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Skin & Wound Care
Essentials Online Course

Welcome to the Skin & Wound Care Essentials Online course, where we will
guide you, a dedicated Personal Care Assistant (PCA), with the essential skills
and knowledge to provide excellent care in maintaining skin integrity among
elderly residents in aged care settings.

During your training, you will learn how to identify and review different skin
conditions. This will help you take the right steps to prevent damage to the skin
of elderly residents you are caring for. You will also learn practical skills that you
can use on the job through practice activities. This will ensure that you provide
the best possible care when it comes to skin and wound management.

As a Personal Care Assistant (PCA), you play an essential role in providing
expert and compassionate care to the elderly. This course offers comprehensive
learning experiences on various skin and wound care topics. You will learn

how to identify skin conditions, implement preventive measures, and provide
appropriate care. The course is designed to empower you to excel in your role,
helping you improve the quality of life of the elderly under your care.

We encourage you to engage with the material, participate in practical activities,
and reflect on the important impact you can make as a PCA. By striving to
enhance and grow, you demonstrate your commitment to the well-being and
contentment of the seniors under your care.

Let’s begin our journey of transformation together. You will receive the tools
you need to provide excellent care, promote well-being, and preserve the skin
health of older adults who depend on your knowledge and skills. Let’s start now!

W 'UND EDUCATI 'N

To support your learning, we have
curated a list of recommended reading
articles. These articles have been
carefully selected to provide you with
a comprehensive understanding of key
concepts and practical approachesin
skin and wound care. We encourage
you to read these articles thoroughly
and reflect on how you can apply the
knowledge gained in your practice.
Happy reading and learning!

These recommended reading articles
can be viewed online under the
Materials tab within each lesson.
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Standards for PCA’s

Welcome to lesson one. This module will cover the essential guidelines, rules,
and quality measures that every Personal Care Assistant (PCA) should know
when caring for elderly residents in Australian Aged Care. Your role as a PCA

is important in ensuring the safety, well-being, and comfort of residents. This
module will equip you with the knowledge and understanding needed to excel in
this responsibility.

Throughout this module, we will cover a range of topics including the Aged Care
Standards, the Charter of Aged Care Rights, Aged Care Quality Indicators,
Wounds Australia Standards, the role of the PCA, a workplace project, and a
multiple-choice assessment. Additional readings and references are provided to
help you understand the topics covered.

Itis important to keep in mind the different care situations you may encounter
as a PCA. To provide the best care, you must personalise your approach
according to the unique needs, preferences, and cultural backgrounds of older
adults. We encourage you to apply the principles learned to improve your skills
and positively impact the lives of the residents you care for.

Let’s begin this journey of understanding and upholding the highest standards
as a PCAin Australian Aged Care.
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Notes
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WOUND & AGED CARE STANDARDS

MODULE 1 OVERVIEW

1. Knowledge & Performance Goals

2 Aged are Standards
* Charter of Aged Care Rights
+ Aged Care Quality Indicatars
+ Wounds Australia Sandands

3. Acke of the PCA

GOALS
PERFORMANCE
1. InAustrallan Aged Care, PCAs must undersiand rues, 1. Provide for b he
standards, and quality measures. needs, and

L Taking care of the elderly safely and effectively & crudial.

3. Undarstand the vital rake PCAS have in the team and how thay

the wel-being of )

CHARTER OF AGED CARE RIGHTS

{Aged Care Act 1997)

+ Safe and high.quality care services Aged Care Act 1997

i " N 1121997
= Hawe contral and malke chakes shout my care and persanal and
scciallife, ncluding where the thaices invcive personal rsk.
. e Campilation Ne. 45
P———

Tilides ammesdmmenss up 1o

Reglrsreds 3 Apel 013
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AGED CARE QUALITY INDICATORS (Ql)

+ Unplanned weight lass
+ Physical restraint
+ Pressure Injury
/ + Haspitslisation

* InContinence cane I

al ) . ot g
+ dctity daily ling ¢ADL) \ /
- Medication \’
+ Falls O

+ Quality of life
+ Workfarce

QI SCENARIO

MArs Mabla Brown came to sty at the aged care faciity 14 weeks
o Todowing & long stay in hospital, She had a fall in her home
where she lived alone with her eat. She suffered a braken bip and
pehi has left her unable to walk and sh has trouble
cantrolling her biadder. Her appetite is poor and she has lost 5 kg
since aniving at tha faciiny. Her days are spant lying in a reciner or
inher bed in the afterncon watching TV,

QUESTION
PLEASE SELECT THE QUALITY INDICATORS RELATED TO MABLE’S CARE BASED ON THE BRIEF STORY

. Medications, Quality of life, Physical restraint, hospialisation
Consumer experience, Workforce, Fals, Quality of life
. Incontinence care, Falls, Medication, Hospitalisation

on @ »

ADU, Welght Ioss, Incontience care, Prssure Injury

PCA’s ROLE

PCAS In aged care facilities provids parsanadsed and dgnified car
te alckarty rasidanss, making sura of thair sataty ard welkbeing
while warking with the care team 1o meet Australian Aged Care
Standards and Qualiey Indicatars.

W 'UND EDUCATI 'N
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PCA’s ARE CLOSELY
CONNECTED TO RESIDENTS

Wihilg Sally was assisting Mabla with har shawar, she noticed that
there were red marks on both of her heels and a painful stinging rash
in hier groin anes. Mable expressed her emibarragsment about the
rash and shared that she didn't want to tell amyare. Selly assured
Mable that she wauld be discreet and asied if she could request the
RN to take a look, The RN assessed bath the heels and the rash and
provided appropriate treatment to alleiate Mable's discomfort.

RESIDENTS FORM TRUSTING
RELATIONSHIPS WITH PCA’s

Sally seak the chance to speak with the RN about her warries
regarding Mable's weight loss and lack of interest. Tha RN was able
1 Make soene time 1o have 8 conversaticn with Mable and see
how sk was leelirg. It wes discovered thal Malde was feeling sad
because she missed her cat and did not like the food at the facility.

AGED CARE STANDARDS

1. Consumer digrity & chaice
2. Assessment & planning

3 Parsonal care & clinical care

4. Services & support of daly iving

. Drganisstion's service enviranment

. HUman rsarces

. Drganisaional governance

Feedhack & Complaints

AGED CARE STANDARDS

EXCEEDING, MEETING, DEVELOPING

W 'UND EDUCATI 'N

[ — i
: SRR occurate and bmey
2 Jibean Safe & §ffmctive, Bl o Bfn planning, Comsamar " Lars
3 Hedd Bes: practice, samfart and ife care, ‘escalonion & referral, infection
] Jegh ¥ ipmen is safe. effective, clean
? TP Seall knowhidgh. $H1 reix 1o dalvir 3084 & qualic Ui vk tagup
¥ SGcalhg Governance. safe, inclushe & gualty care, a0 Cliica

ke povarrance rasvmeek Tor antemicnebial Stiwardship
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STANDARDS FOR WOUND
PREVENTION AND MANAGEMENT

- Consistency
= High level care
+ variation reduced e
* Improve safety

+ Positive oulcomes

Scope af Fractice
Collabarathe Practica

Clinical Decision Making: Assessment

Clinical Decision Makng; Flanning and Practica
Documentation

Education

T I

Corporate Governance

WOUNDS AUSTRALIA STANDARDS

ELEMENT
2 123224, W P R Secpact
Casbocathee e L4
[ 231733 240
3 321,343,344, Skinmsessment ond risks for pressure nury ol skin tears & incontinence. ientifcation of esiyle fctors
Assessment 357 pruducs ¥ Waigre & histary.
4

Appicatian o a q

i oA ion, Hard Tygars, PO edice Comamanition n BH 4ok o0 POl MOHTAINg,
. . s am sigrat i
T 514,542,532
5 s N
Educatiens BLEZEINEA  lrce i implemened in care and regulirly reviewed.

WOUND STANDARDS & THE PCA

Sally has been helping Ted with his persenal hygiene. She cbiserved
that Ted wses soap 1o wash his face and body. and rubs his skin
vigaroushy when drying himse!f before applying aftershave,
Hawever, Ted's skin looks dry and imitated, Sally suggests that Ted
should use 3 pH slin-friendly deanser

after shewerinig 1o improve his skin canditien,
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QUESTION

WHY IS VIGOROUS RUBBING WITH A TOWEL HARMFUL?

. Ewcessive rubibing can ruin towels and can be costly
. Rubbing can increase the risk of skin damage and breakage
Can be the direct cause of hair loss

on @ e

Repeated friction can make the skin less sensithe over time

KEY POINTS

« Tha FCA rala requires an undarstanding af Aged Carg
‘Swandards, Charter of Aged Care Rights, Aged Cane Qualiy
Indicatars, and Wounds Australia Standards

« The PCA plays a crucial role in providing elderly individusls with
respectiul, personalized, and safe zare,

= PCas who follow these guidelines, can help eidarly residants
stay healthy and hapgy while recehing top-quality care

W UMD EDUCATI W

N & WOUND CARE ESBENTIALS

w

REFERENCES

= Aged Care ALt 1997 fiCips: siation 2ovauiDetals/C20Z30000TS

= Aged Care Quality Indicator Program

- hopsih T o e oAl E-care-mans lity-ind

*+ Mational Aged Care Mandatory Quality indicator Frogram Manual 3.0 - Part &

i i {ronsy i aged-care-mandatony quaity indicator-arogram

W UND EDUCATI
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Communicating, Reporting,
Stop & Watch

Welcome to Lesson Two: Communication, Reporting, Stop & Watch. This is an
essential part of your role as a Personal Care Assistant (PCA) in aged care. This
module focuses on the critical aspects of communication and observation that
are crucial to the safety, comfort, and well-being of the residents you care for.

The module covers several topics, including the importance of alert observation
in ensuring residents’ safety and well-being. You will learn how to respond
appropriately to residents who display distress, discomfort, or unusual
behaviour, and how to escalate and report challenging situations.

You will also be introduced to the ISBAR communication tool, which will
help you structure your concerns to communicate clearly and competently.
Additionally, we will go through the Stop & Watch process, a systematic
approach that allows you to respond swiftly to resident needs by comprising
Observation, Action & Escalation, and Reporting & Documentation.

Throughout the module, you will have the opportunity to gauge your
understanding through a multiple-choice assessment and apply your knowledge
to practical scenarios that mirror real-life situations.

As a dedicated PCA, your communication and observation skills have a large
impact on residents’ well-being. By incorporating the Stop & Watch process
and mastering the art of effective communication, you will be well-equipped to
navigate various scenarios with confidence and understanding.

Remember, your dedication to continuous learning and improvement directly
contributes to the quality of care provided to elderly residents. We encourage
you to actively participate, practice the skills you gain, and seek explanations
from nurses whenever needed. Let’s embark on this journey of enhancing your
communication skills and elevating the care you provide as a dedicated PCA.

Would you like to explore the essentials of effective communication, reporting,
and the Stop & Watch method? Let’s discover them together.

W 'UND EDUCATI 'N
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Notes

W UND EDUCATI N

SKIN & WOUND CARE ESSENTIAL:

STOP, WATCH & REPORTING

MODULE 2 OVERVIEW

Knowledge & Performance Goals
Step & Wateh

Observations

Action & Escalation

Raparting & Dotumantation

T

PERFORMANCE
1. Closely ta safety and well- 1. I Ions |
being will be part of the PCA role. scenaric-based.
2. Raspond 2 res signs of 2 Practica the use of the ISBAR communication tacl e
distrass, discamfort, o amy unusual behaviaur, communicata thair concarns,

STOP AND WATCH TOOL
+ Early Warning Teal
+ Consitent Communication

e risk af health or

= Improves resdant safity
= Complate form at any signiclue to cinkal change
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“NOT THEIR USUAL SELF ...”

COMPLETING THE TOOL

= Mary did not attend the scheduled exercae dass as planned

) 3 q to d as she was
feeling tired

« Complained of s headache

* Did nat eat breakfast

W UMD EDUCATI W N & WOUND CARE ESBENTIALE

OTHER ASSESSMENT & COMMUNICATION TOOLS

W UMD EDUCATI W

OBSERVATIONS & ESCALATION

= The PCA raported the cancarns about Mary ta the RN, although
the 5top and Watch ferm was nat completed,

= Mary remaned in bed and was rekictant te 3t deink or mave
for the remainder of the day.

+ The afternoan shift supgort warker nated the changes in Marys
skin calour & condition.

* Anew Stop & Watch farm was tompleted, adding the skn
change, signed, deted and time reparted ta the RN far action.

= The RN assessed the resident. completed vital signs and
contacted the medical officer as her B was elevated

UND EDUCATI ‘N
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KEEPING RESIDENT'S SAFE

@® v Qs }

Pressure irjury preversion The suppert worker The
Apment was putIn place prescrioed
far M v n e o
fepasiioning ahuir findings from the Siop pain and furtrer
v Watch Imesngations

DOCUMENTATION

= Whal was the concerniissue?
= What signs or symptems were abserved by the suppedt warker?

* Mary complained of a frontal headache and feeling tired. Did not want to eat or drink at breakfast. Remained in bed for the past &
heurs. Has a heel which di pertle p

+ Heel pr twa heel lifts which elevated the heels off the bed. Repasticned in bed every 3 haurs.
- Siop & Wabch completed and reportediescalated to AN at Zpm.

W UMD EDUCATI W

N & WOUND CARE ESBENTIALS

QUESTION

THE STOP AND WATCH TOOL HELPS THE PCATO ...

. Decitke what action to take
. Communicate what they have abserved
. Prendde the reason Lo summon an ambulance

on @ »

Cantact the resident’s farmily

QUESTION

UNUSUAL RESIDENT CONFUSION AND CONSTIPATION SHOULD BE ESCALATED USING THE
STOP-AND-WATCH TOOL

- TRUE
- FALSE

W 'UND EDUCATI
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KEY POINTS

= Tha PCA has a close understanding of th resicents.

= The role is crucial in noticing any Signs of abnormal behaviour,

distress or health ehanges in a resident.

* Applying the Stop & Watch tacd can logically communicate the

PEAs cancerns ta a R,

= Early detection of ary change in a resident’s health can reduce

he risk of conaitions warsening -

N & WOUND CARE ESBENTIALS

w

REFERENCES \

DRSO RO, A StUCENE: TESIUICES

LR T Ty AR DT b —
AN e primaryCare, oom.aheatih ucation-r 2

hitps:bwwe hnghaalth i saithipace-it

hiips ald ov aurclinica ines-procedures/dinical- iresidential- sall

Lpracicelpuk

mathways/recognitian-of the-deteriorating resiient

nttpsd e paliaged.com aultabidA 248 DafaulLasps

Burkatt E Crankch E, Bandiera 0, Ward T, Improving tha qualky and chalte of care setting for residents of aged care faciities wih
health ds steeri ittee, Dementia Ageing and Frailty Chirical Netwark. Management of acute care

needs of RACI & auite i
Excellence Queersland, Queersland Health 2013,

for General i and Registered Nurses. Brisbane: Clinical

W UND EDUCATI N
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Photography

Welcome to Lesson Three: Clinical Photography Introduction. This module
will help you understand the importance of clinical photography in healthcare,
especially in aged care. As a Personal Care Assistant (PCA), taking clear and
accurate images can greatly contribute to resident care and treatment.

Throughout this module, you will learn about capturing skin and wound images,
clear and consistent imaging techniques, and the rules and policies governing
clinical photography. You will also learn how to identify inconsistencies in clinical
images and recognise opportunities for improvement.

The module covers the fundamental purpose of clinical photography and its
role in supporting resident care and treatment. You will receive ten valuable
tips for capturing clear, informative, and respectful clinical images and then test
your understanding through a multiple-choice assessment. You will also apply
your knowledge and skills to a practical scenario, honing your ability to capture
quality clinical images.

As you progress through this module, you will realise the vital role clinical
photography plays in aiding healthcare professionals to make informed
decisions. Your commitment to mastering this skill will contribute directly to
the quality of care provided to residents. We encourage you to engage with the
content, practice the skills you acquire, and seek support from the workplace
whenever needed.

Let’s embark on this journey of understanding clinical photography’s purpose,
refining our skills, and contributing to the overall well-being of residents under
your care. Let’s get started!
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Notes

z

3

4.

Clinical Photography
MODULE 3 OVERVIEW

Knowledge & Ferformance goats

Purpase of chnkal photography

10 Tips far dirical phatagrapy

2

3

PERFORMANCE
1 taking i -
T 8 q age
2 Detectimage incorsistencies and ident revRment
Gain 1ips 60 how to take Claar and consitent images ngpunun:I!“ i
B0 of the rules dinial
Fhetography

w

* Diagnosis-valdation
= Wourd healing progress

= Telehealth support

= RNrasidan/Tamily review

= Bvidence of care - Incident reparting

+ Education/Research/Produd evaluation

UMD EDUCATI N

UND EDUCATI

CLINICAL IMAGE PURPOSE & BENEFIT .

[11

Wound photographs provide a
visual reference not matched by
memaory or the written word,

N
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RULES & POLICY RECOMMENDATIONS [ 1

- PCAscope of practice

- Purpesa of image explained
= Publicationveducation consent

« Tnird-party consent

» Organiational policy differences

= Privacy, data pratection, storage n
* Legal & nsurance “

W UMD EDUCATI W N & WOUND CARE ESBENTIALE

ONE:

TIMING

= On admisskan
= Oninitial discovery
= Falkow-up - weekly
- Discharge image or on transler

W UMD EDUCATI W

TWO:

SECURITY

= Patsent iandification ia MAN
= How o label images.

* Upload to medical recond

= Safe photo transfer

W UMD EDUCATI W

THREE: .

LIGHTING

/

I

W UMD EDUCATI W N & WOUMD CARE ESSENTIALS
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FOUR:
DEVICE

= Organisation device
= Contractors device

« Tablet/Smart Phone or Camera

+ No editing of the image
+ Factory sattirgs

- Flash or no flash?

QUESTION

EXPLAIN WHY THE PCA SHOULD NOT USE A PERSONAL PHONE TO TAKE IMAGES OF A
RESIDENT'S WOUND?

* Security Breach
* Privacy

* Gonsent
« Organisational Poiay

FIVE:

CONSISTENCYIPOSITIONING

« Sama position avery time

* Do not distom the body part
= 1% Entire body or lim

. 2 elose up

SIX:
IMAGE DISTRACTION

- Considar the background

= Clean the wound of debris
= Obscure the face

= Cower genitals for dignity

ND EDUCATI SKIN AND WOUND CARE ESSENTIALS | 18




SEVEN:

MEASUREMENT

= Consistent measurement device with 2 rulars
= Length - head to 1oe

+ Widih - side to side

= Depihwith a saft tip prode in position

« Same placernent each time

EIGHT:

ASSESSMENT FINDINGS

= Wound characaristics can also be captured
+ Exudate colour & amount on a dressing
« Blanching for pressurs injury
+ Cogillary refill and Lemgerature

QUESTION

WHAT IS WRONG WITH THIS IMAGE?

* Wound product advertiserment
* Covering some of the wound with the paper tape

* Measurement should be at the bottom of the wound
* The wound's anatomical position an the body is unclear.

W UMD EDUCATI W O GARE E3BENTIALS

NINE:

PRE-POST

* Debridement
* Unstageable pressure injuries
+ Treatment maritoring

SKIN AND WOUND CARE ESSENTIALS | 19




TEN:
PRINTING IMAGES

- Communicating with haatth care team
= Displaying progress to the patient and tamily
= On transfer 1 another faciity

= Minimise dressing disturbances ie NFWT

= File in hard copy medical record

QUESTION

WHERE IS THIS WOUND LOCATED?

KEY POINTS

= Always gain corsent for the purpase of the image
Falkrw an organisationsl palicy which sutline freguency of
images. storage, devkes, and transmisting the Image

= Kmep the repeated images consitent, Fiash, lighting, angle,
background, o up, distant, and measurament

REFERENCES

Sperring B, Baker R Ten Top Tips... Taking gh-quality digttal images of wounds, Wounds International. 2014; 501)7-8

* Rodd-Nielsen E, Ketchen R, Remate Wound Corsultation Series PART 1: Cirical Digitsl Photography: Tips and Techniques for
Comenunity Murses. Wound Care Canada. 2014 1201 114-24.

= Chan N, Charette |, Dumestre DO, Fraulin FO. Should smartahanes’ be used for patient photographny? Plast Surg (Dakv).
201 6,241532-34.

= Beskrownaya A Visual presentation of digitsl wound images: urses’ nd attinides. Masters in

‘Scianca in Mursing Thests. Univarsity of British Calumbia. 2017,

nttpstapen.ibrarubs. cafcIRckcollpoions Braduatenesaarch 42591, Items! 1. 0352584

= Queen D, Harding K. ks waund phatagraphy hecaming Soppy? int Wound |, 2020 Fet;1 71156, dol: 10.11111,13302, FMID:
31530710; FMCID: PMCTS48505.

Swann & Photography in wound care. Murs Times. 20009514519,
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Anatomy & Skin Frailty

Welcome to Lesson Four: Anatomy & Skin Frailty. As a Personal Care Assistant
(PCA), it's important to understand skin anatomy and skin frailty in elderly
residents under your care. This module covers these topics in depth.

You'll learn about the layers and functions of the skin, as well as causes that
contribute to skin problems in older adults, such as aging, health, mobility, and
nutrition. You'll also discover steps to protect elderly skin and how to approach
skin inspections with respect.

During the inspection process, you'll learn to identify common signs of skin
frailty, such as thinning, dryness, discolouration, and skin tears. You'll have the
opportunity to practice your skills by applying your learning to real-life scenarios.

Recommended readings and references are also provided to help you expand
your knowledge and expertise. Remember, understanding skin anatomy and
recognising signs of skin frailty is essential to delivering complete care to elderly
residents. We encourage you to fully immerse yourself in the content, practice
your skills, and seek explanations from nursing staff whenever needed.

Our goal is to improve the well-being of elderly residents in your care by
studying skin anatomy and vulnerability. We aim to gain a better understanding
of these complexities.
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Notes

W UND EDUCATI N

SKIN & WOUND CARE ESSENTIAL:

SKIN FRAILTY e

MODULE 4 OVERVIEW

1. Knowledge & Performance Gaals
2 Skin Anatomy & Aging Skin Changes
3. Skin Frailty Introduction

PERFORMANCE

b s when alder - 'dentify the signs of agirg skin and correctly record visibile
p signs af skin aging. E.g. Dryrvess, Wrinkles, Discolourstion,
. Bruising Thinning.

2 Discover the reascns why some older adubts may experience
skin problems, such as getting older, having heath issues, nat
rewing much, or not eating well

3 Explare ways 1o protect the skin of ekderly individusts.

THE SKIN

+ Largest Organ
+ Protective Coverirg
+ APes 40 years < 105 new cells

« Weak tap layer |epidermis) Haie ollicle
+ Dryskin

= Sin barriar less affactive el

= Shallow “anchoring area” (epidermal juncticn) Comnectiee tissue

B 1124 08 ot o i
e gy e s
e e

UND EDUCATI ‘N SKIN AND WOUND CARE ESSENTIALS | 23




THE AGING SKIN CHANGES

- Protection
= Temparature contral
* Sensation

- Matabakism

- Esmination

- Cosmess

W UMD EDUCATI W

THE AGING SKIN CHANGES

ormond o Netverd ru ey, prpre.
e o e e, by

\ " \ L] e Demesiwanns
! | | ein

W UMD EDUCATI W

SKIN OUTER LAYER

EPIDERMIS-STRATUM

SKIN ANATOMY e s

W UMD EDUCATI W N & WOUND CARE ESBENTIALE

NATURAL MOISTURISING FACTOR

= Barrier Machanism
+ lInside the cell

* Sadium PCA

=+ Amino Acid

= Lactate

W UMD EDUCATI W
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“BRICKS & MORTAR” b
LAMELLAR LAYER

« Intracalludar Lipids [morar)
+ Ceramides
« Free famy acids
+ Chalesterol

SEBUM

+ Produced by the sebacecus glands
* Squalerse
+ Trighycenides
o+ W @sters

= Fine film on skin surface

= Natural lubricant

= Skin smoathness

W UMD EDUCATI W

ACID MANTLE

= Protective film gwer the skin- setum
= Amina scid from sweat
* pH 5.5 antibacterial

QUESTION

AS A PERSON AGES, THEIR SKIN CAN ...

A Bruise essity
8. Become drier
C. Thin & wrinidy
D. Al of the above

D

W 'UND EDUCATI
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SKIN FRAILTY

- Older Adults

- Mobily ssuas
» Chikdren/Neanates

+ Zpina Bifida, Corsbral Paksy
= Bariatric

= Oncolagy Skin failure | Tissue resilience
= Chraric Ikness

Skin integrity Skin fragility

e . gy i o ok g
SRR I

SKIN FRAILTY

VULNERABILITY RISKS

Hustritian
Weight Gain/Loss 5un Damage
Mability Skin Conditions
Disease Fressure
Medication Skin Irritants
Incortinence Genetics.

AGED CARE QUALITY INDICATORS (Ql)

+ Unplanned wesgnt lass
+ Fiysical restraint
+ Fressure injury
/' + Hopitslisation

« Incontnence care |

QI | - Comsumer experience
+ Acthity daily lhing (A0L) \
- Medication \’
+ Falls 0

+ Quality of life
+ Workfarce

SKIN FRAILTY SCENARIO

Shirley, y s ; g
i an aged care facilty for respite care.

She i5 experiencing urin incontinence, has a poor appetite, fher
chathes are loase, she requires a frame to walk, and she has kst
irgerest in taking walks in the garden.

During the skin Inspection, it was observed that the patient had 2
rash in her groin area, red patches on her buttocks, and dry, scaly,
and thin skin with signs of Brusing on her legs.
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SKIN INSPECTION

S o

*  Head:to-toe visual inspection Shirley's Skin —
+ Foelthe skin overlying bony areas - + Bruised & dry skin

hips, i skin folcs, and araundiunder - i

medical devices g
+ Blanchable/Non-blanchable Rt ol ol i

; + Pressure injury

- Codou, warmith, pain, dryress A

sweling, breaks, moisture. + ‘Wet skin condkion, IAD

DOCUMENTATION .

Example

When the resident was first assessed upon admission, red areas Manioeing the care plan effect
were noliced on their buttacks. Even after changing pesitions, the Changes in condition ar plan

red aress continued to be present, The registered nurse was Escalation wha, when & why
quickly L anda P under + The action following the escalation
+ Information for the nest shift. -

Shirley ta relieva pressura while seatad

CARE PLANNING WITH SHIRLEY

Diet Hydration
* Nurition and hydration menitaring \
* Incontinence care
= Parsana hygens supendsion Skin
= Skin care and daily inspection Care

+ Mobility supervision ard group exercises
+ theckin an qualty of ife

/

Mability Hygiene
[

REPORTING FINDINGS

ESCALATION

= The PCA alerts the RN 1o the firdings of Shirley's skin nspection
and the folowirg sctions.

- The catering staff are advised by the PCA of Shirley's food
Skesdislikes

+ Toephyio aid places pratectie padding over the walker's sharp
eddge. Shirley is encouraged o jom in the exercises of the
marning. Shitley s4s on the oflsading cushion.

+ The FCA gently mossturises the skin each day while Shirkey
drinks keman water

* A barer cream s used in her groin area each day.
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SHIRLEY’S PROGRESS

After & weeks Shirley improves.

* Appetite has returned

+ Mo red areas of rash

= SN is moistuised with no breaks

= Mobility & balance has increased

* Shirley described herself as happy & healthy

QUESTION

SKIN FRAILTY INCLUDES THE FOLLOWING ISSUES:

A, Prassur irgary, skin tear, wound infectian
B. Pressure injury, skin tears, 1AD,

C. Pressure injury, skin tears, skin cances

D Marse af the above

B

KEY POINTS

= The epidermis or auter skin Layers are constantly reuvenating
whillst the skin provides a pratective barrier.

* Asapersan ages the abiity tc maintain skin moisture reduces.

- d |oss of the pratect e by 5
wrirides can mcrease the risk of skin trauma for ider peaple.

= Besteare for the older person can imprave skin frailty and
reduce skin injury risks.

REFERENCES

» Beeckman D et al (2020) Best practice recommendations for holistic strategies to promete and maintain skin integrity. Wounds
International. Available orling at W wourdsntemat

Ahe-shin
* Mational Aged Care Mandatory Quality indicator Program Manusl 3.0 - Part ABeeckman O et al
* Proceedings of the Global IAD Expert Panel. Incontiner
2015, Availabie 1o downioad fram www wourssnternat
+ Beckman D, Van den Bussche K., Alves P, Besle M, Ciprandi G, Coyer F, de Groot T, DeMeyer [ Dunk AM. Fourie A Garcia-
Muoina P, Gray M., Ibiasi A, Jeknes R, Johansen E.Karadag 4. LeBlan K., K5 Dadara Z. Long M.A., Mesume 5., Pokoma A, Romanedi
M. Rupgart 5, Schoannewvan L, Smat 5., Smith C, Steininger A, Stockmayr M., Van Damme N.Voegeli D, Van Hecka A, Varhasghe 5.,
o Shent G Tool [BLOBLAD). Skin Integrity Research Group - Ghent Unsversey 2017

-assoiated dermatilis: maving prevention fonward. Wounds international

curn

ok 3
Available to download from e UCWGEnLbe
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Skin Care

Welcome to the Skin/Foot Inspection lesson, designed to equip you as a
Personal Care Assistant (PCA) with the knowledge and skills to maintain the
health and well-being of elderly residents through effective skin and foot care.

Throughout this module, you will learn about the importance of a daily skincare
routine, common skin conditions encountered by older adults, effective product
matching, foot hygiene, skin inspection, and comprehensive skin care and foot
care techniques. You will also test your understanding through a multiple-
choice assessment and apply your learning to real-world scenarios.

Your attention to detail and commitment to proper care can significantly
improve the lives of the residents in your care. By engaging with the content,
practising your skills, and seeking further information whenever needed, you
will be better equipped to contribute to their health and comfort.

Let’s get on this journey of enhancing your understanding of skin and foot care.
Together, we can ensure that elderly residents receive the best possible care.
Let’s get started!
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Notes

W UND EDUCATI N

SKIN & WOUND CARE ESSENTIALS®

SKIN INSPECTION, SKIN & FOOT CARE e
MODULE § OVERVIEW

Knawladge & Performance goaks
skin Inspection

Skin Care

Foat Care

oW oo

PERFORMANCE
1. i irilaining a gentl rautine
Tor eberly residents, inchiding eleansing jod  1r NREITERRCI R IRl i
apphing sunscreen.
gy of camman skin oider adts

2 Practics geod foot hygiene by theroughly washing and
drying a family membar's faat,

miay experience, such as dry skin, age spots, and the initial
sigrs of pressure ijuries.

SKIN INSPECTION

+ Temperature

+ Texturg
- Colaur
= Moisture
= integrity
= Hair
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BLANCHABLE &
NON-BLANCHABLE
ERYTHEMA

= Blanchabie - Good
+ Wen-Blanehable Erythema - Bad

W UMD EDUCAT N

SIGNS OF SKIN DAMAGE

- Inflammatian

= Radnass

- Tightness
- Dryness

- heh

= Flaky skin

W UMD EDUCAT N

SKIN CONDITIONS

DRY

W UMD EDUCAT N

SKIN CONDITIONS

WET
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CALLUS

- Footshos Assessment
= Plantar {Bass of fact) pressure offiaad
= Callus sharp debridement

= Ancredied HOP
= Emallent 1o softening calkis

W UMD EDUCAT N

INGROWN TOENAIL

- FoBnwear assessment
= Regular podiatry care

= Open toe shoes post treatment
= Toenails cut straight

= Treat infection

W UMD EDUCAT N

BLISTERS

= Wnat causad the blistar?
= Torupture or 1o leave?
= Clean

« Cower

= Protect

W UMD EDUCAT N

THICKEN NAILS o™

+ Trauma

+ Formanent damage
= Disaasa {psoriasis)
« Difficuds ta trim

- Clean

* Moisturise

= File
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OEDEMA & NAIL CARE

LYMPHOEDEMA

FUNGAL INFECTION

« Topical antifungal treatments
= Hall antifungal treatmaras

= Systemic antfungal Treatments
= Cloan, dry, feet & axpose to akr
= Treat the footwear

= Clean the socks

= Clean the bathroom

FUNGAL TOES - TOENAILS

AMISIL cen

W 'UND EDUCATI 'N
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FOOT DEFORMITY

+ Ton defarmity

= Base of foot deformity.
* Bunion
* Merve pain

N & WOUND CARE ESBENTIALE

MULTIPLE ISSUES

Daily Foot Care Checklist

—

W UMD EDUCAT N

N & WOUND CARE ESBENTIALE

REGULATION & CLASSIFICATIONS OF MOISTURISERS

WHAT IS SKIN CARE?

MEDICAL
+ Clsarsing DEVICE
- Sapthing
- Restoring
= Reinforcing
COSMETIC
MEDICINAL

W 'UND EDUCATI
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TERMINOLOGY

+ Molsturiser - The finished praduct ready far skin applicsticn.

« Emollient - An ingredient used within a moisturiser.
Dily fikm over the skin trapping water eg vegetsble cil

= Humectant - Absorbis water from the product & retains.
Ex Ghycerine.

= Occludent - Prevent waler vagedr loss eg petrelatum

W UMD EDUCAT N

TERMINOLOGY

« Emulsifier - Stabilises the vehide to transport ingredients.

« Lipophilic - Skin surface & interact with lipids. (W10} Ocdude:
preventing evaporation and maintain a barrier functian. TEWL

+ Hydrophilic - Low malecular weght. Act lise humectants,
Quick acting, Penetration remains in the skirs outer kayer. [OIW)

= Xerosis - Dry skin

W UMD EDUCAT N N & WOUND CARE ESBENTIALE

PRODUCT CONFUSION

W UMD EDUCAT N

HOW TO APPLY, AMOUNT, CONSISTENCY AND FREQUENCY

W UMD EDUCAT N N & WOUND CARE ESBENTIALE
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SORBOLENE

INGREDIENT LIST

CLASSIFICATIOMACTION

Watar
Glyzerine Humectant
Sorhitol Aleohol sugar. Pull water into skn
Stearic Acid Fatty Acic. Spread & taxtura
Cetearyl Alcohol Fatty oil
Mineral ail Petroleurn base
Tristhanolaeming Stabiliser. Balancs pH
Triticum Vulgare Wihest germ o
urea
Sodhim benzoate Presarvatig Parsban
Tetrasadaum EOTA Chvermical salt which binds metsl ions

Pechla |

AND NOURISHMENT

HYDRATION, PROTECTION

A pomeriul humectant that atiracts and retains.
mcisture, helping Lo keep the skin hydrated,

Hyauronic Atid:
plump, and smaoth.
aci [Vitamin  Skin's barrier function, hel tar
B3): and reduce the appearance of age spets.
T Essential lipics strangthan the skin's natural
vl barriar, praventing malstura loss and
mairiairing suppleness.
Giyeerin: Effiective humectant that dravws moisture t the
skin, halping ta maintain hydration levls
Anticxidants (Green Tea  Pratect the skin from cxidative stress,
Extract, Vitamin £, etc):  promoting a more youthful appearance and
reducing inflammation
Blank E . Matural and
‘Chamamile, etc): soothing properties, calm sensitive skin_
Surrcreen [Broad Essential for pratecting the skin from hanmfil
Spectrum SPFI; LIV rays and preventing further damage.

Dl (Joyatsa, Argan, ate.:

Moisturising and nourishing oils can help
replenish the skin's i barvier.

QUESTION

THE SKIN I5 SLIGHTLY:

Adid
Allating
. Meutral

9N @ *

Different pH for each person

SKIN HYGIENE

= Mathod
= Frequency
« Cleansers
« Soap
+ Syndets
© pH el
+ Disposable bath doths.
« Drying past cleanse
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CLEANSERS

- pH newtralislightly acidic
+ Foam s noindication

* Soap free surfactant
+ Syndets are preferred

+ Fragrancs free

* Unnecessary ingredienss

QUALITY CLEANSER -
pH NEUTRAL SOAP FREE CLEANSER

- Garila desnser- myndat e

* Added moisturisers —_g
+ i slightly acid

+ Free of fragrancs

+ Free of colours. —

+ Froe of assantial oils av

8 Lavarm
aphingawne, Cholestars,
Rasthan Gum, Carberme

SKIN HYGIENE METHOD

- Shower

- Bath

+ Horinze dispasatle doths

NO RINSE - DISPOSABLE BATH CLOTHS

* Viable alternative to the iraditional "bed bath™

* improved completeness of fygiene

- Rnduced hospital pathogen risks
- Decreasad physkal strain on nurses

= Reduced procedursl time frame

* N adverse effects on skin conditions.

+ Sin dryness impreoverd

UND EDUCATI ‘N
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DRYING POST CLEANSING

= Aweid high water temparatures
+ Aunid vigoraus rubbing
+ Salt towels to pat dry

= Moisturise whilst skin is still damp

QUESTION

S0AKING IN A BATH IS NOT RECOMMENDED

- Faise

TRUE

Skin betomes permeatile to water and creates cell
defydration as e waler escapes from the eell.

GENERAL SKIN
CARE PROTOCOL

» Skin Inspaction & Documarsatian

* Saap free pH neutral ceanser

= Norinse dispasable bath cloths

« Fragrance free

+ tunid excessie cleansing

+ aft dsposable wash claths & pat” drying

+ Water basad moisturisers twice 3 day

= Barrier creama/films that are not cedudent

= Specific prescribed treatment fos skin conditions

FOOT CARE RECOMMENDATIONS

« Diily foot inspection reporting the fallowing:
+ Bleeding, cuts, scres, redness, swelling, pan or brulsng
+ Wigar appropriate fitting foatwaar
= Inspect focawear lining for arry soiling
* Keeping feet chean & dry, with particular care between Loes
+ Change sacks daily
* Fle dry hard skin with a pumice stone or foat file

+ Moisturise with heel Cream to prevent cracking

UND EDUCATI ‘N
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SKIN CARE DO’S & DON'TS

Do's Don'ts

« Check sn foids daity + Ao harsh soaps

+ Fatch test new praducts first « o takcurn pawder

+ woid perfumed deansersimolsturisars

+ Awoid soaking in a bath

= Shrwer 2 daily if there i no soling

+ Weter temperature should ot be toa hat
+ Rough drying s discouraged

* Usa asoap free pH nautral claansar

= Use & soft choth to wash

* Moisturise after showering

* Apply maisturiser twice a day

+ Sesk continence aisar refermal

« Use absarbent pack & change regularty
+ Fallow the care plan

KEY POINTS

* Skin Care Products sre of humectant, oecludent and smelierns.

* Quality soap d water b li fould be taall
people over G0 years of age & dry skin becomes part of the aging process.

* Snowers are preferable to baths

= Diaily showers may rechice the Bipid skin barrier pratection.

» Disposable bath cloths are a good catian

+ Sn inspection should all pati y basi: 2 .
+ A best practice general SkinvToot cae protocol snould be implemented in 31 faciities 1o -
prevent ar minimise =kin damage. - -

W UMD EDUCATI W

"IN & WOUMD CARE ESSENTIALS

REFERENCES \

* Grieve K. Cleansers and maisturisers the basies. Waund Practice and Ressarch 2015 Vel 23 Number 2 pp 76-81
+ @ 2023 The Internaticnal Warking Group an the Disbetic Foot Micolaas C Schapert, Jaap | van Netzen2.3, jan Apelgvistd, Sicca A.
¥ TS, Eric ieia,

Bus2, 3, Rabert Fitridges, the WGDF Editorial Board
P tralla, Dogwp 011 20FAPassRortT icn 2020, pdf
P & L via-p! s sare-may2nzo pof
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Skin Tear First Aid

Welcome to Lesson Six, which focuses on Skin Tear First Aid. This module will
provide you with comprehensive information on how to prevent, assess, and
provide first-aid care for skin tears. As a Personal Care Assistant (PCA), your
knowledge and skills in skin tear care are crucial for ensuring the comfort and
well-being of the elderly residents under your care.

This module offers valuable knowledge on skin tears and how to handle them
with first aid care. It equips you with the skills to respond promptly in skin tear
scenarios and teaches methods to take immediately to facilitate wound healing.
Additionally, it covers the best practices for taking care of older adults with at-
risk skin. It emphasizes the importance of high-quality skin tear reporting.

Practical tasks and simulated scenarios demonstrate critical steps in skin tear
treatment, allowing you to apply your knowledge in a controlled environment.
A multiple-choice assessment is included to evaluate your understanding of the
module’s concepts. Recommended readings and references are also provided
to deepen your learning. We encourage you to engage with the content,
practice the skills you acquire, and seek further information at your workplace
whenever needed.

Let’s begin this journey of mastering skin tear first aid together. By equipping
you with the knowledge and skills to make a positive difference in the lives of
the elderly residents under your care, we can enhance their well-being and
wound-healing potential.
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Notes

W UND EDUCATI N

SKIN & WOUND CARE ESSENTIAL:

SKIN TEAR FIRST AID
MODULE 6 OVERVIEW

Knowindge & Ferfoemance goals

Defining what is a “skin tear”

Risk factor reduction

Severity of skin tears

1 aid goal B Implementation of best practice

os oo =

GOALS

PERFORMANCE

. Further develop the PCAS knowledge and understanding af 1. The PCA wil camplese a practical task demonstrating the key
the prevention, assessment & 1% ald care of skin tears. steps In best practice 1% ald sin tear management.

Improve the quality of skin tear documentation

3 Promote best practices in the care of older aduls with at-risk.
skin Integrity.

SKIN TEARS

ST RACTICH THOLMINT 000

({1 THE PREVENTION AND MASAGEMERT
OF S0 TEARS IN AGED KR

A skin tear is o troumatic wound caused by
mechanical forces, including removal of
adhesives. Severity may vary by depth (not
extending through to the subcutaneous or fatty
lfayer af the skin)
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BEST PRACTICE

RISK FACTOR REDUCTION

1@\!* Skin Tear Classification

Type 1: No Skin Loss Type 2: Partial Flap Loss Type 3: Total Flap Loss

Linear or Flap® Tear which can Partial Flap Loss which  Total Flap Loss exposing

be repositioned to cover the cannot be repositioned  entire wound bed
wound bed te cover the wound bed
B .-t T T —— N

GOAL:
STOP BLEEDING & CLEAN THE SITE

* Rinse the site with warm dean water or sterile saline
= Direct pressure an the site with a dean gauze

- Bevate the area abave the heart

+ Reassess if bleeding has stapaed

e the resichont

THE BLEED

[
———t—_

TISSUE RE-ALIGMENT

== 1

I Lokt Tpis I

Catton tip apglicators 3 o
Fiall flap back into place J -y

Gently realign the flap Into paskion

1.
z

ES

4. Use.askin prep fim ta secure the flap into pesition.

5. Mssess the amaunt of skn lass ta dassify the tear

& Frotect the surrounding skin with the skin prap wine
7. Caverwith a slicone dressing and secure inta positan
8

Mark an arraw an the autside of the dressing e~

{waterproaf marker}

- .
Use remaver wipes if required .“‘E” -

HEs

The RN should assess and determine the
improvementideterioration of the e Lee”

N & WOUND CARE ESBENTIALS
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INCIDENT INFORMATION

Huow did the injury occur

‘What was assoclated with the incident

Carsider factors: Skin, Mobility and General Health
Has the patien suffered from siin tears prevausly
Howw will care he changed to minimise risk

Wand description & image phata campleted
Escalation “Stop & Watch”

Dorumentation & Reparting

e I

PREVENT RECURRENCE

= Skin maisturisng

- Umb pratecticn

- Adheshe remover wipes

* fwnid adhesive

- Dally skin inspection

= Apply pretective padding to equpment
+ Safe Safe manual handling - slide sheets
= Carer - shart nalls & nc eweliery

QUESTION

CAN YOU IDENTIFY A RISK FACTORIS IN THIS IMAGE

ANSWER
Jewellery
Diry Skift

KEY POINTS

= Bleeding must be stopped before dressing the wound
= Realigning the Nlap at the time of infury

= Red, the flap and the

+ Sacure in positian with a silicang dressing

« Date and arraw on the outside of the dressing

+ Escalace, dorument and report the injary

W 'UND EDUCATI 'N
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REFERENCES

+ Laslanc K etal. Best practios recommandations far the prevantion ancl managemant of sin twers in aged skin.
Wounds al.c

= Besckman D, & Wan Tiggelen H. (2018) 15TAR| C Syssem - English
warsion, Skin ntagrity Research Group SKINTL Gnmrljnluumry Yoo skintEhent.oe

+ hitpsitwiewe skintears org!

= Patricia iensohn, Dimitri Beeckman, Vera Lucia COHC!KEO de Gouvela Santos, Heidi Hevia Campos,
e om ity el ey Slanchnet Ko Wies Sommarb Ry s tcr e b taare. Weunds
International 2019 | Vol 10 lssue 2 | ©Wound: 0T | veaw

+ w2 health.vic -l T——— o —
{are-’uanﬂam-s@ﬂ'—(are-ormsses

+ Wounds UK (2020) Best Practice Statement: Management of lower limé skin tears in adults, Wounds UK, Leadan
wwTRE-uk,com
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Wet Skin Conditions

Welcome to Lesson Seven: Wet Skin Conditions. This module focuses on
preventing, assessing, and treating common wet skin conditions that affect
older adults. As a Personal Care Assistant (PCA), your expertise in managing
wet skin conditions is crucial for ensuring the well-being and comfort of the
residents under your care.

The module will teach you best practices for preventing, assessing, and treating
common wet skin conditions in older adults. You will learn how to assess skin
conditions and select appropriate skincare products to prevent damage and
preserve vulnerable skin.

Common wet skin conditions covered in the module include incontinence-associated
dermatitis, moisture-associated skin damage, peristomal damage, and tinea. You will
have the opportunity to apply your knowledge and skills in a workplace activity and
reinforce your understanding with a multiple-choice assessment.

By completing this module, you'll be able to prevent, assess, and treat wet skin
conditions, which will have a positive impact on the comfort and well-being

of the residents you care for. We encourage you to engage with the content,
practice the skills you acquire, and ask for clarification whenever needed.

Let’s start mastering wet skin conditions and equipping you with the knowledge
and skills to contribute to the health and quality of life of the elderly residents
you care for. Let’s get started!
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Notes
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WET SKIN CONDITIONS

MODULE 7 OVERVIEW

Knewledge & Perferrnance Goals
Incontinente Associsted Dermatitis
Moisture Assoclated Skin Damage

Paristamal Damaga

T

Tinea

W UMD EDUCAT N

GOALS

KNOWLEDGE PERFORMANCE

1. PO 16 will & 1. Therca kin ol sel of
practives far preverting, assessing and treating comenen T Ferr e o

Wt skin condiions.

W UMD EDUCATI W N & WOUMD CARE E3BENTIALES

SKIN BARRIER
FUNCTION COMPROMISE = i

S corssan ———

sy ——| = - —=
+ Lamelar Lipids -
*  Matural Maisturising Factor (NMF) —— % - _ P
* Sebum ~
= pH Acd Mantle
+ Contact with bodily fluids [— : -
» Sweating
+ Wound Exudate
= Mechanical farce, friction,
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HOW DOES MOISTURE ASSOCIATED ER SWEAT  rerg,
SKIN DAMAGE OCCUR? wRne! | Warce

CORNEQCYTES
= Contact with bodily fuids 1
= Sweating
= Wound Exudate CORNEOCYTES
= Mechanical farce, friction l

BURSTS
MACERATION

W UMD EDUCAT N N & WOUND CARE ESBENTIALE

PERISTOMAL SKIN ’ S
BREAKDOWN

INCONTINENCE ASSOCIATED
DERMATITIES

W UMD EDUCAT N N & WOUND CARE ESBENTIALE

CLINICAL PRACTICE IMPORTANCE

* Duraticn of urine & faeces exposure
* Incantinence devices remaining in cantact with the skin
+ S protectants can reduce continance products absorptian

+ Frequent skin hyglene can increase risks af further Breakdcon.
Corneocyte damage, lipid reduced, dryness, & friction forces.

+ Abrasive deaning technigues & products
- Useaf arclushe products

= Malnutrition, Dabetes, Medicatians, immoility.

W 'UND EDUCATI 'N

SKIN AND WOUND CARE ESSENTIALS | 48




IAD CATEGORISATION TOOL (GLOBIAD)

IAD Categorisation Tool *

Category Category Deseription
Category 1A Prsstont nednesss st sigrm of fction, & warsety of oo

Category 1B | ki Yo ik g il Bt it g ol sl
Category 24 | Shin boves witheait chrscal s

Category 78 | -f'"‘l*l““""l---llm

a1 Doty ot sl Meawiserte-atiene desmons, Corseracs izt
evines o o ey
ARG e

Breckmen g atel

imemeriost 215

PREVENTION

Skin damage must be avpided by preventative treatment garly
If fagcal Incontinence Is suspected a barnier fllm may be preferred

Fraquant apg barriar quired if frequent
liquid faeces accurs

BROKEN SKIN OR FAECAL INCONTINENCE

- Compattle ta use on broken skin
= Parmits incantinence pads ta continug absorption
= Rarncvas from tha skin with minimal force

= Visuaksatan of skin

PREDICT THE RISK & PREVENT APPROPRIATELY
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IAD & PRESSURE INJURIES CO-EXIST! \

IAD Zinc Problems

Fungal Pressure Injury

DIFFICULT BARRIER REMOVAL

SILICONE DRESSINGS

TABLE 4| C
Frincipal skin Description Hotes
prosectant ingredant
Petroatum Derived from pefroleum processing | a Ferss i ocelush layes, ncreasig
etoeum ey | e i skin pdration
L e T  Mha athect fhuid uptake of abmortent
Incoetinence products
» Transzarent when acplied tinky
Zin: caide Wihite powder miied with a corrier | @ Can be diféoult and unc
2 form an cpague cream, cantment i
¢ patle
Dismthizane | P - b P ————
s sbsarbarecy of incontinest prodacts
whin usad sgarirg
& Opague or becomes transparner after
apphcation
Acrylate terpolymer | Folymers farms a tansparent fim en | @ Dot not reqire removal
the skin » Transparent. allows skin hspection
Sk s 205
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WHAT IS THE CAUSE?

COMBINATION

Stage 1 pressure injury & LAD

WHAT IS THE WOUND CAUSE?

SCABIES

WHAT IS THE WOUND CAUSE?

IAD

WHAT IS THE WOUND CAUSE?
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WHAT IS THE WOUND CAUSE?

COMBINATION

LAD & Stage 1 pressure injury

W UMD EDUCAT N N & WOUND CARE ESBENTIALE

INTERTRIGO SKIN FOLDS (RASH) Y

« Inflammatary skin cenditian
= Opposing skin surfaces

= Friction farces

= Humidity

= Lack of air circulation

W UMD EDUCAT N

INTERTRIGO (WET RASH) GROIN

W UMD EDUCAT N

INTERTRIGO BREASTS

W UMD EDUCAT N N & WOUND CARE ESBENTIALE
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INTERTRIGO FEET

BETWEEN TOES

REFERENCES

Doughty.0 et al d [2 i far prevention and
treatment, and current challenges. | Wound Ostamy Continence Nurse. 2012,39:303.315,

Beeckman D, et al. The Ghent global 1AD categorization tool (GLOBIAD], Skin integrity reseanch group- Ghent Unkersity 2017, 3.
Beackrnan D, et al Incontinence-asscciated dermatitis: moving prevention fonward. Londar: Wounds international; 2015

hatps /e skinsight el ition s/aduitintenrigo

Fletcher |, Beeckman 0, Boyles & et al Best Fractice Prevent; of
i lated skin d; . Wourds Awaltsble online ternatknal

atpstw - O/ Tes nlinance-associated-dermatiils-made-gasy

/
1
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Oedema Care

Welcome to lesson eight on leg swelling care. We'll cover a range of topics to help
you understand the causes and effective care for leg sores and lower leg swelling.

Some of the key things you'll learn include how to correctly wear lower leg
compression stockings to prevent skin damage, insights into the various causes
of swelling, and strategies for providing help to individuals dealing with swelling.

You'll also have the opportunity to watch an instructional video on compression
application technigues to enhance your practical skills. Your knowledge and
understanding will be evaluated through a multiple-choice assessment.

By mastering leg swelling care, you'll be equipped with the knowledge and skills
to contribute to the health and well-being of the elderly residents entrusted to
your care. Let’s begin this journey together!
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LEG OEDEMA & CARE 1

MODULE 8 OVERVIEW i

Knawladge & Ferformance goals
Leg Ulcers/Venous Leg Ulceration

Causes of pedema A foot ulcer
Caring for cedema ‘;E:‘_\

oW oo

W UMD EDUCATI W

PERFORMANCE

on kawer

1.
1. Learn about the different couses of leg ulceration, hoslery to avoid skin trauma.

2. Bast practice care for lowar lag swelling caused by problams
with tha vanous biood fiaw,

VENOUS LEG ULCERATION

18 Wi Sy inthe leg 1 bood back up to the hear |
against grauity,
Pralonged high pressure in the veins due 1o ‘

Musche pump failure

= Verous obstruction
= Vahe incempetence

Notes
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ARTERIES & VEINS

W UMD EDUCATI W N & WOUND CARE ESBENTIALE

ARTERIAL ULCERATION

The arterial blood Now is reduced due to blodkages in the vessel which limits tissue perfusion

W UMD EDUCATI W

N & WOUND CARE ESBENTIALE

MIXED VENO-ARTERIAL LEG ULCERATION

Combination of venaus & arterial disease, Biood supply is adeguate that limb does not suffer gangrene.

W UMD EDUCATI W

ATYPICAL LEG ULCERATION

Atypical

W UMD EDUCATI W
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SWELLING NOT RELATED TO VENOUS ISSUES

W UMD EDUCATI W

LYMPHOEDEMA WITH LEG ULCERATION

Tissue sweling due to failure of
tymah drainage

CAUSES OF OEDEMA

Chranic Venaus insuffidency

Lymphaadema

Aoute: DVT/Infection/Traums

Systernic diease: Cardiac, Liver, RenaliHypoalburninemia,
Pulmanary Frypertension

Medication

Pregnancy/ Dbesity

Idiapathic

W UMD EDUCATI W N & WOUND CARE ESBENTIALE

COMPRESSION TYPES & INDICATORS

W UMD EDUCATI W
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QUESTION

PEOPLE WITH SWOLLEN LEGS AND VARICOSE VEINS MAY SUFFER FROM LEG ULCERS.

- Faise

TRUE

N & WOUND CARE ESBENTIALE
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WHAT IS PNEUMATIC COMPRESSION? ‘

. Preumatic compressian pump that is attached to inflatable garments
. Airfilled g3 ap b in sequential pa A
. Treatment setting variation:

. Pressure

+ Cyde time

+  Duration

- Order af inflatian -
-~
; 7
ad /

N & WOUND CARE ESBENTIALE
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REDUCING OEDEMA

IMPROVING SKIN

HOISERY APPLICATION HINTS a’ iPr!
i,

* Ensure skin i dry
- Use gloves to apply
= Walls trimmed no jewsllary, hands malstursad

= Stocking inverted 1o heel section
= Use stacking applicator or ide 1o ghde hosiery onto kg ‘

+ Side ta heel and pastion
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LIGHTER COMPRESSION

(11

... patients can be prescribed up to 17 mmHg
s, ular

W UMD EDUCATI W

COMPRESSION WRAPS

By
R e "!\
+ Durablity
* Pexitility
= Foutwear

« Cost effectivenss

W UMD EDUCATI W

APPLICATION GUIDE - STEP BY STEP

W UMD EDUCATI W

WET LEG

SKIN BREAKDOWN
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SCENARIO

COMPRESSION APPLICATION

~
~ —
Mary has bean waaring comprassian hosiery for cuar five years. *  Stop&Walchiorm
since haing diagnosad with unin prabiems in her lowar lags. In the &
week, Mary has compiained of aching legs. tight shoes, and Nt
skin breakderwn from weeping fuid from her legs. Mary decides +  Take an image of the skin breakdown
0L 1o wear The stockings as they hurt rying to get an aver her
sare skin. Do you have any recammendations for the PCA on what *  Explain to Mary that you will arrange for

they should da naxt?

the RN to review.

KEY POINTS

* Mest bag ulcerations are a result of the veins net taking bload
back up to the heart

+ Corract diagnasis af the causn of the lag swelling [pademal is

phvatal 1o selecting the corract traatmant

‘Compression i the best treatment for vein or calf causes

af oedema
+ Safe effective 4 with comp =
‘wraps that 2 FCA could apaly, -~

N & WOUND CARE ESBENTIALS

REFERENCES

—
. b T " legAIK p— ]
- btpeibrltimed: media 8469300/ Im venous leg-ulcer. pati ture-en pdf
. nsmedicine arghealthionditions-and-d .

- Bast Practica Statemant: Hollstic managamant of vanous lag ulcaration, London: Wauncs UK, wyw wounis-uk.com

. Q= InSITLCTE donn+a+sockBaize1 CIVDKE_enBALID0EAUT DOSEq=instructions+on+h

awHcrHIan+a+50CKEES KTp=ERZjaHlvb WLy BRRA FELVDTIHCAED IR EATIKCAIQIRgWGBDYH] IKCAME IREWGAYHUBDLIACTESMTUIM
a{ETq, UTF-B¥kpualbx=_MIrMZO- 30
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Pressure Injury
Development

Welcome to lesson nine, where we'll focus on Pressure Injury Development in

the aged population and the impact this can have on an individual’s well-being.

As a Personal Care Assistant (PCA), understanding pressure injury causes, risk
factors, and stages is crucial to providing the best care to residents.

Throughout this module, you'll learn about the forces that cause pressure
injuries, recognise risk factors that make individuals more susceptible to them,
and understand the depth or staging of pressure wounds. You'll also engage

in practical tasks to gain hands-on experience and familiarise yourself with
relevant terminology.

At the end of the module, you will gain knowledge about the development of
pressure injuries, which will help you identify individuals under your care who
are at higher risk.

Let’s get started!
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Notes

W UND EDUCATI N

SKIN & WOUND CARE ESSENTIAL:

PRESSURE INJURY DEVELOPMENT

MODULE 9 OVERVIEW

Knowledge & Performance goals
Terminology

‘What 5. pressure injury?

‘What rauses 2 prassure injury?
‘Wha i winerable

Fressure injury Stages

L e

PERFORMANCE

1. By completing actiities that mimic friction, shear, & pressure
fa prevention strategies.

1. Leam what fo ribo e L] roes, the learner

2. Highlight the risk facters which make a parson mong
“uingrabile to devalaping 3 prassura injury

3. Recogrise the severity staging of a pressure weund

PRESSURE INJURY DEFINITION

(11

A pressure injury is o focalised injury to the skin
andfor underlying tissue usually over a bony
prominence, as a result of pressure, or pressure
in combination with shear and/or friction’,

B —
e Gt Gt . e Mg it bt
vt M ey AEBAC. 1L et ot 417
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TERMINOLOGY

+ Decubiius dead tissue due 1o ing dowr, (Wohlleben 1777)
+ Bedsore (Glasgow 1975)

+ Pressure Sore (159805}
* Pressure Likcer

+ Prassurs Injury

« Cause

« Avvidable/Unavoidable

SUPERFICIAL INJURY

SHEAR

DEEFP PRESSURE INJURY

PRESSURE

PRESSURE (THE INSIDE OUT WOUND

PRESSURE FORCE SCENARIO

. " = ﬁ Prevention and
lack cannct mabidise by hirsell arourd the fality, The nurses Treatment of

alternating p his exlsting Pressure Uicers:
maress o minimise pressure on his body, Clinical Practice
On Friday vghts, Jack anjoys watching the twa tekevised foothall Guideline

games in the kaunge ream,

On Saturday, the PCA caring for him raticed two red areas cn

|ack's sacrum. i L :@ 2 e
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MEDICAL DEVICE RELATED
PRESSURE INJURY (MDRPI)

= scopa of the MDRRI problam
= Risk Factors
= Common causes

= Common sies
= Avcidable or Unavoidable

W UMD EDUCATI W

FRICTION STRESS NOT A
PRESSURE INJURY

+ Fuid filled biister from nubbing,
- Superficial amage 1o the epidermis.
* Mot associated with sustained pressure or shear force,

W UMD EDUCATI W

FRICTION FORCE SCENARIO

Bil jones is bedridden and unable to communicate verbally. The
PCA notices he has become mare agitsted following repositioning.
He witnessed him vigarausly rubbing his heel scross the sheet-
caverad mattrass, This has causad 3 small fluid-fillad Blistar an the
heel, The RN o ne s from

= ing. The heakhcare ifies his GP and asks
then to review his pain medications,

W UMD EDUCATI W

SHEAR STRESS

Shear strain, def; cnll wall and interferes with cell isrn eausing cell desth.

Deformation  Blanching
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SHEAR STRAIN

- Shear hanical force ang fricts
+ Siding bare skin o a slippery dip - ne friction BUT tissue lnading
+ Ak & sfing sack reduces fricticn

SHEAR FORCE SCENARIO

une is & frad lady wha has beer urrwel for the past seven daygs.
Her appetite is poor and she is reuctant to st out of bed as she
feeels weak. Cathy b PCA sits hier upright i bed to assist hee with
her unchtime meal, After lnch, Cathy natices that June has
gracually sl down the bed.

MICROCLIMATE

A small area af increased skin temparature and meolsture.
Increases the risk af pressure injury development.

MICROCLIMATE SCENARIO

Two dlays ago, Fred returred to the farility Falkmwing a day surgery
pracedure. During his stay in the recovery wart, he noticed a sight
bUring pin 11 NS befl heed, The nurse cuickly fixed the issue by
cavering the heal with 3 waterproaf slicans drassing, The drassing
has remained in place since being back at the facility, Today, he felr
his 3otk ta be damp. The PCA removed the dressing to find wet
soggy skin.
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SKIN ASSESSMENT . ‘

+  Cokour
» Tempersture + Bally Inspection
+ Gedema + Head to Toe
b “.Il’sﬂl + Maik B Hair
+ Mosture
+ Shin Folds

- integr

i + Prssura Foints
» Sensation

+  Medical Device:

W UMD EDUCATI W N & WOUND CARE ESBENTIALE

FACTORS OUTSIDE THE BODY
& INSIDE THE BODY

W UMD EDUCATI W N & WOUND CARE ESBENTIALE

QUESTION

WHO IS MORE AT RISK OF PRESSURE DAMAGE

. A resident independent in matilising with 3 walking frama

. An eidarly resident confined to bed and requires assisancs to repasitian
. A SSyear-ald resident who mobilises unaided but sullers from dementia
. A 20-year-ald male admitted ta hospital with appendicites

on @

SKIN ISPECTION CHART f
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STAGE 1

STAGE 2

STAGE 3

N & WOUMD CARE ESSENTIALS

STAGE 4
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UNSTAGEABLE

W UMD EDUCATI W N & WOUND CARE ESBENTIALE

DEEP TISSUE INJURY

HEALING PRESSURE INJURY

Na reverse staging

QUESTION

WHAT STAGE?

= Muhiple non-blanchabie areas Biateral foet

STAGE1

W 'UND EDUCATI 'N
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QUESTION -~

WHAT STAGE? o £ - ‘

= Painful flukd filled blister on the heel 1 ‘

STAGE 2 WATCH & ACT

QUESTION

WHAT STAGE?

- Dy biood bister an the heel,

UNSTAGEABLE

s stapthepr L £om

KEY POINTS

+ Regular skin checks and assessing risk factars ane essential in preventing pressure injuries.

« The degres of mechanical strain or laad an the body surface will determing the tssus strain
ar damage.

+ Pressure applied to the skin against an internal bone causes small Bload vessels to be
squeezed dased, which redusces blood fiaw.

+ Educating residert: i felp g o injur part the
healthcare tearm.

= Different ways of learning are available for training preferences
= The PCA can reinforce critical messages using appropriste terminclogy and larguage. -~
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REFERENCES \

+ hustralan Eammission on Safety and Guality in Health Care March 2018, Last updated June 2018, ~
/) I L2015 OSsaqTTI0 hac factsh pressureingury longeZ pdf Sy

* Matianal Pressure Ulcer Achisary Panel, Eurapean Pressure Ulcer Achisary Panel and #an Pacific Pressure injury Alliance.
Freventan and Treatment af ressure Ulcers: Chnical Practice Guideline. Emily Haesler [£d.J, Cambridge Media: Osberme Fark,
‘Western Australia; 2014

= Workl Unikan of Wiound Healing Societkes WUWHS) Consensis Document. Roke of dressings In pressure uker preventicn, Walnds
International, 2016
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« hipeiivw sahealth s s o 5Bec1 IB0AI A0BeEd/1 31321 iy s FSe % ZBvah 2000
201 v T SRAMpCACHE

= hipsiinbs, £, IMHS Midlands Exsl-How 1o educste patients pdl
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Pressure Injury
Prevention

Welcome to Lesson Ten: Pressure Injury Prevention & Care! This module is
dedicated to helping you prevent and care for pressure injuries, which is a
crucial aspect of your role. Throughout this module, you will gain knowledge
and skills to reduce pressure injury risks and provide essential care.

In this module, you will learn how to minimise skin damage caused by different
forces and choose appropriate equipment that prevents pressure damage

and aids in providing effective care. You will also understand when certain
equipment is not suitable for specific situations, which is critical in preventing
harm and ensuring safe care. Through simulated activities, you will assess the
level of pressure reduction achieved through different strategies, increasing
your understanding.

Your commitment to learning demonstrates your dedication to providing safe
and effective care. This knowledge will help you to make a big difference in the
lives of those in your care. Join me on a journey to learn more about pressure
injury prevention and care. Together, you will acquire the necessary skills and
insights to provide the best possible care.
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Notes

PRESSURE INJURY PREVENTION & CARE

MODULE 10 OVERVIEW

Knawladge & Performance goaks .

Pressure injurny présention actions
Apropriste equipment
Inappropriste squipment

oW oo

UMD EDISCATI N

KNOWLEDGE PERFORMANCE

1. Learnwhat equipment andfor action minimises skindamage 1. The PCAwIl complete acthities to evaluate the pressure
from the various forces. reducticn amaunt.

1 heose auip i damag

3 Recognise why equipment can be imappropriate

N & WOUND CARE ESBENTIALS

MOBILITY & REPOSITIONING i

« hmsess independence

= Maonitar tissue talerance

= Minimise shearing force:

= Shde sheets & movemant devices

* Bed sticks and independent movement
» Tilting & load shift

= Turning clocks & documentation
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EQUIPMENT

PREVENTION DRESSINGS

T dressing to injuries,

» Several layered silicone drassings
- Blastic adhesive dressing
= Effective for friction, microckmate & shear forces,

= immaonllity or Planned Immatity
= Reduced SpoNtaneaus mavement
= Unusualuncontralied maverments
= Medical device in place

+ Prinious pressure injury

UMD EDISCATI N

PREVENTION DRESSING INDICATION

N & WOUND CARE ESBENTIALE

EQUIPMENT

Skin Inpecion
SELECTION PREVENTION %

Bk ko

Ourich the Body.
{Esringict

Bed Bound = :"’
Char Bourst .
Amtralare iz

EQUIPMENT

EFFECTIVENESS & MAINTENANCE

+ Infiation pressure to weight
» Intarface prassurs mapping
« Valves and effective mflation
+ Claaning sandard

+ Reusabile equipment pool

+ Sin assessment

ND EDUCATI
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APPROPRIATE EQUIPMENT

Patient Handiing Foot
Flate Protecions

W UMD EDUCATI W

N & WOUND CARE ESBENTIALE

QUESTION

15 IT INAPPROPRIATE FOR A NURSE OR PCA TO ACCEPT A RESIDENT'SIFAMILY'S PREFERENGCE
NOT TO HAVE AN ALTERNATING MATTRESS IN PLACE?

* YES.
It is important to consider the wishas of the resident and family when a patient is recaeiving palliative care.

* Importantly the patient & family must be educated in pressure injury preventionimanagemant to allow an
informed decision and all alternative offloading options should be offered.

N & WOUND CARE ESBENTIALS

INAPPROPRIATE EQUIPMENT

W UMD EDUCATI W

w

INAPPROPRIATE EQUIPMENT

W UMD EDUCATI W N & WOUND CARE ESBENTIALE
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QUESTION
DESCRIBE WHEN A NURSE WOULD AFPLY A PREVENTATIVE DRESSING FOR A RESIDENT WITHOUT
SIGNS OF PRESSURE DAMAGE ON THEIR SKIN.

* Immobility or Planned immobility
* Reduced spontaneous movemant
* Unusual or uncontrolled movement

= Medical device in place
* Previous pressure injury

ENVIRGRENT. | COMPORT

KEY POINTS

Equipment continues to grow and imrove, Adoressing the cause of the
m i aquipment salaction,

Dregsings have & rale in preventing micro-clmate, fricticn, and shearing fones

Medical Device Related Pressure injury (MORSI) can be svoidad if pre-empting
potential damage and preventing injury with appropriate produds

W UMD EDUCATI W N & WOUND CARE ESBENTIALS

= Austraban Commission on Safery and Quality in Health Care March 2018, kst updated Juna 2018, -~
b aw'sites/detaultfles 2015 05/5aq7730 ha factsheet pressureinury longeZ pof —
= Mationad Pressura Ulcer Achisory Parel, European Pressure Ulcer Acvisory Paral and Pan Pacific Prassuee Injury Alliance,

Prevention and Treatment of Pressure Uicers: Clnical Practice Guideline. Emily Haesler [Ed.}.
Cambridge Media; Dsbarne Park, Western Ausraliac 2014

= Workd Unkon of Wound Healing Societies (WUWHS) Consensius Document. Robe of dressings in pressuns Ulcer prevention,
wounds international, 7016

= hips:iiwwsahealth s gov s ectionealedevices an

esoyroes/guidelare
d+equipment+ o+ reducer skin+pressure

= hutps: v patienthardli

s e esinedsuece oyl phnols-rade-pressure-injuryulder-prevntion-and-medicak-gedces
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Conclusion

Congratulations for completing the Skin and Wound Care Essentials Course for
Personal Care Assistants.

Your ongoing learning experience will make a difference in the lives of the older
adults you care for. In our final video we emphasise the importance of your

role in ensuring the safety and well-being of the older adults. We highlight the
significance of the stop and watch reporting system and the ISBAR tool

in communication.
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