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The information in this guide is accurate to the best of our knowledge as of June 2023.

Definition
Skin tears are traumatic wounds where typically the epidermis separates from the dermis as 
a result of friction and/or shearing forces. In a full thickness skin tear, both the epidermis and 
dermis separate from the underlying structures (Carville et al 2007; LeBlanc et al 2011).

Key points
 • Due to ageing, the epidermis thins overall and the junction between the dermis and 

epidermis flattens. This junction becomes more fragile and susceptible to damage from 
moisture, friction and trauma. 

 • Loss of sebaceous (oil-secreting) glands makes skin drier and more easily damaged.

 • Maintaining skin health and avoiding injury are key to preventing skin tears.

Why this is important
Skin tears are painful, impact on quality of life and can lead to chronic wounds.

Implications for kaumātua*
Skin tears can happen for kaumātua as for all residents. If a skin tear does happen, it is 
important to give kaumātua and their whānau/family all the information they need to help 
them participate in treatment and activities to prevent further skin tears. Whānau/family  
can offer valuable, culturally informed interventions and help to motivate kaumātua to 
participate in them as they are invested in the outcome for their loved one. 

Assessment 
Prevent skin tears by assessing and managing risk factors for them, including through general 
history, patient handling, skin care and use of dressings (sticky tapes and bandaging).

If a skin tear occurs, use a classification system to determine its severity and establish a 
treatment plan. There are two key classification systems: the STAR (Skin Tear Audit Research) 
and the ISTAP (International Skin Tear Advisory Panel). We have reproduced STAR images, 
and the reference list contains a link for ISTAP.

Skin tears
Tīhore o te kiri 

* Kaumātua are individuals, and their connection with culture varies. This guide provides a starting point for a conversation 
about some key cultural concepts with kaumātua and their whānau/family. It is not an exhaustive list; nor does it apply 
to every person who identifies as Māori. It remains important to avoid assuming all concepts apply to everyone and to 
allow care to be person and whānau/family led.

https://maoridictionary.co.nz/word/10799
https://maoridictionary.co.nz/search?idiom=&phrase=&proverb=&loan=&histLoanWords=&keywords=wh%C4%81nau
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STAR classification system

ADL = activities of daily living GP = general practitioner NP = nurse practitioner

Preventing skin tears

Assess general skin 
tear risks and address 
those risks

Wounds that do not heal in 6 weeks should be classified as leg ulcers

Caregiver:
 • keeps fingernails short
 • does not wear rings that may catch skin
 • takes care when applying clothing
 • takes care with wheelchairs and 

footplates
 • follows facility-wide manual handling 

techniques

Assess patient 
handling risks and 
address those risks

 � Recognise fragile skin
 � Manage dry skin

 • Beware of pet or self scratches 
 • Cover fragile skin
 • Apply emollient twice a day
 • Wash with soap substitute

 � Avoid adhesives as 
able

 � Dressing removal plan

 • Fix with tubular dressing, avoid tape
 • Use adhesive solvent 
 • Peel off dressing in direction of hair 

growth

Assess risk of 
adhesive dressings

Assess skin condition 
and address concerns

 • High vigilance 
 • Monitor and maintain
 • Manage environment to  

avoid injury
 • Loose clothing, avoid trauma
 • Manage environmental risks
 • Discuss with GP/NP

 � History of skin tears 
 � Poor nutrition or hydration
 � Impaired vision or sensation
 � Involuntary movement 
 � Cognitive impairment
 � Prolonged corticosteroid use
 � Wound location

 � Impaired mobility and 
ADL dependence

 � Prevent friction and 
sheer 

Prevent skin tears

Category 1a
A skin tear where 
the edges can be 
realigned to the 
normal anatomical 
position (without 
undue stretching) 
and the skin or flap 
colour is not 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 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 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

Source: Curtin University of Technology 2010
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Treatment 
This flowchart sets out the initial response to skin tears. Refer to the Wound care | 
Te maimoatanga ō ngā taotū guide for information on ongoing wound management.

Refer for rapid GP/NP review
 � Extensive or full-thickness injury
 �  Uncontrolled bleeding or large haematoma

Apply pressure and elevate if required

 � Use damp cotton tip or gloved finger to gently reposition
 � If flap is difficult to reposition, apply moistened swab for  
5–10 minutes and then try again

 � Do not overstretch flap when repositioning

Reposition flap after 
checking for foreign 
bodies or debris 
(remove by irrigation)

 � Location
 � Size
 � Wound bed (is it viable?)
 � Volume exudate

Stop bleeding

Assess skin tear

Barrier cream 
surrounding skin

Select dressing

Re-assess in  
24−48 hours

Review in approximately 
72 hours

Complete full wound 
assessment and wound 
care plan, including 
wound care goal

Consider need for GP/NP review based on skin tear  
re-assessment

 � Non-adherent dressing, cover with absorbent layer,  
bandage secure

 � Mark direction of flap on dressing 
 � Do not disturb flap when redressing

 � Check for signs of infection 
 � Check for pain
 � Check for flap necrosis
 � Check whether flap is pale or dusky

Any non-viable skin (necrotic or pale/dusky skin without blood 
supply) will need removing 

 � Presence of bleeding or 
bruising

 � Integrity of surrounding skin
 � Associated pain

GP = general practitioner NP = nurse practitioner
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Suggested dressings for skin tears (ISTAP 2018)

Product Indication Skin tear types Considerations

Non-adherent 
mesh dressings 
(eg, impregnated 
gauze, silicone)

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

Foam dressing Moderate exudate, up 
to 7-day wear time 

2, 3 Use non-adhesive border foams to avoid 
periwound trauma

Hydrogel Donates moisture for 
dry wounds

2, 3 Maintains moisture balance for multiple 
levels of wound exudate, atraumatic 
removal, may need secondary cover 
dressing

Calcium alginates Moderate to heavy 
exudate, haemostatic

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

Gelling fibres Moderate to heavy 
exudate 

2, 3 No haemostatic properties, may dry 
out wound bed if inadequate exudate, 
secondary cover dressing required

Note: This product list is not exhaustive; other products may also be appropriate for treating skin tears.
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