SKIN DOCUMENTATION 04/09/2021
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1. RISK ALERTS PRESENT ON ADMISSION
Risk Alerts Present on &dmission (& SC ONADM 6 hrs
jes
Document Present on admission
Fri, Apr 9, 2021 1005 by Carolynn Young
; PATIENT ON ADMISSION WITH: i
| [J Foley Catheter (] Wound [J Pressure Ulcer
O] Adult Diaper [J Neg Pressure Wound Device [] Ostomy
[JPICC Line [Jcvabp [ Braden Score 18 or less
Risk Alerts present |[]None
on Admission:  "cyap includes any of the following:
Midline, Hickman Broviac, Infusaport, Triple Lumen(Subclavian),
Single/Double/Triple Lumen, Groshona, Arterial, Shiley,
L Quinton, PICC, Femoral, Intraosseous, Adjunct Internal Jugular .

2. PRESSURE INJURY/ULCER UPON ADMISSION
(Currently in HxDB ADM:Physical -- Med/Surg)

1
MANDATORY PRESSURE POINTS EYALUATION
OCCIPITAL SCALP - O Yes
Skin intact/without O No
redness? )
POST AURICULAR -
Both intact/without 8 yes
redness?
SCAPULA - Both
intact/withour | Yes
redness?

ELBOWS - Both
intact/without 8 KES
redness?
TROCHANTER - Both

intact/without 8?\]905
redness?

SACRUM - Skin

intact/without 8\,;%5
redness?

KNEES - Both

intact/without 8;5?
redness?

HEELS - Both
intact/without 8 ?:IBDS
redness?
MALLEOLUS - Both
intact/without 8 K’%S
redness?

|
|
Details 1 - - - I

| If ANY Df the previous 9 questlons have a "NO" answer, BRIEFLY descrlbe
| details, then add and DOCUMENT on Pressure Ulcer Assessment Intervention.




3. GENERAL ASSESSMENT (Shift Assessment Med/Surg)
® CV ASSESSMENT (bottom of section....)

[

i i
| SKIN / GENERA%& A MENT

| Temperature O warm O Hot O Cool Qcold
| Q Normal Q Flushed QO pale

| O Ashen QJaundiced O Ruddy

i Color ) Cyanotic O Mottled QO sallow

| QO Dusky

| Oother| T

: Moisture C Dry O Diaphoretic O Clammy

|

| Turgor O Good O Fair O Poor

ADDITIONAL INFORMATION

CV Comment

e SKIN INTEGRITY ASSESSMENT

SKIN INTEGRITY ASSESSMENT A ’f’ §
O ves 1 NT H’ ol
L. O No i ‘
Skin is Intact. | If YES, skin is igra&, no further skin documentation required.
E ; If NO, Must Dacument Details On: d — <1
NO Ulcers Slilnlntad%wgawue-d 49 \Ad _//“‘ 1\ ]
2 B Y cers&,)wouav S,0F | %**If pressure ulcer present -QI_S/B/ ressure Ulcer Assessment 4 \OU L | | %
Wounds, or N et /—N O\I’\O & &
’ j alterations **1f wound present/- use Wound Assessment
other Skin i —
Alterations ’f *If rash, skin tear,abrasion/bruising, etc present - Document BELOW on
: Skin Integrity System Assessment.
=] SKIN - Occurrence #1
I~ | (7 ,\\,.‘\z) A~ D Abrasion O Dermatitis O Linear split O Rashr
93 ; fL ) Lﬂ‘ Q amputation O Bialysis_access ) Ostomy- O scab )
& "a i Skin@ssue O elister(s) O Ecchymosis O Petechiae O Scar(s) - .
/ /s E 3 = ’
/ = Burn O eschar Q Port- O Skin-tear(s) 2508 'f""-j} . [ ‘
i TWLJ O Contusion O Laceration OPurplearea O Tubefs) y/f ) r 1 ~J © Al
t [ ; O Generatized [J Left [ Right O upper OLower A )
@ | ¥ B ncation [J anterior O posterior [ Medial [ Lateral ’ L/
i Q BODY QOEye O Finger O Coceyx O Leg \ A\ }
O Head QEar O Thumb O Buttock O Thigh N\ \}/
8 Scalp 8 Shoulder 8 Nailbed 8 Ischium 8 Knee % ’
R ; ) Face Axilla Breast Abdomen calf \ ¥
. 42 Vo BDSV Sd'tg (.'F'St')ad O Nose O arm O Chest O Hip/Trochanter O Ankle \ ,\ \
¢ ) eadtoloe) |5 Neck O Elbow O Back O Perineum O Foot \
t) i O Cheek O Wrist O Trunk Q Genitalia O Toe //
4 Ochin  OHand O Sacrum Q Groin O Heel S
ALY { ¢ O other | ] ( |
AW T ~ : Dominyg &
\\\)x P, | SKIN.COND¥TION ; P i\{cl ) U \ é P
\ I [ Diaphoretic [ Macerated h\f 2V Vs
ODry [ Maist r\ AXH )&\(\l (K.
! o STl [J Edematous O Pruritis
| Skingymptom(s) |[]Excoristed/Denuded CJRash
| E A1 4 | Flaky O scaly
LEAYS WWX,L 14D-Incon Asso Dermatitis [J Weepy
| o : [ Intertrigo Dermatitis
Temperature O warm O Hot O Cool O Cold
O Normal O Erythema/Redness O Mottled
O Cyanotic O Flushed O Pale
Color QO Dusky O Hemosiderin staining OPink, . =
O Ecchymaosis O Jaundiced OonNs P\‘(J
O Other | 2|
Additional
information = = e
REMEMBER:
| **Pressure Ulcers are documented on Pressure Ulcer Assessment
| **wWounds are documented on Wound Assessment J
g
A A
N\ Body o Left e Upper e Anterior e Medial e Proximal e Dorsal ~n Ul ’!,\" ; }((( U
\ )| Location ¢ Right e Middle e Posterior e Lateral o Distal e Volar & ’{\‘ \U ;{ j’ W
s e Bilateral e Lower \ ‘\XL -
\
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4. SKIN RISK ASSESSMENT scale

-

SKIN RISK ASSESSMENT SCALE

Moisture Risk

() Constantly Moist O Very Moist
() Occasionally Moist O Rarely Moist

Sensory Perception

) Completely Limited (O Very Limited
O Slightly Limited O No Impairment

e {0 Bedfast (O Chairfast
SeLpity ik O Walks Occasionally O Walks Frequently
S o O Completely Immohile O Very Limited
sl S AR O slightly Limited O No Limitations
Nutrition Overy Poor (O Probably Inadequate O Adequate O Excellent
Friction & Shear O Problem  Potential Problem
Risk (O No apparent Problem

Skin Risk Total
Score

{ | (points)

Patients with a total score of 18 or less are considered
to be at risk of developing pressure ulcers:

- 15 to 18 = Mild Risk

- 13 to 14 = Moderate Risk

- 10 to 12 = High Risk

- 9 or less = Very High Risk

*HEEIf score is 18 or less, ADD "Turn and position patient every 2 hours”
and "Skin Care Products” interventions!

MEASURES BASED ON SCORE OF 18 OR LESS

Potential for skin
breakdown

Y YES, Risk Bcore is 6 18 {0 NO, Risk Score is 19-23

Sensory perception,
mobility & activity
measures

DTurn/anel»posnélan é‘i‘H [J Heel protectars [JKeep HOB < 30 degrees
[ Suspend heels off bed  [J Chair cushion/pillow [J Air overlay mattress
[ Press. redistribution bed [J Low air-loss bed [Jinvolve PT if necessary

(I &ir tap repositioner O Nfa

**Low Air Loss bed - look for RiNk-tabel-onfoot of bed- EXC UL-

Maoisture management

[J Moisture barrier VE] Fecal Management [ Peri- cleanser
(] Indwelling catheter [ Check skin folds [1separate skin folds

[ Alter. incontinence meas. [J Female urine mgmt systerm [ MN/A

Nutrition measures

[ Nutrition consult ordered (] NPO status [] Encourage p.o. intake [J IV Fluids
[ Feeding tube [ Supplements [J N/&

Friction & shear
measures

[CJHOB @ lowest position [J Remove stockings Q shift (] Maisturize heels & skin
L Have pt. use a trapeze [J Inspect under devices  [JUse LIFT sheets

Onja % h(un c\w;@u (\

SKIN STAGE AND TREATMENT GUIDELINES

Skin Stage and
Treatment Guidelines

— — ]

NOTE Contact WOCN or CNS/Director if a specialty mattress or bed is
needed.

NOTE: Suspected deep tissue injury,Stage I,I1,111,IV,0r Unstageable
requires documentation on PRESSURE ULCER ASSESSMENT!

NOTE: Refer to the Skin Care Guidelines for appropriate treatment in the
absence of MD order,

e e —

Toxt foum Dressing B - —




*“All policies and procedures are reviewed and/or revised

S at least every two years.
e hard copy of all policies and procedures, along with Click here to retumn to |
urs"-‘g Standards of Practice atsadments is maintained in Nursing Administration

_—.—-——//
**Last reviewed/revised: 6/19

S  *Seclusion (Also in AP+P Northwell Health
PCS.1633 manual)
_*Sedation Scale

,‘_\ System Patient Care Services
( Skin Care Management ))
* Skin Care Standard _ i

* Perineal Skin Integrity P'res Ulca;- attin, System Nursing Policy and |
Guideli Slll e Prev !
s Assessment, and Management

* Pressure Ulcer-Prevention, >
Assessment, Management “1 | POLICY #: CATEGORY SECTION: Systt
* Pressure Ulcer (Injury) Services Policy, Procedure ¢

Shugig ey System Approval Date: 1/28 6 Effective Date: 12/2001
* Skin Tears Guidelines y PP /28/201¢ 7
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Skin Care Policies/Protocols 2021

Current Phelps Hospital Policy/Standard Suggestions.... What do youthink?
1. Ostomyand-woundConsultationServices ?
2. Rectal TubeInsertion and Use (not Dignicare) Can2 thesebe combined
3. Dignicare Rectal Tube above Fecal Management System?

(4. NegativePressureWoundTherapy(NP’WI) Update

5. Skin Care Standard || [} [}( Lm Ve TINID
NorthweIIGUIdeImes )

6. NW: PrassureInjury Prevention, Assessment & | Keep PCS.1666 2/21
Management

7. NW: Perineal Skin Integrity Guidelines Keep

8. NW: Pressure Ulcer (Injury ) Staging Guidelines | Keep

9. NW: Skin Tears Guidelines Keep

10. NW: Biliary Drain (MEW) NEW/Educate PCS. .

11. NW: Oral Hygiene Care for Dependent Patients | New/Educate PES1s21 21

12, Nw: Skin Tool Kit

Current Protocols

1. Diapertdse Retire

2. ExternalCatheterianagement Retire

3. Fecal Management System Combine /Retire (above)

4. IncontinentPatient Retire

5. Megative Pressure Wound Therapy (NPWT} Retire

6. Ostomy Management Convert to a Policy

7. Skindntegrity Retire

8. VaCProtecol Retire iali =
9. Stomatitis (Oral) Mucositis Update with NW policy U \:\b)

10 Peill-Ups. Retire




