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ABSTRACT

Background
Skin tears are common acute wounds found among
aging populations and most commonly occur over
the extremities. Along with increased age, risk factors
include general health, mobility and skin condition.
The ageing of the world’s population means that the
burden of skin tears will continue to increase; there-
fore, afocus on awareness, prevention and evidence-

informed wound management is imperative.

Aim
To present a collaborative case study report of a
patient in the community setting with a Type 1 skin
tear.

Method
This case report includes the patient (Leslie) as a
co-author, to bring the experience of the person in
her own words to the forefront in her journey towards
healing in a community setting.

Results
Leslie was unsure of how to care for her skin tear and
felt frustrated by the variety of instructions and in-
consistent approaches to her skin tear management.
Decisions around her care were made without atten-
tion to her involvement. Leslie’s own words describe

her experiences in the care of this initial acute wound
that became hard-to-heal, but eventually closed.

Conclusion
This case study captures the impact of hard-to-heal
skin tears on the individual and identifies gaps and
opportunities in wound care provision. Clinicians can
reflect on their care delivery models to ensure that
they provide patient-centred care.

Implications for clinical practice
This case study may increase awareness among pa-
tients, providers, educators and policymakers of how
we can better prevent and care for persons with skin
tears and involve them in all aspects of care.

INTRODUCTION
The following case study is unique in that the in-
dividual in question is a contributing author of the
manuscript. Her willingness to collaborate was based
on her desire to share her journey with a skin tear, in
hopes that it will inspire healthcare professionals to

engage patients in their own care.

Person involvement and shared care encompasses ap-
proaches and interventions that may assist patients in
participating in care planning, decision-making and

care delivery.! This approach values the person as
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an active participant, rather than a passive recipient
of care.? Person involvement can not only improve
wound care outcomes, but also reduce overall health
costs and improve quality of life.> Under every dress-
ing lies a story, and behind every clinical scenario
there is a person with a wound waiting to be heard.4
This case presentation aims to involve the person
with the skin tears actively in the presentation of her

skin tear journey in her own words.

Background
Skin tears are common acute wounds found among
aging populations and most commonly occur on
the extremities.>® The International Skin Tear Ad-
visory Panel (ISTAP) defines skin tears as ‘a trau-
matic wound caused by mechanical forces, including
removal of adhesives. Severity may vary by depth
(not extending through the subcutaneous layer)’.”:8
In Canada, there are only limited studies estimating
the prevalence of skin tears across healthcare settings.
The prevalence among long-term care (LTC) settings
is estimated to be between 14.7% and 22%7-12, and
itis 30% in palliative care;'3 the burden of skin tears

in other Canadian healthcare settings is not known.

ISTAP developed a Skin Tear Risk Framework to aid
in the risk assessment and prevention of skin tears.'4
The framework indicates important risk factors to
consider, including general health, mobility and skin
condition, with the presence of one or more factors
placing the individual at higher risk and prompting
risk-reduction actions. LeBlanc et al.’> concluded
that, within the three risk factors previously men-
tioned, individuals with the highest risk of skin tears
included those suffering from chronic or critical dis-
ease, aggressive behaviour, dependence on others for
activities of daily living, history of falls, history of a
previous skin tear, displaying skin changes associ-
ated with aging and signs of photo damage. Skin
changes, including ecchymosis, senile purpura, skin
atrophy, photodamage and stellate pseudoscars, ul-
timately result in increased skin tear risk.'® Changes
with ageing can also decrease sensation and lead to an
increased risk of mechanical trauma.!” The ageing of
the world’s population means that the burden of skin
tears will continue to increase; therefore, a focus on
awareness, prevention and evidence-informed wound

management is imperative.

Individuals, caregivers or healthcare professionals’
knowledge, attitudes and practices pertaining to skins

tears, their physical environment and local healthcare

policies will further influence the incidence of skin
tear development. Commonly, the focus for skin tear
prevention is centred around the LTC sector, with
lictle attention paid to those living in the commu-
nity, as reflected in the lack of Canadian community
setting skin tear prevalence data. Individuals in the
community need to be educated about the changes
associated with aging, the impact of medications, op-
portunities for self-management in skin care and skin
tear prevention and management. Providing patient
education and involving the person with the skin
tear in the care plan’s development and evaluation
are imperative for supporting wound healing and

improving outcomes.!

Skin tears are often underestimated and trivialised,
leading to suboptimal prevention and delayed or in-
appropriate management.'® Although skin tears typi-
cally proceed to closure within two to four weeks!”19,
comorbidities such as diabetes and oedema, in com-
bination with aged skin, can put the individual with
the skin tear at risk for a delay in wound closure and
result in a chronic, non-healing wound.?° A non-
healing or chronic wound can develop due to a vari-
ety of reasons, such as modifiable and non-modifiable
intrinsic and extrinsic factors’, resulting in increased
healthcare costs and the human costs of pain, suf-
fering and decreased health-related quality of life.!!
Not everyone is aware that living with a complex
wound is challenging and affects many physical and

psychosocial aspects of lives.?!

Leslie’s Story
This is a case study report of a 77-year-old Cau-
casian female (Leslie) with a medical history of a
right total knee replacement, asthma, hypertension,
arthritis, osteopenia and atrial fibrillation. Her cur-
rent medications include rivaroxaban, bisoprolol,
montelukast, budesonide/formoterol, beclometha-
sone dipropinate, ipratropium bromide, telmisartan,
cholecalciferol and cyanocobalamin; she is allergic
to doxycycline hyclate. Leslie is a retired Registered
Nurse (RN) (graduated in 1965) and last worked as
an RN in 1980. She has resources to draw on when
she needs help. She has a need to know about things,
a penchant to ask questions and a desire to be her own
advocate. Leslie is a divorced mother of two and now
lives with her second husband. She enjoys walking,
cooking, baking, reading, painting, knitting, movies
and spending time with her children and grandchil-
dren. Informed consent was obtained in writing from

Leslie, allowing us to obtain and share wound images
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Figure 1

: Figure 2

and recount her personal experience.

Leslie suffered a blunt force trauma resulting in a
V-shaped Type 1 partial flap loss skin tear to her
right lower leg (Figure 1) after she accidently caught
her pant leg on a 3-prong cultivating gardening tool
(Figure 2).

1 had a fight with a garden tool, the attacker and [I]
lost. My leg looks like it is about 200 years old. With
every bump, I get a bleed and bruise. Then the skin

stays discoloured.

She went to the local emergency department (ED),
where the wound was cleaned with normal saline
and then closed by primary intension (Figure 3). An
antibiotic ointment was applied, and the wound was
covered with a non-adherent mesh dressing. She re-
ceived a tetanus vaccine booster and was discharged
to home with instructions to clean the wound with
soap and water and follow up with her family physi-

cian as needed.

The wound continued to ooze blood for approxi-
mately four days, resulting in a hematoma approxi-
mately 3 cm squared (Figure 4). Leslie reported that
she felt unsure of how to manage the wound, not
knowing whether to keep it covered or left open to
the air. She reached out to members of the healthcare
team to learn more about caring for her wound and
was told to continue using the topical antibiotic oint-
ment and a gauze dressing. She accessed the online
Care at Home document from Wounds Canada to

document the journey of her wound.??

Figure 3

On Day 6, the wound edges were inflamed, and
wound moisture was increased. Leslie stopped using
soap and water to clean the wound and switched to
normal saline. She discontinued using the topical
antibiotic ointment, switched to petroleum jelly and

covered it with a non-adherent foam dressing.

On Day 10 (Figure 5), the sutures were removed and
the wound edges were unattached; there was circum-
ferential peri-wound inflammation. The petroleum
jelly was discontinued, and the skin tear was covered

with a non-adherent silver foam dressing.

The doctor called me later to say that she had spoken to a

plastic surgeon to see if a skin graft should be considered,
and the reply was no’ because the wound will heal in
a month (4 weeks).

The flap seems to be intact so far; however, I'm not
convinced it will survive. I'm going to call home care.
The Physician made a referral to the homecare and the
wound clinic.

On Day 13, Leslie reported throbbing wound pain
in the night. The peri-wound remained inflamed.
Her lower leg was slightly oedematous, and there
was scant wound drainage. She had planned on go-
ing back to the ED, but decided on a ‘wait and see
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approach’. She was spending the day with her grand-
children and did not want to change her plans, so she

relied on homecare to follow-up.

[ see that if the flap is dying or already dead thar it
should probably be debrided. Lets hope the silver will
work some magic and at least settle down the surround-

ing tissue: living in hope.

Leslie continued to wait a for a wound specialist visit
and a lower leg assessment, which she thought should
be done. She elevated her affected leg to manage the
slight oedema. The skin tear and surrounding area
felt itchy and prickly, with occasional sharp, stab-
bing pain.

If the flap is dying or dead, is it best to leave it sealed
in place to keep the wound covered while it heals under
it or is it better to debride and remove it exposing the
inner tissue and risk infection? Also, I cannot see the
wound clearly because of the location on my leg and
the angle in which I look at it. I feel sometimes that my
injury is treated as a minimal inconvenience, however
it seems very serious and upsetting to me. I am worried
and concerned about infection and the healing process
seems to be very slow. I'm keeping busy with grandchil-
dren though!

Day 19:
Homecare was here today and changed the dressing; I
Jfind my wound is looking better to me; not so red all
around the perimeter tissue and has the feel of itchiness
of healing. Is it wishful thinking on my part? Homecare
will come twice a week, so will be here again next Tues-
day. The gal hinted that I could do my own dressing,
which I can, but I want them to monitor it until I get

a response from the wound care specialist.

Day 26:
The homecare nurse said she talked to Wound Care and
she said surgical debridement would be roo painful so

they suggested gel. They did not discuss doing debride-
ment in my home. They are not coming till Monday
to do that (today is Friday). I asked for a lower leg
assessment, so homecare felt my pedal pulses and said
it was strong and everything was ok. Im still waiting
Jor call from wound care clinic. I manage to wear my
compression stocking that was recommended but only
in the cooler weather. I'm doing quite well considering.
I'm certainly not getting anywhere with evidence-based
practice here though. Slow and steady but not very pretzy.

Day 30:
With the dressing change today the entire flap sloughed
off! (Figure 6). Guess it was time. Homecare was here
and didn’t put gel on today. They will be back on Friday.

Time to relax.

The Homecare nurse noted some hyper granulation tissue
in the wound. I asked about putting some gel on but
she felt that the wound was too moist, so she wanted to
Just put dry gauze on it today. I wasn'’t sure if it should
be completely dry for 4 days, so she compromised and
put a very small piece of silver mesh across the top area.
Overall, I think it is healing slowly.

The dressing protocol was subsequently changed by
homecare to dry gauze, to cover the wound.

Day 40:

The dry gauze dressing had to be soaked off;, the wound
irself looked quite dryish bur healing. Homecare really
wanted to leave it with a dry dressing and suggested
the hyper granulation was much better and it was close
to being healed. I did insist on one more silver mesh
dressing, which she did pur on; she said it will rake
longer to heal. Homecare will not come next Tuesday as
1 have my appointment with the Wound Care Clinic
next Wednesday. That will be day 45!

Day 45:
1 had my appointment ar the Wound Clinic yesterday
and was there for almost 3 hours. The fellow who did all
the work and prep of my wound was a physiotherapist
who has been trained ro work there because of nurses
being called to work with Covid patients. He manually
debrided the sheets of dead skin from all around the
wound and removed dead tissue from in the wound to
clean it up. The edges are certainly healing, but there
is still a fairly deep hole or two in the middle. I had a
session with the Dietician who went over my diet and
diverticulosis and constipation issues and reminded me

to eat protein with every meal to help healing and gave
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me tip sheets about foods to eat to promote healing and
increase fibre. Then I saw the doctor who thought that
because of my age that I should wear stronger compres-
sion so they put on a silver mesh topped with a small
Joam pad then snuggly wrapped my leg.. .toes to knee
with 2-layer compression bandage. I have an appoint-
ment to return to the clinic in 2 weeks, and they are
going to give homecare instructions of what o do. I'll
see if I hear from homecare tomorrow as that is my
regular day. So on I go with hope that the holes will fill
in eventually and a totally healed wound will be the
outcome.....sooner than later!

Day 60:
L went for my second visit to the Wound Clinic today. It
has been 8 1/2 weeks now since the injury and I can say
[ am getting really tired of this. The compression wraps
are extremely uncomfortable, although I hope they are
helping. Today at the clinic they suggested I order new
compression stockings. It looks so different than it did ar
last change. I finally had a chance to talk to the phar-
macist today about a steroid ointment. I will pick up a
small tube tomorrow and will have to convince homecare
to put it on for me when they change the dressing and

wrap the lite compression wraps.

1 managed to obtain the steroid ointment from the phar-
macy and have been applying it on my own for two ap-
plications while wearing my compression stockings. With
some advice from a friend experienced in wound care I
switched to using a bandaid like dressing (hydrocolloid
its called) which seems to work out fine. I just passed
the 12-week mark. I am doing these dressing changes
myself and homecare will come once a week to monitor
the wound. The wound care clinic said they will phone
me in 2 weeks to see how things are going. I switched to
cleaning the wound with iodine and after doing that it
looks a little strange to me (Figure 7): like an abstract
painting. It seems to me it is getting very close to being
done. I am overall doing well but I am somewhat con-
fused by all the different instructions and approaches to
my wound. 1 think that has been the most frustrating
part of this journey.

Day 99:
Fourteen weeks and my wound has finally closed and in
the final stages of healing! This was much different than
the original 28-day estimate (Figure 8). It I had been
told at the beginning of this journey that it would take
this long, [ wouldnt have believed it! I am so grateful for
the care and attention that I received from the various

healthcare providers. However, as a senior with other

* - Figure7
¥

health complications, I know it would have been less
stressful and more encouraging for me if there had been
better understanding and a more consistent approach in
the care protocol for my wound by everyone involved. I
suspect updated information and education is the key
for everyone from the attending emergency physician,

wound clinic and homecare providers involved.

DISCUSSION
Leslie’s journey was complex. The initial ED visit re-
sulted in the application of sutures to close the wound
via primary intension. Of paramount importance was
avoiding any further risks of trauma; therefore, it
was recommended to avoid the use of skin closure
strips and sutures for wound closure.” It has been
documented elsewhere that sutures and staples are
not recommended for skin tear management, due
to the fragility of elderly skin.18 Other methods of
wound closure may need to be considered, such as
topical skin glue?? or healing by secondary inten-
tion. In addition, traditional adhesive strips are not
advised, due to their adhesive nature, which increases

the risk of skin injury.?3-24

The decision on how to close a Type 1 skin tear is
subjective, and ED physicians must make judgement
calls based on the presentation of the wound, the
peri-wound skin and the risk of infection. It must be
noted that there are no clinical trials to date compar-
ing skin tear outcomes of wounds closed with sutures,

staples, skin closure strips, cyanoacrylates or other
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topical dressings, and that best practice recommenda-

tions are based on experts’ opinions.??

Leslie’s skin tear became chronic and complicated due
to flap failure, lower leg oedema, a dry wound bed
and hypergranulation tissue. LeBlanc et al.? hypoth-
esised that possessing skin tear risk factors will not
equate to the development of a skin tear or chronic-
ity of the skin tear, if one develops other mediating
factors, such as the knowledge, attitudes and prac-
tices of the individual, caregiver and/or healthcare
provider, coupled with the system policies that will
influence skin tear outcomes. Leslie highlighted that
she was unsure if evidence-based wound manage-
ment strategies were consistently applied in her case.
There was inconsistent support for the principle of
moist wound healing and a missed opportunity to
enhance self-managed care and knowledge to increase
understanding of the complex wound-healing pro-
cess. These gaps in care left Leslie confused, tired and
frustrated, as she felt that her skin tear was trivialised
throughout the care process. The care providers cared
about her wound and wanted her wound to heal,
yet they minimised her wound and did not identify
that skin tears have the potential to become chronic
and complex. With some background knowledge,
she felt that she had to convince providers to sup-
port moist wound healing and the transition to a
steroid ointment. The use of topical corticosteroid
ointments has been documented in the literature as
a fast and relatively painless method for managing

hypergranulation.?5-2¢

Although Leslie is a retired nurse, there were gaps in
her understanding of the wound-healing trajectory.
As many methods of treatment have changed since
Leslie’s actual nursing days, she had the expectation
that the skin tear would heal within four weeks. She
noted, ‘Being an old nurse and being an old patient

are very different situations’.

A needs assessment of patients and caregivers should
be performed and documented, including baseline
information pertaining to knowledge, beliefs, health
practices and perceived learning needs from patients,
families and caregivers.” Given that the greatest risk
factor for developing a skin tear is a previous history
of a skin tear?, an integral part of any management
plan should include skin tear prevention strategies.
Prevention strategies can include moisturising the

skin twice per day, to add moisture to dry skin.?”-28

The key areas of skin tear prevention and manage-

ment include primary prevention, identifying and
treating the cause, addressing patient- and family-
centred concerns, determining healing potential and
providing local wound care. The ISTAP suggests that
the principles of Wound Bed Preparation and Tissue,
Infection/Inflammation, Moisture Balance, and Edge
Effect (TIME) be used to guide wound assessment
and management.?®*® Moist wound healing is im-
perative, as skin tears tend to be dry wounds®!, and
moist wounds heal two to three times faster than
dry wounds.?? The healing of skin tears in the lower
extremities can be complicated by co-existing condi-
tions such as peripheral arterial disease and venous
insufficiency.” LeBlanc et al.>! recommended that a
lower-limb assessment be undertaken in persons who
present with a skin tear on the lower limb. Compres-
sion therapy should be considered in the absence of

significant arterial disease. !

Weekly reassessment of the skin tear should be under-
taken, and topical management adjusted accordingly.
If the person with the skin tear has fragile skin, it is
preferable to leave the dressing in place for up to
five days, to avoid further trauma if there is a skin
flap.3% LeBlanc and Woo? conducted a pragmatic,
randomised controlled clinical study to evaluate the
use of silicone dressings for the treatment of skin
tears. They concluded thatssilicone dressings (silicone
contact layers or silicone foam dressings) are a supe-
rior option for the treatment of skin tears. In their
study, it was reported that skin tears healed almost
two times faster with silicone dressings, compared to
conventional nonadherent dressings over the course
of three weeks. Furthermore, the proportion of healed
subjects was almost three times higher in the silicone
treatment group. The wound management plan re-
quires a collaborative interdisciplinary approach with
timely referral to an appropriate specialist if the skin

tear fails to progress or deteriorates.>

It has been reported that there is a lack of attention to
skin tears across all healthcare settings, and the lack
of prevalence data pertaining to community settings
reflects that this is especially true in the homecare
sectors.7 Given our aging population and the increase
in the number of individuals who choose to stay in
their own homes, rather than transition to a retire-
ment home or LTC facility, it is imperative that we
raise awareness of skin tears among this population.7
It is also imperative that we engage and involve per-

sons with skin tears in the wound-healing process
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and support them with education, encouragement
and self-management strategies when appropriate.
A person who has experienced a skin tear will be
at risk for future skin tears; therefore, adopting a
self-care checklist for prevention is recommended to
help them monitor their skin health and subsequent
complications.?!3> With the above in mind, an im-
portant next step and future goal for Leslie will be to

focus on preventing further skin tears.

Living with a wound is challenging and impacts many
aspects of a person’s life.! This case study captures
the impact of hard-to-heal skin tears on the indi-
vidual and has identified gaps and opportunities in
wound care provision. Clinicians can reflect on their
care delivery models to ensure that the individuals
are at the centre of care and are supported in being
active participants in care and decision-making. In
the current system, there is a lack of coordinated case
management for wounds, as a variety of providers
with varying levels of knowledge and experience that
interact with patients. This is a reality, especially in
the community care setting. Implementing skin tear
prevention and treatment pathways and consistently
involving patients in the centre of care are not yet

consistently applied in practice.

In this case study, Leslie might have benefited from
support for greater involvement and shared decision-
making related to dressing choice, lifestyle manage-
ment and the consistent use of an evidence-based skin

tear management and prevention pathway.

To support patient involvement in all wound types,
public awareness and education needs to be increased.
The purpose of this case study was not to point a
finger of blame or to criticise the care received, but
rather to present the lived experience of someone in
the community with a skin tear and to raise awareness
among providers, educators and policymakers related

to these complex wounds.

CONCLUSION
Skin tears are under-recognised acute wounds that
have the potential to become non-healing, complex
chronic wounds if not adequately assessed, classified
and treated with evidenced-informed care. The effect
of skin tears on a person’s quality of life is not fully
known, and gaining knowledge of a person’s perspec-
tives, experiences and voice requires further research.

Providers, policy makers, patients and caregivers can

refer to the ISTAP website for the most up-to-date
information on skin tears.3°

I have very strong feelings and much gratitude about
the fact that if I didn’t have the opportunity to seek
your advice, guidance and new research info about
wound care especially flap wound care that I would
not have had a clue as to whether I was getting good
care or to question the protocol so thank you once
again for your help and support. Moist wound heal-

ing was totally new to me!

IMPLICATIONS
FOR CLINICAL PRACTICE
1. Wound management plans should be patient--
centred, with open communication to support
opportunities for involvement between health-
care providers and the individual suffering with

the wound.

2. The importance of a holistic assessment,
including a complete lower leg assessment,
moist wound healing and the application of
compression therapy (if indicated) should not

be overlooked.

3. Mediating factors such as knowledge, attitudes
and practices of the individual, caregiver and/
or healthcare provider, coupled with system
policies and standardised practices, can

influence skin tear outcomes.

Future research
1. There is a need for clinical trials comparing
skin tear outcomes of wounds closed with
sutures, staples, skin closure strips, cyanoa-

crylates or other dressings.

2. Research on skin tears remains in its infancy.
More research is needed to fully understand the

lived experience of having a skin tear.

3. The effect of skin tears on a person’s quality of
life is not fully known, and gaining knowledge
of a person’s perspectives, experiences and voice

requires further research. ]
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