
 
Study Guide for Wound Care - 2020 
 
1. Overview 

a. In the management of wounds it is imperative to understand principles of wound healing. 
b. Assessment and critical thinking is essential to lower extremity preservation.   
b. Knowledge of the standards of care for (1) diabetic foot ulcers (DFU), (2) chronic venous 

ulcers, and (3) pressure ulcers, including long term management is vital. 
 
2. Objectives for the workshop 

a. Describe pathophysiology in development of venous ulceration  
b. Differentiate between cellulitis and venous hypertension 
c. Differentiate between lymphedema, lipedema, and venous HTN 
d. List three primary goals of care when managing a patient who presents with a chronic 

venous ulceration 
e. Describe three standard of care principles in managing a DFU including the “gold standard” 

for DFU 
f.  Understand principles for healing moist wounds 
g. Demonstrate how to perform a proper wound culture and compression wrap 
 

3. Required Readings and Videos 
a. Articles 

i. Armstrong, D. G., Boulton, A. J. M., & Bus, S. A. (2017). Diabetic foot ulcers and their 
recurrence. New England Journal of Medicine, 376(24), 2367-2375. https://arizona-
primo.hosted.exlibrisgroup.com/permalink/f/1h28lag/TN_nejm10.1056/NEJMra1615439 

ii. Campbell, K. E., Baronoski, S., Gloeckner, M., Holloway, S., Idensohn, P., Langemo, D., 
& LeBlanc, K. (2018). Skin tears: Prediction, prevention, assessment, and management. 
Nurse Prescribing, 16(12), 600-607. 

iii. Bauer, K., Rock, K., Nazzal, M., Jones, O., & Qu, W. (2016). Pressure ulcers in the 
United States’ inpatient population from 2008 to 2012: Results of a retrospective 
nationwide study. Ostomy Wound Management, 62(11), 30-38. 

iv. Carmel, J. (2011). Venous ulcers. In R. A. Bryant & D. P. Nix (Eds.) Acute & chronic 
wounds: Current management concepts (4th ed.) (pp. 194-212). St. Louis, MO: 
Elsevier/Mosby. 

b. YouTube Videos:  
i. Q&A – Lymphedema for Healthcare Professionals – Lymphatic and  Venous Disorders. 

• https://www.youtube.com/watch?v=xGMQCFlXu_4  
ii. Total Contact Cast for Diabetic Foot Ulcers 

• https://www.youtube.com/watch?v=jHZt0naRnbM  
iii. Diabetic Foot Wounds and Diabetic Limb Salvage Presentation. 

• https://www.youtube.com/watch?v=clai-yMq6PE  
iv. Venous Leg Ulcer 

• https://www.youtube.com/watch?v=HGTQ609epXk 
v. Multilayer Compression Wrap for Venous Ulcers 

• https://www.youtube.com/watch?v=kMpswpqUwY4 
 

4. Required Procedure Competencies 
a. Equipment 

• Bandages 
• Pink saline bullets 
• 4X4 Gauze 

https://arizona-primo.hosted.exlibrisgroup.com/permalink/f/1h28lag/TN_nejm10.1056/NEJMra1615439
https://arizona-primo.hosted.exlibrisgroup.com/permalink/f/1h28lag/TN_nejm10.1056/NEJMra1615439
https://arizona-primo.hosted.exlibrisgroup.com/permalink/f/1h28lag/TN_nejm10.1056/NEJMra1615439
https://arizona-primo.hosted.exlibrisgroup.com/permalink/f/1h28lag/TN_nejm10.1056/NEJMra1615439
https://www.youtube.com/watch?v=xGMQCFlXu_4
https://www.youtube.com/watch?v=xGMQCFlXu_4
https://www.youtube.com/watch?v=jHZt0naRnbM
https://www.youtube.com/watch?v=jHZt0naRnbM
https://www.youtube.com/watch?v=clai-yMq6PE
https://www.youtube.com/watch?v=clai-yMq6PE
https://www.youtube.com/watch?v=HGTQ609epXk
https://www.youtube.com/watch?v=HGTQ609epXk
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• Tape 
• Disposable curettes 
• Culture kits 
• Large bandage scissors 
• Coban Lite (3M product with very specific mmHg when applied) or Profore (a high 

pressure compression) 
b. Examine the client.   

i. You will find: 
• Swollen erythematous lower extremities 
• Chronic ulceration 

c. Assess and document neurovascular status 
• General: gait, footwear 
• Vascular: pedal pulses (not reliable), color (hemosiderin staining), temperature of the 
limb, capillary refill of the toes 
• Skin/wound assessment: location, peri-wound, wound edge (epibole), exudate, slough, 
odor 

d. Choose proper dressing 
e. Whom to refer to; where and when 
f.    Follow up management for chronic disease 

 
5. During CSI Skills Lab 

a. Prior to arriving, you are expected to have read and watched the above. The skills lab is 
intended to build upon the above information and allow you to engage in a more patient-
centered way.  

b. You will spend sixty minutes at this skills station. This will be divided in the following 
manner: 

i. 5 minutes: Short introduction to the skill 
ii. 5 Minutes: Focused HPI (consider pointing out one student for OLDCARTS) and 

Basic Exam  
iii. 45 Minutes: Procedure -  

       Culture – Levine technique; Two-layer compression wrap; Selective    
      debridement of a wound 

iv. 5 Minutes: Final Report and Preceptor Presentation 
c. Please see the Case Study Worksheet on the next page 



Case Study Worksheet: Student Guide 
 
CC: Mrs. A is a 63 year old woman with a non-healing wound on the L lower extremity 
 

O Onset  
L Location/radiation  
D Duration  
C Character  
A Aggravating 

factors 
 

R Relieving factors  
T Timing  

 
• Considering these answers, are there any follow up questions you would ask that would not be 

asked below in the ROS? 
 
ROS: Given the above, which systems will you focus on? 
 

General  
HEENT  

Respiratory  
Cardiovascular  
Musculoskeletal  

Skin  
Endocrine  

GI/GU  
Genital  
GYN (if 

applicable) 
 

Neuro/Psych  
 
Exam: 

• How would you document the exam? 
 
Differential Diagnoses: 

• List three differentials in their order of likelihood 
1. Probable:   
2. Possible:   
3. Unlikely:   

 
Preceptor Report: 
 
 



Case Study Worksheet: Instructor’s Guide 
 
CC: Mrs. A is a 63 year old woman with a non-healing wound on the L lower extremity 
 

O Onset 6 weeks ago 
L Location/radiation Left medial malleolus 
D Duration  
C Character Non-healing, worsening 
A Aggravating 

factors 
 

R Relieving factors None 
T Timing Constant 

 
• Considering these answers, are there any follow up questions you would ask that would not be 

asked below in the ROS? 
o Have you had a wound like this before? 
o Have you tried to put anything on the wound? 

 
ROS: Given the above, which systems will you focus on? 
 

General Overall appearance, gait, footwear 
HEENT  

Respiratory  
Cardiovascular (Vascular) Pedal pulses; 
Musculoskeletal Swollen erythematous lower extremity, without warmth 

Skin Trophic skin changes; Wound assessment – location, peri-wound 
(temp, color); wound base (quality of tissue slough); wound edges 
(epibole, odor, drainage) 

Endocrine  
GI/GU  

Genital  
GYN (if 

applicable) 
 

Neuro/Psych Monofilament – check for sensation 
 
Exam: 

• How would you document the exam? 
Differential Diagnoses: 

• List three differentials in their order of likelihood 
1. Probable:  Venous ulceration 
2. Possible:  Diabetic ulceration of the lower extremity 
3. Unlikely:  Cellulitis 

Preceptor Report: 
Mrs. A is a 63 year old female who reports to the clinic with a complaint of a non-healing spider bite.  
She states she noticed the bite about six weeks ago. She’s been treating at home with hydrogen 
peroxide and covering with antibiotic ointment. Lately the drainage has increased and the dressings 
smell (using sanitary napkins) which has prompted her to make appt.  Exam: bilateral LE pitting 
edema, negative stemmers sign, 3.5 cm by 6 cm ulcer left medial malleolus. Malodor with LE 
erythema without warmth. Covered with slough and has dry exudate on the peri-wound. The wound is 
exquisitely painful.  
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Skin tears: Prediction, prevention, 
assessment and management
Karen E Campbell, Sharon Baronoski, Mary Gloeckner, Samantha Holloway,  
Patricia Idensohn, Diane Langemo and Kimberly LeBlanc

Abstract
Skin tears are a significant problem for patients and the nurses who 
treat them. Estimates of their prevalence differs around the world, but 
there is strong evidence to suggest that they occur more frequently 
than pressure ulcers. In the past few years there has been an 
increased focus and research into skin tears, and the International 
Skin Tear Advisory Panel has developed internationally recognised 
best practice recommendations in this important field for the global 
wound care community. This article will review the most current 
research and best practice recommendations for the prediction, 
prevention, assessment and treatment of skin tears. 

Key words: Skin tears; skin tear assessment; skin tear 
management; skin tear prevention 
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Skin tears are a common, but largely unrecognised 
acute wound that if left untreated can become 

chronic, particularly if they occur on the lower limb 
(Baronski et al, 2011; Stephen-Haynes and Carville, 
2011). In individuals who are acutely ill or who have 
several chronic diseases, skin tears can become both 
chronic and complex and can result in misdiagnoses 
and mismanagement leading to complications such as 
pain, infection, delayed wound healing and increase 
costs to the healthcare system.

According to the International Skin Tear Advisory 
Panel (ISTAP) (LeBlanc et al, 2011:1):

‘A skin tear is a wound caused by shear, friction, and/
or blunt force resulting in separation of skin layers. 
A skin tear can be: partial-thickness (separation 
of the epidermis from the dermis) or full-thickness 
(separation of both the epidermis and dermis from 
underlying structures).’ 

There is now an increasing body of evidence to guide 
the prevention, assessment and treatment of skin tears. 
This has been led mainly by ISTAP, which was formed to 
raise international awareness of the prediction, assessment, 
prevention, and management of skin tears. ISTAP includes 
a broad range of health professionals representing: North 
America, South America, Europe (including the UK), 
Asia, the Middle East, Australia/New Zealand, and Africa 
(http://www.skintears.org/). The purpose of this article 
is to present the existing national and international 
literature relating to the prediction, prevention, assessment 
and management of skin tears, which can be used to by 
clinicians to inform clinical practice.

Prevalence of skin tears
The prevalence of skin tears prevalence in long-term 
care facilities has been identified at 10–54% (Everett 
and Powell, 1994; LeBlanc et al, 2013a; Carville 
and Smith, 2004; McErlean et al, 2004; Woo and 
LeBlanc, 2014), and 4.5–19.5% in all age groups in the 
community (Carville and Smith, 2004; LeBlanc et al, 
2008; Strazzieri-Pulido et al, 2015). While in acute care 
prevalence ranges from 3.3–22% (Amaral et al, 2012; 
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Strazzieri-Pulido et al, 2015), and 30% in palliative care 
settings (Maida et al, 2012). In the paediatric acute care 
setting, one study reported a skin tear prevalence of 
17% (McLane et al, 2004). A recent audit of in-patients 
in acute hospitals across Wales identified a prevalence 
of 2.57% (Clark et al, 2017). 

Predisposing risk factors
Skin tears are more prevalent with, but not limited 
to, the extremes of age, for example the physiological 
characteristics of neonatal/infant skin may affect the 
skin’s ability to resist shear, friction and/or blunt force 
(LeBlanc et al, 2011). Infant skin is not fully matured 
and remains at high risk of skin tears until 3 years of 
age. Furthermore, skin changes related to extremes 
of age and those who are critically or chronically ill 
put these patients at higher risk (LeBlanc et al, 2011). 
Dry skin (xerosis) in combination with advancing age 

Table 1. Modifiable and non-modifiable 
risk factors for skin tears 
Modifiable risk factors Non-modifiable risk 

factors 

Xerosis 
Pruritus 
Types of medical adhesives used 
Care during activities of daily living 
Falls risk 
Medications 
Nutritional status 
Trauma 
Health professionals’ approach 
to managing individuals with 
aggressive behaviour/cognitive 
impairment

Photo-ageing 
Skin changes with ageing 
including dermatoporosis 
Critical and chronic illness 
Dementia/cognitive impairment
Visual/auditory/sensory 
impairment
Aggressive behaviour 
Requiring assistance with 
activities of daily living

From: LeBlanc et al (2013b)

Table 2. ISTAP guide for the prevention of skin tears
Risk factor Individual Caregiver/provider

General health • Self-management approach  
  (if cognitive function not impaired)
• Educate patient on skin 
  tear prevention and promote 
  active involvement in treatment 
  decisions (if cognitive function 
  is not impaired)
• Optimise nutrition and hydration
• Educate patients on medicine- 
  induced skin fragility (e.g. topical 
  and system steroids)

• Safe patient environment
• Educate client and/or circle of caregivers
• Protect from self-harm
• Dietary consult if indicated
• Extra caution with extremes of body mass index (<20 or >30kg/m2)
• Review polypharmacy for medication reduction/optimisation
• Medical review of comorbidities for improved management
• Educate caregivers on gentle patient handling
• Educate caregivers on skin fragility with extremes of age
• Educate caregivers on medicine-induced skin fragility (e.g. topical  
  and system steroids)

Mobility • Encourage active involvement  
  if physical function not impaired
• Appropriate selection and use  
  of assistive devices

• Daily skin assessment and monitor for skin tears
• Ensure safe patient handling techniques/equipment and environment  
  (trauma, activities of daily living, self-injury)
• Physical therapy consult to assess and improve mobility and assist  
  with safe transfers
• Proper transferring/ repositioning
• Initiate fall assessment and prevention program
• Remove clutter
• Eliminate scatter rugs
• Ensure proper lighting
• Pad equipment/furniture (bed rails, wheel chair, etc.)
• Assess footwear
• Educate caregivers to lift rather than pull
• Use protective clothing/devices, e.g. stockinette, long sleeves,  
  shin guards

Skin • Awareness of medication- 
  induced skin fragility (e.g. topical  
  and system steroids)
• Wear protective clothing (shin  
  guards, long sleeves, etc)
• Moisturise skin (lubrication and  
  hydration) twice a day
• Keep fingernails short

• Individualise skin hygiene (warm, tepid, not hot, water; soapless or  
  pH-neutral cleansers; moisturise skin twice a day)
• Avoid strong adhesives, dressings, tapes
• Avoid sharp fingernails/jewelry with patient contact
• Use room humidifier if air dry
• Maintain a room temperature that is not too hot
• Control oedema

From: LeBlanc et al (2013b)
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risk factors need to be addressed in any plan for 
preventing skin tears (All Wales Tissue Viability 
Forum, 2015).

Skin tear prevention
Prevention and/or reduction of the incidence of skin 
tears is possible, but it requires the involvement of 
both the individual patient and caregivers to increase 
the likelihood of success. ISTAP has developed a table 
as a quick reference guide for reducing the risk and 
preventing skin tears (Table 2). While a number of 
intrinsic factors contribute to an increased risk of skin
tears (e.g. dry, thin, inelastic tissue; impaired 
cognition; agitation; impaired nutrition), there are 
also extrinsic factors (Table 3) that can be managed 
to reduce the risk and prevent skin tears (Stephen-
Haynes and Carville, 2011). ISTAP has also developed 
a ISTAP Skin Tear Risk Assessment Pathway, which 
identifies those at risk and link the patients at risk to 
a prevention programme (Figure 1.) Education of the 
patient and caregivers is important as is management 
of the environment to enhance patient safety 
(Stephen-Haynes and Carville, 2011).

Skin tear assessment
Reliable and accurate wound descriptions and 
documentation are essential components of any wound 
assessment (Stephen-Haynes and Carville, 2011). As 
part of the daily assessment of an individual, nurses 
should look for the presence of any lesions including 
skin tears. One resource that nurses can use is the Data 
Collection Tool developed by ISTAP, which is part of 
the Tool Kit (LeBlanc et al, 2013b). This tool has seven 
components that need to be assessed for each skin tear.

In addition, the measurement of each skin tear, 
drainage amount and colour should be documented 
(Stephen-Haynes, 2013). Each healthcare setting and 
agency needs to develop a protocol that all health 
professionals follow to ensure consistency in the 
assessment of skin tears. Assessment data can provide 
the healthcare provider a mechanism to communicate, 
improve continuity among disciplines and establish 
appropriate treatment modalities.

Skin tear management 
Skins tears should be managed with the same principles 
as other wounds (Baranoski et al, 2016), using a 
systematic and holistic approach (Clothier, 2014). The 
key areas include:

■■ Primary prevention is considered the key to 
management of skin tears. Introduce and document 
a prevention plan to prevent further trauma. Educate 
the patient and circle of care in prevention and 
management of skin tears

■■ Identify and treat the cause. Remove or minimise the 
cause of the skin tear (Le Blanc et al, 2011; Baranoski 
et al, 2011). For example, if the cause is secondary 

results in pruritus (Carville et al, 2014), which leads 
to itching due a decrease in skin moisture. This type 
of mechanical trauma can predispose the patient to 
skin tears (White et al, 1994). Changes with ageing 
can also decrease sensation and lead to increased 
risk of mechanical trauma, this in combination 
with associated comorbidities may result in delayed 
wound healing (McGough-Csarny and Kopac, 
1998). Dermatoporosis is a term that has been 
developed to group the common skin changes that 
occur with advanced ageing (Kaya and Saurat, 2007; 
2013). These include ecchymosis, senile purpura, 
haematoma and stellate pseudoscars. In clinical 
practice it can be difficult to differentiate between 
these skin changes. 

LeBlanc et al (2013b) have identified modifiable 
and non-modifiable risk factors that can help 
to prevent the risk of skin tears (Table 1). These 

Figure 1. ISTAP Skin Tear Risk Assessment Pathway 
(LeBlanc et al, 2013b) 

ISTAP Skin Tear Risk Assessment Pathway

No risk

General health
•	 Chronic/critical disease, polypharmacy, 

impaired: congnitive, sensory, visual, 
auditory, nutrition

Mobility
•	 History of falls, impaired mobility, 

dependant for activities of daily living 
(ADL), mechanical trauma 

Skin
•	 Extremes of age, fragile skin, previous 

skin tears

At risk: 1 or more of the risk 
factors listed above
High risk: visual 
impairment, impaired 
mobility, dependent ADL, 
extremes of age, fragile skin 
and previous skin tears

Reassess with change 
of status

Implement Skin Tear 
Reduction Program

See ISTAP Quick Reference 
Guide and/or ISTAP Risk 

Reduction Programme

Downloaded from magonlinelibrary.com by 068.231.162.179 on November 5, 2019.



Nurse Prescribing 2018 Vol 16 No 12 � 603

Clinical Focus

©
 2018 M

A
 H

ealthcare Ltd

to falls, a falls prevention programme needs to be 
implemented

■■ Address patient and family centred concerns. 
Control pain by offering analgesia (Beldon, 2008). 
Acknowledge and address the patient and family 
beliefs, cultural and psychological variables while 
formulating a management plan (Le Blanc et al, 
2011). Minimise the negative influence of the 
skin tear on the individual and their care givers to 
improve activities of daily living and quality of life 

■■ Determine the healing potential of the skin tear. 
When the skin tear occurs on the lower limb, it is 
essential to take a comprehensive clinical history 
and vascular assessment, such as using a Doppler 
ultrasound to obtain the ankle brachial pressure 
index, or viewing the wave form to rule out any 
significant peripheral vascular disease; before 
applying compression therapy to manage any 
peripheral oedema in either arms or legs (Erwin-
Toth and Stenger, 2007)

■■ Local wound care. Remove any existing dressing 
without damaging the peri-wound and interrupting 
the healing process. Control bleeding by applying 
pressure and elevating the limb if applicable. An 
initial dressing selection may be one that promotes 
clotting, such as a calcium alginate. Cleanse the 
wound with a non-cytotoxic solution, e.g. normal 
saline or potable water, irrigating the wound at a 
pressure less than 8psi to remove blood clots and 
debris from the skin flap (LeBlanc et al, 2008).
ISTAP also suggest that the principles of Wound 

Bed Preparation and TIME be used to guide wound 
assessment (Sibbald et al, 2011; Schultz et al, 2003). 
These principles include:

Tissue/debridement
Debride non-viable skin flaps. Realign the viable skin 
flap (the pedicle), approximating the wound edges, to 
the extent possible. Figures 2–7 show the procedure 
for cleansing the wound and re-approximating the flap 
edges using a moistened swab. 

Skin tears are considered to be acute wounds that have 
the potential to be closed by primary intention (LeBlanc 
et al, 2016). Sutures and staples are not recommended 
due to the fragility of elderly skin (Le Blanc et al, 2011). 
Traditional adhesive strips are no longer advised due 
to their adhesive nature increasing risk of skin injury 
(LeBlanc et al, 2016; Stephen-Haynes and Callaghan, 
2017). Therefore, other methods of wound closure 
may need to be considered such as topical skin glue i.e. 
cyanoacrylates (Le Blanc et al, 2016).

Infection
Skin tears do not generally need to be debrided. 
However, the wound bed needs to be thoroughly cleaned. 
Covert and overt infection should be managed with 
a topical antimicrobial and spreading and systemic 

Table 3. Skin tear assessment   
Location Hands

Arms
Legs
Feet
Head/face
Trunk
Abdomen
Buttocks
Other

Type (using the ISTAP 
Classification System)

Type 1 – no skin loss
Type 2 – partial flap loss
Type 3 – total flap loss

Cause During activities of daily living
Blunt force trauma
From a fall
Adhesive/tape injury
Resisting care/agitation
Unknown

Where did the skin 
tear occur?

Critical care
Acute care 
Long-term care
Home care
Rehab
Palliative care
Other 

Facility acquired Yes
No

Intrinsic factors Senile purpura
Ecchymosis
Haematoma
Presence of oedema
Inability to reposition independently
Topical steroid use
Systemic or long-term steroid use
Anticoagulants
Chemotherapy agents
Co-existing pressure ulcer
Fecal or urinary incontinence

Extrinsic factors Removal of tape or stockings
Inadequate nutrition
Polypharmacy
Using assistive devices
Blood draws
Transfers and/or falls
Prosthetic devices
Skin cleansers

From: LeBlanc et al (2013b)

infection with systemic and topical antimicrobials 
(International Wound Infection Institute, 2016). Tetanus 
immunoglobulin should be administered if the patient 
has not been vaccinated with tetanus toxoid in the past 
10 years, before debridement to prevent the potential 
release of exotoxin (Carden and Tintinalli, 2004).
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Moisture
It is important to promote moist wound healing, 
ensuring moisture balance and preventing peri-wound 
skin maceration. The peri-wound should be protected 
with a skin barrier product.

Epidermal margins
Skin tears should typically follow acute wound healing 
trajectory of 7–14 days (Le Blanc et al, 2008). If 
healing takes longer, re-evaluate. Refer to a wound 
care specialist when the skin tear is infected or 
extensive (Le Blanc et al, 2016).

Dressing selection
Following a systematic review by ISTAP and a wider 
consultation of an international group of health 
professionals, recommendations were suggested for 
the selection of dressings (Appendix 1) (Le Blanc et 
al, 2016). From the consensus process dressings such 
as films and hydrocolloids were not included in the 
recommendations due to their adhesive properties. 
Iodine dressings were also omitted due to their drying 
nature. Furthermore, honey dressings were left out 
due to the high risk of peri-wound maceration, 
although more recent evidence has suggested that 
leptospermum honey-based dressings have been 
reported to be effective without causing maceration 
(Johnston and Katzman, 2015).

Reassessment of the skin tear should take 
place approximately every 3-7 days and careful 
consideration given to whether the dressing needs 
changing. If a patient has very fragile skin it is 
preferable to leave the dressing in place for up to  
5 days to avoid further trauma to the skin flap 
(Stephen-Haynes, 2013). Where a change of dressing 
is required, and to promote flap viability, the dressing 
should be removed in the direction of the pedicle, 
rather than against it. 

Specifying the skin tear classification (Figure 8), size 
and shape and the direction for dressing removal on 
the dressing can be a useful visual means of conveying 
this information (Holloway and Le Blanc, 2017).

Conclusion 
Skin tears are largely unrecognised acute wounds, 
that can become chronic and complex if not assessed 
and treated. ISTAP recommend the use of guiding 
principles such as WBP and TIME to guide assessment 
and management. This article reviewed the prediction, 
prevention, assessment and management of skin tears. 
There are still gaps in the evidence with regards to the 
prevalence, incidence, population specific risk factors 
and prevention strategies for skin tears. Currently, 
treatment recommendations are largely based on 
expert opinion; therefore, more research is needed to 
identify how treatment options impact on the healing 
of skin tears.  

Figure 2. Cleanse the wound

Figure 3. Use two moistened cotton tipped swabs to 
begin to re-approximate the edges

Figure 4. Slowly re-approximate the edges

Figure 5. Slowly re-approximate the edges
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ISTAP skin tear classification

Type 1: no 
skin loss

Linear or flap 
tear which can 
be repositioned 
to cover the 
wound bed

Partial flap loss 
which cannot be 
repositioned to 
cover the wound 
bed

Total flap loss 
exposing entire 
wound bed

Type 2: 
partial flap 
loss

Type 3: total 
flap loss

Key Points
■■ Skin tears are a common, but largely unrecognised acute 
wound that if left untreated can become chronic and complex

■■ Healthcare facilities should implement a skin tear prevention 
programme

■■ Educate both healthcare providers and patients/families on the 
prevention and treatment of skin tears

■■ Use the ISTAP website for the most up-to-date information on 
skin tears skintears.org

CPD reflective questions
■■ What is the prevalence of skin tears in the palliative care 
setting?

■■ Identify five modifiable risk factors for skin tears? 
■■ Define what a type 2 skin tear is? How would you deal with this 
in practice?
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Appendix 1. ISTAP Skin tear product selection recommendations  
© ISTAP 2015

Product 
categories

Indications Skin tear 
type

Considerations

Hydrogels Donates moisture for  
dry wounds

2, 3 zz Caution: may result in peri wound maceration if wound is exudative
zz For autolytic debridement in wounds with low exudate
zz Secondary cover dressing required

Foam 
dressing

Moderate exudate
Longer wear time  
(2-7 days depending on 
exudate levels)

2, 3 zz Caution with adhesive border foams, use non‑adhesive 
versions, when possible, to avoid peri‑wound trauma

Non-adherent 
mesh 
dressing

Dry or exudative wound 1, 2, 3 zz Maintains moisture balance for multiple levels of wound exudate
zz Atraumatic removal
zz May need secondary cover dressing

2-octyl 
cyanoacrylate 
topical 
bandage (skin 
glue)

To approximate wound 
edges

1 zz Use in a similar fashion as sutures within first 24 hours post 
injury, relatively expensive, medical directive/protocol may be 
required

Acrylic 
dressing

Mild to moderate exudate 
without any evidence of 
bleeding, may remain in 
place for an extended 
period of time

1, 2, 3 zz Care on removal
zz Should only be used as directed and left on for extended  
wear time
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Appendix 1 continued. ISTAP Skin tear product selection 
recommendations © ISTAP 2015

Product 
categories

Indications Skin tear 
type

Considerations

Calcium 
alginates

Moderate to heavy 
exudate hemostatic

1, 2, 3 zz May dry out wound bed if inadequate exudate
zz Secondary cover dressing required

Hydrofibre Moderate to heavy 
exudate

2, 3 zz No hemostatic properties
zz May dry out wound bed if inadequate exudate
zz Secondary cover dressing required

Special consideration for infected skin tears 

Ionic silver 
dressings

Effective broad 
specutrum antimicrobial 
action including 
antibiotic-resistant 
organisms

1, 2, 3 zz Should not be used indefinitely
zz Contraindicated in patients with silver allergy
zz Use when local or deep infection is suspected or confirmed
zz Use non-adherent products whenever possible to minimise risk 
of further trauma

Methylene 
blue and 
gentian violet 
dressings

Effective broad 
specutrum antimicrobial 
action including 
antibiotic-resistant 
organisms

1, 2, 3 zz Non-traumatic to wound bed
zz Use when local or deep tissue infection is suspected or 
confirmed

zz Secondary dressing required

This produce list is not all-inclusive; there may be additional products applicable for the treatment of skin tears.
www.skintears.org
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