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Agenda 

• Skin Tear Prevention

• Skin Tear Classification, Management and Documentation 

• Pressure Injury Definition 

• Pressure Injury Staging 

• Incontinence Associated Dermatitis  vs Pressure Injury  



Skin Tear Prevention

• MOISTURISE: Apply prescribed Sorbolene cream 
(soap substitute) for showering / bathing. Use soft 
cloths & towels, pat skin dry, do not rub. Moisture 
arms and legs (Sorbolene: thin application). 

• MINIMISE: manual handling. Use slide sheets to 
reposition. Falls prevention.

• STAFF: Short nails & minimise jewellery (per Policy)
• PROTECT: Non-restrictive clothing over arms and 

legs. Utilise limb protectors.
• SAFETY: Exercise caution when using equipment 

such as hoists, commodes, wheelchairs, side rails 
etc. 

• NUTRITION + HYDRATION: dietary consult if deficits 
are identified.

Twice-daily skin 
moisturising  

has been proven 
to reduce the 
incidence of 
skin tears by 

50%









Steri Strips
• Expert opinion advise adhesive strips (i.e. steri-strips) are no longer a preferred 

treatment for skin tears 

• Steri-strips: If using less is best, apply on intact skin, gently pull wound edges 

together avoid skin pinching or traction and allow gaps for exudate to drain

• DO NOT USE COMFEEL OR FILM DRESSINGS

Steri-strips are too close -
not allowing wound drainage



Dressing Tips
• The absorbent pads on dressings must be larger 

than the wound to absorb exudate

• Draw arrow on the dressing to indicate direction 
of removal so the skin flap will not be lifted

• *Use skin barrier to protect intact skin from 
adhesives

• *Remove dressings low and slow using ‘remove 
wipes’ 

• *Not required when silicone foam dressings are 
used

• To reduce skin swelling a glove of tubigrip over 
forearm and hand can be used 

• Nurses must assess circulation first before applying 
tubigrip to the lower leg (use toe to knee softban, 
firm crepe then apply tubigrip)



Light Compression 
• To reduce skin swelling a glove of tubigrip over forearm and hand can be used 

• Nurses must assess circulation first before applying tubigrip to the lower leg 
(use toe to knee softban, firm crepe then apply tubigrip)





Stick to your Wound Product Guide 



Company Guidelines 



Documentation 
• Wound: 

Cause and location of skin tear 
Length, width and depth of injury
Skin Tear Classification 1-2-3
Presence of unmovable clot
Level of pain
Dressing/s applied

• Preventative actions taken 

• Notify nurse & family informed

• Incident reported via facility protocol

• ACC notification 
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Pressure Injury Staging  (PI)



Definition of Pressure Injury (PI)

✓Localized damage to the skin and underlying soft tissue usually over 
a bony prominence

✓The injury can present as intact skin or an open ulcer and may be 
painful 

✓The injury occurs as a result of intense and/or prolonged pressure or 
pressure in combination with shear

✓The tolerance of soft tissue for pressure and shear may also be 
affected
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Stage 1 Stage 2 Stage 3

Stage 4 Unstageable Deep Tissue 
Injury 
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PI Staging



Blanching Redness – not a PI
✓When lightly pressed the redness will turn white indicating the blood supply 

is intact 
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Reddened area that turns pale under applied light pressure. 
This is NOT a Stage1 pressure injury 



  

 
 Non Blanching Redness – Stage 1

✓There is NO change in the redness when lightly pressed

✓An area of persistent redness in lightly pigmented skin with intact skin
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The PI appears as a 
defined area of redness 
that does not blanch 
(become pale) under 
applied pressure



✓Intact skin with non-blanchable persistent redness 

✓Darkly pigmented skin may not have visible blanching; its color may differ 

from the surrounding area

✓Stage 1 are often the first visible change in the skin

✓Important that scar tissue and Deep Tissue PI (DTI) are not classified as Stage 1  
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Stage 1 PI 



Stage 1 PI
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Partial-thickness loss of skin with exposed 
dermis

Wound bed viable, pink or red, moist and 
may present as blister 

Fat tissue not visible

This stage should not be used to describe 
moisture-associated skin damage, 
mucosal ulcers or skin tears 
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Stage 2 PI



Stage 2 PI
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Incontinence-Associated Dermatitis (IAD)

✓IAD is a reactive response of the skin to 
chronic exposure to urine and faecal 
material which may be observed as an 
inflammation and erythema with or 
without erosion 

✓It is not a pressure injury 

✓In infants and young children it is referred 
to as nappy rash or contact diaper 
dermatitis
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Differentiating between IAD and PI 

IAD Pressure injury

Cause Moisture Pressure/ischaemia

Location Perineal Over bone

Shape Irregular Well defined

Depth Superficial Superficial to deep

Tissue colour Pink/red Pink/red, black, yellow

Edges Diffuse/wandering Well defined

Associated factors
Urinary and/or faecal

incontinence

Reduced mobility

Sensory impairment
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Adult Skin Care Formulary & Prevention and Treatment of 
Incontinence Associated Dermatitis (IAD) (District) 

 

Skin Issue Products & Practice Tips 

Normal skin moisturiser Non-ionic cream 100g tubes $1+.  

Dry & sensitive skin care 
Please refer to pharmacist for advice if lip/skin 
lesions or weeping eczema are present. 

Fatty cream (100g tube $1.60) OR non-ionic cream (100g 
tube $1+). Patients requiring larger volumes of fatty or 
non-ionic cream can order 500g tubs for single-patient 
use only. 

Massage Fatty cream is greasy and suitable for massage. 

Dry heels White soft paraffin or fatty cream can be used for cracked 
dry heels. 

Lip care White soft paraffin (10g tube <$1)  
 

Cleansing: Continue with soap for normal skin. Clinical note: Soap can raise skin pH and damage the 
acid mantle causing skin dryness. Microshield handwash solution found at each sink pH 5.5 and pH 7 
should be used for washing instead of soap for older patients and where patients have dry or sensitive 
skin. Alternatively, fatty and non-ionic cream can be added to water and used as a soap substitute for 
patients with sensitive skin (note these will not foam).  

Urine and stool incontinence - skin irritation and inflammation and risk of IAD: The use of oil, 
silicone-based creams or talcum powder on the skin may affect the permeability and function of 
incontinence products.  
Note: For incontinence-associated dermatitis (IAD) avoid all soaps and use ‘Secura’ cleanser. 

Intact mild inflammation but no broken areas 
Aim: to prevent skin breakdown.  
Step 1: Smith & Nephew Secura Moisturising Cleanser (236mL $10+).  
No-rinse product that aids removal of urine, faeces and exudates, and 
moisturises the skin. Spray directly onto skin, especially after an 
incontinence episode, wait few seconds to loosen debris then blot or 
carefully wipe with a damp wash cloth. Do not use water to cleanse. 
Step 2: First choice - 10% dimethicone barrier cream (100g tube $3+) 
for use on intact skin or as a second choice - zinc cream (20g $2+) can 
be used on dry and mildly abraded skin.  
NB: Zinc contains traces of peanut oil.  

 

 

Broken skin with large amounts of exudate                   
Aim: to heal skin lesions and restore healthy skin integrity.                                                                                
Step 1: Smith & Nephew Secura Moisturising Cleanser (236mL $10+) 
No rinse product that aids removal of urine, faeces and exudates and 
moisturises the skin. Spray directly onto skin, especially after an 
incontinence episode, wait few seconds to loosen debris then blot or 
carefully wipe with a damp wash cloth. Do not use water to cleanse. 
Step 2:  Smith & Nephew Secura Extra Protective Cream 30% (92g tube 
$9+). Warm cream in gloved hands, dab or pat on to build a thick 
protective layer over affected area. Apply after every incontinent episode 
to seal out wetness and prevent further skin breakdown. Remove cream 
with the moisturising cleanser; unsoiled cream can be left in place. Avoid 
on deep or puncture wounds, infections or lacerations.   

 

 

 

 

> Safe Application of Creams, Lotions, Ointments + Topical Solution Products (Southland) (65737) 
Perform hand hygiene before and after wearing protective gloves. Multi-use creams, lotions and ointment 
must be dated when first opened and discarded after one month in acute patient areas. Keep product in 
a central area for dispensing, dispense cream from tubes by allowing it to flow from the tube and drop onto 
a clean gauze, pot or gloved hand and use immediately. Do not allow the product container to come into 
contact with your unclean hands/gloves or patient’s skin, blood or body fluids. Any product missing 
lids/caps or with visual evidence of blood or body fluid should be discarded. 
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Treatment: Refer To Your Local IAD Guidelines 



✓Full-thickness loss of skin

✓Adipose (fat) is visible, granulation tissue 

✓Undermining and tunnelling may occur 

✓Fascia, muscle, tendon, ligament, cartilage and/or bone are not exposed 

✓If slough or eschar obscures the extent of tissue loss this is an Unstageable PI
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Stage 3 PI



Stage 3 PI 
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✓Full-thickness skin and tissue loss with 
exposed or directly palpable fascia, 
muscle, tendon, ligament, cartilage or 
bone

✓Slough and/or eschar may be visible
✓Depth varies by anatomical location
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Stage 4 PI 



Pictures of Stage 4 PI

Bone exposed 

Tendon  exposed 
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✓Extent of tissue damage within the ulcer cannot be confirmed because it is 
obscured by slough or eschar 

✓Stable eschar (i.e. dry, adherent) on the heel or ischemic limb should not be 
softened or removed
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Unstageable PI 



Unstageable PI
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✓ Persistent non-blanch able deep red, maroon or purple discoloration
Epidermal separation revealing a dark wound bed  or blood filled blister
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Suspected Deep Tissue Injury (SDTI)



Pictures of SDTI 
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Medical Device Related Pressure Injury

✓Medical device related pressure injuries result from the use of devices 
designed and applied for diagnostic or therapeutic purposes 

✓The pressure injury generally conforms to the pattern or shape of the device
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