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CRITICAL CARE - SKIN INTEGRITY

ICU pressure injury
prevention bundle

A coordinated set of interventions — risk assessment, pressure

redistribution, skin care, moisture control, nutrition, and early mobility —

applied together from admission to keep critically ill patients' skin intact.
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KEY POINTS

The bundle integrates interventions for risk assessment, pressure redistribution,
skin care, moisture control, nutrition, and early mobility.

Assess risk on admission and daily with the Braden or Norton scale to trigger
targeted prevention.

Reposition every 2 h, use pressure-redistribution surfaces, and pad medical-device
contact points.

Protect skin integrity through hygiene, moisture management, and protection
from incontinence.

Optimize nutrition — adequate calories, hydration, and protein — to support tissue
repair and prevent ulcer formation.

Core components of the bundle

Eight elements, each with its key bedside interventions.
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Risk assessment

Screen all ICU patients on admission and daily with the Braden or
Norton scale.

Reassess after any clinical deterioration or change in mobility.

02

Pressure redistribution

Reposition at least every 2 h (side-to-side or 30° tilt).
Use alternating or low-air-loss mattresses to relieve sustained pressure.
Protect bony prominences (heels, sacrum) with foam wedges or pillows.

Pad device-related pressure sites — ET tube, CPAP interface,
restraint straps.

03

Skin inspection and care

Inspect skin daily, particularly over bony areas and device sites.
Keep skin clean, dry, and moisturized; avoid friction during hygiene.

Manage incontinence with absorbent pads, catheterization protocols, or
fecal management systems as indicated.

04

Moisture and microclimate management

Use breathable, moisture-wicking materials on support surfaces.

Apply protective barriers (e.g., zinc oxide creams) when moisture exposure
is ongoing.



05

Nutrition and hydration

Assess nutritional status early in the ICU admission.
Provide enteral nutrition within 24-48 h if oral intake is inadequate.

Ensure protein supplementation —target > 1.2 g/kg/day if
not contraindicated.

Consider vitamin C, zinc, and hydration optimization.

06

Mobility and activity

Initiate progressive mobility programs; aim for out-of-bed sitting
when feasible.

Collaborate with PT/OT to prevent ICU-acquired weakness and immobility-
related injury.

07

Pain control and comfort

Manage pain to promote mobility and allow safe repositioning.

Use validated tools (BPS, CPOT) for consistent assessment.

08

Staff education and auditing

Train ICU staff on bundle application and skin assessment.

Perform compliance audits and feedback sessions to sustain adherence.



Risk assessment scales

Both score each parameter, then sum them — a lower total signals higher risk.

Screen on admission and daily.

Braden scale 6-23
Six parameters predicting pressure-

ulcer risk.

Sensory perception 1-4
Moisture 1-4
Activity 1-4
Mobility 1-4
Nutrition 1-4
Friction and shear 1-3
® <9 Very high risk

® 10-12  Highrisk
13-14 Moderate risk

® 15-18  Mildrisk

® 19-23 No risk

START AT ADMISSION

Norton scale 5-20

Five parameters; the original ICU
bedside screen.

Physical condition 1-4
Mental condition 1-4
Activity 1-4
Mobility 1-4
Incontinence 1-4
® 5-9 Very high risk

10-14 High risk
® 15-18 Medium risk
® 19-20 Low risk

For high-risk patients, prevention interventions should begin immediately on ICU
admission — not after the first skin assessment finds a problem.



Implementation notes

® Incorporate bundle tasks into electronic nursing checklists for structured documentation.

® Include pressure injury prevention in daily multidisciplinary rounds.

® Evaluate outcomes — prevalence, incidence, and bundle compliance — monthly as a

quality metric.

SUMMARY

An ICU pressure injury prevention bundle combines systematic risk
screening, pressure redistribution, skin inspection, moisture and nutrition

management, and early mobilization. Implemented and audited
consistently, it significantly reduces pressure injury incidence and severity

in critically ill patients.

Educational use only — not a substitute for clinical judgement.



