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D.2  THE PERSONAL SUPPORT WORKER (PSW)  AND SKIN CARE 
 

The Importance of Skin 
 Largest organ in the body 

 Makes up about 10 to 15% of body weight. 

 Stores fat and Vitamin D 

 Allows the sensation of touch, pain, temperature and pressure 

 Helps maintain fluid balance in the body 

 Protection from: friction, pressure, heat and cold, light, infection, injury  

How skin changes as a person ages: 
 

 Becomes thinner 

 Becomes drier because there are fewer sweat glands 

 Is less elastic 

 Has less blood flow which makes it vulnerable to (a) Damage from pressure, moisture, 
friction, shear and malnutrition and (b) prone to irritation, bruising, delayed healing and 
infection. 

 

 Who is at increased risk for skin and wound problems?  
Individuals with: 

 Decreased mobility (unable to reposition self in chair or bed) 

 Decreased activity (not up and around)  

 Poor nutritional intake 

 Poor fluid intake 

 Chronic illnesses 

 Old age due to changes in skin and increased likelihood of chronic diseases 

 Sun damaged skin 

 Incontinent of bladder and/or bowels 

 Cognitive  impairment and so are unable to recognize sensations of pressure, pain, 
wetness etc. 

 Mobility issues requiring mechanical lifts or assistance with transfers 

 Agitation requiring restraints etc- waist, wrists, mittens, lap etc. 
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Providing Basic Skin Care 
There are three important areas to consider when providing skin care: 

1. Keep the skin clean: when skin is clean and has been dried properly  it is less likely to 
develop infections or wounds. 

2. Hydrate the skin with a non-scented, moisturizing lotion preventions dryness, cracking, 
irritation and itching which can lead to open areas. 

3. Check the skin at least daily and report any problems so that treatment can be initiated. 
The bathing/showering process is the ideal time to check skin. 

When bathing or showering, avoid hot water as it can remove the natural oils from the skin. 
Use warm water and do not allow the individual to soak for over 10 minutes. Follow the policy 
in your facility for the type of soap to use or to add to the water. If you notice a rash in skin 
folds or the perineal area, it may be a yeast rash.  The nursing staff may ask you to stop using 
soap and to add a little white vinegar to the water.  This is because yeast grows quickly when 
the pH of the skin is alkaline, and most soaps are alkaline.  Vinegar is acidic, and helps to restore 
the skin to a more ideal acid-base balance.  Ideal skin pH is normally a little acidic, which helps 
to prevent the growth of yeasts.  

Dry the damp skin by patting or blotting, not rubbing with the towel. This takes longer but it 
causes less damage to skin than rubbing with a towel, which causes friction.  Apply a non-
scented, moisturizing lotion to all areas except between the toes. Use caution when applying 
under breasts as this is an area that is susceptible to fungal infections if kept too moist.  

Report to the registered staff if the individual: 

  Refuses to be bathed/showered/bed-bathed 

 Has any change in skin (See list under “How skin changes” page 1) 

 Refuses to allow clothing or incontinence product change 

 Refuses to allow repositioning to prevent pressure areas 

How to Prevent Pressure Areas 
Pressure areas are preventable skin problems. Pressure areas occur when skin is subjected to 

prolonged pressure that decreases the blood flow to the area. Damage to the area occurs  
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quickly and could lead to open ulcers. Pressure areas cause much distress and pain to the 

individual and require increased health care professional intervention. 

What can a PSW do? 

Recognize that an individual is at risk when any of the following is present: 

 Urinary incontinence 

 Heavy perspiration 

 Involuntary of stool 

 Needs help moving their limbs or turning in bed or changing their position in any way 

 Has lost weight and/or is eating less than half their meals and snacks 

 Dehydrated 

 On sedating medications 

 Has had ulcers before 

 Has poor circulation 

 Does not seem to feel pain or pressure in a normal way 

 Has discoloured or swollen skin over bony areas 

Provide consistent care in the following ways: 
 Clean skin from incontinence as quickly as possible. Dry skin well and apply a protective 

barrier cream when skin is clean. 

 Make sure that clothing and socks are not tight or restrictive in any way. Do not force on 

shoes or slippers that are too tight. Bring the tight clothing to the attention of the 

individual, registered staff, and family so that appropriate sized clothes can be worn.  
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 Ensure that all individuals are repositioned in their chairs and beds every two hours. 

Even if the individual is on a pressure relief bed, they still need to be repositioned every 

to hours at a minimum. 

 Ensure that legs are elevated when indicated by the registered staff. 

 Use only appropriate products on pressure relief beds such as incontinent pads or lifters 

from the bed’s manufacturer. DO NOT use blue pads with plastic, reusable incontinent 

pads, folded flannelette blankets or plastic briefs. Also, DO NOT use reusable 

incontinent pads over pressure reduction wheel chair cushions as it interferes with the 

pressure redistribution that is the purpose of the cushion. 

 Use proper transfer methods for the individual. 

 Monitor their food and fluid intake. 

 Use positioning aides as directed by the registered staff. 

 Check wheel chair cushions to make sure that they are in the right way. A cushion that is 

in backwards can quickly lead to pressure-caused skin breakdown. 

Checking Skin for Changes 
 Checking the skin is the way to spot the early signs of a problem. 

 Check skin at least twice daily. Makes sense to check while assisting with personal care. 

 Check the whole body; make sure that you pay attention to bony areas and areas that 
are stressed due to using mechanical lifts or other types of transfers. 

 Look for redness, blisters, rashes, open areas, dark coloured ‘bruised’ looking areas, 
dryness, cracked areas, open sores, indentation marks that suggest socks or clothes are 
too tight, areas that feel warmer or colder than usual, unusual swelling, and anything 
that concerns you. 
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PSWs ARE RESPONSIBLE TO REPORT ANY SKIN CHANGE NOTED TO THE 
REGISTERED STAFF. 

Common skin problems and changes noticed in older adults: 
Senile Purpura is bruising often seen on the forearms. Residents who are prone to Purpura 
should be handled gently while being cared for.  
Eczema is dry flaky skin and may be due to allergies, detergents and circulatory disorders. As 
the older adult’s becomes more prone to skin tears and without knowing it, care practices may 
cause skin tears.  
Moles may get bigger, lighter, disappear, or fall off, develop hair, or become more raised.  
Skin tags are harmless growths that appear on the neck, under the arms, breasts, or in the 
groin.  
Seborrheic keratoses are harmless growths found most often 
on the chest or back, or on the scalp, face, or neck. They are raised tan spots that have a 
wartlike, crusty appearance.  
(Hamilton LTC Resource Centre, 2007. BP Blogger Myth Busting: The Skin Care Issue 


