10 Best Practices for Skin Care
1. Treat your patients skin gently. 

· Do use Cavilon Cleanser for bathing any patient with fragile skin as is Ph balanced to skin.
· Do not use soap as is alkaline (not Ph balanced to skin) and will strip skin.
· Assure that patients have daily general cleansing.

          2.   Moisturize  your patient skin daily.

· Use Keri Lotion for Sensitive Skin as a general purpose lotion.

· Use Cavilon Foot & Dry Skin Cream for intact skin of dry lower extremities. 

          3.  Protect your patients skin from incontinence. 

· Do apply Cavilon barrier products to prevent and treat perineal damage.

· Cavilon Durable Barrier cream-for intact perineal skin

·  Cavilon No-Sting Barrier Film-for broken or irritated perineal skin

· Apply appropriate product with first incontinent episode of shift.
·  Each product will last entire shift , even with cleansing.
· Apply fecal collector device for patient with diarrhea.

· Identify fungal dermatitis and treat with antifungal product

          4.  Avoid adhesives on your patients with fragile skin.
· Secure extremity wounds with Kerlix roll and Surgifix tubular dressing.

· Secure abdominal wounds with Montgomery straps if frequent dressing change needed.

           5. Remove tape and adhesive dressings carefully.

· Can use adhesive remover wipe to help lift off tape or dressing.

· Use a push  / lift technique.

· 3M Medipore tape on unit supply cart for sensitive skin.

            6. Identify your patients at risk for pressure ulcer formation .

· Complete Braden scale for predicting pressure sore risk q shift.
· Implement preventive measures for a pt. with a score of 18 or less or if high risk per your clinical judgement.

· Highest risk pts.: Elderly/critically ill/ malnourished /neuro impaired /diabetic who are immobile.

          7. Implement pressure ulcer preventive protocol for your high risk patients.               

 •Turn q 2 hours                    •Elevate heels off bed -even on specialty beds
 •Maintain HOB at 30° or less as much as possible       •Place on Sof-care overlay if high risk

          8.   Identify evidence of pressure damage.
· Most common areas of pressure damage are over bony prominence-sacral,heel,malleolar.

· Non-blancheable redness, purple tones and bruising over a bony prominence are signs of pressure damage and quick intervention is needed.

· Be especially vigilant of pts. with dark pigment as they will not exhibit redness.
· Remove devices to complete assessment of pressure points,example; TED hose to see heels.

        9.    Familiarize yourself with available products and devices for skin management.
        10.   Document skin assessment and interventions each shift.

· If not documented-not done!

