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Skin Observation Protocol Sample Documentation
The text in this sample documentation can be considered an outline to use when you follow the Skin Observation Protocol. Each client’s response to the Skin Observation Protocol will be unique to that client and should reflect their individualized assessment and care needs.

 OBSERVATION IS NOT REQUIRED
______________________________________________________________________
1. A professional is providing skin care (treatment) for a client who has a pressure ulcer. The HCS/AAA/DDD Social Worker/Nurse or other contracted nursing resource must:

Verify with  [Health Care Provider Name (HCP)] by (  FORMDROPDOWN 
 ) that a treatment plan is in place for the client’s pressure ulcer(s). The client is receiving treatment to [location of the ulcer(s)] from [HCP name] [frequency of the treatment - x/week, x/day, etc.]. The client’s pressure ulcer(s) have been observed by the HCP on [insert the most recent date of observation].  The client’s HCP reports the client’s pressure ulcers are [insert healing, not healing, granulating, etc.] and the treatment will be ( FORMDROPDOWN 
) on  [date]. 

The HCP ( FORMDROPDOWN 
) observing all pressure points.

Request notification from [HCP name] when the client is discharged from service for treatment to pressure ulcer(s) so that consultation with Nursing Services regarding any ongoing care needs to pressure ulcer(s) or skin may occur.

2. A non-professional is providing skin care (treatment) for a client who has a pressure ulcer.   The HCS/AAA/DDD nurse or other contracted nursing resource must do the following on the same day of the assessment (when possible), but not to exceed 48 hours:

The client and/or caregiver contacted [name] on [date/time] for review of treatment being provided to pressure ulcer(s) located at [location(s) of ulcer(s)].  The treatment plan includes: 

[Ulcer location], [description of treatment] 

[Ulcer location], [description of treatment]
[Ulcer location], [description of treatment] 

 (repeated as needed for each pressure ulcer)
The pressure ulcer treatment was authorized by [HCP name(s)]. 

Verify with [caregiver name] that he/she is observing all pressure points. The caregiver is observing all pressure points [insert the frequency or times when pressure points are being observed]. 

Educational materials provided to the client and/or caregiver included: [list all materials that were provided and/or reviewed], for example: Maintaining Healthy Skin Part 1; Maintaining Healthy Skin Part 2; Taking Care of Pressure Sores; Fundamentals of Caregiving Skin and Body Care modules; and CARE Prevention Plans  (Bed Mobility; Bathing; Toileting; Diagram of Pressure Points).
The care plan  FORMDROPDOWN 
 revised to include the following care needs [insert suggested revisions to care plan].
3. A non-professional is providing skin care with a Prevention Plan in place, the caregiver is checking all pressure points, and there is no reported skin problem. The HCS/AAA/DDD Social Worker/Nurse or other contracted nursing resources must:

Verify with [caregiver name] that he/she is observing all pressure points. The caregiver is observing all pressure points [insert frequency or times when pressure points are being observed].

Verify with the client and/or [caregiver name] that the prevention plans are meeting the client’s needs. The client and/or [caregiver name] are receiving/providing prevention plans for [insert prevention plans currently in place for Bed Mobility, Bathing, or Toileting]. 

The client and/or [caregiver name] were shown the photographs and descriptions of pressure ulcers and ( FORMDROPDOWN 
) the presence of any skin changes. (If the client confirms one or more of the pressure ulcer stages present, the case manager must arrange for a Skin Observation visit).

The care plan ( FORMDROPDOWN 
) revised to include the following care needs: [insert suggested revisions to the care plan].
A referral ( FORMDROPDOWN 
) made to Nursing Services for [insert follow up activity- assessment, education, observation, etc.] regarding [insert issues/concerns for follow-up by Nursing Services staff].
4. A non-professional is providing care, the caregiver is not checking all of the pressure points, it is not known if there is a skin problem, and the client is declining a skin observation. The HCS/AAA/DDD Social Worker/Nurse or other contracted nursing resource must document the client declined observation:
The client is declining observation of pressure points. Reasons stated by the client for declination are: [insert reasons for declining observation].  The photographs and descriptions of pressure ulcers were shown to the client and/or [caregiver name] and the client and/or [caregiver name] ( FORMDROPDOWN 
) the presence of any skin changes. 

And provide and document to one of the following:

The client was referred to Nursing Services for follow-up in relation to [insert reason for follow-up] or
Case manager contacted the client’s primary care provider and discussed skin concerns including [list skin issues/concerns discussed with health care provider]. Or

The client was advised of skin care issues by [name] and educated using educational materials provided to the client and/or caregiver: [list all that were provided and/or reviewed]: (Maintaining Healthy Skin Part 1; Maintaining Healthy Skin Part 2; Taking Care of Pressure Sores; Fundamentals of Caregiving Skin and Body Care modules; and CARE Prevention Plans (Bed Mobility; Bathing; Toileting; Diagram of Pressure Points).
Discussed, with my supervisor, the clients declination of skin observation and [list contacts made, referrals made, education provided, etc.] to the client and [caregiver name]. 

OBSERVATION IS REQUIRED
The client meets the highest risk indicators and no one (neither professional or 

non-professional) is providing skin care that has been verified as meeting the client’s needs. Refer the client to the HCS/AAA/DDD Nurse or other contracting nursing resources to complete the observation. 

Referral received from [referrant name] to provide Skin Observation visit to the client.  Called the client on [date] to arrange an observation visit. The client ( FORMDROPDOWN 
) want to have a third party present during the observation visit. (If a third party is needed, document contact with that person for arrangement of the visit). 

Document in SER or on Skin Observation/Skin Screen

Skin Observation completed with [names of other persons present]. All pressure points observed (head, ears, shoulder blades, elbows, knees (medial and lateral), sacrum, coccyx, ischial tuberosities, hips, ankles (medial and lateral) and heels).

Observed the following skin changes [insert description of any areas with changes]
1. Any noted skin changes with locations (basic skin assessment):

a. Temperature

b. Color

c. Moisture

d. Turgor

e. Integrity

f. Nails

g. Hair

h. Moles

i. Injury
2. Pressure points observed [insert any alterations from intact].
3. Pressure ulcers observed

a. The documentation for each pressure ulcer observed should include the following detail in the CARE documentation:
i. Location

ii. Classification

iii. Measurement

iv. Wound pain

v. Wound exudate – amount and character

vi. Surrounding skin

vii. Tunneling

viii. Undermining

ix. Wound bed

x. Additional descriptions/comments
If a skin problem is observed:

Contact made by ( FORMDROPDOWN 
) with [list the contact names and relationship to the client] to discuss finding of Skin Observation visit and [list current or required treatment or prevention plans] for this client.  

Decisions/referrals made regarding care and treatment needed by client include [document treatment decisions and who is responsible].

The care plan ( FORMDROPDOWN 
) revised to include the following care needs: [insert suggested revisions to care plan including an prevention plans].
If no skin problem is observed:
Contact made by ( FORMDROPDOWN 
) with [list contact names and relationship to the client] to discuss finding of Skin Observation visit and [insert current or required treatment or prevention plans] for this client.  

Decisions/referrals made regarding care and treatment needed by client include [document treatment decisions and who is responsible].
The care plan ( FORMDROPDOWN 
) revised to include the following care needs: [insert suggested revisions to care plan including an prevention plans].
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