
Docherty and McCallum, Foundation Clinical Nursing Skills 
Chapter 8 – Personal cleansing and dressing 

 

OXFORD H i g h e r   E d u c a t i o n 
© Oxford University Press, 2009. All rights reserved 

Skin care 
 
Step 
 
Cleanse hands.  

Wear apron , gloves.  

Gain patient’s consent, incorporating choices and preferences.  

Provide privacy.  

Assess the patient’s needs for skin care.  

Negotiate the practice of skin care with the patient or the patient’s family: 
provide explanations and rationale. 

 

Select appropriate equipment.  

Prepare the patient for examination and skin care.  

Observe the condition of the skin.  

Select soap, cleanser, or emollient cleanser.  

Rinse.  

Dry  

Apply lotion or cream; this should be smoothed not rubbed.  
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Showering or bathing the semi-independent patient 
 
EQUIPMENT 
• Cleanser 
• Disposable cloths or wipes 
• Towels 
• Change of clothing 
• Gloves 
• Apron 
Key point: The nurse should be aware of changes to a patient’s skin condition and should 
report any such changes to senior nursing staff or medical staff in addition to documenting 
them in the patient’s nursing notes. These changes may be caused by a variety of factors, 
such as infection, disease processes, pressure damage, allergies, or side effects from drugs 
or topical therapies. 
 
Step 
 
Prepare shower or bath area: the area should be adequately cleansed 
according to local infection control policies and procedures. 

 

Cleanse hands prior to the procedure, put on gloves and apron.  

Explain procedure to the patient.  

Gain patient’s consent and incorporate choices and preferences.  

Ensure privacy—curtains, door closed with displayed engaged sign.  

Ensure access to the patient does not pose any physical risk to nurse or 
patient. 

 

Collect all equipment and have ready in shower or bathroom.  

Shower: run water to reach desired temperature, checking temperature of 
water on back of forearm. 
Bath: run water to desired depth and check temperature on back of 
forearm. 

 

Assist patient to the shower or bathroom using appropriate moving and 
handling techniques or equipment. 

 

Assist patient to wash, using cleanser and cloths. 
Patient may wish to be left to wash independently. If safe, explain how to 
use the emergency call system, to alert for help. 

 

When patient has finished assist patient to exit the shower or bath using 
appropriate moving and handling techniques and equipment. 

 

Assist the patient to dry, taking particular care to dry adequately between 
skin folds. 

 

Apply emollient to skin, ensuring correct amount is used.  

When patient has finished, assist to exit shower or bathroom, using 
appropriate moving and handling techniques/equipment. 
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Washing a patient in bed 
 
EQUIPMENT 

• Cleanser 
• Disposable cloths or wipes 
• Towels 
• Basin 
• Change of clothing 
• Gloves 
• Apron 

 
Step 
 
Explain the need for the procedure, reassure and gain consent, incorporating 
patient choices and preferences. 

 

Prepare all necessary equipment in advance.  

Cleanse hands, put on gloves and apron.  

Ensure privacy: curtains and door closed with displayed engaged sign (if 
available). 

 

Ensure that help is available from another member of the ward team to assist 
with mobilizing (if required). 

 

Ensure that there is sufficient room to arrange basin, cleanser, towel, in a safe 
and orderly fashion on a stable work surface. 

 

Assist patient out of their night attire. 
Loosen bed-clothes and remove excess blankets, leaving the patient 
sufficiently covered. 

 

Position waterproof/protective materials strategically around the patient (such 
as water- absorbent pads) if necessary, repositioning as required (see Fig. 
8.2). 

 

Dependent on patient’s condition: hand-hot water (no hotter than 45° C) 
should be used. 
Slightly cooler water may be more appropriate if the patient is febrile (has a 
fever). 

 

Consider patient’s preferences for soap, cleanser, toiletries, or other products.  

Apply soap or cleanser sparingly and rinse thoroughly.  

Change water regularly.  

Take a systematic approach, washing, rinsing and drying as you go. Begin 
with the patient’s hands, then face and neck, then arms, axillae, the front of 
the upper body, legs and feet, then perineum/groin. Change water before 
turning patient onto their side and finishing with upper body, buttocks and anal 
region. Expose only those areas necessary for washing. 

 

Immerse hands, and if possible, feet in water when washing these parts (see 
Fig. 8.3). 
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Use disposable materials as required.  

Involve the patient in the procedure: particularly washing of face, and the 
perineal/groin area, and in repositioning. 

 

Ensure effective drying, especially between toes; cleft of the buttocks, axillae, 
and perineum. 

 

Pat dry rather than rub dry.  

Apply emollient to the skin, as appropriate, ensuring correct amount is used.  

When bathing is complete, change any linen as required and remake bed, 
assist patient into fresh night-attire, and leave in a comfortable position. 
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Shaving facial hair 
 
Step 
 
Explain the procedure to the patient.  

Gain patient consent.  

Cleanse hands prior to the procedure, put on gloves and apron.  

Ensure privacy: curtains, door closed with displayed engaged sign.  

Ensure that access to the patient does not pose any physical risk to nurse or 
patient. 

 

Collect all equipment and have ready to patient’s vicinity.  

Fill bowl or basin with warm water and check temperature on own forearm.  

Wet area and apply shaving cleanser.  

Shave patient using slow, short strokes, following hair growth (see Fig. 8.4).  

Once completed, wash residual cleanser from patient’s face.  

Dry patient’s skin with a clean dry towel.  
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Hair care 
 
EQUIPMENT 

• Waterproof pads or drawsheet and polythene lining 
• Shampoo and conditioner of patient’s choice 
• Hair dryer 
• Head and shoulder tray 
• Jug with warm water for rinsing 
• Large bucket to collect water 

 
Step 
 
Explain the need for the procedure, reassure, and gain consent. Incorporate 
patient choices and preferences. 

 

Gather the equipment, including any prescribed shampoo.  

Position the patient correctly.  

Test water temperature: it should feel warm to touch.  

Wet hair, apply shampoo, and massage into scalp for two or three minutes 
(follow product guidelines and instructions). 

 

Rinse hair, massaging the scalp, and removing all trace of shampoo.  

Repeat if necessary.  

Apply conditioner, if required, massaging into scalp and throughout the length 
of the hair. 

 

Rinse thoroughly.  

Remove tray, all wet and damp linen, and bucket.  

Wrap patient’s head in towel.  

Reposition patient upright if possible and dry hair with hairdryer, noting patient 
preference for style, and so on. 

 

Remove equipment from the environment.  
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Eye care 
 
EQUIPMENT 

• Gallipot 
• Swabs 
• Disposable towel 
• Gloves 
• Disposal bag 
• Sterile solution (normal saline) 

 
Step 
 
Cleanse hands.  

Explain the procedure to the patient.  

Ensure privacy.  

Prepare sterile equipment: gallipot, swabs and disposable towel (see Fig. 8.6).  

Nontouch technique: consider the possibility of wearing gloves.  

Pour prescribed solution into gallipot.  

Prepare patient and environment.  

Ask the patient to close the eyes.  

Begin with the uninfected eye or the eye least affected.  

Moisten the swab in the solution.  

Applying gentle pressure, swab from the inner aspect of the eye (canthus) 
outwards, starting with the lower eyelid (see Fig. 8.7). 

 

Use one swab per sweep.  

Continue procedure until debris is completely removed from the lower eyelid, 
then repeat for the upper eyelid. 

 

On completion, ensure that the patient is comfortable and that all used 
equipment is disposed of properly. 
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Brushing a patient’s teeth 
 
EQUIPMENT 

• Patient’s own toothbrush (or equivalent), toothpaste, floss, denture cleaning 
materials. The size of toothbrush should be appropriate to the individual 

• A small torch may be required 
• Prepare some plain, tepid water for rinsing 
• Prepare a receptacle (disposable bowl) to collect expelled mouth-rinse 
• Tissues 

 
Step 
 
Wash hands.  

Wear gloves.  

Explain and gain consent, incorporating patient choices and preferences.  

Provide privacy.  

Gather materials.  

Prepare patient. Position patient upright where possible, in a good light. 
Where the patient’s condition prohibits this position, the patient should adopt a 
position on their side. 

 

Drape towel around the patient’s shoulders.  

Inspect the mouth.  

Provide the patient with their toothbrush, prepared with a pea-sized amount of 
toothpaste. 

 

If necessary, assist the patient to manipulate the toothbrush and move it in 
such a way as to achieve a cleansing motion (see Fig. 8.9). Use a teddy or 
doll to demonstrate the movements required to a child. 

 

Assist the patient to expel used toothpaste and food particles into disposable 
bowl: finish with a rinse of tepid water and offer tissues to dry lips. 

 

If appropriate, apply lip balm, and if prescribed, apply medication such as 
acyclovir for herpes simplex if present. 

 

 
 



Docherty and McCallum, Foundation Clinical Nursing Skills 
Chapter 8 – Personal cleansing and dressing 

 

OXFORD H i g h e r   E d u c a t i o n 
© Oxford University Press, 2009. All rights reserved 

Cleaning a patient’s dentures 
 
Cleaning dentures may be a small part or the predominant feature of oral care. The following 
actions should be incorporated into care where appropriate, based on your assessment. 
 
EQUIPMENT 

• Denture container 
• Denture brush or toothbrush 
• Denture cleaner 
• Box of disposable tissues 
• A cup of water 

 
Step 
 
Gather the equipment.  

Clearly label the denture container with patient’s name and hospital number.  

Explain procedure to patient and gain their consent: negotiate an appropriate 
time for this procedure, incorporating patient choices. 

 

Wear gloves.  

Provide privacy.  

Ask patient to remove dentures and place them in a denture container. If the 
patient cannot do this, use a gauze swab to help grip and manoeuvre the 
upper plate and then the lower plate from the mouth, placing these into the 
denture container. 

 

Offer water to the patient to rinse the mouth and expel into a disposable bowl.  

Visually inspect the gums for any health problems.  

Take dentures in their container to a sink and, using the toothbrush and 
cleanser, scrub clean under warm water (Fig. 8.10). 

 

If necessary soak badly stained or soiled dentures: sometimes patients 
routinely do this at night. 

 

Rinse dentures thoroughly.  

Rinse denture container  

Return dentures to patient immediately and assist patient to reposition them.  
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Assisting a patient with dressing 
 
Step 
 
Explain the procedure to the patient.  

Gain the patient’s consent, incorporating patient choice and preferences.  

Ensure privacy: curtains or door closed with displayed engaged sign.  

Ensure access to the patient does not pose any physical risk to the nurse or 
patient. 

 

After consultation with the patient, collect all clothing required and have ready 
next to the patient. 

 

With patient sitting down, place feet into leg openings of underwear and pull 
up legs. Trousers, skirts, and hosiery to be worn can then be applied in the 
same way before standing patient up. 

 

Assist patient to stand (using equipment if appropriate and necessary). Adjust 
pants or knickers and trousers upwards, ensuring correct position. 

 

For adult female patients place arms into openings of straps of bra and fasten 
(may be back or front fastening), with patient assisting if able to do so. 

 

If a vest is required, place head through neck opening of garment, then each 
hand through corresponding arm openings and adjust into place. 

 

Apply additional clothing in the same way, with patient assisting wherever 
possible and appropriate. Once garments have been applied, fastenings 
should be secured and then ensure they are positioned appropriately, to avoid 
causing trauma or pressure damage. 
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Aseptic technique for wound care 
 
It is essential to gather all equipment before the procedure to avoid interrupting the procedure 
and risking contamination: 
 
EQUIPMENT 

• Clean trolley or bedside table (cleaned with 70% alcohol) 
• Apron 
• Dressing pack (with or without forceps) 
• Cleansing solution (normal saline) 
• New dressing or other equipment needed for procedure 
• 20 ml syringe and green needle for rinsing wound 
• Sterile gloves 
• Disposal bag 
• Alcohol gel 

 
Step 
 
Explain procedure to the patient.  

Position the patient as required.  

Put apron on and wash hands using handwash then alcohol gel.  

Prepare table or trolley to create ‘sterile field’.  

Open dressing pack and place on surface.  

Open the pack touching the corners only.  

Open other packs and allow to drop onto the ‘sterile’ field.  

Pour cleansing solution into the gallipot without touching the gallipot.  

Using the forceps arrange the items on the sterile field (see Fig. 8.15).  

Use the same forceps to remove the old dressings and then discard.  

Put on sterile gloves handling only the wrist sections and not touching the 
fingers. 

 

Cleanse the wound (area) using saline in syringe and needle.  

Apply a new dressing using gloved hands.  

Remove gloves and place in disposal bag.  

Clear the area: sharps in sharps bin and waste in relevant waste bin.  

Wash hands using handwash then alcohol gel  

Discuss outcome with the patient and reposition patient.  
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Removing sutures 
 
EQUIPMENT 

• Trolley (if in secondary care) 
• Dressing pack with forceps 
• Normal saline 
• Suture remover (see Fig. 8.16) 
• Gloves (sterile) 
• Disposal bag 
• Occlusive dressing with absorbent pad (not always necessary) 

Step 
Explain procedure to the patient.  

Wash hands.  

Position patient appropriately.  

Observe the wound.  

Open the dressing pack and equipment onto sterile field.  

Put on the sterile gloves.  

Pour the saline into the gallipot.  

Clean the sutures at the point where they enter the skin.  

Using the forceps, lift knot of the suture using the cut end of the suture.  

Check that the patient is not in pain.  

Cut the suture under the knot using the stitch cutter.  

Pull on the suture using the forceps.  

Remove alternate sutures.  

Check the wound for signs of dehiscence.  

Once content that the wound is intact, continue to remove the remaining sutures.  

Check the wound for signs of leakage.  

If the wound is leaking, apply absorbent occlusive dressing.  

If the wound remains painful, consult a senior member of staff.  

Advise patient on the signs of wound infection.  

Wash hands.  

Record in the patient’s notes that the procedure has been carried out, the 
number of sutures removed, the patient’s well-being, and wound assessment 
post removal. 

 

Clear and clean the trolley used, disposing of sharps appropriately.  
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Removing staples 
 
EQUIPMENT 

• Trolley (if in secondary care) 
• Dressing pack with forceps 
• Normal saline 
• Staple remover (see Fig. 8.17) 
• Gloves (sterile) 
• Disposal bag 
• Occlusive dressing with absorbent pad (not always necessary) 

 
Step 
 
Explain procedure to the patient.  

Wash hands.  

Position patient appropriately.  

Observe the wound.  

Open the dressing pack and equipment onto sterile field.  

Put on the sterile gloves.  

Pour the saline into the gallipot.  

Clean the wound around the outside where the staples enter the skin.  

Using the staple remover, slide the hook under the staple and fully depress the
handle, bending the staple and remove the staple from the wound. 

 

Check that the patient is not in pain.  

Remove alternate clips.  

Check the wound for signs of dehiscence.  

Once content that the wound is intact, continue to remove the remaining clips.  

Check the wound for signs of leakage.  

If the wound is leaking, apply absorbent occlusive dressing.  

If the wound remains painful, consult a senior member of staff.  

Advise patient on the signs of wound infection.  

Wash hands.  

Record in the patients’ notes that the procedure has been carried out, the 
number of staples removed, the patient’s well-being, and wound assessment 
post removal. 

 

Clear and clean the trolley used, disposing of sharps appropriately.  
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Removal of clips 
 
EQUIPMENT 

• Trolley (if in secondary care) 
• Dressing pack with forceps 
• Normal saline 
• Clip remover 
• Gloves (sterile) 
• Disposal bag 
• Occlusive dressing with absorbent pad (not always necessary) 

Step 
Explain procedure to the patient.  

Wash hands.  

Position patient appropriately.  

Observe the wound.  

Open the dressing pack and equipment onto sterile field.  

Put on the sterile gloves.  

Pour the saline into the gallipot.  

Clean the clips with saline at the point where they enter the skin.  

Using the clip removal insert into the grooves on the clip.  

Check that the patient is not in pain.  

Depress the centre of the clip removers.  

Once free from the skin remove the clip.  

Remove alternate clips.  

Check the wound for signs of dehiscence.  

Once content that the wound is intact, continue to remove the remaining clips.  

Check the wound for signs of leakage.  

If the wound is leaking apply absorbent occlusive dressing.  

If the wound remains painful consult a senior member of staff.  

Advise patient on the signs of wound infection.  

Wash hands.  

Record in the patient’s notes that the procedure has been carried out, the 
number of clips removed, the patient’s well-being, and wound assessment 
post removal. 

 

Clear and clean the trolley used, disposing of sharps appropriately.  
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Total patient care 
 
Step 
 
Assess patient’s holistic needs. Refer to multiple sources for your assessment: 
the patient’s care plan, written and verbal handover instructions, and 
interaction with the patient. 

 

Plan patient care for the immediate period (whether it is morning, afternoon, 
evening, or night). 

 

Discuss with the patient your intentions for delivering care, consider the 
feedback you receive, incorporate patient choices and gain consent. 

 

Negotiate assistance from other members of the caring team: integrate 
planned activity into the overall work of the ward or unit schedule of planned 
activities. 

 

Gather equipment and organize immediate environment. For example, hoist, 
bed-bathing equipment, dressing equipment, shaving equipment, and bedlinen 
may be required; monitoring equipment, drug administration materials and 
drugs may be required. 

 

Consider patient safety and ensure that the patient is involved as much as 
possible. 

 

Acknowledge that some aspects of total patient care may require special 
consideration and non-touch or aseptic technique must be used when 
appropriate. Wash hands and wear gloves as appropriate. 

 

Respect patient dignity, choice, and consent.  

Tidy as you go along: remove hazardous material from the immediate 
environment as soon as possible: for example, soiled dressings, incontinence 
pads, basins of used bath water 

 

Complete procedure by leaving patient comfortable and safe.  

 
 
 


