
SKIN BUNDLE KEY POINTS: 
• Braden Score is done EVERY 

SHIFT (not daily, like before�) 
• If the SKIN Bundle is “populated” in 

your Shift Assessment Flow sheet, 
you must document on your 
interventions EVERY SHIFT. 

 
WOUND IP NAT’L KEY POINTS: 

• Pressure Ulcers are staged, 
measured and photographed: 

• Upon admission/discovery  
• Then once a week until 

discharge 
• Again at discharge 

SKIN Bundle  

Documentation 

Urinary containment = Indwelling catheter or 
               condom catheter 
 
Fecal containment = Flexi-seal, rectal tube 

I is for Incontinence / 

Moisture Management 

NOTE: Diaper ≠ urinary or fecal containment  

 (for the purposes of the SKIN Bundle) 
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N is for Nutrition 

This field is for documentation purposes ONLY.  No 
referrals are sent out from your documentation on the 
flowsheet.  The process to get a Nutrition referral 

at admission is as follows: 

♦ If your patient has a Pressure Ulcer and/or a 
Braden score of 18 or less, the patient needs 
ancillary referrals. 

♦ When you get to Part C of the Admission As-
sessment (also known as “Alerts!”), there is a 
section about WOUNDS: 

♦ Selecting any of the above options will cause this 
pop-up window to appear: 

♦ Select YES and a similar pop-up window will 
appear stating that a referral has been sent to 
both WOCN and Nutrition. 

NOTE: NOTE: If the Braden Score changes to at-risk after  

admission, please call the MD for any referrals. 



Where did you come from,      

Mr. SKIN Bundle? 

The Braden Scale (done on every shift) is automati-
cally totaled at the bottom of the scale.  The SKIN 
Bundle will automatically populate underneath the 
Braden on your flowsheet when: 

• A patient has a Braden Score total of 18 or less 

• One or more of the Braden Scale sub scores 
has a subnormal value (for the example above, 
the activity and mobility have a 3 out of 4; this 
caused the SKIN Bundle rows to populate) 

 

 

So you don’t accidentally skip 
the SKIN Bundle, the best 
practice is to always check the 
flowsheet sidebar to see if it 
populated...and then        
document your interventions. 

Populated 

NOT Populated 

Surfaces in the GSAA 
�    Pressure Redistribution Mattress: 
 NON-POWERED = Accumax 
 POWERED = Accumax with pump 
� Low Air Loss Bed = KinAir Bed (KCI) 
� Air Fluidized Therapy Bed = FluidAir (KCI) 
 

Surface Documentation: Stay 
in one place... 
There are two other places to document surfaces: 
under “Devices” in shift assessment; and under 
“Pressure Redistribution Therapy” in the Wound 
IP flowsheet.  ONLY DOCUMENT    surfaces UN-
DER THE SKIN BUNDLE!  If you have a bariatric 
patient, choose your surface (low air loss, air fluid-
ized) and add a comment of “bariatric bed” with 
the bed name (e.g. BariCare, BariMax). 

The Details Button:  

Your Best Friend 

 

 

Using the Details Button that 
is located on the Flowsheet 
toolbar can help you navigate 
with ease!  The details pop-up 
window may contain          
definitions for each of your 
documentation choices. 

K is for Keep Turning 

Please note that the following options for “K: Keep 
Turning” are either not stocked in the GSAA or not a 
recommended practice per the Wound Care Team: 

♦ Heel(s) suspended off pillow (not recommended) 

♦ Heel suspension device RIGID (special order) 
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SKIN Documentation in Plan 
of Care Navigator 
If you have applied the SKIN Bundle to your pa-
tient, you should also document your interven-
tions under the Patient Plan: 
1. Access POC Navigator 
2. Click “Apply Template” 
3. Type in either “Pressure Ulcers” or 

“Pressure Ulcers, Risk For” 
4. Click “Accept” 
5. Select /edit/document on goals and interven-

tions that apply to patient 
6. The dot phrases to use are either   
        .pocdecubitus or .pocskin 
 

S is for Support Surfaces 


