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« Skin tears or cutaneous tears are not considered a specific
lesion.

+ Subcutaneous hematoma, as part of the injury, must be
treated as quickly as possible.

+ Lack of universalisation of definition is the main reason why
they are not adequately diagnosed.

Here, we present a critical analysis the International Skin Tear
Panel (ISTAP)' consensus document in which skin tears are
incompletely defined, as it does not include all the layers of
the skin (the hypodermis is excluded). We would like to declare
that as not all tears have the same morphology in terms of
depth and tissue structure, depending on the direction and
on the intensity of the direct trauma, they do not have the
same therapeutic approach.? Tears developed in the upper
layers of the skin, epidermis and dermis, referred as ‘skin
tears’ by the ISTAP, would be considered mild skin tears. As
this is a consensus document, superficial tears should not be
included in a way that excludes consideration of more serious
tears. Since skin tears vary according to the intensity of the
trauma, it is expected they also affect the deepest layer of the
skin, and even compromise the fascia. This is the reason, we
believe the subcutaneous cellular tissue should be included in
the consensus document, leading to a more comprehensive
understanding of the degree of the skin layers’involvement, as
well as any adverse events that may occur including bleeding
and the subsequent formation of hematomas.

We consider that a skin tear is not a specific lesion; rather
it should be included in the definition of ‘skin lacerations’
(up to the hypodermis) to differentiate it from lacerations in
different anatomical sites (such as muscles, tendons or nerves).
Because these skin lacerations can affect both superficial
and deep structures, they are referred to by some authors? as
suprafascial and subfascial® avulsions.

This type of traumatic injury can be due to shearing, bruising,
friction, or adhesive removal, and occurs more frequently in
patients with skin fragility due to photoaging.'#*

Skin lacerations do not have a uniform line, that is, they are
not completely horizontal. Figures 1 and 2 shows that many of
them are oblique.

In clinical practice is common to see, a traumatic oblique
skin flap compromised and reaching the hypodermis, in
semicircular shape or‘V’ shape (see Figure 3).

The appearance may not adequately reflect the degree of
force used to cause the injury*; for example, elderly people
(especially those taking systemic steroids or anticoagulant)
develop senile ecchymosis all over their bodies, but especially
on the extremities. They are known to occur with little
force, and even spontaneously because of thinning of the
perivascular connective tissue.®

It is essential to classify the thickness of the traumatic skin flap,
to be aware of the compromised layers. If they are very thin,
when repositioned they will maintain a morphology like a
partial skin graft (Figure 4a (i and ii). In cases of thick traumatic
skin flaps, we may be faced with a skin flap called a random
pattern flapS, or, on the contrary, a skin perforator® (as shown in
Figure 1b and 4b (i and ii)), which partially or totally preserves
the viability of the avulsed skin.

It is fundamental to know the difference between normal
tissue morphology and traumatic injuries. If the skin consists
of three layers as described by Van Tinglen” and other
authors,”® involvement of the hypodermis should be part of
the classification of skin tears or lacerations. Let us not forget
that in its thickness we can also detect hair follicles, sensory
nerves, and blood vessels.’ The subcutaneous cellular tissue is
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Figure 1. Line or direction of the traumatic flap of the tears: 1a) Horizontal tear. 1b) Oblique tear (including subcutaneous cellular tissue

Figure 2a Figure 2b

Figure 2. Pretibial laceration with oblique involvement: 2a) The edge of the
flap is superficial. 2b) The flap is repositioned in its bed. Photos are from our
clinic, used with permission.

Figure 3a

Figure 3. Shapres of traumatic
oblique skin flaps reaching the
hypodermis. 3a) Semicircular shape.
3B) AV’ shape.

Figure 3b

below the reticular dermis, without a defined limit. However,
this loose areolar tissue, with its fibers is attached to those of
the dermis, forming anchor points; also fixing the skin to the
underlying structures (fascia, periosteum, or perichondrium).™
The extreme atrophy of the epidermis and dermis associated
with fat thinning due to aging causes the subcutaneous
vessels to come into close contact with the more superficial
layers.' Saurat et al® and Kaya et al'' describe lacerations (and
not tears) as stage Il and Ill dermatoporosis.

Beldon'?reports that Dunkin et al proposed the classification
of pretibial injuries, along with an algorithm for their
management. The classification was similar to that Payne
and Martin™3 for skin tears, but included larger tears.

Figure 4b (i)

Figure 4b (ii)

Figure 4. Thickness of traumatic skin flaps
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According to Dunkin’s classification,'>'*'> pretibial lacerations,
or type 1 and 2 skin tears (shown in Figure 5;5a,5b), should
be treated conservatively, as corroborated by Lo et al' and
Singh et al.’® However, type 3 and 4 injuries (shown in Figure
5;5¢,5d) should be referred to emergency services,'' and
subsequently treated in a mixed way, in order to reduce
hospital time, by performing ambulatory cures, and defining
appropriate treatments according to their evolution.

HEMATOMAS ARE THEY PART OF SKIN TEARS OR A
COMPLICATION?

We would also like to refer to the vascular anatomy of the
skin layers and, subsequently, the clinical manifestations of

Figure 5b

Figure 5a

Figure 5d

Figure 5¢

Figure 5. Classification of pretibial lacerations. 5a) Type 1. 5b) Type 2. 5¢) Type
3.5d) Type 4

vessel extravasation, according to intensity. Subcutaneous
hemorrhages are referred to vaguely in various sections of the
consensus, with terms such as dermal hemorrhages. Figure 6
shows the irrigation of the skin system."”

According to dermatological semiology, there are lesions due
to blood extravasation caused by minor traumas and favoured
by previous skin lesions caused by aging, called macules.'®
They are dermal infiltrates that do not form collections. They
may be red (more superficial) and blue (deep), and they do
not disappear with vitropressure (diascopy). These lesions are
distinguished'as

Petechiae: Pinpoint and isolated extravasation. Macules < 4
mm (Fig. 7)

Figure 6. Skin vascular network: Superficial and deep plex; the subcutaneous
plex is also seen (Image used with authorization)."

Figure 7. Petequia

Purpura: Small extravasations that densely and symmetrically
cover relatively large areas. They can be Macular: intradermal
extravasations; or Papular, involving inflammation of the
vascular wall and 5-10mm in size (Figure 8).
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Superficial dermmal hemasema

Sbpapliary hematoms .

Figure 8. Purpura

Ecchymosis: Extravasation that affects extensive areas, in
the form of plate, >1 cm in diameter. Colloquially, it is called
bruising (Figure 9).

Figure 9. Ecchymosis

Hematoma: Massive extravasations in the form of a cumulus
or tumor (Figure 10). The vessels may continue to bleed for
some time after the hematoma occurs during the first 24-48
hours.? Hematomas, depending on the size and depth, are
not always palpable. They may be the product of ruptured
capillaries in the subpapillary plexus, a vessel in the dermis,
or subcutaneous cell tissue. When the subpapillary plexus
ruptures, it can form a small subepidermal or intradermal
hematoma.

CONCLUSION

Given that ISTAP does not consider the hypodermis in its
skin tears classification,” we conclude that skin tears must
correspond to suprafascial avulsive skin lacerations.? Therefore,
we propose this definition should be revised and should
include the term skin lacerations, since they compromise all of
the skin.

Furthermore, the classification should not only analyse
whether there is a skin flap or not, but also define its line or
direction, as well as its thickness.

Figure 10. Potential origin sites of hematoma in the skin

The presence of a hematoma should also be considered, which
is derived from the rupture of the vascular plexuses, and it is
an entity which should be described as part of the injury and
treated as quickly as possible, due to the complications that
they may cause.

The morphological and conceptual terms still need to be
clarified, as well as reaching a consensus in the translation of
terms from English to Spanish and other languages, evaluating
whether the concepts are similar. Many times, we accept terms
when we have never questioned if they are totally accurate!

DISCUSSION

The lack of universal coding is perhaps the main reason
why these lesions are not adequately diagnosed. The
daily management of traumatic wounds entails providing
a diagnosis according to their anatomical and clinical
description. Subsequently, in practice, the WHO global
coding system should be applied (ICD 9, ICD 10, or ICD 11
depending on the institution or country). However, if within
these codes the types of injuries are not specified according to
the anatomical site affected and only a general term appears,
for example: “open wounds - complicated or not’, or the type
of laceration is not identified, such as skin, this can constitute a
barrier to future studies.
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