
Comprehensive
skin assessment  
By Nancy Morgan, RN, BSN, MBA, WOC, WCC,
DWC, OMS

Each issue, Apple Bites brings you a tool
you can apply in your daily practice.
Here’s an overview of performing a com-
prehensive skin assessment.  

In the healthcare
setting, a com-
prehensive skin

assessment is a
process in which the
entire skin of a patient
is examined for abnormal-
ities. It requires looking at and touching
the skin from head to toe, with a particular
emphasis on bony prominences and skin
folds. Comprehensive skin assessment is
repeated on a regular basis to determine
whether changes in the skin’s condition
have occurred. The goal of a skin assess-
ment is to identify problem areas promptly
for treatment and prevention.

The answers to the questions below will
help ensure your skin assessments are truly
comprehensive.

When and how often should I
perform a comprehensive skin
assessment? 
• As soon as possible but within 8 hours

of admission (or first visit in community
settings)

• Ongoing based on the clinical setting
and the patient’s degree of risk

• More frequently in response to any 
deterioration in the patient’s overall
condition

• Before the patient’s discharge

What are key points I should
remember?
• Take advantage of every patient en-

counter to evaluate part of the skin.
Each time the patient is repositioned is
an opportunity to conduct a brief skin
assessment.

• Ensure adequate light. Use natural or
halogen light, not fluorescent. Fluores-
cent light imparts a bluish tone to dark
skin, making it harder to see skin
changes. 

• Use an additional light source, such as
a penlight, to illuminate hard-to-see
skin areas, such as the heels or sacrum.

• Inspect the skin under and around med-
ical devices (e.g., tubing, splints, com-
pression stockings) at least twice daily
for signs of pressure-related injury on the
surrounding tissue. Conduct more fre-
quent assessments in patients vulnerable
to fluid shifts and in those exhibiting
signs of localized or generalized edema.

• Remember that you can combine the
skin inspection with other assessments.

How do I do the assessment?
• Explain to the patient and family that
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you will be looking at his or her entire
skin and explain the purpose—to iden-
tify potential problems.

• Perform the assessment in private. 
• Minimize exposure of body parts during

the skin assessment.
• Conduct a systematic, head-to-toe as-

sessment, with particular focus on skin
overlying bony prominences, such as
the sacrum, ischial tuberosities, greater
trochanters, and heels. Check skin
folds, between fingers and toes, and
under and around medical devices for
skin integrity. 

Wound Care Advisor • July/August 2015 • Volume 4, Number 4                 www.WoundCareAdvisor.com      17

A comprehensive skin assess-
ment should include the fol-
lowing:

Skin color
• Know the patient’s normal

skin tone so that you can
evaluate changes.

• Look for differences in col-
or between comparable
body parts, such as left
and right legs.

• Depress discolored areas
to see if they blanch.

• Check for redness or hy-
perpigmentation (areas of
skin that are darker than
surrounding areas), which
may indicate infection or
increased pressure.

• Look for paleness, flushing,
and cyanosis.

• Remember that changes in
coloration may be particu-
larly difficult to see in dark-
ly pigmented skin. It’s not
always possible to identify
redness on darkly pigment-
ed skin, so localized heat,
edema, and change in tis-
sue consistency in relation
to surrounding tissue (e.g.,
induration [hardness]) are
important indicators of ear-
ly pressure damage to the
skin in patients with darker
skin. 

Skin temperature
• Use the back of your hand

to assess skin temperature
for coolness or warmth. 

• Compare symmetrical

body parts for differences
in temperature.

Edema 
• Determine if edema is uni-

lateral or bilateral.
• Grade pitting edema by

firmly applying pressure in
the edematous area for 5
seconds, then releasing the
pressure. The grade is
based on the indentation
that remains in tissues:
1+ (mild): 2-mm depres-

sion, 
barely detectable; 
immediate rebound

2+ (moderate): 4-mm deep 
pit; a few seconds to 
rebound

3+ (severe): 6-mm deep
pit; 
10 to 12 seconds to
rebound

4+ (very severe): 8-mm 
very deep pit; more 
than 20 seconds to 
rebound.

Turgor
• Keep in mind that poor

skin turgor is sometimes
found in patients who are
older, dehydrated, or ede-
matous or who have con-
nective tissue disease. 

• To assess skin turgor, pinch
the skin near the clavicle or
forearm so the skin lifts up
from the underlying struc-
ture; then let the skin go. 

• If the skin quickly returns
to place, skin turgor is 

normal. 
• If the skin does not return

to place but stays up, it’s
referred to as “tenting,”
which is abnormal. 

Moisture
• Touch the skin to see if it’s

wet or dry, or has the right
balance of moisture. 

• Check if the skin is oily.
• Look for water droplets on

the skin and check if the
skin is clammy.

• Determine whether these
characteristics are localized
or generalized.

• Note any odors.

Skin integrity
• Look to see if the skin is in-

tact, without cracks or
openings.

• Determine whether the
skin is thick or thin.

• Look for bruising and signs
of pruritus (itching) such as
excoriations from scratch-
ing.

• Check for lesions and, if
present, whether they’re
raised or flat.

• Note disruptions in the
skin. If a skin disruption is
found, identify the type of
skin injury. 

• Assess for change in tissue
consistency in relation to
surrounding tissue.

• Ask the patient if he or she
is experiencing discomfort,
pain, itching, tingling, or
numbness.

What to include in every skin assessment



• Include the factors detailed in What to
include in every skin assessment.

• Document the findings of all skin as-
sessments for communication and track-
ing. You can download a Weekly skin
assessment form here. (See Weekly skin
assessment.)  

Protecting your patients
A comprehensive skin assessment is essen-
tial to detecting early signs of skin break-
down. By using the techniques in this arti-
cle, you can protect your patients from
harm and ensure they receive prompt
treatment for identified problems. ■
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You can download this tool from the Wound Care Advisor website.

(continued on next page)

Weekly skin assessment
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