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SKIN  ASSESSMENT  

• Patient Assessment (Demographic data, medical &surgical 
patient history, smoking, allergy---.) 

                 + 
• Skin Assessment 
                 +  
• Wound Assessment   
                 = 
•  Adequate Care Plan 
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When  to assess Patient ? 

On admission 

Every shift 

Before transfer patient to another facility 

Change in patient health status 
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      SKIN ASSESSMENT: 
         from head to toe 
  

Palpate for  : 
• Warmth, 
• Tenderness 
• Edema 
• Ulcer 
• Skin diseases 

 
 Document every detail 
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ASSESS MEDICAL 
DEVICES  

 
Document: 
 
• Type of devices 
• Site 
• Date of insertion or 

replacement 
• Tube site  
• Peri tube , or peri stoma 
• Presence of :  
          1- erosion, 
          2- hypergranulation   
          3- infection 
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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:  
 
• Moisture 
• Rash 
• Candida 
• Lesions 

2007 Medline Industries, Inc. 
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Presenter
Presentation Notes
descriptive assessments of skin folds within theperineum, the lower abdomen, between the buttocks and adjacent skin folds of the inner thighs, scrotum, or labia majora when assessing an individual patient.



BARIATRIC SKIN 
ASSESSMENT 

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



A pressure ulcer is "localized  
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).  
Bed sores most often develop on skin that covers bony 
areas of the body, such as the heel, ankles, hips or 
buttocks.  
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                 Pressure Ulcer-Definition 
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PRESSURE 

Occlusion of 
blood and 
lymphatic 

vessels 

Ischemia 
&interstitial 

edema 

Hemorragy 

Muscles 
,subcutaneus 

epidermal 
&dermal 
necrosis 

Accumulation of waste 

Deposition 
 of bacteria 

Thrombosis 
 & fibrin 

deposition  

Goode & Allman 1898 

              PU- Etiology 
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PU- Risk Factors 



PU- Risk Factors 

Incontinence 
Urine and/or 

fecal 
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Common Sites of Pressure Points 
Wheelchair position 
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Common Sites of Pressure Points  
Sitting Position 
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Common Sites of Pressure Points  
Lateral Position 
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Pressure Ulcers Classification 

• Stage I 
 

• Stage II 
 
 

• Stage III 
 
 

• Stage IV 
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Full thickness tissue loss in 
which the base of the ulcer is 
covered  by slough (yellow, 
tan, gray, green or brown) 
and/or eschar (tan, brown or 
black) in the wound bed. 
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PU- Unstageable: 



Evolution may include a thin blister 
over a dark wound bed. The wound 

may further evolve and become 
covered by thin eschar. 

 
 

Evolution may be rapid exposing 
additional layers of tissue even with 

optimal treatment. 
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     Suspected Deep Tissue Injury: 
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Presenter
Presentation Notes
Discuss each component of the Braden Scale in detail
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     PREVENTION   PROTOCOL 
Prevention is better than treatment 
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A- Offloading: 

●      Use water /foam /air mattress  

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

B- Changing position 

• Change position Q 3hrs, keeping patient in the 
new lateral position held with a pillow. 

Instructions to prevent Pressure Ulcer: 
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B- CHANGING POSITION 
 

• Out of Bed as soon as possible with assistant. 

• Avoid positioning patient directly on the trochanter  

• Do not massage over bony prominences.  

• Keep head elevated  30 degree .  

• Use lifting device - Trapeze.  

• Involve physiotherapist  
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C- Moisture management: 

• Avoid moisture by changing patient dressing and bedding 
(if sweating).  

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

• Change diapers frequently 

• Apply a protect barriers over bony prominences to avoid 
friction  

• Apply a skin protectant to minimize contact urine/feces  
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D- Other Instructions to prevent Pressure Ulcer: 
• Have the patient take a bath everyday and as needed.  
• Check temperature.  
• Check if sign of infection: induration, fever, erythema, edema.  
• Do not use Betadine, Eosine and Alcohol. 
• Use a mild lotion or skin moisturizer during daily skin care. 
• Use cotton underwear and cotton socks 
• Quit smoking 
• Consult your doctor as needed. .  
• Respect the physician  prescription .  
• Diet rich in protein 
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NO DONUT SHAPED CUSHIONS 

 
Donuts  are 
for eating  
 
 
Not sitting 
 on 
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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


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. 
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Presenter
Presentation Notes
However, a review of the literature reveals sparse evidence concerning itsepidemiology, etiology, and pathophysiology. A small but growing body of evidenceexists that various preventive skin regimens are important, but significant additionalresearch is needed in order to identify and evaluate the efficacy and effectiveness  of various interventions for IAD.
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Presenter
Presentation Notes
The Perineal Assessment Tool has undergone content validationby WOC nurses and may be used to assess IAD risk.2 Inter-rater reliability was reportedas 87%. The Perineal Dermatitis Grading Scale was described by Brown in 1993,7 but areview of MEDLINE and CINAHL databases did not reveal any reports of validity orreliability testing, or subsequent studies using the tool. Because none of theseinstruments has been used extensively in research or clinical settings, we recommendthat they be combined with regular…
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