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1. Purpose 

This document sets out Northern Devon Healthcare NHS Trust’s best practice 
guidelines for the care of the skin of Neonates. 

The following general principles can be applied in order to: 

1.1. Assess the neonate’s skin condition 

1.2. Identify neonates who are or may be at risk for alterations in skin 
integrity. 

1.3. Recognise environmental factors and treatment-related agents that my 
alter neonatal skin integrity 

1.4. Implement interventions to promote and protect optimal skin function 
for low and high risk neonates. 

1.5. To minimise water and heat loss 

1.6. To protect against absorption of toxic materials and drugs 

1.7. To treat damaged skin and ensure optimum healing of wounds  

1.8. Support normal skin development 

1.9. Minimise the potential for future skin sensitisation.  

1.10. Maintain optimum skin integrity and prevent potential damage. 

2. Introduction 

2.1. Skin forms a healthy barrier to infection and helps regulate temperature 
and fluid balance 

2.2. The skin in a newborn premature baby is functionally immature and 
liable to be easily damaged.  

2.3. Those at 30 weeks gestation and under, or less than 1.5 kilograms, are 
at greater risk as their skin is not yet fully formed. (At 30 weeks 
gestation the stratum corneum is only 2-3 cells thick.  At 40 weeks 
gestation it is 10-20 cell layers thick, (AWHONN 2013)). 

2.4. Premature infants skin typically looks transparent in the most immature 
infants.  The skin may appear ‘ruddy’ because the blood vessels are 
closer to the surface and there are fewer wrinkles.  

2.5. The development of the skin of a preterm baby is not complete until 33 
weeks gestation but it is still fragile. However the neonates skin (all but 
the most premature) generally has matured by 2-3 weeks of life, this is 
thought to be due to the adaptation to a gaseous environment.  
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2.6. The skin of premature infants is thin and has an absence of 
subcutaneous fat.  Although sterile at birth, the skin quickly becomes 
colonized within the first week of life.  Preterm immature skin has 
limited ability to restrict invasion by microorganisms compared to that of 
term infants.   

2.7. The skin of babies born at term has a pH of 6.4 which reduces to 4.9 
over 3-4 days as the body develops its protective acid mantle, a natural 
bacterial protection.  This can take up to 3 weeks in a premature infant. 

2.8. Substances may be absorbed systemically when used on the skin of 
the very premature baby and topically applied drugs may be absorbed 
in excess to therapeutic dosages 

 Iodine has been shown to cause transient hypothyroidism 

 Hexachlorophane damages the central nervous system 

 Iodine and alcohol based products can cause burns 

2.9. The more premature the baby the greater the Trans Epidermal Water 
Loss (TEWL), due to the thin, immature and poorly keratinised skin.   
TEWL can lead to significant alterations in temperature, electrolyte 
levels and fluid balance of the premature baby.  The TEWL in the term 
baby is replaced systemically but in the premature and very premature 
baby the associated organs and systems may not be sufficiently 
developed to cope with the additional fluid required.   

2.10. The skin of the full-term newborn is coated with vernix caseosa.  This 
begins to form at 17-20 weeks gestation, with the thickest coating being 
at 36-38 weeks.  By 40 weeks it is found primarily in the skin creases.  
Vernix acts as a chemical and mechanical barrier in utero protecting 
the baby from maceration by amniotic fluid.  It allows the foetus to 
move without chafing as it grows in utero.  It facilitates postnatal 
adaptation to the extrauterine dry environment.  Vernix assists in the 
development of the ‘acid mantle’ of the skin surface, which inhibits the 

growth of pathogenic microorganisms; and imparts immunologic properties 
to the skin.    

3. Responsibilities  

3.1. Health care professionals who work with babies have the responsibility 
to assess and maintain optimum skin integrity, and prevent potential 
damage.   

3.2. Health care professionals have the responsibility to involve and 
educate parents in assessing, maintaining and managing the healthy 
skin of their infant.  



Skin Care for Neonates Guidelines      

Neonatal    
  Page 5 of 34 

4. Process of healing:  

Wound healing, or wound repair, is an intricate process in which the skin (or another organ-
tissue) repairs itself after injury.  In normal skin, the epidermis (outermost layer) and dermis 
(inner or deeper layer) exists in a steady-state of equilibrium, forming a protective barrier 
against the external environment. Once the protective barrier is broken, the normal 
(physiologic) process of wound healing is immediately set in motion. 
 
The classic model of wound healing is divided into three or four sequential, yet overlapping 
phases:  

4.1. Hemostasis  

Within minutes post-injury to the skin, platelets (thrombocytes) aggregate at the injury site to 
form a fibrin clot.  This clot acts to control active bleeding (hemostasis). 
 

4.2. Inflammatory 

In the inflammatory phase, bacteria and debris are removed, and factors are released that 
cause the migration and division of cells involved in the proliferative phase. 
 

4.3. Proliferative  

The proliferative phase is characterised by angiogenesis, collagen deposition, granulation 
tissue formation, epithelialisation, and wound contraction. 
 

4.4. Remodeling.  

In the remodelling phase, collagen is remodelled and realigned along tension lines and cells 
that are no longer needed are removed by apoptosis.  
 
(Thames Valley 2015) 
  

5. Categories neonatal skin care management 

5.1. Risk identification 
5.2. Regular assessment of skin integrity  
5.3. Prevention strategies 
5.4. Identification of skin breakdown 
5.5. Care planning and delivery 
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6. Risk Factors for Breakdown/Excoriation of skin  

Risk factors for Neonatal Skin breakdown  
(Risks are identified on admission) 

 Gestation (risk increasing with lower gestation under 32 weeks) 

 Low birth weight 

 Immobility 

 Infection   

 Congenital skin problems 

 Neonatal abstinence syndrome 

 Oedema  

 Use of paralytic agents 

 Use of inotropes 

 Use of nasal cannulae, masks, ET tubes, nasal CPAP, NG and OG tubes 
Use of vascular access devices  - venous/ arterial lines 

 Cooling  

 Phototherapy  

 Sub-optimal nutrition and hydration   

 Burn/thermal injuries 
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7. Common causes of neonatal skin injury  

Traumatic wounds - epidermal stripping 
- tearing from adhesives/ friction/ 

Surgical wounds - incisions 
- primary repairs 
- surgically placed drains 
- rarely a dehisced surgical wound 

Contact 
excoriation 

- exposure to chemicals 
- prolonged exposure to moisture (esp skin folds 
- irritant contact dermatitis (nappy rash) 

Extravasation 
injury. 

- TPN 
- high concentration dextrose solutions 
- ionic, acid and alkali solutions. 
- inotropes 

Thermal injury - heat from probes 
- illuminated laryngoscope bulb inadvertently touching skin 

Pressure injuries - neonates are at relatively low risk of pressure ulcer type skin 
breakdown, even over bony prominences, due to their large 
surface area to weight ratio. The risk is elevated, however, 
when pharmacological muscle relaxants are used or there is 
significant oedema/ poor tissue perfusion. 
 
-saturation probes 
-nasal septum if receiving nasal CPAP or nasal High Flow 
Therapy. 
-laid on tubing 
-knees, occiput and ears are particularly vulnerable. 

Ischaemic Injuries -arterial line effects. 
-amniotic banding in-utero 

Congenital 
conditions. 

-epidermolysis bullosa (see separate protocol for care) 
-gastroschisis 
-spina bifida 
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8. Skin Assessment 

8.1. Skin Assessment description 

 Neonatal staff should be able to recognize common transient benign skin 
conditions in the baby e.g.(milia, erythema toxicum neonatorum, colour 
changes from vascular instability and desquamation.)  

 On admission a neonatal skin risk assessment is completed and 
documented 

 The infant’s skin surfaces are assessed from head to toe using the skin 
assessment tools (appendix 1 and 2) on admission and as a minimum on 
a shift by shift basis (or according to skin care plan).   

 Assess skin integrity for : 

o Dryness, scaling 

o Bruising, weal/welt 

o Fissure 

o Erythema 

o Breakdown/excoriation 

o Necrosis 

o Sloughing 

o Rashes 

o Oedema 

o Infection: Pustules, abscess, ulceration  

During assessment take into account; 

o Skin changes in the occipital area 

o Skin temperature  

o The presence of blanching erythema or discoloured areas of skin. 

 

 Document any risks factors in care plan and potential or actual areas of 
skin damage including rashes and birthmarks.  Chart any invasive 
devices and skin damage on the skin care plan diagram.   

 If any skin damage is observed (the skin assessment score is >0): 

Act on findings and follow skin care guidance for babies with dry, red or 
excoriated skin breakdown (see below) 

 Use wound classification table (appendix 5) to describe grade level.  
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9. Guidance for prevention of skin damage 

9.1. General preventative measures for neonates of all gestations 

Steps General preventative measures for neonates of all gestations 

1 Staff follow care plan 7 (see care planning SOP).  

2 Strict handwashing techniques and use of alcohol gel should be followed, 
(follow Trust policies). 

3 Wear gloves when changing the baby.  

4 Gentle handling is required at all times.  Staff should have short fingernails 
and not wear anything that may damage the infant’s skin  e.g. rings with 
stones. 

5 Skin assessment and identification of risk factors is undertaken on 
admission (using care plan 7) and at every opportunity (e.g.at nappy 
changes) but at least once per shift.  

6 Do not remove residual vernix, (WHO 2006) unless it is drying and 
causing sore areas in cracks/fissures.  

7 Perform skin hygiene as condition allows.  Top and tail wash daily.   

When condition allows – baby may be bathed.  (See bathing guidelines.)   

Do not use soaps, bubble bath, or lotions as they can remove fats (lipids) 
from the skin, making it more vulnerable to irritants and microorganisms. 
(NICE 2013). 

Term infants may be bathed in either water or mild, neutral-pH cleansers 
without added dyes or fragrances (AWHONN, 2013,:Lyon 3013; Ness et 
al, 2013).  

8 Use appropriate incubator humidification (see guideline). 

9 Use products to prevent surface breakdown, such as alcohol free skin 
protectants or devices that help prevent pressure ulcers such as proactive 
padding, gel mattresses, use of positioning and developmental care aids.  

10 Position according to gestational age using high quality foam mattress. 

Document positioning/repositioning of infant  

Use developmental positioning aids, etc (see developmental care 
guidelines). 
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11 Ensure that neonates and infants who are at risk of developing a pressure 
ulcer are repositioned at least every 4 hours.  Those at high risk should be 
considered more frequently and this requirement should be documented, 
(NICE 2014).  

12 Passive exercises may be undertaken if the baby is sedated or paralysed.   

13 Use aseptic non-touch technique (ANTT) when performing any invasive 
procedure on the skin.  (Refer to Trust guidelines)  

Use chlorhexidine gluconate 2%  in 70% alcohol for skin preparation prior 
to invasive procedures.   Apply to skin with sterile gauze or by use of wipe. 

Note: If baby is extremely pre-term or there are concerns over the 
potential fragility of the skin use chlorhexidine 0.05% for skin prep (do not 
allow solution to pool under the baby) 

Follow appendix 3 – for guidance for neonatal aseptic skin preparation for 
Invasive procedures  

14 Do not allow cleaning agents to pool as this may cause burns. Following 
procedures gently remove cleaning agent.  

15 Care should be taken to perform heel pricks in appropriate area and if 
frequent blood sampling is required an arterial line may be inserted. 

16 Provide adequate nutritional care  

17 Avoid placing toys in incubators or near infants as they are a potential 
source of infection.  

Prior to discharge reinforce the message that anything placed on, in or 
around the newborn skin has the potential for harm. 

18 Give parents information, training and education as needed to encourage 
participation in their baby’s care in combination with collaborative planning 
and decision-making as soon as they feel able.  
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9.2. Skin Care Guidelines for Babies less than 32 weeks Gestation and or 
less than 1.5kg. 

Steps General preventative measures for Babies less than 32 weeks 
Gestation and, or less than 1.5kg. 

1 Follow general preventative measures as described above for neonates of 
all gestational ages. 

2 Emollient cream (e.g.white soft paraffin 70% and liquid paraffin 30%) may 
be used on areas prone to breakdown (under neck, groin, buttocks), 6 
hourly as prescribed. (AWHONN, 2013).    

3 Where possible do not use ECG leads especially if umbilical arterial 
catheter and oxygen saturation monitoring is in progress.   

4 Delay any tape removal for at least 24 hours after application. 

 

Do not:- 

Do not use skin massage, nutritional supplements or fluid solely for preventing 
pressure ulcers if not indicated otherwise  

 

9.3. Specific preventative measures for; 

9.3.1 Babies with Infected Skin 

9.3.2 Intravenous Lines 

9.3.3 Intubated babies and those on Nasal Continuous Positive Airway 
Pressure (NCPAP) 

9.3.4 Use of Tape 

9.3.5 Use of Monitoring Equipment 

9.3.6 Babies with nappy rash 
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9.3.1 Babies with infected skin 

Steps Babies with infected skin 

1 Following guidance for neonatal sepsis. 

2 Swab area if any infection is suspected or skin problem does not resolve. 

3 Create and follow a collaborative care plan. 

4 Use prescribed treatments, i.e. topical ointments, IV antibiotics and anti-
fungal therapy. 

 

9.3.2 Intravenous lines 

Steps Intravenous lines 

1 Cannulation site should be clearly visible and must be observed hourly for 
signs of infiltration (see extravasation guidelines and paediatric infusion 
policy).  

2 Pumps should be used which incorporate pressure alarms.  IV 
assessment score may be used to document condition of site. 

3 Minimum use of tape for IV fixation. 

4 Use transparent dressings.  
 
It is not suitable to use pectin-based barriers between skin and adhesive 
tape as it is important to maintain visibility of the site to enable observation 
for signs of infection or infiltration in the tissues by the intravenous fluid.   

 

9.3.3 Intubated babies and those on Nasal Continuous Positive 
Airway Pressure (NCPAP) 

Steps Intubated babies and those on Nasal Continuous Positive Airway 
Pressure (NCPAP)/Hi Flow gases 

1 Use assessment tool for nostrils etc when using CPAP, high Flow or 
ventilatory support therapies (appendix 2). 

2 Support tubes and hat with gauze, dental rolls or duoderm as appropriate 
to prevent sore areas developing and excoriation of the skin 

3 Use of transparent film under ET tube adhesive fixation 

4 Use assessment tool (appendix 2) between 1-4 hourly according to 
condition of patient and skin around high risk areas (NICE 2014). 
Document the repositioning required.  Assess area around hat, cannulae 
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and tubes regularly, observing for development of sore areas.  Pay special 
attention to ear lobes.  Do not tie hats/tubes in position tightly, there 
should be enough stretch to accommodate oedema. 

 

9.3.4 Use of Tape 

Steps Use of tape/adhesive dressings 

1 Minimal use of tape. 

2 Medi Derma-S film applicator (barrier film) may be used prior to use of 
tape to minimise risk of epidermal stripping.   

3 Hydrocolloid dressings (e.g.duoderm extra thin) may be used under 
tape/bridges e.g. use under naso-gastric tubes.  

4 If tape is used directly on the skin cotton wool may be rubbed on it to 
reduce the adhesive effect, or tape may be used back-to -back.  

5 Carefully remove tape and adhesives observing for any epidermal 
stripping.   
Only remove tape/adhesives dressings following manufacturers 
instructions. 

6 Some tapes may be removed slowly and carefully with warm water and 
olive oil, or use adhesive removers (Appeel) to prevent epidermal stripping 
if the risk is high.   

 

9.3.5 Use of Monitoring Equipment 

Steps Use of Monitoring Equipment 

1 Manufacturer’s instructions and equipment guidelines should be followed. 

2 Use hydrogel backed electrodes and replace them if not adhering.  Do not 
use tape to keep in situ.   

3 Assess skin under medical devices frequently e.g. blood pressure cuffs, 
temperature probes and rotate their use (every 1-4 hours).  This helps to 
ensure identification of pressure points and prevents pressure ulcers 
secondary to medical device use.   

4 Pulseoximetery probes site should be assessed as above and changed 4-
6 hourly with cares, or more frequently if skin is marking.  

 

10. Skin care for babies with dry, red or excoriated skin 
breakdown 

The principles of wound healing are to: 
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 Provide a warm, moist, non-toxic environment 

 Minimise further injury e.g. infection, scarring 

 Protect from further trauma 

 Minimise pain 

 Promote healing 

 

Steps Skin care for babies with dry, red or excoriated skin breakdown 

1  Continue to provide preventative measures at outlined in previous points. 

2 Skin assessment score is identified as >0.   
Document score and chart on skin diagram – Nursing Care plan 7.  
 
If skin breakdown has been identified use documentation (appendix 6)  
for wound assessment. 

3 Identify risk factors for related to this skin injury.  

4 Determine potential cause of skin breakdown ;  

 For breakdown excoriation to nappy area follow guidance below. 

 For suspected infection follow Neonatal sepsis guidance for 
screening and treatment. 

5 Inform medical staff and  document; 

 Skin assessment score  

 Suspected risk/cause for skin breakdown.  

 Description of skin breakdown accurately according to table in 
appendix 4. 

 Wound stage of skin breakdown, wound classification and 
management aim (see appendix 5 and 7)   

 Location of skin breakdown on nursing care on wound assessment 
care plan diagram (appendix 6)   

 Neonatal wound assessment (appendix 6) 

 Collaborative care plan (appendix 7) 

 Pain assessment score with observations.  
all findings, scores and assessments (as needed) 

6 Inform parents.  Make collaborative care plan with medical team and 
family including timing of next assessment according to skin condition. 
(Use neonatal wound assessment documentation appendix 6 and care 
plan (appendix 7) 
 
Work collaboratively with parents involving/supervising in care plan 
delivery as soon as they feel competent, confident and able. 

7 Refer to tissue viability team for advice to assess and formulate care plan 
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if required. 

8 Perform diagnostic tests e.g. skin swab and cultures. 

9 Cleanse the affected area with normal saline according to care plan  

10 Give pain relief as required (see pain and stress for neonates 
management guidelines) 

11 Apply antifungal/antibiotic/ petroleum based ointments according to care 
plan;  

12 Use silicone-based adhesive dressing for wound or large denuded areas.  

Consider Dressings: 

 Cuticell Contact.  May be used on areas that are bleeding slightly.  
Needs a secondary dressing if exudate is present.  

 or Hydrocolloid dressing  - Duo derm Extra Thin (not to be used if 
the area needs regular inspection).   

 or barrier film e.g. Medi Derma-S applicator (not to be used on 
infected wounds). 

13 Refer to Tissue Viability if the condition worsens or does not improve.   

14 Document plan, care delivered, progress and evaluation at regular 
intervals but at least on a shift by shift basis.  This will help assessment of 
healing and progress of care delivered.  Adapt care plan accordingly. 

 Follow Trust policy for reporting incidents regarding pressure sores. 

11. Babies with nappy rash.  Guidance for care.  

11.1. Introduction 

 Nappy rash is an irritant contact dermatitis confined to the nappy area.  

 Typically there is redness over convex surfaces closest to the nappy 
(buttocks, genitals, pubic area, and upper thighs) with sparing (no 
redness) in the deeper skin creases.  The rash has a glazed appearance 
if acute, or fine scaling if more long-standing and hypopigmentation in 
some dark-skinned infants.  

 Nappy rash typically begins to appear after 1-3 weeks of life.  

 Occlusion of the skin in nappies increases skin wetness and skin surface 
pH.  Some of the bacteria in faeces contains enzymes that release 
ammonia from urine, contributing to raising skin pH.  Skin wetness 
increases the susceptibility of the skin to damage from friction.  Alkaline 
skin surface pH increases the activity of a normal skin micro-flora. 
(AWHONN, 2013). 
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 Stools of breast fed infants have a lower pH than formula-fed infants and 
have lower levels of enzymes, resulting in less irritation in the perianal 
area.  Breast fed infants also have a lower urinary pH which may 
favorably affect the skin surface pH. (Lin et al 2005). 

If not treated nappy rash can rapidly progress to painful excoriated of 
ulcerated lesions.  

 

11.2. Risk Factors for Nappy Rash 

 

 

 

 

 

 

 

11.3. Practice principles to prevent and treat nappy rash.  

 

Steps Practice principles to prevent and treat nappy rash.  

1 Identify any risk factors.. 

2 Advise those at risk to commence using barrier cream. 

3 Assess area under nappy at each nappy change for signs of nappy rash. 
Use skin assessment tool (appendix 1) for initial identification of rash.   

4 Good hygiene practices to clean perineal area at nappy changes using 
warm water.  A fragrance free and alcohol free baby wipe may be used 
after soiling for term infants (NICE, 2013; Lavender et al 2012; 
Ehretsmann et al 2001). 
 

5 Prevent skin wetness, protect from irritants and preserve natural skin pH 
by; 

 Frequent nappy changes every 1-4 hours. 

 Use of absorbent nappies (gel-core disposable). 

 Use of larger nappies (to allow the air to circulate).  

Risk factors for Nappy Rash 

 Prolonged contact of skin to urine and faeces. 

 Excessive scrubbing and washing of the skin 

 Use of products cleansing products which may derange the infants natural skin pH 
and increase the risk for allergic contact dermatitis.  

 Use of formula milk (especially high calorie), fortified milk and antibiotics 

 Malabsorption 

 Infants treated for neonatal abstinence syndrome 

 Frequent stools  

 Maternal history of candida 
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 Consider exposure of the bottom  

6 Encourage and support breastfeeding.  

Steps If nappy rash is identified 

1 Identify and treat underlying cause (see risk factors above) 
 

2 Use focused nappy rash documentation for grading severity, assessment 
and care plan (see appendix 9).  

3 Make and document a collaborative care plan with parents (appendix 9).  
Encourage parents to deliver care plan. 

4 Gently cleanse, rinse and pat the area dry with clean warm water.  

 Use of alcohol free skin barrier cream at each nappy change (NICE, 
2013).  

This may be white or yellow soft paraffin jelly, zinc oxide or 
metanium®ointment.  Barrier cream may be brought in by parent/carers 
Avoid products that contain ingredients that are potentially toxic if 
absorbed.  Cover all the skin thinly that may be exposed to urine/faeces.  

Note: 

 Barrier cream is not recommended if there is no nappy rash. 
However, consider preventative barrier cream use for babies 
with loose frequent stools or those treated for neonatal 
abstinence 

 Avoid excessive use of barrier creams as this can block the 
absorbance of the nappy.  

Note  - Zinc and castor oil ointment BP contains pharmaceutical grade 
arachis (peanut) oil).  This is highly refined, and therefore, effectively, the 
peanut oil should have been removed.  As a precaution, however the 
Committee on the Safety of Medicines advises that people with a known 
allergy to peanuts or soya (possible cross-sensitivity) should not use 
medicines containing peanut oil (NHS CKS 2009). 

5 Take a skin swab if; 

 Candida or bacterial infection is suspected (in addition check for 
oral candidiasis.)  

 The rash continues despite treatment  

6 When candida is present follow topical prescription for treatment.  A 
barrier cream may be used in conjunction with this.  

7 Ensure parents are given information regarding care plan. Work 
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collaboratively to complete nappy rash documentation at each nappy 
change, assessing and evaluating treatment and healing. 

 

12. Education and Training 

12.1. All Staff should be familiar with the contents of the guideline and will be 
advised of any revision.  

12.2. Education will occur during induction, preceptorship, ward education days, 
informal training, ward meetings and one-to-one mentoring/supervision. 

13. Monitoring Compliance with and the Effectiveness of 
the Guideline 

Standards/ Key Performance Indicators 

Key performance indicators comprise: 

Special Care Unit quality indicators:  
 BLISS Baby Charter Audit 
 NICE Neonatal Quality Standards 
 NHS Toolkit for High Quality Neonatal Services 
 National Neonatal Audit Programme 
 Neonatal Critical Care Quality Indicators 
 NHS Standard Contract for Neonatal Critical Care  

 

Process for Implementation and Monitoring Compliance and 
Effectiveness 

13.1. Staff are informed of revised documentation and any changes in practice.   
There is an expectation that staff are responsible to keep updated on 
improvements to practice and deliver care accordingly.   

13.2. Data is collected by use of Badger data base and Vermont Oxford Network.  
This is used to generate output for clinical and operational benchmarking.   

13.3. Non adherence to the guideline (without appropriate rationale) are reported as 
incidents and monitored via datix.  Any pressure ulcers or skin damage 
caused by medical devices or practice delivery are reported and investigated. 
Incidents are monitored by the neonatal governance team and neonatal 
network.   
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13.4. Non-adherence is reviewed and action plans made if required.  Discussion 
and reviews occur at Directorate meetings, Governance meetings, Paediatric 
Team meetings and Ward meetings.  Learning and action plans are cascaded 
and improvements implemented.   
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Appendix 1 – Newborn Skin Assessment Tool, 

Newborn Skin Assessment Tool, (adapted from AWHONN,2013) 

Dryness; 
0=normal, no sign of a dry skin. 

1=dry skin, visible scaling 
2=verydry/cracking/fissures 

Erythema 
0=no evidence of erythema 

1=visible erythema < 50% body surface 

2=visible erythema > 50% body surface 

Breakdown/excoriation 
0=none evident 

1=small localised areas 

2=extensive 

Note : perfect score 0 worst score 6 

Once score is >0 consider use of documentation for ‘skin breakdown/wound assessment and care’ 
plan (appendix 6/7) or for nappy rash use ‘nappy rash grading, assessment and care plan’ (appendix 
9) 

Appendix 2 - Skin assessment score for pressure areas specific to 

SiPAP, High Flow and Ventilated infants 

  

Skin assessment score for pressure areas specific to SiPAP and Ventilated infants 

SIGNS SCORE ACTION 

Nares, mouth, ears, areas 
under straps, hats, and 
tubes all appear healthy. 

0 No action required. Relieve pressurized areas with cares as able 

Slight redness noted 
around nares, mouth, ears 
or under straps, hats and 
tubes. 

Area appears painful to 
touch. 

Some indentation noted. 

1 

Check for correct size hat and mask  

Assess and discuss with senior nurse/Dr how to manage .e.g.  

change from mask to prongs, put gauze to relieve pressure under straps, to 
change ET tube from oral to nasal, change position 

Change frequency of assessment 

Document in the Infant’s notes and on the infant’s ITU chart. 

All of the following evident; 

Marked indentation, 

Painful to touch, 

Tissue breakdown. 

 

2 

Call; Registrar/consultant/senior nurse to discuss and change method of 
care. 

Remove device ensuring infant’s safety. 

Document as above and complete an incident form. 

Ensure parents are informed. 

Refer to tissue viability.  
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Appendix 3 - Quick guide to the use of chloraprep products for skin 

preparation prior to line insertion and minor procedures 

1. Select the right applicator in relation to the procedure  

Procedure Applicator 

 Venous Cannulation 

 Peripheral Arterial Cannulation 

 Suprapubic Aspiration 

 Ventricular Tap 

 Heel Pricks 

ChloraPrep Sepp 

(0.67ml 2% 
Chlorhexidine 
Gluconate w/v and 
70% isopropyl alcohol 
v/v) 

Check for sensitivity 
before using 

 Umbilical Arterial Catheter (UAC) 
Insertion  

 Umbilical Vein Catheter (UVC) 
Insertion 

 Long Line Insertion 

 Lumbar Puncture 

 Needle Aspiration of Chest 

 Chest Drain Insertion 

ChloraPrep 1.5ml 

(1.5ml 2%     

Chlorhexidine Gluconate  

w/v and 70% isopropyl  

alcohol v/v) 

Check for sensitivity before using 

 

Do not allow solution to pool under infant, if pooling occurs wash area immediately 
with sterile saline and gauze 

 

2. Both applicators are provided sterile so can be opened and placed on sterile field 

3. Do not break the seal on the applicator until ready to decontaminate the area, 

4.  Pinch the applicator once to activate and DO NOT RESQUEEZE then hold with 
sponge angled down to allow solution to soak sponge 

5. Apply solution by dabbing the immediate area of the procedure, moving out to the 
wider area for 10-20 seconds – you may not need all the solution in the applicator 
so don’t worry if the applicator isn’t empty. 

6. Ensure there is no excess running down limbs, or round flanks if using for 
umbilical lines.  Do not allow to pool in skin folds or under baby.  Remove any 
soaked linen (sheets/drapes) in direct contact with baby.  

7. Allow to dry COMPLETELY before performing procedure or covering with 
drapes/dressing – shine will disappear and cleaned area will be matt in 
appearance (minimum 30seconds) 

8. Discard used applicators in sharps bin (0.67mls). Discard 1.5ml applicator in 
clinical waste. 

(adapted from Southmead NICU skin care guidance 2018 and ChoraPrep SOP). 

Important Note - If baby is extremely pre-term or there are concerns over the potential 
fragility of the skin prepare skin by use of chlorhexidine 0.05% (do not allow solution 
to pool under the baby). 
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Appendix 4 – Guidelines for accurate documentation of Skin 

Lesion.   

 

 

 

 

 

 

 

 

 

 

 

Guidelines for accurate documentation of Skin Lesion 

Use neonatal wound assessment and care plan documentation or nappy rash 
grading and assessment to aid accurate recording 

 Document description below in medical records/nursing documentation 

 Identify risk factors 

 Document classification (see wound classification table appendix 5) Record 
description (e.g. red and inflamed, broken skin, exudate present, active 
bleeding, slough evident etc) see appendix 7 

 Indicate size of rash/lesion/excoriation etc in cm/mm or fixed size comparison 
(e.g.coins type), avoid comparisons of variable size (e.g. buttons) 

 Identify area of anatomy/body (add to skin diagram care plan 7).  A wound 
assessment chart may be required 

 If there are signs of infection 

 Identify location on/within the lesion, (e.g. base, centre) 

 If comparing to skin colour be specific about normal skin colour 

 Indicate changing state/progression or development of lesion 

 If there is exudate 

 If there is odour 

 If appropriate photograph (gain written permission for this from the parent/carer) 
and attach to medical notes 

 Indicate presence of pain  

 Document planned care and evaluate effectiveness of treatment  

(adapted from Rogers 2003). 
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Appendix 5 - Wound classification. 

See appendix 7 for wound type and management guidance 

STAGE CLASSIFICATION Actions 

0 Healthy, Intact skin Continue to document skin assessment 

1 
Non Blanchable 
redness of intact skin 

Intact skin with non-blanchable erythema of a 
localised area.  Discoloration of the skin, warmth, 
oedema, hardness or pain may also be present.  
Darkly pigmented skin may not have visible 
blanching. 

Document and observe 
 
(if this is a pressure ulcer an incident form is 
required) 
 
 

2 
Redness of skin, 
blanching of 
surrounding tissue 

Intact skin with localised swelling and redness. 
Abrasions  with or without exudate 

Complete wound assessment Chart for each area 
of damage 
Maintain a warm moist enviroment and apply 
suitable dressing (see appendix 7) 
 
(if this is a pressure ulcer an incident form is 
required) 

3 
Skin and tissue loss.  

Full thickness tissue breakdown, with swelling and 
redness. 
Exudate, slough. 

As Stage 2 PLUS refer to Tissue Viability Service 
(TVS). Complete Incident form. Ensure cause of 
wound is clearly identified. (see appendix 7) 
 

4 
Skin and tissue loss 
Signs of infection 
 

Full thickness tissue breakdown, with swelling and 
redness.   
Macerated surrounding skin, with  yellow/green 
exudate and signs of infection. 

As stage 2 Plus refer to TVS. Complete Incident 
Form. Ensure cause of wound is clearly identified. 
(see appendix 7) 
 

 

(Adapted from Southmead NICU Skin Care Bundle 2018) 



Skin Care for Neonates Guidelines      

Neonatal    
  Page 27 of 34 

Appendix 6 - Neonatal skin breakdown/wound assessment 

chart 

Risk Assessment Factors 

Swab taken date                               
Result 

 

 

Label body map with number at site of skin lesion and document below on wound 
assessment chart for each area of skin damage.   

(For nappy rash use separate management charts) 

 

  

ID label 

NAME 

NHS Number 

Hosp Number 

DOB 
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Appendix 6 cont - Neonatal wound assessment 

Date/time of assessment        

Number of wound on diagram       

Wound classification ( no)       

Pain score       

Analgesia pre dressing?       

Wound Dimensions       

Length (cm)       

Width (cm)       

Depth (cm)       

Tracking/Photo (yes/no)       

Signs of Infection  (tick)       

Heat, Redness, Swelling       

New slough or necrosis       

Increasing exudate       

Increasing/ new  odour       

Friable granulation tissue       

Wound Exudate Levels/Type       

Low       

Moderate       

High       

Serous/Haemoserous (straw/red)       

Purulent (Green/brown/yellow)       

Edge of Wound  (tick)       

Non advancing or undermined       

Oedematous       

Macerated ( White/soggy)       

Excoriated (Red)       

Dry/scaly       

Healthy       

Next dressing due date/interval       

Assessors signature       
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Appendix 7 – Neonatal wound management guidance 

Wound type 
 

Epithelialising  Granulating  Infected  Infected  Necrotic 

Colour 
classification  

Pink Brightly red Yellow Green/yellow Black/brown 
discoulouration (Eschar) 

Description Epithelial cells 
multiplying and 
migrating toward area 
of cell deficit where 
granulation is evident 

Shiny granulation 
tissue with connective 
tissue and capillary 
loops 

Soft necrotic tissue 

And or slough 

Inflammation and 
pyrexia. Localised 
pain 

Dead devitalised tissue 

Note Epithelial cells only 
migrate on healthy 
granulation tissue 

Granulation wounds 
generally produce 
small amounts of 
exudate 

Wound will not heal 
until slough is 
removed 

Localised heat and 
swelling. Offensive 
odour 

Wound will not heal until 
necrotic tissue is removed 

Management aim Maintain a warm 
moist environment 

Hydrocolloid Sheets 

Hydrocolloid sheets 
If surrounding skin 
intact 
Duoderm extra thin 

Maintain a warm 
moist environment 
and protect 
granulation tissue 

Hydrocolloid 

Remove slough and 
absorb exudate 

Hydrocolloid  

Hydro gel - 

Identify and 
eliminate 
Infection (systemic 
antibiotics) 

Hydrocolloid 

 

Rehydrate and remove 
Eschar by autolysis 

Hydrocolloid  

Hydrogel -  

 

  Refer to Tissue 
viability team for 
advice if required 

Refer to Tissue 
viability team for 
advice 

Refer to Tissue 
viability team for 
advice 

Refer to Tissue viability 
team  

(Adapted from Thames Valley 2015; and Gilbertson and Ejiwumi 2011) 
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Appendix 8 – Collaborative Skin Care Plan  

 

 

 
 
 
 
 
 
Risk Factors ______________________________________________ 
Names of parents/carers who have had information on condition and treatment and will undertake skin care plan:  
_____________________________________________________________Signatures______________________________________ 
 

Date
/ 

time 
Collaborative Care plan  

Sign  
(Parent/Carer/ 

Nurse) 

 Care Plan  
 
 
 

 Revision to care plan  
 
 

 Revision to care plan  
 
 
 

 

Insert Pas Label here 
Name 
DOB 
Hosp no 
NHS no 

Details of discussion with parent/carers. 

 Sign 

Risk factors, information on baby’s condition 
and care plan discussed with parents.   

 

Documentation discussed/explained to parents  

Parents given education and supervision to 
deliver care plan 

 

Parents/carers understand and are 
competent/confident to give treatment as 
required under supervision 

 

 

NEONATAL SKIN CONDITION SCORE 
Dryness 

0. Normal, no sign of dry skin 
1. Dry skin, visible scaling 
2. Very dry skin, cracking/fissures 

Erythema 
0. No evidence of erythema 
1. Visible erythema, less than 50% of body surface 
2. Visible erythema, more than 50% of body surface 

Breakdown/excoriation 
0. None evident 
1. small localised areas 
2. extensive 
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Appendix 8 - Collaborative Skin Care Plan Continued 

Date
/ 

time 

Skin 
conditi

on 
score 

Area/ appearance 
of sore area 

(wound 
classification) 

Treatment given 
Evaluation of treatment, progress and any changes 

to plan (including next assessment due) 

Sign  
(Parent 
/Carer/
Nurse) 

      
 
 
 
 

      
 
 
 
 

      
 
 
 
 

      

Insert Pas Label here 
Name 
DOB 
Hosp no 
NHS no 
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Appendix 9  - Nappy rash grading, assessment and collaborative care plan 

Swab sent date_______________ Culture results _______________ 

Grade 1 Grade 2 Grade 3 Grade4 Grade 5 Grade 6 

Intact skin 

No known risk for skin 
breakdown 

No erythema 

Intact skin 

High risk for skin 
breakdown 

With or without erythema 

Intact skin 

Erythema 

No candida 

Intact skin 

Erythema, satellite lesions 
typically on thighs, perineum 

Evidence of candida 

Denuded skin 

No candida 

Denuded skin 

Evidence of candida 

No treatment 

Observe at each nappy 
change 

Prevent skin breakdown 

Provide barrier 

Observe at each nappy 
change 

Prevent skin breakdown 

Provide barrier 

Observe at each nappy 
change 

Treat candida 

Observe at each nappy 
change 

Prevent further skin 
breakdown 

Provide barrier – 
consider Derma-S 

film/cream 

Observe at each 
nappy change 

Treat candida 

Prevent further skin 
breakdown 

Provide barrier 

Observe at each 
nappy change 

Care Plan : 

Risk factors, information on baby’s condition 
and care plan discussed with parents.    

Documentation discussed/explained to 
parents 

 

Parents given education and supervision to 
deliver care plan 

 Parents/carers understand and are 
competent/confident to give treatment 
as required under supervision 

 

Names of parent carers who are confident 
to deliver care plan and complete chart 
under supervision 

 Other _________________  

ID label 

NAME 

NHS Number 

Hosp Number 

DOB 
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Date/ 
Time 

Skin 
Grade 

Area/size/appearance  of 
rash 

Description of treatment given, evaluation, progress and any changes to plan Sign 
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Appendix 10 - Basic Wound Care Procedure 

 

Identification of Skin Breakdown 

Or skin assessment >0 (appendix 1 and 2) 

  
Location around nappy area Location not around nappy area 

Grade nappy rash  

(appendix 9) 

Grade Stage of skin breakdown 

(appendix 5) 

 

Make and document collaborative 
plan of care using neonatal skin 
care documentation (appendix 8) 

Document wound assessment 
(appendix 4 and 6) 

Make and document collaborative 
care plan with parents using nappy 

rash documentation (appendix 9) 

Review skin breakdown with each 
nappy change until area is healed 

Deliver care plan collaboratively 
with parents and document 
assessment, care given and 

evaluation with at each nappy 
change (appendix 9) 

Complete incident report for stages 
2 and above 

 

Review wound and document care 
with each dressing change, until 

wound is healed 

 

Deliver care plan collaboratively 
with parents and document 
assessment, care given and 

evaluation with each dressing 
change (appendix 6 and8) 

 


