
Nursing 102 Care of Adults 

Clinical Preparation Week 

Integumentary: Pressure Injuries  

 

** Due Friday, February 7th by 0830 to Mrs. Wingate’s “Clinical Prep Integ Dropbox”. ** 

 

 

1.) Complete the following lesson in ATI Engage Medical Surgical RN: 

o Alterations in Tisue Integrity > “Pressure Injuries” and answer the questions 

within the lesson. (No need to print anything) 

 

2.) Then read the client profile and answer the questions below:  

Client Information: Name: Robert Johnson 

Age: 72 

Gender: Male 

Weight: 230 lbs 

Height: 5’7” 

Primary Diagnosis: Post-stroke hemiparesis (left-sided) 

Secondary Diagnosis: Type 2 Diabetes Mellitus, Hypertension 

Medical History: Obesity, peripheral neuropathy, chronic kidney disease (Stage 2) 

Social History: Retired construction worker, widowed, lives alone, limited family support, 

receives home health visits twice weekly. 

 

Clinical Presentation: Robert presents with a pressure injury on his sacral region identified 

during a routine home health visit. He has limited mobility due to left-sided weakness and 

primarily uses a wheelchair for mobility. He reports occasional incontinence and uses absorbent 

pads but has limited ability to reposition himself. 

 

Wound Assessment: 

• Location: Sacral region, Stage 3 Pressure Injury (full-thickness tissue loss with visible 

adipose tissue) 

• Size: 5 cm x 6.5 cm, depth 1.2 cm 

• Exudate: Moderate amount, yellow and thick, pain: 6/10, worse with dressing changes 

• Edges: Rolled edges noted, faint, musty odor  

• Surrounding skin: Erythematous, warm to touch, no crepitus 

Braden Scale Assessment: 

1.) Fill out a completed Braden Scale Assessment on Robert (Circle or highlight the values 

you select and total at bottom):  

 

 



 Sensory Perception: 4, Moisture: 3, Activity: 2, Mobility: 2, Nutrition: 4, Fiction and Shear: 

2=17 

                

2.) Identify 3 risk factors for skin breakdown Robert has? -Wheelchair bound, left sided 

weakness, history of obesity  

 

 

 

3.) Write a nurse’s note on the skin assessment with an intervention you would implement as 

well as a re-assessment: 



 

4.) Identify 3 Pressure Injury Prevention Strategies you would implement for Robert 

knowing his Braden score: 

a. Q2 Turns 

b. Getting up to chair for every meal 

c. Changin absorbent pad Q2H 

 

Time 

Relevant Assessments 
Indicate pertinent 

assessment findings. 

Time 

Multidisciplinary Team 
Intervention 

What interventions were 
done in response to your 
abnormal assessments? Time 

Reassessment/Evaluation 
What was your patient’s response 

to the intervention? 

09:00 Stage 3, sacral skin 
breakdown, full-
thickness tissue loss 
with visible adipose 
tissue, 5cm x 6.5cm, 1.2 
cm in depth. Moderate 
yellow and thick 
exudate. 6/10 pain that 
worsens with dressing 
changes, rolled edges 
with a faint musty 
odor. Erythematous, 
warm to touch, no 
crepitus 
 

09:30 Pillow/cushion applied to the 
sacrum, assisted to bedside 
chair for meal, dressing and 
absorbent pad changed, 
administered PRN pain 
medication for a 6/10 pain.   
 
 
 

11:00 Consuming lunch in a comfortable 
manner, pain scale now a 3/10 on 
numeric scale, states “it burns a 
little”, conveys a want to get back 
in bed after meal 

  
 
 
 

    


