAHL databases did not reveal any reports of validity or
reliability testing, or subsequent studies using the tool. Because none of these
instruments has been used extensively in research or clinical settings, we recommend
that they be combined with regular…
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