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Fragile elderly -
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Fragile elderly : Genetics and skin aging —

® Skin aging is a complex process and underline multiple
influences with the probable of heritable and various

environmental factors.




n1siaguuUasvastiantle lukgeens -

) v = ¢ a f 1 v W a 1y ) v
DASINITE5190aA U INDNALNULYAALAN anad 50 % taaluIfIgn RANelu g8
UTUIU

Wt unilsnInIaziinisvgaaanuazilasulUasgad biiavaaluianies 4 dUan
WAL DDLU 2995UZ81908NLTU 2 Wi

Ceramide (1w3513186) Intnsaunuledu nuinanuyuduanas inliRnalianyazuwis
Jugediazing wagnenu

1
(%4 o

TUshu U1 waglodiu anas denalviluszuuniiAuiumniag ANUEaEUYRIRINTENAY




Differentiation
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Model of skin morphogenesis and aging.

Differentiation

PLoS One. 2008; 3(12): e4066.
Published online 2008 Dec 30. doi: 10.1371/journal.pone.0004066




YOUNG OLD

Histological characteristics of voung and old human sKkin.

PLoS One. 2008; 3(12): e4066.
Published online 2008 Dec 30. doi: 10.1371/journal.pone. 0004066
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Skin breakdown

Normal Skin Damaged Skin

Allergens rratants



Challenge

Pressure injury.
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Management & Prevention Pressure injury
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Wound care * AUALKA FILETUNITUEUDIULNA AUANINU
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Pressure injuries in : Fragile elderly Case 1
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Nutrition and physical activity

Male 85 yrs. Sepsis & Pneumonia Braden
scale 12 On O2 Bipap >> Day 2 MDRPI Gr 3

Foam mattresses & Reposition n 2 dalus

Apply Adhesive Foam dressing 2Time/wk
with prn. Avoid pressure sasann 2 49lus .

Face Skin care every day 1« Skin barrier cream
Nutrition Support
Wound healing in 2 wks



Pressure injuries in : Fragile elderly Case 2
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Nutrition and physical activity

Male 89 yrs. DM & Pneumonia & Fungi On

Steroid Braden scale 14 BS=150 Albumin
=2.1 uwnananunuas 11 21 Dry& Itchy skin pus

C/S Staphylococcus

Air mattresses & Reposition wn 2 Falas

Apply Cadexomer lodine ( lodosorb powder )

Foam dressing 2 Time/wk Skin barrier
cream Skin care every day

Fungicide and Nutrition Support
Wound healing in 3 wks



Pressure injuries in : Fragile elderly Case 3 T
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* Female 79 yrs. Bed ridden Pneumonia Close Fx.

intertrochanteric Braden scale 14 Albumin =1.8
wwananuy a1 13+ Dry skin pus C/S Stap. aureus

& Pseudomonas uualnssan 3-4 cms

* Air mattresses & Reposition un 2 4alus

Wound bed preparation Apply Cadexomer
lodine ( lodoflex ) 2 wks Vacuum dressing 2
Time/wk Skin barrier cream for Skin care

e Antibiotic and Nutrition Support
 Wound healing in 16 wks



Pressure injuries in : Fragile elderly Case 4 T
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Male 85 yrs. Bed ridden DM & Sepsis Braden
scale 9 Albumin =1.7 Poor hygiene pus C/S

Stap. aureus Proteus mirabilis E.Coli
Multiple Pl anns Bone

Air mattresses & Reposition wn 2 falas

Wound bed preparation Apply Silver
sulfadiazine BID Vacuum dressing 2 Time/wk
Skin barrier cream for Skin care

Antibiotic and Nutrition Support

Palliative & Comfort care
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Pressure injuries in : Fragile elderly Case 5
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Risk Assessment & Careful inspection

Regular movement & Avoid pressure

Special mattressesand support

Nutrition and physical activity

Wound care

Incontinence care

Female 79 yrs. DM & CRF Bed ridden
On Diuretic drugs, Steroid Braden
score 9 BS=250 Albumin =1.8 Diarrhea

severe IAD due to pressure ulcer

Air mattresses & Reposition & weiugaq
Fuailauul nn 1-2 dalug

Cleansing and Apply stomahesive

powder and skin barrier film at Lesion
IAD i,fiu  Skin barrier cream ymaawii

Antibiotic Nutrition Support

Wound healing in 2 wks



* Assess the patient’ s skin regularly
* Check the patient’ s feet daily

* Turn and reposition the patient as
need

* Keep skin clean and dry use moisture
barrier cream

* Evaluate the patient’ s nutrition status

 Empowerment Care giver

Challenge Nursing . ,
Remember “ Preventing a pressure
Aging Skin care

b4

injury is basic patient care
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Thank you

ET nurse




