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Abstract

Background: A skin tear is a traumatic wound that occurs in up to one in five hospi-
talized patients. Nursing care includes application of a dressing to create a moist
wound healing environment.

Aim: To compare the effectiveness of two standard dressings (adhesive silicone foam
vs. meshed silicone interface) to heal hospital-acquired skin tear.

Methods: An intention-to-treat pilot study was designed using a randomized, non-
inferiority trial in an Australian tertiary hospital setting. Consenting participants
(n = 52) had acquired a skin tear within the previous 24 h and had agreed to a
3-week follow-up. Data were collected between 2014 and 2020. The primary out-
come measure was wound healing at 21 days.

Results: Baseline characteristics were similar in both arms. Per protocol, 86% of skin
tears were fully healed at 3 weeks in the adhesive silicone foam group, compared to
59% in the meshed silicone interface group. Greater healing was observed across all
skin tear categories in the adhesive silicone foam dressing group. In the intention-
to-treat sample, healing was 69% and 42%, respectively.

Conclusions: Results suggest the adhesive silicone foam dressing may be superior, as
it produced clinically significant healing of skin tears at 3 weeks compared to the
meshed silicone interface dressing. Accounting for potential loss to follow-up, a sam-
ple of at least 103 participants per arm would be required to power a definitive

study.
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Summary statement

What is already known about this topic?

e A skin tear is a traumatic wound that is commonly acquired during hospitalization
that affects older adults in particular. In hospital settings, it may occur in up to one
in five patients.

o A variety of skin tear dressings have been used in previous studies, with healing
rates ranging from 34% to 97% at 21 days; however, evidence for the most effec-
tive dressing type is inconclusive.

e |f treated inappropriately, or left untreated, minor skin tears can become chronic
or complicated wounds, yet prevalence and treatment of hospital-acquired injuries
are under-reported.

What this paper adds?

e Based on our per-protocol results, an adhesive silicone foam dressing may be
superior, as it produced clinically significant healing of 86% of skin tears at 3
weeks compared to 59% with the meshed silicone interface dressing.

e Based on the methods and results from this pilot study, a future definitive trial

would be feasible but would need to account for a relatively large loss to follow-

up rate.

1 | INTRODUCTION

Skin tears occur commonly during hospitalization through patient falls,
transfers and collisions with furniture and equipment (Miles
et al., 2021). These injuries particularly affect older adults, due to age-
related skin changes, and reduced cognition and mobility making navi-
gation more difficult (LeBlanc et al., 2018; Rayner et al., 2020; Serra
et al., 2017). Although mostly minor, skin tears contribute to unneces-
sary patient suffering and additional healthcare costs (LeBlanc
et al., 2014; Sussman & Golding, 2011). If treated inappropriately, or
left untreated, minor skin tears can become chronic or complicated
wounds (LeBlanc et al., 2018; Sussman & Golding, 2011). However,
skin tear prevalence and thus treatment are under-reported (LeBlanc
et al, 2020), and most studies do not distinguish between
community- and hospital-acquired injuries (Miles et al., 2021).

In the acute hospital setting, a systematic review of eight studies
reported skin tear prevalence of between 3% and 22% (Strazzieri-
Pulido et al., 2015), while in other single-site studies, it has been
reported between 7% and 11% (Bermark et al, 2018; Chang
et al., 2016; Munro et al., 2018), though hospital-acquired skin tears
were not clearly differentiated. In a 10-year point-prevalence analysis
of skin tears at a single site in Australia, pooled hospital-acquired skin
tear prevalence of 5.5% was reported, with 85% of all skin tears

occurring in patients aged =70 years (Miles et al., 2021).

The implications of this paper:
e Using our intention-to-treat results, a future study would need a sample size of
103 per arm to be sufficiently powered, which may be impractical to achieve

within a single hospital setting; thus, a multi-site study would be advisable.

A skin tear is defined by the International Skin Tear Advisory
Panel (ISTAP) as ‘a traumatic wound caused by mechanical forces,
including removal of adhesives. Severity may vary in depth (not
extending through the subcutaneous layer)’ (LeBlanc et al., 2018,
p. 2). Although it can occur on any part of the body, typically skin tear
occurs on the extremities of older adults as a result of shearing and/or
friction forces that separate the epidermis from the dermis (partial
thickness) or both the epidermis and dermis (full thickness) from the
underling structures (LeBlanc et al., 2011). Changes to the skin struc-
ture and higher rates of co-morbid disease mean older adults are more
susceptible to such injuries. Unlike a classic traumatic laceration, sepa-
ration of the epidermis and dermis results in flap-like wounds, which
require appropriate treatment to prevent further complications
(LeBlanc et al., 2014, 2018; Sussman & Golding, 2011). Skin tears vary
widely in appearance at the time of injury and during the healing pro-
cess. In Australia, the Skin Tear Audit Research (STAR) classification
system (Carville et al., 2007) has been used to categorize skin tears
into three main groups and two subgroups (1A, 1B, 2A, 2B, 3) that
describe the skin flap, though international guidelines now recom-
mend use of the International Skin Tear Advisory Panel (ISTAP) classi-
fications (types 1, 2 and 3). STAR categories 1A and 1B, 2A and 2B
and 3 are directly equivalent to ISTAP skin tear types 1-3, respec-
tively. However, the STAR system further classifies categories 1 and

2 according to the colour of the skin flap (see Table 1).
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ISTAP description
Type 1: No skin/flap loss

Type 2: Partial skin/flap loss

FULBROOK ET AL.
TABLE 1  Skin tear categorization.
STAR description
Category 1 Edges can be realigned to their normal anatomical position (without excessive stretching)
2A: Not pale, dusky or darkened 2B: Pale, dusky or darkened
Category 2 Edges cannot be realigned to their normal anatomical position (without excessive stretching)
2A: Not pale, dusky or darkened 2B: Pale, dusky or darkened
Category 3 Skin flap is completely absent

The prevention and management of skin tear is multidisciplinary;
best practice recommendations for aged skin are available via ISTAP
(LeBlanc et al., 2018). Consensus treatment recommendations focus
on bleeding control, cleansing and debriding, management of infection
and inflammation, moisture balance and exudate control and wound
closure (LeBlanc et al., 2016, 2018). A variety of dressing types are
proposed, depending upon skin tear type and wound exudate
(LeBlanc et al., 2016, 2018). Dressings should create a moist wound
healing environment while protecting the skin from further injury
(LeBlanc et al., 2016), but there is limited evidence to support dressing
selection to treat skin tears.

Several studies have investigated different types of dressing previ-
ously. In a small pilot study (Edwards et al., 1998), optimal healing rates
were achieved by using a non-occlusive dressing, while a small pro-
spective randomized trial in long-term care residents indicated that
polyurethane foam occlusive dressings were more effective than trans-
parent film dressings (94% vs. 64% completely healed within 21 days)
(Thomas et al., 1999). In a small case series, use of non-adherent
meshed silicone dressings provided healing within 14 days with no
peri-wound trauma and reduced pain on dressing change (Kennedy-
Evans, 2004). In a small pilot study, when an absorbent acrylic polymer
dressing (Tegaderm™ Absorbent) was compared to a transparent
wound contact layer (Mepitel®) combined with a foam dressing
(Mepilex Border®), it was concluded that both had similar healing prop-
erties (Gray et al., 2011). More skin tears were healed in the Tega-
derm™ group (80%) at the study endpoint compared to the Mepitel®/
Mepilex® group (55%), although the follow-up period was unclear.

In a Delphi study, there was international expert consensus agree-
ment (97%) for the use of foam dressings for type 2 and 3 skin tears
only (LeBlanc et al., 2016). More recently, soft silicone dressings have
become widely used. Described as ‘soft and tacky’, they are coated
with a hydrophobic silicone layer that does not stick to the wound bed
but adheres to surrounding skin (Meuleneire & Rucknagel, 2013). A
recent pragmatic randomized controlled trial (LeBlanc & Woo, 2022)
compared the effectiveness of two soft silicone dressings (Mepitel®
One and Mepilex® Border Flex) to usual practice (Alldress® or Telfa™
absorbent cotton fibre dressings). In the intervention group, 97% of
skin tears were completely healed at 3 weeks, compared to 34% in the
control group, and time to heal was significantly faster in the interven-
tion group (11 vs. 22 days, p < 0.001). This study indicates that faster
healing rates may be achieved with soft silicone dressings; however,
further research is needed to distinguish between dressing types in

relation to skin tear types.

Type 3: Total skin/flap loss

2 | METHODS
21 | Aim

This was a pilot study to evaluate methods and inform the design
of a future larger trial. The aim of this study was to compare the
effectiveness of two skin tear dressings, available as standard
options in the study setting: an adhesive silicone foam (ASF) dress-
ing (Mepilex® Border) versus a meshed silicone interface (MSI)
dressing (Mepitel®), to heal hospital-acquired skin tear. As this was
a pilot study, hypothesis testing was not appropriate (Lancaster
et al., 2004; Lee et al., 2014; Leon et al., 2011). The results of this
study will be used to design and test a hypothesis for a future
definitive study.

22 | Design

An intention-to-treat (ITT) pilot study was designed using a prospec-
tive, randomized, non-inferiority trial to compare the efficacy of two
dressings (adhesive silicone foam and meshed silicone interface) on
skin tear wound healing. Following recruitment, consenting partici-
pants with a hospital-acquired skin tear, on any limb, were randomly

allocated (1:1) to receive one of the dressings.

2.3 | Outcomes

The primary outcome measure for this study was wound healing at
21 days. All wounds were photographed by the research assistant
at each dressing change, and skin tear type and epithelial healing per-
centage were validated independently by a wound care nurse practi-
tioner member of the research team. Secondary outcomes of
interest, which were recorded by the nurse research assistant apply-
ing the dressings, were participant pain associated with dressing
change (scale 0-10); dressing functionality: need for early change
within last 7 days (yes/no), exudate controlled (yes/no-too wet/no-
too dry), dressing conformed to wound (yes/no); nursing satisfaction
with dressing: ease of removal (scales 1-5; very difficult to very easy),
ease of application (scale 1-5; very difficult to very easy), overall
satisfaction (scales 1-5; very poor to very satisfied); and time
taken (minutes) to change dressing. These were recorded on a

standardized form.
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24 | Setting and sample

The setting for this study was a 630-bed tertiary general hospital in
south-east Queensland, Australia. All adult patients who had sustained
a skin tear on any limb during their hospital admission were eligible to
participate. In the study hospital setting, standard nursing care of a
skin tear is to control/stop bleeding; cleanse the wound and skin
gently with normal saline; dry the surrounding skin; keep the wound
bed moist; remove old blood/clot; if a viable skin flap remains, gently
re-approximate over the area of the tear (dermis), without stretching;
and apply dressing using clinical judgement (two dressings recom-
mended in hospital guideline: adhesive silicone foam or meshed sili-
cone interface).

There are no specific guidelines for pilot study sample size for a
dichotomous primary outcome (healed vs. not healed). In general, for
a continuous outcome variable, Browne (1995) recommends a ‘rule of
thumb’ sample of at least 30 participants, whereas Whitehead et al.
(2016) suggest larger sample sizes based on standardized effect sizes.
Following Whitehead et al. (2016), based on a small effect size, we
aimed to recruit a sample size of at least 25 per arm. Participants were
included if their skin tear was <24 h old covering an area of <10 cm?,
and they agreed to participate in the 3-week follow-up. Skin tears in
all categories were included. Patients were excluded if there was a
clot beneath the skin flap, which was unable to be evacuated, or there
was uncontrolled bleeding from the wound, or cognitive impairment
affected their ability to consent.

25 |
blinding

Recruitment, randomization, allocation and

Potential participants were identified via the hospital's wound and
stomal therapy service, daily checking of the incident reporting system
and notifications from the wards. Each potential participant was pro-
vided with an information letter by a nurse research assistant, explain-
ing the study, and those who agreed to participate provided written
consent. A random number generator was used a priori to assign par-
ticipants (1:1) to the treatment arms, based on enrolment sequence.
Following consent, a sealed envelope was opened to reveal dressing
allocation. Thereafter, as it was obvious to participants, nursing staff
and assessors which dressing was in place, no further blinding was
possible. The skin tear was dressed with the randomized dressing
upon recruitment and weekly thereafter for 3 weeks, by a nurse
research assistant experienced in wound care. Participants who were
discharged from hospital during this period were followed up

at home.

2.6 | Intervention
Participants were randomized to receive one of the study dress-
ings. Wound management and dressing procedures were applied as

per standard care, described above. In the study hospital, at the

time of the study, two foam dressings were available to treat skin
tears: ASF and MSI. Both dressings are of a type recommended by
international consensus guidelines (LeBlanc et al., 2016, 2018) and
fall into the generic category of soft silicone foam dressings. Both
share the same Safetac® soft silicone technology (SSST)
(MdlInlycke® Health Care, 2023). The ASF dressing is a five-layer
bordered foam self-adhesive waterproof dressing that absorbs exu-
date and evaporates excess exudate through the top of the dress-
ing via moisture vapour permeability. The dressing contact layer
contains the SSST, which, when placed onto a skin tear, anchors
the skin flap preventing movement. The absorptive pad absorbs
exudate, preventing maceration of the flap and peri-wound area.
The MSI dressing has a soft silicone contact layer on one side,
combined with a transparent, flexible and thin perforated polyure-
thane film. The wound contact layer is not unlike traditional tulle
gras in appearance and is wholly constructed with the SSST. The
dressing is placed on a skin tear and the surrounding skin; the
SSST anchors the skin flap to the surrounding skin and allows exu-
date to pass through it. However, the dressing requires a second-
ary covering to absorb the exudate, for example, a combine pad
(super-absorbent three-layer dressing) and then a fixation device

(e.g. bandage) to hold the dressing in place.

2.7 | Data collection

Data were collected between November 2013 and March 2020 until
the required sample size was met. The lengthy recruitment time was
due to several issues, which are noted in the limitations below. Demo-
graphic and baseline data (see Table 2) were collected at recruitment.
Follow-up data (primary and secondary outcome measures) were col-
lected at 1, 2 and 3 weeks. In this study, skin tears were classified by
the research nurse and validated by a wound care nurse practitioner
team member using the STAR system (Carville et al., 2007), as it is
used as standard practice in Australia.

2.8 | Data analysis

Data were entered into a Microsoft Excel spreadsheet, cleaned, coded
and then imported into Statistical Package for the Social Sciences
(SPSS version 28; IBM Corporation) for analysis. Variables are
described using means with standard deviation (SD) and counts with
percentages. Differences in categorical and scale baseline and second-
ary outcome variables were analysed using chi square and t-tests,
respectively. Yates' continuity correction was applied for 2 x 2 tables.
The primary outcome variable (21-day wound healing) is described
using proportions (%) with 95% confidence intervals (Cl). Between-
groups differences in event (wound healed) proportions and dressing
characteristics were analysed using Fisher's exact test, and mean
scores across the 3 weeks for secondary outcome measures such as
pain or satisfaction were analysed with t-tests. Significance was set at
p < 0.05.
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TABLE 2 Baseline characteristics (n = 52).
Meshed silicone interface Adhesive silicone foam
n=26 n=26 Significance p
Mean age, years (SD) 85.1(9.2) 83.0(8.6) 0.389
Gender n (%) Male 13 (50.0) 18 (69.2) 0.258
Female 13 (50.0) 8(30.8)
?Hospital-acquired skin tear n (%) 18/24 (75.0) 24/26(92.3) 0.132
Injury caused by fall n (%) Yes 9 (34.6) 7 (26.9) 0.506
No 7 (26.9) 11 (42.3)
Unknown 10 (38.5) 8(30.8)
Skin tear category n 1A 1 11 0 9 0.702
1B 10 9
2A 1 10 4 13
2B 9 9
3 5 5 4 4
Missing n = 2.
2.9 | Ethical considerations ASF dressing before follow-up at Week 1 by a ward nurse (reason

The study is registered via the Australian New Zealand Clinical Trials
Registry (ref: ACTRN12623000294651) and received ethical
approval from the hospital's Human Research Ethics Committee
(ref: HREC/13/QPCH/69). The study conformed to the provisions of
the Declaration of Helsinki in 1995 and revised in Edinburgh 2000.
The CONSORT checklist for reporting a pilot trial was followed
(Eldridge et al., 2016).

3 | RESULTS

3.1 | Baseline characteristics

Fifty-two participants were initially recruited and randomized to the
study. There were no statistically significant differences in baseline
characteristics between the two groups (see Table 2). Due to the rela-
tively small samples sizes, for the purpose of analysis of differences
between skin tear categories, the five STAR categories were re-

categorized within the three ISTAP categories.

3.2 | Loss to follow-up

There was an overall loss to follow-up of 27%. Following randomiza-
tion, a total of 14 participants (MSI n = 9, 34.6%; ASF n = 5, 19.2%)
did not complete the study as per protocol for various reasons (see
Figure 1), Two participants were withdrawn shortly after recruitment:
One participant's skin tear was found to be >72 h old, and a dressing
could not be applied to the other due to the presence of a compres-
sion garment. In the ASF group, one participant died within the first

week. In the MSI group, one participant's dressing was changed to an

unknown); however, this participant was followed up until Week

3, when complete wound healing had occurred.

3.3 | Wound healing
Across both groups, seven skin tears were fully healed at Week 1, with
a further 11 at Week 2 and another 11 at Week 3 (see Figure 1).

331 | ITT

At study completion, a total of 11 and 18 skin tears had healed in the
MSI and ASF groups, respectively, giving an ITT incidence of skin tear
healing of 42.3% (95% Cl 23.4%-63.1%) in the MSI group and 69.2%
(95% Cl 48.2%-85.7%) in the ASF group (p = 0.093). At week 1 fol-
low-up, ITT incidence of wound healing was 7.7% (2/26) in the MSI
group and 19.2% (5/26) in the ASF group (p = 0.419). By week 2, it
was 30.8% (8/26) in the MSI group and 38.5% (10/26) in the ASF
group (p = 0.771). Using an online calculator (Kohn & Senyak, 2021)
to estimate the sample size for a future definitive trial based on our
21-day healing rate results (ASF-MSI risk ratio 1.63), a sample size of
154 (77 per arm) would be required to power the study (two-tailed
a=0.051-p=09).

3.3.2 | Per protocol

Thirty-eight participants completed the trial per protocol. At the con-
clusion of the trial, 10/17 (58.8%) skin tears had healed in the MSI
group compared to 18/21 (85.7%) in the ASF group (p = 0.078). At
week 1 follow-up, per-protocol incidence of wound healing was
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11.8% (2/17) in the MSI group and 23.8% (5/21) in the ASF group Of the unhealed skin tears, in the MSI group (n = 7), the esti-

(p = 0.423). By week 2, it was 47.1% (8/17) in the MSI and 47.6% mated epithelial healing percentage at 3 weeks was 0% (n = 2), 10%,
(10/21) in the ASF group (p = 1). With regard to skin tear types, the 20%, 70%, 90% and 95%, whereas in the ASF group (n = 3), epithelial

healing rates at week 3 are shown in Table 3. healing was 0% (n = 2) and 80%.

Randomised n =52
:,C_J' Withdrawn: l l
g wound >72hn=1;
E unable to apply MSI ASF
o dressingn=1 n=26 n=26
[a'
Diedn=1;
Dressing changed n = 1* > withdrew n = 1; lost
to follow-upn=1
—
% — B
g Healed n =2 n=24% n=23 Healed n=5
Withdrew n = 3;
dressing removed
n=1: moved out Discharged out of
ofarean=1 arean=2
~ A 4 A 4 A 4 A\ 4
X .
é Healed n=6 n=17* n=16 "| Healedn=5
Withdrew n=1 <
A 4 \ 4 A 4 A\ 4
Healed n = 3* B n=10* n=11 > Healedn=8
o
5 l l !
=
Total healed Total not Total not Total healed
n=11* healedn=7 healed n=3 n=18

FIGURE 1 Flow diagram. *Per-protocol violation: one participant had a meshed silicone interface (MSI) dressing changed to an adhesive
silicone foam (ASF) dressing prior to week 1 follow-up; wound was healed at week 3.

TABLE 3 Healing at 3 weeks, by skin tear category and dressing type.

STAR skin tear category
Dressing Outcome at 3 weeks 1A 1B 2A 2B 3 Total
Meshed silicone interface Healed n (%) 0(0) 4(67) — 3(50) 3(75) 10 (59)
Not healed n (%) 1 (100) 2 (33) - 3 (50) 1(25) 7 (41)
Total n 1 6 - 6 4 17
Adhesive silicone foam Healed n (%) — 7 (100) 2 (50) 5(83) 4 (100) 18 (86)
Not healed n (%) — 0 (0) 2 (50) 1(17) 0(0) 3(14)
Total n = 7 4 6 4 21
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3.4 | Secondary outcomes

Secondary outcomes are described in Table 4. Where participants
were scored on more than one occasion, average scores were calcu-
lated. Frequencies were calculated for the total number of events
reported for early dressing change, exudate not controlled and dress-
ing wound conformity.

Pain associated with the wound/dressing was low at all times for
both dressings, and both dressings were found to be similarly easy to
remove and apply, although the MSI dressing conformity was less
(p = 0.032) and overall satisfaction with the ASF dressing was greater
(p < 0.001). In both groups, an early dressing change was required on
only a few occasions, and wound exudate was controlled. The MSI
dressing change took slightly longer than the ASF dressing but the

time difference was not significant.

4 | DISCUSSION

The results of this study are clinically significant as there was an 80%
greater total healing rate at 3 weeks in the ASF group compared to
the MSI group. While the sample size was small and drawn from a sin-
gle site, one dressing resulted in a faster healing rate than the other,
which was evident across all three ISTAP skin tear grades. However,
further research with a larger sample size would be required to dem-
onstrate statistical significance. Based on the 21-day healing propor-
tions found in our study, a definitive trial would need a sample size of
at least 154 participants. However, a large proportion was lost to
follow-up for various reasons, most of which were beyond control of
the study. Therefore, a 25% adjustment to account for this would
increase the sample size for a future study to 206. The length of time
required to recruit a sample of this size may be impractical within a
single hospital setting, especially given our experience of recruitment
problems, and a multi-site study would be advisable.

The secondary outcomes in our study suggest that the functional
characteristics of the two dressings are similar, and although there

TABLE 4 Secondary outcomes.
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was a small time-cost associated with the ASF dressing, the time dif-
ference to perform dressing changes between the two dressings was
not clinically significant.

Our results concur with those of a randomized prospective study
of adults (n = 34) with type 2 or 3 skin tear living in a long-term care
facility (Edwards et al., 1998), with 71% of skin tears (12/17)
completely healed at 14 days when treated with one of three opaque
foam dressings (Duoderm, Lyofoam and Opsite). However, 100%
(13/13) were healed within 14 days in those treated with non-
occlusive dressings (Steristrip/Melolite), though protocol violations
and premature participant withdrawal by staff may have biased these
results (Edwards et al., 1998). In a pragmatic randomized controlled
trial (LeBlanc & Woo, 2022) in which Mepitel® One and Mepilex®
Border Flex were applied in the treatment group, nearly all (97%) skin
tears were healed at 3 weeks. Seventeen participants received Mepi-
tel® One, of whom most had type 1 (n = 8) or type 2 (n = 6) skin
tears, and 55 participants received Mepilex® Border Flex, of whom
most had type 2 (nh = 26) or type 3 (n = 28) skin tears. However, the
healing rates for the individual dressings were not reported. By com-
parison, in our study, of the seven participants with type 1 skin tears
and six participants with type 2 skin tears that received the ASF dress-
ing, 57% and 50%, respectively, were healed at 3 weeks, giving an
overall healing rate of 54%. And, of the 10 participants with type
2 skin tears and four participants with type 3 skin tears that received
a MSI dressing, 70% and 100%, respectively, were healed at 3 weeks,
giving an overall healing rate of 79%.

With regard to baseline characteristics, our sample is similar to
that reported in a 10-year skin tear prevalence study (Miles
et al.,, 2021) and an earlier 6-year prevalence study associating malnu-
trition with skin tears (Munro et al., 2018). The mean age of 80 and
slightly higher proportion of males (55%) reported by Miles et al. is
similar to the sample in this and other studies (Bermark et al., 2018;
Lopez et al., 2011; Munro et al., 2018). These characteristics align
with risk factors noted in a skin tear predictor model developed by
Rayner et al. (2020). In this study, the proportion of hospital-acquired
skin tears (84%) was somewhat higher than that reported by Miles

Meshed silicone Adhesive silicone

Secondary outcome interface (n) foam (n) Significance p
Mean dressing-associated pain score (scales 0-10) Before dressing removal <0.1(23) 0.1 (25) 0.700
On dressing removal 0.3(17) 0.3(9) 1
During dressing application 0.3 (24) <0.1 (25) 0.122
Mean dressing satisfaction score (scales 1-5) Ease of application 4.0(19) 4.8 (13) 0.014
Ease of removal 4.2 (21) 4.3 (12) 0.772
Overall satisfaction 3.9 (24) 4.7 (25) <0.001
Dressing conformed to wound (yes/no) 56/62 50/50 0.032
Dressing changed early (yes/no) 9/47 5/25 1
Dressing controlled exudate (yes/no) 40/44 25/25 0.289
Mean dressing time (minutes) 11.6 (20) 8.4(17) 0.168
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et al. (61%) although the proportions caused by falls were similar (31%
and 28%, respectively). Notably, the proportions of severe skin tears
(STAR categories 2B and 3) were similar in both studies (69% and
70%, respectively). These data suggest that the small sample in our
study is relatively representative of the population. High rates of
severe skin tears in acute settings have been reported previously
(Bermark et al., 2018; Chang et al., 2016) and may relate to patients
moving about in an unfamiliar and potentially cluttered environment.
Skin tear prevention should be linked to falls prevention and focused
on maintaining an uncluttered, well-lit environment as free from
equipment as possible (Miles et al., 2021), while hourly rounding can
promote safe toileting and within reach possessions (Mitchell
etal, 2014).

4.1 | Limitations

As this was a single-site pilot study, with a relatively small sample,
results should not be generalized. A larger sample size would be
required for a definitive study. Recruitment took much longer than
anticipated. The main reason for this was that many potential partici-
pants with skin tears were cognitively impaired and unable to provide
consent. Although person responsible consent was considered as an
option, it was not deemed to be viable as dressing compliance could
not be assured for this group. Another reason that patients declined
to participate was that they did not want to take part in follow-up
assessments following hospital discharge. Furthermore, many poten-
tial participants were not alerted to the research team in a timely
manner; thus, they were not able to be recruited within the 24-h
time frame of initial injury. There was a large loss to follow-up that
may have led to some bias in the results. This would need to be
accounted for in a future study. Secondary outcome assessments
were made by an experienced wound care nurse/research assistant
and may not be representative of bedside nurses' opinions. Further-
more, pain scores did not take account of healing and dressing
removal, which would need to be accounted for in a definitive study.
A future study would benefit from further investigation of the

patient experience.

5 | CONCLUSION

Although healing rates were not statistically significant, the results are
clinically relevant and provide important insight into dressing choice
for skin tear treatment and healing rates. Skin tear dressing choice is
an important topic for further research, especially in association with
healing rates of different skin tear types, using a rigorous multi-site
randomized controlled trial design. The findings contribute some evi-
dence to international skin tear management and dressing selection in
relation to evidence-based procedures and policymaking. In terms of
education, participation in studies such as this would offer nurses'
opportunities for skills development for skin tear classification as well

as research methods.
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