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UNDERSTANDING THE SKIN INTEGRITY HESI CASE STUDY: A COMPREHENSIVE
GUIDE FOR NURSING STUDENTS

For nursing students preparing for licensure exams, the Skin Integrity HESI case study represents
one  of  the  most  critical  and  commonly  encountered  assessment  formats.  These  case  studies
evaluate  a  student's  ability  to  assess,  plan,  implement,  and  evaluate  care  for  patients  with
compromised skin integrity. Whether you are studying for the HESI exit exam, preparing for clinical
rotations, or simply reinforcing your foundational nursing knowledge, mastering this content area is
essential for providing safe and effective patient care.
Skin integrity is far more than a cosmetic concern. It serves as the body's primary barrier against
infection, regulates temperature, prevents fluid loss, and provides sensory input. When this barrier is
compromised, patients face increased risks for infection, delayed healing, prolonged hospital stays,
and diminished quality of life. The HESI case study format tests your ability to recognize these risks
and respond appropriately. This article explores every facet of the Skin Integrity HESI case study,
offering practical insights, evidence-based approaches, and study strategies to help you succeed.

WHAT IS THE SKIN INTEGRITY HESI CASE STUDY?

The Health Education Systems Incorporated (HESI) exam uses case studies to evaluate clinical
judgment and critical thinking skills. A Skin Integrity HESI case study typically presents a patient
scenario involving pressure injuries, surgical wounds, diabetic ulcers, burns, or other conditions that
threaten skin health. Students must answer multiple-choice questions that assess their ability to
prioritize care, select appropriate interventions, and evaluate outcomes.
These case studies are designed to mirror real-world clinical decision-making. They require you to
integrate  knowledge  from  anatomy,  pathophysiology,  pharmacology,  nutrition,  and  nursing
fundamentals. Unlike simple recall questions, case studies demand that you apply what you have
learned  to  specific  patient  situations.  This  makes  them  both  challenging  and  invaluable  for
developing  the  clinical  reasoning  skills  you  will  use  throughout  your  nursing  career.

Why Skin Integrity Matters in Nursing

Practice
Before diving into case study strategies, it is important to understand why skin integrity receives so
much attention in nursing education and practice. The skin is the largest organ in the human body,
accounting  for  approximately  15  percent  of  total  body  weight.  It  performs  multiple  essential
functions:
Protection against pathogens and environmental hazards
The intact stratum corneum prevents bacteria, fungi, and viruses from entering the body. When this
barrier  is  broken,  infection  risk  increases  significantly,  particularly  in  hospitalized  or
immunocompromised  patients.
Thermoregulation
Through vasodilation,  vasoconstriction,  and sweat production,  the skin helps maintain a stable
internal body temperature. Extensive skin loss, such as in burn patients, disrupts this function and
can lead to life-threatening temperature instability.
Sensation and communication
Nerve endings in the skin detect pressure, pain, temperature, and touch. These sensations alert
patients  to  potential  injury  and  allow  them  to  respond  appropriately.  Patients  with  impaired
sensation, such as those with diabetic neuropathy, are at increased risk for skin damage because
they cannot feel harmful stimuli.
Fluid and electrolyte balance
Intact  skin  prevents  excessive  fluid  loss.  Patients  with  large  wounds  or  burns  can  lose  significant
amounts of fluid, leading to dehydration, electrolyte imbalances, and hypovolemic shock.

COMMON PATIENT SCENARIOS IN SKIN INTEGRITY HESI CASE STUDIES

HESI case studies typically present one of several common clinical scenarios. Familiarizing yourself
with these patterns will help you recognize key details and anticipate appropriate responses.

Pressure Injury Cases
Pressure injuries, previously called bedsores or decubitus ulcers, are among the most common skin
integrity issues in healthcare settings. These cases often involve older adults, patients with limited
mobility, or individuals recovering from surgery. The case study might describe an immobile patient
with redness over the sacrum, heels, or elbows. You may be asked to stage the pressure injury,
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select  appropriate  repositioning  schedules,  choose  wound dressings,  or  identify  early  signs  of
breakdown.

Diabetic Ulcer Cases
Patients with diabetes frequently develop foot ulcers due to peripheral neuropathy, poor circulation,
and impaired healing. A typical HESI case study might present a patient with a non-healing wound
on the plantar surface of the foot. Questions may focus on wound assessment, infection control,
offloading pressure, blood glucose management, and patient education about foot care.

Surgical Wound Cases
Postoperative patients are at risk for wound dehiscence, infection, and delayed healing. Case studies
might involve a patient who had abdominal surgery and now shows signs of wound infection, such
as increased drainage, redness, warmth, or purulent exudate. You may need to identify proper
wound cleaning techniques,  recognize signs of  complications,  or  determine when to notify the
healthcare provider.

Burn Injury Cases
Burn  cases  test  your  knowledge  of  fluid  resuscitation,  wound  care,  infection  prevention,  and  pain
management. You might encounter a patient with partial-thickness or full-thickness burns covering a
specific body surface area. Questions could involve calculating fluid requirements using the Parkland
formula, selecting topical antimicrobial agents, or identifying signs of inhalation injury.

KEY ASSESSMENT FRAMEWORKS FOR SKIN INTEGRITY

When  approaching  a  Skin  Integrity  HESI  case  study,  you  need  a  systematic  framework  for
assessment. The following tools and models are commonly referenced in nursing education and will
help you organize your thinking.

The Braden Scale for Predicting Pressure
Ulcer Risk
This widely used assessment tool evaluates six subscales: sensory perception, moisture, activity,
mobility, nutrition, and friction or shear. Each subscale is scored from one to four, with lower scores
indicating higher risk.  A total  score of 18 or below suggests increased risk for pressure injury
development. In a case study, you might be asked to calculate a Braden score based on patient
information and then recommend interventions appropriate to the risk level.

The Norton Scale
Similar to the Braden Scale, the Norton Scale assesses physical condition, mental state, activity,
mobility,  and incontinence. Scores range from five to 20, with lower scores indicating greater risk.
This tool is particularly common in geriatric care settings and may appear in case studies involving
older adult patients.

Wound Staging Systems
Accurate wound staging is essential for proper treatment and documentation. The National Pressure
Injury Advisory Panel (NPIAP) staging system is the standard:

Stage 1: Non-blanchable erythema of intact skin
Stage 2: Partial-thickness skin loss with exposed dermis
Stage 3: Full-thickness skin loss with visible subcutaneous fat
Stage 4: Full-thickness skin loss with exposed bone, tendon, or muscle
Unstageable: Full-thickness skin loss with slough or eschar obscuring the wound bed
Deep Tissue Injury: Persistent non-blanchable deep red or purple discoloration

Case studies  frequently  ask  you to  identify  the stage based on wound description.  Pay close
attention to key descriptors such as tissue types present, depth of involvement, and whether bone
or muscle is visible.

NURSING INTERVENTIONS AND CARE PLANNING

Once  you  have  assessed  the  patient  and  identified  the  problem,  the  next  step  is  developing  an
appropriate  care plan.  HESI  case studies  will  test  your  ability  to  select  interventions that  are
evidence-based, prioritized, and tailored to the specific patient situation.

Pressure Redistribution and Positioning
For patients at risk for pressure injuries, regular repositioning is a fundamental intervention. The
standard is  to reposition every two hours,  although some patients may require more frequent
changes. Use positioning devices such as pillows, foam wedges, and pressure-reducing mattresses.
Avoid positioning directly on bony prominences whenever possible. In a case study, you might need
to select the best positions for a specific patient or identify incorrect positioning techniques.

Moisture Management
Excessive moisture from incontinence, perspiration, or wound drainage macerates the skin and
increases  breakdown risk.  Interventions  include  using  moisture-wicking  briefs,  applying  barrier
creams or ointments, changing linens promptly, and using absorbent dressings. The case study may
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describe a patient with incontinence-associated dermatitis and ask you to distinguish it from a Stage
1 or Stage 2 pressure injury.

Nutrition and Hydration Support
Wound healing requires adequate protein, calories, vitamins, and minerals. Key nutrients include
vitamin C for collagen synthesis, zinc for cell proliferation, and protein for tissue repair. Malnourished
patients may require dietary supplements or enteral nutrition. In a case study, you might be asked
to  identify  nutritional  deficiencies  based  on  lab  values  or  recommend  appropriate  dietary
modifications.

Wound Care and Dressing Selection
Dressing selection depends on wound characteristics such as exudate level, presence of infection,
tissue type, and wound depth. Common dressing categories include:

Alginates and hydrofibers: For moderate to heavy exudate
Foam dressings: For moderate exudate with need for cushioning
Hydrocolloids: For light to moderate exudate on clean wounds
Transparent films: For superficial wounds or as secondary dressings
Antimicrobial dressings: For infected or heavily colonized wounds
Collagen dressings: For chronic, non-healing wounds

Case studies often present a wound description and ask you to select the most appropriate dressing.
Consider the wound's exudate level, the presence of slough or eschar, and whether infection is
present.

INFECTION PREVENTION AND RECOGNITION

Infection  is  a  significant  complication  of  compromised  skin  integrity.  HESI  case  studies  frequently
test your ability to recognize signs of infection and implement appropriate prevention strategies.

Signs of Wound Infection
Local signs include increasing pain, erythema, edema, warmth, purulent drainage, and foul odor.
Systemic signs may include fever, leukocytosis, and malaise. In older adults or immunocompromised
patients, infection may present atypically with confusion, decreased appetite, or altered functional
status. Be prepared to identify these subtler presentations in case study questions.

Wound Culture Techniques
When infection is suspected, a wound culture may be ordered. The correct technique involves
cleaning the wound with  normal  saline  first,  then rotating the swab over  viable  tissue rather  than
exudate or eschar. If the case study describes a culture collection technique, watch for errors such
as culturing old drainage or failing to clean the wound first.

Antimicrobial Stewardship
Not  all  wounds  require  systemic  antibiotics.  Topical  antimicrobials  may  be  sufficient  for  localized
infection. Systemic antibiotics are indicated when there is evidence of spreading cellulitis, systemic
infection,  or  osteomyelitis.  Case  studies  may  ask  you  to  differentiate  between  colonization  and
infection  or  to  identify  when  antibiotic  therapy  is  warranted.

PATIENT EDUCATION AND DISCHARGE PLANNING

Effective patient education is crucial for preventing skin integrity problems and promoting healing.
HESI case studies often include questions about what to teach the patient or caregiver before
discharge.

Skin Inspection Education
Teach patients and families to inspect the skin daily, paying special attention to bony prominences,
areas under medical devices, and locations where skin folds against skin. Use a mirror for hard-to-
see areas or ask a family member to assist. Report any redness, swelling, warmth, or breaks in the
skin promptly.

Nutritional Guidance
Educate patients about the importance of adequate protein intake for wound healing. Good sources
include  lean  meats,  poultry,  fish,  eggs,  dairy  products,  legumes,  and  soy.  Emphasize  the  role  of
vitamin C from citrus fruits, berries, and vegetables, as well as zinc from nuts, seeds, and whole
grains. For patients with diabetes, stress the importance of blood glucose control in wound healing.

Lifestyle Modifications
Smoking cessation is critical because nicotine constricts blood vessels and reduces oxygen delivery
to  tissues.  Patients  who  smoke  should  be  offered  resources  for  quitting.  Regular  physical  activity,
within  the  limits  of  their  condition,  helps  maintain  circulation  and  overall  health.  Weight
management reduces pressure on bony prominences and improves mobility.
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COMMON PITFALLS IN SKIN INTEGRITY HESI CASE STUDIES

Understanding common mistakes can help you avoid them during the exam. Here are several pitfalls
to watch for:

Confusing staging with treatment – Knowing the stage of a pressure injury is important, but
treatment decisions also depend on wound characteristics. A Stage 3 wound with heavy exudate
requires different management than a Stage 3 wound that is clean and dry.


