
Pressure Ulcer Prevention SKIN Bundle Care Plan
	Name:
	
	DOB:
	Room:
	

	Problem ………………………….. is at risk of developing pressure ulcers

Objective

Prevent skin damage due to pressure/sheer/friction

Date:
	SKIN bundle

Points to consider
	Comments / Observations
	Date time & signature

	
	1. Surface

· Select correct mattress according to local guidelines

· Mattress used………………………………..

· Use a pressure reducing cushion when sat up in a chair

· Cushion used…………………………………

· Do not use multiple layers under patient

· Keep sheets free of wrinkles, ensure top sheet not tight over feet

· Be sure patient not lying/sitting on tubing, telephones, or call bells

· Check air-mattress/cushion and power box for faults at each repositioning and is at the correct pressure

· Reassess Waterlow score and equipment requirements regularly
	
	

	
	2. Keep moving

· Resident moves every … hours when in bed (minimum every 4 hours)

· Resident moves every … hours if in a chair (at least every 2 hours)

· Document position changes on repositioning chart

· Inspect skin and document at every position change, or once every 24 hours if patient moves unaided

· Encourage resident to mobilise or change position themselves

· Provide patient information leaflet to patient
	
	

	
	3. Incontinence

· Offer toileting assistance regularly according to individual need

· For patients with intractable incontinence use well fitting continence products.

· Wash skin daily and when visibly soiled

· Use suitable creams (not oil based e.g. sudocrem with continence products)
	
	

	
	4. Nutrition

· Complete nutrition risk assessment (e.g. MUST tool)

· Follow nutritional recommendations according to risk score

· Ensure optimal nutritional intake – refer to nutrition care plan

· Keep patient well hydrated
	
	


