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INTRODUCTION
People with skin vulnerability are at increased risk 
for a range of skin injuries, with skin tears being 
one of the most common conditions.1 Throughout 
life, there are periods of increased skin vulnerability, 
making people more susceptible to a variety of skin 
injuries.2 The aim of this article is to provide a review 
of the scant but emerging evidence base on the epi-
demiology, aetiology, classification, prevention and 
treatment of skin tears.

1. DEFINITION AND IMPACT
The International Skin Tear Advisory Panel (ISTAP) 
advocates a universal taxonomy and defines skin tears 
as ‘traumatic wounds caused by mechanical forces, 
including removal of adhesives. Severity may vary 
by depth (not extending through the subcutaneous 
layer)’.3 Although skin tears can occur in any ana-
tomical location, they are particularly common on 
the extremities, such as the upper and lower limbs, or 
the dorsal aspect of the hands.4 Skin tears are reported 
in all healthcare settings and in all age groups, but 
are most common in the elderly, neonates and the 
critically and chronically ill.5

Although skin tears are acute wounds that have the 
potential to heal through primary intention, they are 

at high risk of developing into chronic wounds if im-
properly treated.6 Individuals suffering from wounds 
that are difficult to heal are vulnerable to prolonged 
pain, emotional distress, embarrassment, infection 
and decreased quality of life.4 Conducting qualita-
tive studies that examine patient experiences and the 
impact of skin tears on physical, psychological and 
social functioning is strongly recommended.3 From 
a health economics perspective, skin tears can result 
in high labour and material costs, increased caregiver 
workload and prolonged hospital stays.7,8

2. AN UPDATE ON EPIDEMIOLOGY
Although largely preventable, skin tears are consid-
ered common wounds with prevalence and incidence 
rates very similar to those of pressure ulcers.9,10,11,12 
To date, only a limited number of studies have ex-
amined the prevalence and incidence of skin tears in 
different patient populations, healthcare settings and 
countries. Prevalence reflects the number of existing 
cases of a disease or injury at a specific point in time. 
Incidence refers to the number of new cases of a 
disease or injury over a specified period of time.13,14

2.1.Prevalence of skin tears 
The prevalence of skin tears is estimated between 
1.1% and 41.2%, with the highest prevalence in 
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long-term care facilities (Table 1). Studies in long-
term care have reported skin tear prevalence rates be-
tween 3.0% and 41.2%, measured in samples ranging 
from 34 to 1253 residents. In acute care settings, skin 
tear prevalence is slightly lower, varying from 1.1% 
to 19.8%. One study was conducted in the pallia-
tive care setting, reporting a skin tear prevalence of 

16.1%.15 Carville and Lewin (1998) and Carville and 
Smith (2004) documented skin tear prevalence rates 
of 5.5% and 19.5%, respectively, among Australian 
patients in community care.16,17 In several studies, 
only the extremities of the body were observed, which 
may have resulted in the omission and underreport-
ing of skin tears.

Authors (year) Country Healthcare setting Skin tear prevalence % 
   (number of participants 
   with 1 or more STs / total 
   study sample)

16 Carville &  Australia Community care 5.5% (63/1146)
Lewin (1998)   (1146 home care patients) 

17 Carville &  Australia Community care  19.5% (96/492)
Smith (2004)  (492 home care patients) 

18 McErlean Australia Acute and critical care  10.7% (20/187)
et al. (2004)  (1 tertiary hospital) 

19 McLane US Acute paediatric care  3.7% (39/1064)
et al. (2004)  (9 children’s hospitals) 

20 Santamaria Australia Acute care  8.0% (464/5800)
et al. (2009)  (86 public hospitals) 

21 Hsu &  Taiwan Acute and critical care  11.0% (80/724)
Chang (2010)  (1 hospital) 

22 Lopez et Australia Acute care  19.8% (19/96)
al. (2011)  (2 public hospitals) 

23 Amaral Brazil Acute and critical care  3.3% (5/157)
et al. (2012)  (1 oncology teaching hospital) 

15 Maida et  Canada Palliative care (hospital +  16.1% (83/517)
al. (2012)  community programme) 

24 LeBlanc Canada Long-term care  22.1% (25/113)
et al. (2013b)  (1 facility) 

25 Chang et Singapore Acute care (1 tertiary  6.2% (9/144)
al. (2016)  teaching hospital) 

26 Koyano et Japan Long-term care  3.9% (16/410)
al. (2016)  (1 facility, age ≥ 65 years) 

27 Ayello          US Long-term care (CMS In 2012: 4.7% (NR/NR)
(2017)  national health database) In 2013: 5.4% (NR/NR)

28 Edwards et Australia Long-term care  23.5% (47/200)
al. (2017)  (7 aged care facilities)  

29 Hahnel et  Germany Long-term care  6.3% (14/223)
al. (2017)  (10 facilities, age ≥ 65 years) 

30 LeBlanc (2017);  Canada Long-term care 20.8% (79/380)
31 LeBlanc et al. (2020)   (4 facilities, age ≥ 65 years) 

32 Skiveren et Denmark Long-term care  4.6% (6/128)
al. (2017)  (1 nursing home, age ≥ 65 years) 

Table 1: Prevalence of skin tears
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2.2. Incidence of skin tears 
The incidence of skin tears varies from 2.2% to 
62.0%, with the highest incidence in rehabilitation 
and critical care settings (Table 2). Everett and Powell 
(1994) and Finch et al. (2018) reported incidence 
rates of skin tears of 6.3% and 8.8%, respectively, in 
Australian acute care patients over a 1-month follow-
up period.40,41 Kennedy and Kerse’s (2011) study 
showed a skin tear incidence rate of 5.0% among 
2401 outpatients from a primary healthcare facility 
in New Zealand over a 2-year follow-up period.42 In 
long-term care facilities, incidence rates of skin tears 
ranged from 2.2% to 44.8%, measured in a sample 
of 29 to 1567 residents. Consistent with the stud-
ies reporting the prevalence of skin tears, almost all 
skin tear incidence studies were conducted in Asia, 
Australia, Canada and the United States. Only one 
incidence study was conducted in Europe. Powell et 
al. (2017) reported an incidence rate for skin tears 
of 20.0% in 90 primary care outpatients and nurs-
ing home residents (aged ≥ 65 years) in the United 
Kingdom over a follow-up period of 112 days.43

The wide variability in prevalence and incidence rates 
may be due in part to different patient populations 
and differences in methodologic design, prevention 
and management practices, caregivers, knowledge, 

attitudes and equipment. Another explanation for 
this variability may be the complexity of correctly 
diagnosing a skin tear and distinguishing it from 
other skin lesions, such as superficial pressure ul-
cers.10 The lack of an International Classification of 
Diseases (ICD) code for skin tears and a standardised, 
universally accepted classification system to support 
accurate and consistent assessment may have contrib-
uted significantly to these variations.3

3. AN UNDERRECOGNISED 
AND UNDERREPORTED ISSUE 

Despite their significant impact, skin tears are often 
unrecognised and underreported in clinical practice, 
resulting in suboptimal prevention and delayed or in-
appropriate treatment.56 One reason for this could be 
that skin tears are often regarded as unavoidable and 
relatively insignificant wounds. They are frequently 
perceived as a normal occurrence of ageing skin, and 
their effects are often downplayed by healthcare pro-
fessionals.57

A second reason could be the lack of standardised 
terminology. The term ‘skin tear’ is not commonly 
used, and skin tears are often referred to as ‘lacera-
tions’, ‘abrasions’, ‘geri tears’ or ‘epidermal tears.3,58 
The lack of a specific code for skin tears in the World 

Authors (year) Country Healthcare setting Skin tear prevalence % 
   (number of participants 
   with 1 or more STs / total 
   study sample)

33 Woo et Canada Long-term care (ICES  26.0% (NR/NR)
al. (2017)  Ontario health databases) 

34 Bermark et Denmark Acute and critical care  11.4% (23/202)
al. (2018)  (1 university hospital) 

35 Feng et China Acute care (9 tertiary  1.1% (141/13176)
al. (2018)  research hospitals) 

36 Hawk &  US Long-term care 9.5% (119/1253)
Shannon (2018)  (6 facilities, age ≥ 65 years) 

37 Munro et Australia Acute care  8.1% (177/2197)
al. (2018)  (1 tertiary hospital) 

12 Woo &  Canada Long-term care 14.7% (100/678)
LeBlanc (2018)  (4 facilities, age ≥ 65 years) 

38 Van Tiggelen  Belgium Long-term care 3.0% (24/795)
et al. (2019)  (10 facilities, age ≥ 65 years) 

39 Parker           Australia Long-term care (2 facilities 41.2% (14/34)
et al. (2020)  for people with dementia) 

STs:	skin	tears,	NR:	not	reported

Table 1: Prevalence of skin tears - cont.
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Health Organisation’s (WHO) International Clas-
sification of Diseases, 11th Revision (ICD-11) may 
exacerbate their perceived insignificance and poten-

tial for underreporting.59 In ICD-11, skin tears are 
subsumed under the general term ‘laceration’ and 
referred to according to their anatomical site of in-

Authors (year) Country Healthcare setting Skin tear incidence % 
   (number of participants 
   with 1 or more new STs /   
   total study sample a)

44 Payne &  US Long-term care 2.2% (20/896)
Martin (1990)  (10 facilities, age ≥ 55 years) Time period: 5 months

45 Malone et  US Long-term care 42.1% (147/349)
al. (1991)   (1 nursing home) Time period: 1 year

40 Everett &  Australia Acute care 6.3% (22/347)
Powell (1994)  (1 hospital) Time period: 1 month

46 White et US Long-term care  14.2% (17/120)
al. (1994)  (1 nursing home) Time period: 1 month

47 Birch &  US Long-term care (1 facility, 44.8% (13/29)
Coggins (2003)  age ≥ 65 years, bed-bound) Time period: 1 month

48 Bank &  US Rehabilitation care  9.1% (19/209)
Nix (2006)  (1 rehabilitation centre) Time period: 1 month

49 Bajwa et US Critical care (1 academic  58.8% (10/17)
al. (2010)  medical centre) Time period: median length 
   of stay in ICU: 22 days

50 Groom et  US Rehabilitation care 62.0% (62/100)
al. (2010)   (1 convalescent care hospital- Time period: 6 months
  based centre, age ≥ 65 years) 

42 Kennedy &  New Zealand Community care (2401 5.0% (120/2401)
Kerse (2011)  outpatients from a rural  Time period: 2 years
  primary healthcare facility, 
  age ≥ 65 years) 

51 Carville et Australia Long-term care (14 facilities,  43.1% (424/984)
al. (2014)  age ≥ 65 years or < 65 years  Time period: 6 months
  with dementia or severe 
  disability) 

52 Sanada et  Japan Long-term care 3.8% (14/368)
al. (2015)  (1 facility, age ≥ 65 years) Time period: 3 months

53 Koyano et Japan Long-term care  14.1% (21/149)
al. (2017)  (1 facility, age ≥ 65 years) Time period: 8 months

30 LeBlanc (2017);  Canada Long-term care 18.9% (72/380)
31 LeBlanc et al. (2020)   (4 facilities, age ≥ 65 years) Time period: 4 weeks

43 Powell et al. (2017) UK Community + long-term care 20.0% (18/90)
   (GP practices + care homes,  Time period: 112 days
  age ≥ 65 years)

41 Finch et al. (2018) Australia Acute care (1 hospital,  8.8% (104/1177)
  age ≥ 65 years) Time period: 1 month

54 Furukawa   Japan Long-term care 9.7% (152/1567)
(2019)   (1 facility) Time period: 1 year

55 Kapoor et al. (2019) US Long-term care  7.2% (40/555)
  (32 nursing homes) Time period: 45 days

STs:	skin	tears,a:	number	of	ST-free	participants	at	the	beginning	of	the	assessment	period

Table 2: Incidence of skin tears
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jury60; however, a skin tear is a specific injury that is 
distinct from a general laceration, which is defined 
as a jagged and irregular cut or tear of soft body tis-
sue.61 Because soft tissue includes muscle, fatty and 
fibrous tissue, tendons, ligaments, nerves and blood 
vessels, lacerations can involve more extensive tissue 
types than skin tears.62 

A third reason may be that skin tears are often mis-
diagnosed as other wound causes, such as medical 
adhesive-related skin injuries (MARSI) or pressure 
ulcers (PUs).3,59 MARSI is a relatively new category 
of skin damage defined as ‘an occurrence in which 
erythema and/or other manifestation of a cutaneous 
abnormality (including but not limited to vesicles, 
blisters, erosions or tears) persists for 30 minutes or 
longer after removal of an adhesive’.63 (page 371) 
Although skin tears are a common manifestation of 
MARSI, they can be caused by factors other than 
medical adhesives.64 A PU is defined as ‘a localised 
injury to the skin and/or underlying tissue, usually 
over a bony prominence, resulting from sustained 
pressure (including pressure associated with shear)’.65 
(page 12) In contrast to skin tears, PUs are chronic 
wounds in which damage is initiated by changes in 
soft tissue beneath and within the skin due to sus-
tained mechanical stress in the form of pressure, or 
pressure combined with shear.66 

4. AETIOLOGY AND 
PATHOPHYSIOLOGY 

Skin tears can be caused by a variety of mechanical 
forces, such as shear and friction, including blunt 
trauma, falls, poor positioning/transfer techniques, 
injury from devices and the removal of adhesive 
dressings. As a result, the epidermis is separated from 
the dermis (partial thickness wound), or both the 
epidermis and dermis are separated from underly-
ing structures (full thickness wound). Less force is 
required to cause a skin tear in individuals with fragile 
or vulnerable skin.3

Due to age-related physiological skin changes, neo-
nates and the elderly are particularly susceptible to 
skin tears.2 Newborns have significantly fewer layers 
of stratum corneum, fewer collagen and elastic fibres, 
increased transepidermal water loss (TEWL) and less 
cohesion between the epidermis and dermis.67,68 Be-
cause neonatal skin is not fully mature, it is more 
sensitive and less resistant to mechanical stresses such 
as friction and shear forces.2,69 

Later in life, the normal ageing process causes struc-
tural and functional changes in the skin, resulting 
in increased vulnerability.70 With age, the skin loses 
collagen and elastin, the epidermis gradually thins 
and there is a loss of dermal and subcutaneous tis-
sue, making the skin more fragile and less elastic.71,72 
Keratinocyte proliferation and turnover time in the 
epidermis are reduced.73 In addition, the dermo-
epidermal junction begins to flatten, increasing the 
susceptibility of the epidermis to detach from the 
underlying dermis12, and barrier function and me-
chanical protection are impaired.70 In addition, the 
content of natural moisturising factors (NMF) and 
lipids in the stratum corneum decreases, as do sweat 
and sebum production, resulting in dry and itchy 
skin.74 Other skin changes associated with the nor-
mal ageing process include increased skin surface pH 
and decreased immune responses, sensory perception 
and blood supply.75 Blood vessels become thinner, 
more fragile and rupture easily, resulting in subcu-
taneous haemorrhages known as senile purpura and 
ecchymosis.76 Haemorrhages beneath the epidermis 
allow the skin to lift off more easily when friction or 
shear forces are applied.77 These lesions should not 
be confused with a haematoma, which is a palpable 
bruise or localised collection of blood in tissue caused 
by trauma to an underlying blood vessel.78 The skin 
tension resulting from haematoma formation may 
make the skin more susceptible to breakdown from 
further trauma.79

Skin atrophy, senile purpura, ecchymosis and haema-
tomas have been previously identified as intrinsic skin 
changes due to ageing, representing a chronic state of 
cutaneous insufficiency/fragility termed ‘dermatopo-
rosis’.80 The ageing process is genetically determined, 
but can be highly influenced by environmental fac-
tors such as extensive UV exposure (photoaging), 
air pollution and smoking.81 Several studies have 
identified chronic renal insufficiency, anticoagulant 
therapy and long-term use of topical and systemic 
corticosteroids as additional significant risk factors 
for dermatoporosis.82,83,84,85,86 The skin of individu-
als with dermatoporosis has a reduced mechanical 
protective function and lower tolerance to friction 
and shear forces.87 As a result of this weakness, these 
individuals are at increased risk of skin damage from 
even minor forces or trauma.73 Some studies in the 
French and Finnish elderly populations have found 
prevalence rates for dermatoporosis ranging from 
27.0% to 37.5%. Dermatoporosis occurred mainly 
in the upper limbs.82,84,85,86
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In addition to intrinsic and extrinsic skin ageing, 
there are several other factors that can compromise 
skin integrity.1 For example, excessive washing with 
alkaline soap leads to a significant increase in skin 
pH and TEWL, as well as the removal of natural oils 
from the stratum corneum, resulting in epidermal 
barrier disruption and dry skin.71 Dry skin is more 
susceptible to friction and shear forces.69 Other fac-
tors that contribute to skin fragility and make skin 
vulnerable and at risk to tears include chronic and 
critical illness, poor nutrition, limited mobility and 
polypharmacy.1,2,72,73,76

Populations at highest risk for skin tears are also at 
increased risk for complications such as infection and 
delayed wound healing, which can lead to skin tears 
developing into complex chronic wounds.6,56,88

5. CLASSIFICATION OF SKIN TEARS 
Classification systems are valuable tools to support 
and standardise the diagnostic process by providing 
common descriptions of the severity of skin tears 
based on the extent of tissue loss.88 Assessing the 
extent of tissue (skin flap) loss is important for treat-
ment decisions.89 In addition, the use of a common 
classification system enables clinical and scientific 
communication and promotes consistency in docu-
mentation for clinical practice, auditing and research 
purposes.5,90 Three classification systems for skin 
tears have been developed to date (Table 3). 

The first classification was proposed by Payne and 
Martin in 1990,44 and then slightly revised in 1993. 
The Payne-Martin Classification System distinguish-
es three categories and four subcategories based on 
the extent of tissue loss, measured as a percentage.91 
The system has never been evaluated for its psycho-
metric properties and has been criticised for its com-
plexity, ambiguity and low dissemination outside the 
United States.3 In 2007, Carville et al. introduced 
and psychometrically tested the Skin Tear Audit 
Research (STAR) Classification System, which was 
developed as a modified version of the Payne-Martin 
classification and additionally includes the distinction 
of skin and lobe colour.9 The STAR classification 
evaluates the skin and any residual flap for haema-
toma and ischemia, which could affect tissue viability 
and treatment decisions. Similar to the Payne-Martin 
classification, the STAR classification has been found 
to be subjective and complex for use in clinical prac-
tice, which may affect the consistency of documenta-
tion.3,92,93 Further, it has not been widely 

implemented outside of Australia, Brazil and Japan.5 

A descriptive study among 520 nurses from 104 Aus-
tralian nursing homes found a need for consistent 
language to describe and classify skin tears. None 
of the participating nurses used the Payne-Martin 
Classification System, though 89% indicated they 
would be willing to use a common, user-friendly tool 
to assess and document skin tears, if it were made 
available.11 In 2010, an international cross-sectional 
study was conducted involving 1127 healthcare 
professionals from 16 countries to examine current 
practices in the assessment, prevention and treat-
ment of skin tears.94 Seventy percent of respondents 
reported problems with the current assessment and 
documentation of skin tears in their practice, with an 
overwhelming majority (90%) favouring a simplified 
method. Eighty-one percent of respondents report-
ed that they did not use any skin tear classification 
system, although they did perform weekly skin tear 
wound assessments. Ten percent of all respondents 
used the Payne-Martin Classification System, and 
5.8% used the STAR Classification System.

In an effort to meet the need for a user-friendly and 
simple classification tool, an international panel of 
experts developed and psychometrically tested the 
ISTAP Classification System, which classifies skin 
tears into Type 1 (no skin loss), Type 2 (partial flap 
loss) or Type 3 (total flap loss).95 The presence or 
absence of haematoma and ischemia was not included 
in the ISTAP classification because it appears to be 
prescriptive (e.g., predictive of potential skin rupture 
risk and healing time), rather than descriptive, which 
detracts from the simplicity of the instrument.30 Al-
though the ISTAP classification categorises skin tears 
based on the severity of skin flap loss, it does not 
include a definition of a ‘skin flap’. In their best prac-
tices document (2018), the ISTAP panel indicated 
the need for standardised terminology and definitions 
to avoid confusion. Since its development in 2013, 
the ISTAP classification has been translated into sev-
eral languages and psychometrically tested in several 
countries. However, it is acknowledged that further 
translation and psychometric testing with larger sam-
ples of healthcare professionals in different settings 
and countries is still needed.3

Along with the lack of standardised terminology, the 
lack of a uniform method for assessing and docu-
menting skin tears using a valid, reliable and inter-
nationally accepted classification system can lead 
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to inadequate diagnostic accuracy and inaccurate 
prevalence and incidence data.94 This can compli-
cate communication among healthcare profession-
als, benchmarking, making appropriate treatment 

decisions and analysing care outcomes.9,25,88 In addi-
tion to the need for further psychometric testing and 
translation of existing classification systems, it would 
be useful to critically evaluate, compare and summa-

Classification system Instrument description Available languages

Payne-Martin  Category I: Skin tears without tissue loss English
Classification System  A. Linear type
for Skin Tears 91 A full thickness wound that occurs in a wrinkle
 or furrow of the skin. Both the epidermis 
 and the dermis are pulled apart, as if an incision 
 has been made, exposing the tissue below
 B. Flap type
 A partial thickness wound in which the epidermal 
 flap can be completely approximated or 
 approximated so that no more than one 
 millimetre of the dermis is exposed  
 Category II: Skin tears with partial tissue loss
 A. Scant tissue loss type
 A partial thickness wound in which ≤ 25% of 
 the epidermal flap is lost and ≥ 75% of the 
 dermis is covered by the flap
 B. Moderate-to-large tissue loss type
 A partial thickness wound in which > 25% of the 
 epidermal flap is lost and > 25% of the dermis 
 is exposed
 Category III: Skin tears with complete tissue loss
 A partial thickness wound in which the epidermal flap is absent 

Skin Tear Audit  Category 1a English, 
Research (STAR)  A skin tear where the edges can be realigned to the Portuguese
Classification System9 normal anatomical position (without undue 
 stretching) and the skin or flap colour is not pale, 
 dusky or darkened
 Category 1b
 A skin tear where the edges can be realigned to the 
 normal anatomical position (without undue stretching) 
 and the skin or flap colour is pale, dusky or darkened
 Category 2a
 A skin tear where the edges cannot be realigned to the 
 normal anatomical position and the skin or flap colour 
 is not pale, dusky or darkened
 Category 2b
 A skin tear where the edges cannot be realigned to the 
 normal anatomical position and the skin or flap colour 
 is pale, dusky or darkened
 Category 3
 A skin tear where the skin flap is completely absent 

International  Type 1: No skin loss 
Skin Tear Linear or flap tear that can be repositioned to cover  
Advisory Panel the wound bed 
(ISTAP) Classification Type 2: Partial flap loss English, Danish, 
 System 95

 Partial flap loss that cannot be repositioned to cover French, Italian,
 the wound bed Portuguese, Swedish
 Type 3: Total flap loss
 Total flap loss exposing the entire wound bed 

Table 3: Description of the skin tear classification systems 

JOURNAL OF WOUND MANAGEMENT 
OFFICIAL JOURNAL OF THE EUROPEAN WOUND MANAGEMENT ASSOCIATION

44



S C I E N C E ,  P R A C T I C E  A N D  E D U C AT I O N

rise the quality of their measurement properties to 
determine which classification can be recommended 
for use in daily practice and research.3

6. PREVENTION OF SKIN TEARS 
Because skin tears are largely preventable wounds that 
can cause significant suffering and avoidable costs, 
the primary focus should be on effective preven-
tion.57 Unfortunately, the cost of treating skin tears is 
poorly reported, although one North American study 
reported the economic benefits of implementing a 
skin tear prevention programme.48 The programme 
included staff training, skin sleeves and padded side 
rails for high-risk patients, gentle skin cleansers and 
skin lotion application. Bank and Nix (2006) found 
that the incidence of skin tears decreased significantly, 
from an average of 9.1% to an average of 4.3% per 
month, after the prevention programme was imple-
mented in a 209-bed nursing and rehabilitation cen-
tre. This decrease was associated with a reduction of 
$1,698 per month ($18,168.60 annually) in the cost 
of dressings and labour to treat skin tears.  

Careful and timely identification of patients at risk 
for skin tears is an essential component of preven-
tion.3 Because the risk for skin fragility, and thus 
skin tears, can change in different individuals at dif-
ferent times, it is important to assess and reassess 
patients on a regular basis. Accurate, consistent and 
comprehensive documentation should be an essen-
tial part of this process.1 Once a person is identified 
as being at risk, tailored preventive care should be 
provided in accordance with international evidence-
based guidelines. Recently, three new best practice 
guidelines have been developed to guide healthcare 
professionals in improving the assessment, classifica-
tion, treatment and prevention of skin tears.1,3,88 It 
should be noted, however, that evidence for skin tear 
prevention is sparse and based primarily on experts’ 
opinions, due to a lack of systematic reviews and 
randomised controlled trials.88 

A multidisciplinary team approach is recommend-
ed for implementing a skin breakdown prevention 
programme. Team members may include, but are 
not limited to, nurses, physicians, wound special-
ists, occupational therapists, physical therapists, so-
cial workers, dietitians and pharmacists.88 Patients, 
their families and caregivers should also be involved 
and educated wherever possible, and their needs and 
preferences should be prioritised.1 Empowering pa-
tients, families and caregivers to engage actively in 

prevention strategies has been shown to be associated 
with better health outcomes, improved care expe-
riences, higher quality of life and lower healthcare 
costs.41,88,96

In a 2010 international study, injuries from equip-
ment, transferring patients, performing activities of 
daily living, removing dressings and falls were cited 
as the most common causes of skin tears.94 It should 
be noted that many of these causes are preventable, 
such as through the use of skin-friendly dressings 
and removal techniques (e.g., non-adherent silicone 
mesh dressings); lifting devices and sliding sheets; 
protective clothing (e.g., shin/elbow guards, long 
sleeves/trousers/gloves, knee-high socks); padding 
on equipment and furniture (e.g., bed rails, arm and 
leg supports for wheelchairs); fall prevention (e.g., 
clearing clutter, ensuring adequate lighting, wearing 
sturdy footwear); avoidance of sharp fingernails and 
jewellery; and the education of medical staff, patients 
and family members about appropriate positioning/
transfer techniques and skin-friendly equipment, 
preferably by occupational and physical therapists.1

Appropriate skin care strategies are an effective way to 
maintain and improve skin health and integrity and 
restore the skin’s barrier function in individuals with 
vulnerable skin.74 A structured, individualised skin 
care regimen consisting of gentle skin cleansing and 
moisturising is recommended.1 Traditional washing 
with water and alkaline soap should be avoided, as 
it compromises the integrity of the skin barrier and 
increases the skin’s pH.97 Using no-rinse cleansers or 
soap-free liquid detergents that reflect the pH range 
of the acid mantle of healthy skin (pH 4.5–6.5) as 
a soap substitute can help moisturise and protect 
sensitive skin from damage.74 Excessive cleansing 
should be avoided, as this can lead to skin dryness and 
irritation. Frequency of bathing should be minimised, 
if possible; water temperature should be lukewarm 
(not hot); and skin should be gently patted dry with 
a soft towel, as drying the skin by rubbing causes 
additional friction.1 

Cleansing is often followed by the application of 
leave-on products with moisturising properties such 
as lotions, creams or ointments.97 Skin moisturisers 
aim to repair or strengthen the skin barrier, main-
tain or increase its water content, reduce TEWL and 
restore or improve the intercellular lipid structure.1 
Emollient therapy is considered an important part 
of daily skin care for people with dry, sensitive skin 
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to promote overall skin health and reduce the risk of 
skin damage.72 Dry skin, or xerosis cutis, has been 
reported to affect between 30% and 100% of resi-
dents in aged care facilities and is a major risk fac-
tor for developing skin tears.74 An Australian study 
found that twice-daily application of a pH-neutral, 
fragrance-free moisturiser to the extremities of elderly 
care residents reduced the incidence of skin tears by 
nearly 50%.51 Emollients are available in a variety of 
formulations, including topical moisturisers (oint-
ments, creams, lotions, gels and sprays) and liquid 
body washes. They should have a balanced pH, be 
fragrance-free and not be sensitising. Many emol-
lients contain humectants such as urea, glycerol or 
isopropyl myristate, which either mimic or consist 
of the same molecules as NMF.72 Patient preference 
and acceptability are particularly important when 
selecting emollients, as they are key to adherence. 
Skin self-care should be encouraged wherever pos-
sible, as it can be an effective means of increasing 
engagement and improving outcomes as part of a 
skin care regimen.1 

In addition to creating a safe environment and im-
plementing a tailored skin care regimen, skin break-
down prevention programmes should also consider 
nutrition, polypharmacy and mobility issues.1 Poor 
nutritional status decreases tissue tolerance, which 
increases the likelihood of skin tears.88 In addition, 
malnutrition and dehydration can lead to delayed 
wound healing and infection, increasing the risk of 
skin tears developing into complex chronic wounds.98 
Monitoring should be continuous, and a nutritionist 
can be consulted as needed to optimise the patient’s 
nutrition and hydration.1

A variety of medications can cause changes in the 
skin that need to be treated appropriately.1 Corti-
costeroids, for example, inhibit collagen synthesis, 
decrease keratinocyte proliferation and reduce skin 
firmness and elasticity.99 Anticoagulant use can cause 
dermatologic changes such as senile purpura and ec-
chymosis, which have been identified as contributing 
factors to skin tears.26 Antidepressants, dopaminergic 
medications and antipsychotics can cause dizziness, 
unsteady gait and confusion, which can lead to falls 
and resulting skin lacerations.100 The effects of medi-
cations and polypharmacy on the patient’s skin and 
wound healing should be continuously monitored 
and eventually discussed with the prescriber or a 
pharmacist.88 

7. TREATMENT OF SKIN TEARS
Wound management tailored to the individual 
patient, their skin and wound and other preven-
tive measures require a comprehensive assessment 
of both the wound and the patient.101 A thorough 
wound assessment must consider and document the 
following aspects: cause of wound, duration of in-
jury, anatomic location, dimensions (length, width, 
depth), characteristics of the wound bed, percentage 
of viable/non-viable tissue, extent of skin flap loss 
(classification), type and amount of exudate, presence 
of bleeding or haematoma, integrity of surrounding 
skin, signs and symptoms of infection and associ-
ated pain. Holistic assessment of the patient should 
include: medical history, history of skin breakdown, 
general health, comorbidities, medications, mental 
health issues, socio-economic and psychosocial fac-
tors, self-management potential, mobility, nutrition 
and hydration.3

Based on the thorough holistic assessment, an indi-
vidualised care plan should be developed in collabora-
tion with the patient, their family and a multidisci-
plinary team to maintain a continuous link among 
prevention, assessment and treatment. The care plan 
should include realistic goals that take into account 
the patient’s needs, abilities and preferences, and any 
opportunities for and potential barriers to ongoing 
treatment.88 Factors that may impede the wound-
healing process (e.g., diabetes, smoking, malnutri-
tion, anticancer medications, peripheral oedema) 
must be considered whenever possible.57 The assess-
ment process and plan of care should be clearly docu-
mented, including dates for reassessment and reasons 
for choosing interventions.102 Engaging patients and 
their families in a collaborative care plan is critical 
for setting appropriate goals, ensuring adherence to 
planned interventions, improving quality of life and 
optimising clinical and financial outcomes.103

When possible, the treatment of skin tears should aim 
to preserve the skin flap, reapproximate the edges of 
the wound, preserve the surrounding tissue and mini-
mise the risk of infection and further injury.3 The first 
steps are to stop the bleeding, clean the wound and 
remove any debris or haematoma. The surrounding 
skin should be gently patted dry to prevent further 
injury.88 Skin tears with necrotic tissue or scabs may 
require debridement, as the presence of devitalised 
tissue provides a focus for infection, prolongs the in-
flammatory response and delays wound healing.104 If 
the skin flap is viable, it should be reapproximated as 
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much as possible to cover the wound surface (without 
stretching the skin).105 The flap can be pushed back 
into place with a moistened cotton ball, gloved finger, 
forceps or silicone strip. Topical skin adhesive can be 
used to approximate wound edges for primary closure 
in Type 1 skin tears. Adhesive wound closure strips, 
sutures and staples are not recommended, due to the 
fragility of the skin.3

Once the skin flap is in place, a non-adherent and 
atraumatic dressing should be applied to optimise 
the healing environment and protect the fragile skin 
from further injury (e.g., silicone mesh/foam/hydro-
gel, possibly in combination with a secondary cover 
dressing). If possible, the dressing should remain in 
place for at least 5–6 days, to avoid disturbing the 
skin flap. The ideal dressing should be easy to apply 
and remove; prevent trauma to the wound bed, skin 
flap and surrounding skin during removal/dressing 
changes; provide a protective barrier against shear 
forces; maintain moisture balance; and allow for ex-
tended wear.3 Dressings should be selected in accord-
ance with local wound conditions, patient-related 
factors and treatment goals.88 When local or deep 
tissue infection is suspected or confirmed, the use 
of atraumatic antimicrobial dressings (e.g., methyl-
ene blue and gentian violet) should be considered.3 
Wound infections can increase healthcare costs, de-
lay healing, cause complications (e.g., sepsis) and 
significantly impact patients’ daily lives.106 Exudate 
must be effectively managed to provide the optimal 
moist environment necessary for wound healing 
and to protect the skin in the vicinity of the wound 
from the risks of maceration and excoriation.107 If a 
skin tear is heavily exudating, an absorbent dressing 
(e.g., foam, calcium alginate, gelling fibres) and a 
skin barrier product may be beneficial for protect-
ing the surrounding skin.108 Dressings need to be 
changed more frequently if signs of infection or heavy 
exudate are present.88 At each dressing change, the 
dressing should be removed slowly, working away 
from the attached skin flap.89 The correct direction 
of removal can be indicated with an arrow on the 
dressing.100 Changes in wound status should be care-
fully monitored to determine response to treatment. 
If the wound does not improve promptly (e.g., after 
four assessments) or deterioration is observed, the 
underlying conditions should be reassessed and the 
care plan adjusted accordingly.3,102

8. SKIN TEARS ANNO 2022
With an ageing population and increased prevalence 

of chronic diseases, skin tears are expected to remain 
a common health problem that poses a significant 
burden on the world’s healthcare systems and indi-
vidual patients.12 As a consequence, more patients 
will benefit from early and accurate identification 
and classification, comprehensive documentation, 
appropriate treatment and effective prevention. Al-
though there has been an increased focus on the is-
sue of skin tears in recent years, there are still gaps 
in knowledge and awareness, and areas that require 
further research.3

In April 2022, Hanne Van Tiggelen defended her 
PhD thesis on skin tears. To our knowledge, this is 
one of the few dissertations in the world on this topic. 
Her research focuses on epidemiology, classification 
and knowledge assessment. In an initial study, she 
reported on the first prevalence study of skin tears 
in Belgium and only the fourth in Europe.38 This 
cross-sectional observational study found a preva-
lence of skin tears of 3.0% among 1153 Belgian nurs-
ing home residents. Knowing the prevalence of skin 
tears is important for gaining insight into the extent 
of the problem. It can help allocate resources, enable 
benchmarking, support goal setting and promote the 
implementation of evidence-based prevention, treat-
ment and education strategies. Because skin tears are 
largely preventable adverse events that are sensitive 
to the quality of care delivered by multidisciplinary 
teams, it is recommended that they be included as 
part of a multifaceted strategy to improve skin tear 
care in current wound review programmes. To im-
prove the quality, interpretability and comparability 
of epidemiologic data on skin tears across healthcare 
settings and countries, the development of a stand-
ardised data collection process using a valid and 
reliable minimum data set is needed. Policymakers 
should discuss the importance, potential impact and 
feasibility of developing and implementing quality 
indicators for skin tears at the structural, process and 
outcome levels.

In addition to examining the prevalence of skin 
tears, this study also aimed to identify factors in-
dependently associated with the presence of skin 
tears.38 This knowledge will allow the early identi-
fication of patients at risk, the timely initiation of 
preventive measures and the targeting of preventive 
measures to specific associated factors. Multivariate 
binary logistic regression analyses showed that nurs-
ing home residents with advanced age, a history of 
skin tears, chronic use of corticosteroids, dependence 
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on transfers and use of adhesives/dressings were at 
higher risk for developing skin tears. Future research 
should explore how to integrate current knowledge 
of a wide range of risk factors for skin tears into a 
reliable and easy-to-use skin tear risk assessment tool 
with sufficient predictive power for use in research 
and practice. Consideration should also be given to 
the introduction of a pooled prevention approach 
that focuses on common risk factors for a range of 
different skin lesions.

In a second study, the ISTAP classification was psy-
chometrically validated internationally.109 After a 
two-round Delphi process involving 17 experts from 
11 countries, the following definition of a ‘skin flap’ 
was included in the tool: ‘A flap in skin tears is de-
fined as a portion of the skin (epidermis/dermis) that 
is unintentionally separated (partially or fully) from 
its original place due to shear, friction, and/or blunt 
force. This concept is not to be confused with tissue 
that is intentionally detached from its place of origin 
for therapeutic use, e.g., surgical skin grafting’. The 
results of psychometric testing on a sample of 1601 
healthcare professionals from 44 countries showed 
that skin tears can be validly and reliably assessed us-
ing the ISTAP classification system. Higher accuracy, 
reliability and agreement scores were found among 
more experienced and better trained healthcare pro-
fessionals, suggesting that sufficient and appropriate 
education and training are important for optimising 
skin tear identification and classification skills. The 
use of a standardised and internationally recognised 
skin tear classification system is recommended to 
support systematic, accurate and consistent assess-
ment and reporting. Consideration should be given 
to integrating the ISTAP tool into electronic health 
records and using it in future skin tear research to 
improve the accuracy and comparability of study re-
sults. As part of our study, the tool was translated into 
15 languages, promoting global awareness and use.

In a third study, existing skin tear classifications 
were critically evaluated, compared and summarised 
in terms of their measurement properties.110 This 
systematic review, which included 14 studies in a 
qualitative synthesis, found that there are five clas-
sifications for skin tears (Payne-Martin, Dunkin, Lo, 
STAR and ISTAP), of which only two have been 
psychometrically tested (STAR and ISTAP). Due to 
the methodological heterogeneity of the studies (e.g., 
study design, procedures, sample characteristics), dif-
ferent statistical analyses, lack of confidence intervals 

and inadequate reporting, a meta-analysis could not 
be conducted. Three studies of very low methodo-
logical quality showed insufficient reliability and cri-
terion validity of the STAR classification.9,25,111 To 
date, the ISTAP classification is the most commonly 
assessed system, with moderate quality evidence for 
reliability, measurement error and criterion validity. 
The downgrading of evidence from high to moder-
ate has been associated with the use of photographs 
in psychometric testing (indirect skin observation). 
More well-designed, rigorously conducted and ad-
equately reported studies with representative sam-
ples, appropriate statistical methods and direct skin 
observations are needed to draw reliable conclusions.

In a final study, an instrument to assess knowledge 
of skin tears (OASES) was designed and tested in-
ternationally.112 OASES was developed based on the 
latest evidence-based guidelines for the prevention 
and treatment of skin tears. Content validity was es-
tablished in a two-round Delphi process by a panel 
of 10 international experts. Psychometric testing on a 
sample of 387 nurses from 37 countries revealed ad-
equate validity and reliability of the English version. 
The final instrument consists of 20 multiple-choice 
items covering six domains most relevant to skin 
tears: (1) aetiology, (2) classification and observation, 
(3) risk assessment, (4) prevention, (5) treatment 
and (6) specific patient populations. OASES can be 
used in nursing education, postgraduate education, 
research and practice to assess both factual knowl-
edge and more complex cognitive skills related to skin 
tears. Insights into educational needs and priorities 
can support the development of tailored educational 
programmes and other strategies aimed at improving 
the quality of skin tears care. The next step should be 
to translate and validate OASES into other languages 
to enable worldwide use.

9. CONCLUSIONS 
Skin tears represent a significant problem for patients 
and multidisciplinary teams across the healthcare 
spectrum. Despite their high prevalence, significant 
impact on patient well-being and substantial financial 
burden on healthcare systems, skin tears remain an 
understudied injury in clinical practice and research. 
In recent years, international best practice guidelines 
for the prevention and treatment of skin tears have 
been developed to assist healthcare professionals in 
evidence-based decision making, reduce disparities 
in care, improve patient outcomes and reduce costs; 
however, adherence to these guidelines in clinical 
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practice is poor. This work contributes to the small 
but growing body of evidence on the epidemiol-
ogy of skin tears and provides tools to facilitate the 
translation of guidelines into practice to improve 

skin tear care. In addition, this work provides the 
necessary foundation for future research to develop 
and evaluate preventive, therapeutic and educational 
interventions.
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