SKIN bundles checklist

	Resident name:
	DOB:
	Room:

	This checklist needs to be reviewed every …… hours


	Date:

	Time
	
	
	
	
	
	
	
	
	
	
	
	

	Skin inspection
	Sacrum
	
	
	
	
	
	
	
	
	
	
	
	

	
	Buttocks
	
	
	
	
	
	
	
	
	
	
	
	

	
	Heels
	
	
	
	
	
	
	
	
	
	
	
	

	
	Other (please state area)
	
	
	
	
	
	
	
	
	
	
	
	

	Keep Moving
	In bed - repositioned
	
	
	
	
	
	
	
	
	
	
	
	

	
	Right side tilt
	
	
	
	
	
	
	
	
	
	
	
	

	
	Back
	
	
	
	
	
	
	
	
	
	
	
	

	
	Left side tilt 
	
	
	
	
	
	
	
	
	
	
	
	

	
	Sitting up
	
	
	
	
	
	
	
	
	
	
	
	

	
	Mattress inflation &

power checked
	
	
	
	
	
	
	
	
	
	
	
	

	
	In chair – repositioned
	
	
	
	
	
	
	
	
	
	
	
	

	
	Cushion inflation &

power checked
	
	
	
	
	
	
	
	
	
	
	
	

	Incontinence  

use N if not needed
	Toilet offered
	
	
	
	
	
	
	
	
	
	
	
	

	
	Skin is checked for incontinence
	
	
	
	
	
	
	
	
	
	
	
	

	
	If skin is soiled of urine and/or faeces:
	Wash & dried 
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	Barrier cream applied
	
	
	
	
	
	
	
	
	
	
	
	

	Nutrition
	Fluids taken
	
	
	
	
	
	
	
	
	
	
	
	

	
	Food taken
	
	
	
	
	
	
	
	
	
	
	
	

	
	Food fortified
	
	
	
	
	
	
	
	
	
	
	
	

	
	Signature
	
	
	
	
	
	
	
	
	
	
	
	


Please document and report any redness of skin to line manager

	Date & Time
	SKIN Element
	Explanation of variance
	Signature

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


A = achieved


V = variance (please see reverse for notes page)


( = refused
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