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Introduction: Skin tears (ST) are defined as traumatic wounds
caused by mechanical forces (shearing, friction, and/or
blunt trauma, including the removal of medical adhesives).
They are most commonly observed in elderly individuals
with chronic comorbidities, in critical condition, or at the
end of life.

Aim of the study: To identify the best nursing and therapeutic
practices undertaken by nurses to prevent ST based on risk
factors identified in clinical research.

Material and methods: The study involved a review of the lit-
erature based on original research concerning traumat-
ic skin injuries. The following databases were searched:
Medline (EBSCO), Medline (PubMed), and Web of Science.
The search criteria included the keywords: skin tear, risk
factors, frequency, and prevalence.

Results: The analysis of research studies identified the follow-
ing major risk factors for the occurrence of ST: advanced age
and related changes in skin properties (loss of elasticity, dry-
ness, and increased susceptibility to injuries), the presence
of vascular changes (petechiae, senile purpura, hematomas),
malnutrition, dependency on caregiver support, falls, and
a history of previous skin tears. Reducing the occurrence of
ST is achievable through highly qualified and experienced
medical staff, comprehensive clinical assessments of patient
risk, systematic skin monitoring and care, attention to the
patient’s environment, and caregiver education.

Conclusions: Understanding and identifying the risk factors
for ST are critical for effective management of these skin
injuries and for improving the quality of healthcare. The
implementation of preventive strategies and educational
activities based on scientific evidence is essential for re-
ducing the frequency and severity of ST in clinical practice.

Key words: skin tears, risk factors, incidence, prevention.

Streszczenie

Wprowadzenie: Rozdarcia skory (skin tears — ST) sa definio-
wane jako rany pourazowe spowodowane sitami mecha-
nicznymi (sity $cinajace, tarcie i/lub tepe uderzenie oraz
usuwanie klejow medycznych). Najczesciej rozpoznawane
sa u 0s6b w podesztym wieku ze wspoélistniejacymi scho-
rzeniami przewleklymi, w stanie krytycznym i u kresu
zycia.

Cel pracy: Wskazanie najlepszych praktyk pielegnacyjno-
-terapeutycznych podejmowanych przez pielegniarki w za-
pobieganiu ST na podstawie czynnikow ryzyka zidentyfi-
kowanych w badaniach klinicznych.

Materiaty i metody: W pracy dokonano przegladu pi$miennic-
twa na podstawie prac oryginalnych dotyczacych urazo-
wego uszkodzenia skory. Przeszukano bazy danych: Me-
dline (EBSCO), Medline (PubMed) oraz Web of Science.
Kryterium wyszukiwania byly stowa kluczowe: rozdarcie
naskorka, czynniki ryzyka, czestotliwos¢ wystepowania,
rozpowszechnianie.

Wyniki: Na podstawie analizowanych prac badawczych ziden-
tyfikowano nastepujace glowne czynniki ryzyka wystepo-
wania ST: zaawansowany wiek oraz zwigzane z nim zmia-
ny wlasciwosci skéry (utrata elastycznosci skory, suchosé
i zwiekszona podatno$é na urazy), obecno$é zmian naczy-
niowych (wybroczyny, plamica starcza, krwiaki), niedozy-
wienie, uzaleznienie od opieki §wiadczonej przez innych,
upadki oraz przebyte ST w przeszlosci. Redukcja wystepo-
wania ST u chorych jest mozliwa pod warunkiem wysokich
kwalifikacji i do§wiadczenia kadry medycznej, calo$ciowej
oceny stanu klinicznego chorego pod katem ryzyka, syste-
matycznego monitorowania stanu skory i jej pielegnacii,
dbalosci o srodowisko chorego i edukacje opiekunow.

Whnioski: Znajomo$¢ i identyfikacja czynnikéw ryzyka ST
sa kluczowe dla skutecznego zarzadzania tym rodzajem
urazdw skory oraz poprawy jakosci opieki zdrowotne;j.
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Wdrozenie do praktyki klinicznej strategii prewencyjnych
idziatan edukacyjnych opracowanych w oparciu o dowody
naukowe, ma fundamentalne znaczenie w redukcji czesto-
$ciinasilenia ST.

Stowa kluczowe: rozdarcie skory, czynniki ryzyka, czestosé
wystepowania, profilaktyka.

Introduction

In 2011, experts from the International Skin Tear
Advisory Panel (ISTAP) standardized the terminol-
ogy by defining skin tears (ST) as wounds caused
by shear, friction, and/or blunt forces that lead to
the separation of skin layers. Skin tears can involve
either partial-thickness injuries (separation of the
epidermis from the dermis) or full-thickness inju-
ries (separation of the epidermis and dermis from
underlying structures) [1, 2]. The definition was lat-
er refined to specify that ST are traumatic wounds
caused by mechanical forces, including the removal
of medical adhesives. Their classification varies based
on depth (not exceeding the subcutaneous layer) and
includes three categories:

+ type 1: No skin loss,

« type 2: Partial loss of damaged skin/flap,

« type 3: Complete loss of damaged skin/flap.

In the context of ST, a “flap” is defined as a portion
of skin (epidermis/dermis) that is unintentionally
separated (partially or completely) from its original
position due to shearing, friction, and/or blunt force.
This term should not be confused with tissue that
is intentionally separated for therapeutic purposes,
such as for surgical skin grafting [3].

Skin tears can occur at any age. They are most
commonly diagnosed in elderly individuals with
chronic comorbidities, in critical condition, or at the
end of life. However, they can also occur in children
and premature infants. The injuries are most fre-
quently located on the extremities [4-6].

Risk factors

Skin tears represent one of the most common skin-re-
lated issues among elderly individuals. They are often
not properly recognized or reported and are frequent-
ly misdiagnosed, for example, as lacerations [1, 7].
Skin tears negatively affect the quality of life of older
adults by causing pain, suffering, and infection, pro-
longing hospital stays, increasing healthcare costs,
and complicating patient care. For these reasons, ear-
ly identification of risk factors for ST is crucial [8].
A comprehensive risk assessment for ST involves
evaluating the patient’s overall health, mobility, and
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skin condition. Various factors can contribute to the
occurrence of ST, as summarized in Table L

Table I. Inducing factors for skin tears [2, 9]

Modifiable risk factors Non-modifiable risk factors
Skin dryness Photoaging due to UV
exposure
Age-related skin changes,
Itching such as petechiae, purpura,

hematomas

Types of medical adhesives

Critical and chronic illnesses
used

Cognitive impairments (e.g.,

Errors in skin care or daily dementia), sensory deficits

St
activities (vision, hearing, touch)

Risk of falls Aggressive behavior
Polypharmacy Inability to perform self-care;

reliance on assistance
Malnutrition, dehydration

Trauma (contact with
jewelry, sharp nails)

Poor handling of behavior-
al or cognitive disorders

The role of nurses in managing
skin tears

A comprehensive risk assessment includes evaluating
the patient’s general health (chronic illnesses, poly-
pharmacy, cognitive and sensory functions, and nu-
tritional status), mobility (history of falls, restricted
mobility, reliance on others for daily activities, and
mechanical injuries), and skin condition (including
skin sensitivity to trauma and previous occurrences of
ST). An essential aspect of managing ST is the use of
established classification systems for identifying and
documenting wounds and making therapeutic deci-
sions based on wound management protocols [10, 11].

In the context of preventing and treating skin in-
juries, particularly among elderly patients, teamwork
and a holistic approach to care are crucial. Nurses
specializing in wound care play a key role in educat-
ing patients and their caregivers about maintaining
healthy skin and implementing preventive methods.
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These efforts contribute to improving skin properties,
preserving its integrity, and reducing the risk of new
injuries [12-14].

Accurate documentation, which includes noting
risk factors and providing detailed descriptions of
wounds, is a priority for effective wound assessment.
Nurses regularly evaluate all skin injuries, includ-
ing ST, using specialized tools recommended by
ISTAP. The documentation includes measurements
of each ST, their location, the quantity and color of
exudate, and the type of dressing applied. This al-
lows for precise monitoring and appropriate therapy
planning [2].

Aim of the study

The aim of the study was to identify the best nurs-
ing and therapeutic practices undertaken by nurses
to prevent ST based on the risk factors identified in
clinical research.

Material and methods

The study involved a literature review of original
papers concerning traumatic skin damage. The da-
tabases searched included Medline (EBSCO), Medline
(PubMed), and Web of Science. The search criteria
included the keywords: “skin tear,” “risk factors,”
“incidence,” and “prevalence.” Full-text articles pub-
lished in the past ten years that contained data on
the incidence and risk factors for ST were analyzed.
Abstracts and conference reports were excluded from
the analysis.

Research results

The analyzed studies focused on assessing the prev-
alence of ST, identifying risk factors, and examining
the properties of skin affected by this condition. All
the studies were conducted among adult patients. The
prevalence of ST varied significantly, ranging from
3% in a population of 795 nursing home residents
(mean age 85 years) [15] to 41% in a group of 173
nursing home residents in another country (mean age
87.6 years, 6-month observation period) [7].

A multivariate analysis conducted in an Australian
study confirmed the significant impact of individual
characteristics and adverse events on the occurrence
of ST. These included gender (men were three times
more likely than women to experience ST), prior ST
within the past 12 months, falls in the preceding
3 months, and additional factors such as signs of
elastosis and senile purpura [7]. Another Australian
study examined the characteristics associated with
ST among hospitalized patients. The data analyzed
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included 151 hospitalized individuals who experi-
enced ST up to 5 days before hospital admission or
during their stay, compared with 302 patients without
skin injuries. Several critical factors contributing to
skin tears were identified, including advanced age,
senile purpura, petechiae, hematomas, fragile and
dry skin, previously healed ST, cognitive impairment,
and chronic diseases such as chronic obstructive pul-
monary disease, malignant lymphoma, myocardi-
al infarction, diabetes complications, and vascular
diseases. Other contributing factors included skin
edema, contractures, and the inability to change po-
sitions independently. Multivariate analysis demon-
strated that the risk of ST increased 2 to 6 times in
patients with petechiae, previously healed ST, senile
purpura, edema, hematomas, and those unable to
change positions independently [16].

The multivariate analysis indicates that advanced
patient age and related changes in skin properties,
such as reduced elasticity, dryness, and increased
vulnerability to injuries, were the dominant factors
contributing to the occurrence of ST [17-20]. Addi-
tionally, vascular skin changes such as petechiae, se-
nile purpura, hematomas, and edema were identified
as significant contributors [7, 15, 17, 18, 21, 22], along
with a history of previous ST [7, 15, 16, 19, 22, 23].
Studies conducted in Japan across various long-term
care facilities reported the prevalence of ST ranging
from 3.8% to 13.5% of patients. In this population, re-
peated risk factors included skin features such as se-
nile purpura, bruises, hematomas, previously healed
ST, scars, dry skin, and contractures. These findings
were further compounded by exposure to shearing
and friction forces during repositioning, as well as
the use of corticosteroids and anticoagulants [20, 23,
24]. Additional independent predictors of ST included
dementia [18], malnutrition, low body mass index
(BMI), and reduced albumin levels [18, 21]. Other
significant risk factors identified were falls [7, 19],
the use of adhesives or dressings [15], and the fre-
quently highlighted loss of mobility, which resulted
in dependency on caregivers. This dependency, when
coupled with a lack of caregiver knowledge and skills,
exposed patients to an increased risk of skin integrity
loss [15, 16, 18, 20].

These risk factors are crucial for the effective
identification of patients at risk of ST and the imple-
mentation of appropriate preventive strategies and
care management. The role of nurses in monitoring,
educating, and implementing suitable interventions
is pivotal for minimizing risks and ensuring high-
quality care.
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Discussion of research results

The selected studies focused on evaluating the prev-
alence of ST and identifying the primary risk factors
associated with these types of skin injuries to propose
the best practices for preventing their occurrence and
mitigating their consequences when they do arise.

Considering the prevalence of ST in various res-
idential care facilities and home care settings, it is
often challenging to compare the reported values
across studies. These values vary significantly, even
among facilities with similar profiles. For instance,
Hawk et al. reported that in six facilities in western
Pennsylvania, the prevalence of ST ranged from 3% to
16% [25]. Other researchers have described the preva-
lence of skin injuries using incidence rates expressed
as cases per 1,000 patient-days [26]. The considerable
variability in published data regarding the prevalence
of ST may partly be attributed to suboptimal rec-
ognition and reporting practices among healthcare
workers [27]. Consequently, the actual prevalence
of ST is likely higher than the reported figures [25].

Nevertheless, the prevalence data presented by
researchers deserve deeper analysis and highlight the
need to implement effective prevention and manage-
ment strategies for ST into nursing practice. Estab-
lishing evidence-based protocols for identifying, re-
porting, and addressing ST can significantly improve
outcomes and reduce the burden of these injuries on
patients and healthcare systems.

Prevention of skin tears

High qualifications and clinical experience among
nurses are critical for preventing and/or reducing
the incidence of ST [28, 29]. Identifying numerous
risk factors for ST, especially modifiable internal and
external factors, enables the development and imple-
mentation of individualized care plans for patients.

The prevention strategy for ST should be based on
several pillars:

1. Evaluating the occurrence and progression of
changes resulting from the aging process and
multimorbidity is crucial.

Soh et al. observed that individuals with dementia
might be more susceptible to injuries due to limited
awareness and difficulties in cooperating during care.
The high risk of falls associated with dementia, po-
tential self-harm, and impaired awareness of hazards
further increase the likelihood of skin injuries [18].
Sensory deficits, such as impaired touch, vision, and
hearing, also represent significant risk factors [21].
In this context, care should focus on ensuring a safe

74

environment for the patient. Studies confirm that
falls are a significant, long-term risk factor associated
with skin injuries [7, 19, 18, 21]. Therefore, providing
a safe environment and adequate protective measures
is essential for preventing potential skin injuries in
patients.

Patients with more than one chronic condition
tend to exhibit a more complex propensity for devel-
oping ST [21]. Furthermore, studies have identified
a significant association between the use of cortico-
steroids and anticoagulants and the occurrence of
skin injuries. The use of steroids can inhibit collagen
synthesis, reduce the tensile strength of the skin, and
impair the viability of tenocytes, thereby increasing
susceptibility to skin injuries. Anticoagulants, on the
other hand, may lead to soft tissue damage even with
minor trauma and negatively affect wound healing
processes by modifying blood flow and coagulation
mechanisms [15, 20, 21].

Nurses play a critical role not only in informing
patients about the side effects and risks associated
with the use of steroids or anticoagulants but also in
continuously monitoring the condition of the skin.
Through regular assessments, they can quickly iden-
tify potential skin injuries and take appropriate pre-
ventive and therapeutic actions. Their involvement in
monitoring skin conditions is essential for ensuring
proper care and minimizing the risk of complications
in patients using these medications [2].

Particular caution should be exercised when
caring for patients with extreme BMI values
(<20 or > 30 kg m?). Lower BMI may lead to reduced
skin thickness, which increases vulnerability to in-
juries. Researchers have demonstrated a statistically
significant relationship between skin injuries, BMI,
albumin levels, and malnutrition. Albumin deficiency
has been identified as an independent risk factor for
compromised skin integrity. It may contribute to the
formation of skin injuries through its association
with nutritional status and as a negative acute-phase
reactive protein, influencing the mechanism of ede-
ma [18, 21]. Regular assessment and optimal nutri-
tional support tailored to the patient’s needs are crit-
ical not only for preventing but also for treating ST.

Standardized health assessment tools are valuable
in evaluating the patient’s condition. Although the
Braden Scale is commonly used in clinical practice
for predicting pressure ulcers, it can also effectively
serve as a prognostic tool for ST. The scale assesses
several key factors: sensory perception, skin mois-
ture, activity, mobility, nutritional status, and the
impact of friction and pressure forces. Using this
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scale, at-risk individuals can be identified, and ap-
propriate preventive measures can be implemented,
such as regular repositioning, the use of specialized
cushions and mattresses, and skin care routines. The
Braden Scale also enables tracking the effectiveness
of preventive measures and adapting care plans to en-
sure the health and integrity of the patient’s skin [23].

2. Maintaining physical activity

Preventive measures in this area include encouraging
patients to remain physically active, provided there are
no significant functional deficits. Attention should be
given to selecting appropriate assistive devices, such
as walkers or wheelchairs, and securing the bed with
railings during sleep. In patient care, it is essential to
provide comfortable footwear, ensure proper lighting
in the room, and remove rugs to minimize fall risks [2].

Some nursing interventions and actions increase
the risk of ST in patients [30]. In ST prevention pro-
grams, special attention should be given to patients
who are entirely dependent on others for care. These
individuals often experience ST during routine ac-
tivities such as dressing, bathing, repositioning, and
transferring. Frequent manipulation to change posi-
tions can exacerbate the effects of shear forces, fric-
tion, or other skin injuries resulting from maneuvers
performed during patient care.

Skills in positioning and transferring patients
should include techniques that reduce pressure on
the skin, ensure a safe environment, and use spe-
cialized devices and equipment, such as anti-pres-
sure mattresses, hoists, positioning aids, and glide
sheets [15, 16, 18, 20, 21].

3. Skin care

Research on the structural and mechanical properties
of the skin in individuals with ST has shown that pro-
gressive changes result from the fundamental effects
of chronological aging as well as environmental and
lifestyle influences [31]. With age, the skin gradually
becomes less hydrated and thinner. It exhibits water
loss in the epidermal layer, reduced elasticity, and
a decreased ability to return to its original shape.
These changes are associated with the degradation of
collagen and elastin structures, which increases sus-
ceptibility to damage and weakens the skin’s healing
mechanisms. Photoaging, resulting from UV radia-
tion exposure, also contributes to the more frequent
occurrence of skin injuries. The effects of photoaging
include elastosis, characterized by thickened, scaly,
dry, and stiff skin texture, particularly visible in areas
exposed to UV radiation [7, 15, 17, 20, 21].
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Among vascular skin changes that increase the
risk of ST are petechiae (Figure 1), senile purpura, and
hematomas. These are primarily caused by vascular
fragility, but coagulation disorders and anticoagulant
use also contribute to their development. Although
hematomas have not always been recognized as a risk
factor, they can increase skin tension, which can also
lead to tearing (Figure 2) [7, 16, 19, 21, 24]. Edema
negatively affects the epidermal barrier, reducing its
resistance to external forces, which also increases the
susceptibility to ST [16].

Regular assessment of skin condition enables the
early detection of risks and allows for a swift and
effective preventive response. The foundation of skin
care includes maintaining hygiene (using non-rinse
cleansers, drying the skin with gentle materials,
moisturizing and lubricating regularly, and imme-
diately cleaning contamination caused by urinary
and/or fecal incontinence), protecting extremities by
wearing clothing with sleeves and long pants, keep-
ing nails trimmed short, and avoiding sharp objects
such as jewelry [2, 32, 33, 34].

The use of adhesives/dressings on the skin can
increase the risk of ST by as much as 7.05 times due
to the external force required for their removal. The
type of medical adhesive used also plays a significant
role [15].

V4

3

Figure 1. Petechiae increase the risk of ST.
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4. Education of patients and their caregivers
Some studies suggest that the prevalence of ST in
home care settings is higher than in institutional
care. To prevent ST, systematic education should be
conducted in the patient’s environment. Engaging
the patient and involving their caregivers in the care
process grants them autonomy and enables them to
take control of their health [35].

Accordingly, the tasks of nurses, physiotherapists,
and medical caregivers include collaboration with the
patient and their caregivers. This collaboration in-
volves providing instructions, conducting workshops
and training sessions on skin care, repositioning
techniques, fall prevention, and informing caregivers
of older adults about potential risks associated with
skin injuries. Professionalism and care expressed
through emotional support for patients at risk of ST
can significantly improve their quality of life.

Conclusions

Understanding and identifying the risk factors for ST
are crucial for effectively managing this type of skin
injury and improving the quality of healthcare. Im-
plementing evidence-based preventive strategies and
educational interventions in clinical practice is funda-
mental for reducing the frequency and severity of ST.
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