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* Skin

e Sweat gland

* Sebaceous gland
* Hair

* Nail

The Skin

Subcutaneous

(adipose) tissue | @




Understand The Skin

* Biggest and heaviest organ
* 16% of the body weight

* Cover the area roughly 1.2 - 2.3m?



The Function of the Skin

* Provides a barrier protect the body from
- penetration by micro-organism
- injury secondary to mechanical ,chemical ,thermal and ultraviolet
- loss of water and electrolytes
* Regulates body temperature
* Allows sensory perception : touch ,pain ,pressure and temperature
* Allow wound repair

e Allow excretion of metabolic wastes
* Synthesizes Vitamin D
 Provide non —verbal communication



The Structure of the Skin

It consists of three layers:

* Epidermis
. Duct of
* Dermis St chand
e Subcutaneous Tissue om—

Dermis

Subcutaneous
(adipose) tissue




Aging Affect Skin

YOUNGER SKIN

epidermis

hickness

» Structure

rs, Mar 2012, Global journal of health Science March




* ¢ Fragility
e ¢ Risk of
ischemic ulcers

* ¢ Risk of injury
¢ Vulnerability to
shear forces

When Skin Goes Aging

Immune Function

Wound healing

Skin elasticity
Sensation to
light,touch ,pressure
Production of
Vitamain D

All these bring negative impacts to the elderly



Assessment of Skin
* Colour
* Moisture
* Temperature
* Texture and turgor

e Edema



2 Common Wounds in Elderly

Incontinence Associated Skin tear
Dermatitis (IAD)



he Prevention and Management of
Incontinence Associated Dermatitis(IAD)




Incontinence Associated Dermatitis (IAD)

* Is a type of Moisture-associated skin damage (MASD)
or irritant contact dermatitis(inflammation of the skin)

 Skin damage associated with exposure to urine +/-stool

e Cause dermatitis over perineal or related
areas




Causes of IAD

* Prolonged exposure to urine and faeces

* Absorptive or incontinence containment devices
* Thick occlusive skin protectant products

* Frequent skin cleansing with water and soap

* Aggressive cleansing technique



Common IAD Affected Area

. Genitalia (labia/scrotum)

. Right groin fold (crease)
between genitalia and thigh

. Left groin fold (crease
between genitalia and thigh)

4. Lower abdomen/suprapubic

5. Right inner thigh

6. Left inner thigh

7. Perinanal skin

8. Gluteal fold (crease between
buttocks)

9.

10.

31

12.
13.
14.

Left upper buttock
Right upper buttock
Left lower buttock
Right lower buttock
Left posterior thigh
Right posterior thigh




|AD Categorization :1 Persistent redness

1A - Porslstent rednaess without clinical signs of Infactlon 1B - Persistont redness with clinical signs of Infection

o Persistent rednes: o Persistent redness
A vaniaty of tones of rednass may be prasant. A voriaty of tones of redness moy be present. Potionts with
Potiants with dorker skin tones, the skin moy be poler or dorker dorkar shin tones, the skin may bs paler or dorker than norma
than normal, or purple in colour. or purple in colour
» Signs of infection
Such as whiwscaing of th ski (suggestinga fungalinfecton)
o satellite lesions (pustules surrounding the kesion, supgesting
0 (ondido albicans fungal infoction).
» Marked areas or discolouration from a previous [heaied) sin defet * Marked areas or iscolouration from a previous healed) sin defect
+ Shiny appearance of the skin -m:::;udhm
+ Macerated sin .
+ rtac vesices andor bulae ®lstat yich ey |
o Skin may el e o wollen 2t plgatin » The siin may feel tenze or swollen at palpation

B trgig chngar g +Buingtiging,ching o pan



|AD Categorization :2 skin loss

2A - Skin loss without clinlcal signs of Infection 2B - SKin loss with clinical signs of Infection
» Sion lozs » Skin lozz

Skin lozs may presant os skin erosion (may result from
domoged/eroded vesicies or bullas), denudation or exconation.

Skin loss may present as skin erosion (may result from domoged/
eroded vesidies or bullos), denudation or exconation,

The zkon damoge pattern may be dffuse. ;’:’WMW“W

. m
Such s white scoling of the shin (suggesting o funga! infection)
or soteliite lesions (pustules surrounding the lesion, suggesting o
Candida abicans fungel infoction), slough visible in the wound bed
L R S AP e o o
(suggesting a bactenal infaction with Pseudomonas oeruginasa),

Additional critenia : 2 axcessive axudate levels, purulent exudote (pus) or o shiny

o Persistent redness MM. ; mm appearonce of the wound bed.

Awﬁqdw#“mhmhﬁmﬁmﬁlm Aoty ol i of o ey Pationts with darbar shit tones.

"""’“""”“"’"‘.’""‘"”’"‘?“"”""“?" the skin may be paler or darker than normal, or purple in colour

» Marked areas or discolouration from 3 previous (healed) siin defect i s i dmbotio o sl o i it

» Shiny appearance of the skin » Shiny appearance of the skin

* Macerated siin * Macerated zin

» Intact vesicies and/or bullae * Intact vesidles and/or bullae

* Siin may feel tenze or swollen 3t palpation * Skin may feel tense or swollen at palpation

+ Burning, tingfing, itching or pain

+ Buing tiging Rching or



Once IAD occurs , there is a high risk for

pressure injury development



Management 1/2

1) Treat the infection (if any)

|
2) Manage Incontinence | v 1\
- e
* Treat the reversible causes ) 1 .

* Promote continence
e Use the high absorbent incontinence devices
* |n severe case, may consider temporary '

diversion of urine / faeces



Selection of the diaper

* Suitable size
* Diaper with lower PH value
* high absorbent diaper G

RH

B El(cm):
S-70-90 cm

M -85-120 cm
L-115145 6m
XL -140-175cm

EERAEE FEEEER)

A= :
S-2546 ml
M -3521 ml
L - 3856 ml
XL -39571 ml

RH

B &l (cm):
S-70-90 cm
M-85-120 cm
L-115-145¢cm
XL-140-175cm

EESRAEE FEEEER)

A= :
S-2771 ml
M - 3588 ml
L-4085 ml
XL - 4380 ml



Management 2/2

3) Implement a structure skin care regime
* Cleaning

* Protection gan 2 =
a"@P)
'




Structure Skin Care Regime :Cleaning

* Soap & water are not recommended

e Suggest skin cleaner with pH similar with normal skin and contain of
surfactants to effective remove debris by minimum force

BOX 5 | Principles of CLEANSE in the prevention and management of IAD (adapted from'4656)

B Cleanse daily and after every episode of faecal incontinence

B Use gentle technigue with minimal friction, avoid rubbing/scrubbing of skin

B Avoid standard (alkaline) soaps

B Choose agentle, no-rinse liquid skin cleanser or pre-moistened wipe (designed and indicated
for incontinence care), with a pH similar to normal skin

B [f possible, use a soft, disposable non-woven cloth

B Gently dry skin if needed after cleansing




Type of skin care product: Cleaning

Bath Wipe: No rinse saturated wet disposable towels

No rinse,
Cleanser¢ close to pH.¢
(foam / wipe)y mild acidic with surfactant.

+/- dimethicone or other skin care formulas

Aim to remove all the irritants!



Structure Skin Care Regime :Protecting

Protecting:
* Doing after cleaning
* Form a barrier

* skin protectant should help promote resolution of IAD and allow
the skin barrier to recover.

BOX 6 | Principles of skin protectant use in the prevention and management of IAD

B Apply the skin protectant at a frequency consistent with its ability to protect the skin and in line with
manufacturer's instructions

B Ensure the skin protectant is compatible with any other skin care products, e.g. skin cleansers that are
Inuse

B Apply the skin protectant to all skin that comes into contact with or potentially will contact urine and/
or faeces



Structure Skin Care Regime: Protecting

TABLE 4 | Characteristics of the main types of skin protectant ingredients (adapted from?31317.28.6768)

Principal skin

Description

protectant ingredient

Petrolatum
(petroleum jelly)

Derived from petroleum processing

Common base for ocintments

m Forms an occlusive layer, increasing
skin hydration

m May affect fluid uptake of absorbent
incontinence products

m Transparent when applied thinly

Zinc oxide

White powder mixed with a carrier
to form an opaque cream, cintment
or paste

®m Can be difficult and uncomforable to
remove (e.g. thick, viscous pastes)

m Opaque, needs to be removed for skin
inspection

Dimethicone

Silicone-based: also known as
siloxane

m Non-occlusive, does not affect
absorbency of incontinent products
when used sparingly

m Opaque or becomes transparent after
application

Acrylate terpolymer

Polymer forms a transparent film on
the skin

Does not require removal
Transparent, allows skin inspection
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* |AD is difference with PI(Pressure Injury)

F

Take Home Messages

* |Itis PREVENTABLE

* Early intervention can minimize the risk of Pl
development



he Prevention and Management of Skin

ear



Skin Tear

A skin tear is a traumatic wound caused by mechanical forces, including
removal of adhesives, Severity may vary by depth.

2018 International Skin Tear Advisory Panel (ISTAP)




International skin Tear

Advisory Panel (ISTAP)

|

Skin Tear Risk Assessment Pathway *

—ﬂ-i

* GENERAL HEALTH
Chronic/cribical disease
polypharmiacy
impaingd ; cognitive, Sensory,
visual, auditory, nutntion

* MOBILITY
hestory of falls, impaired
mability, dependent
activibes of daily Iving
[ADLs), mechanical trauma

* SKIN
extremas of age, fragile
shin, previous skin 12ars

.

.

No Rigk At Risk: 1 or mare of the fisk
faciors factars listed above
High Risk: visual impairmen,
l impaited modilty, dependert ADLS
exiremes of aga, previous skin
Reassess wilh lgars
change o status I
Impleraeril Skin Tear

Rk Reduction Pragram




Category of Skin Tear

ISTAP Skin Tear Classification

Type 1: No Skin Loss Type 2:Partial Flap Loss  Type 3: Tolal Nap loss

Lingar or Flap Tear Partial Flap lkess which  Tolad Flap loss expasing
which can be cannot be repositioned  entire wound bed
repositioned lo cover Ihe 1o cover the wound bed

Wound bed LeBarc ot al 2013



Management Plan for Skin Tear

G
APPROXIMATE WOUND EDGES (CLASSIY (Measure and Document) )

GOALS OF TREATMENT

* TREAT THE CAUSE

* IMPLEMENT PREVENTION * AVOID TRAUMA * AVOID INFECTION
PROTOCOL

TYPE 1: NO SKIN LOSS

Linear or flap tear that Partial flop loss that Total flap loss
can be repositioned to cannot be repositioned exposing entire
cover the wound bed to cover the wound bed wound bed




Cure

Prevention

L - What Can We DO?




Skin Tear Care Plan

* Regular skin assessment
* Assess the risk factor for early prevention

* Promptly intervention for skin tear



Prevention of Skin Tear 1/2

Maintain skin integrity

* Hypoallergenic moisturizer, maintain
moisture of skin

 Consider of fewer bath, avoid bath with
hot water

* Avoid strong alkaline cleaner

* Avoid over moist

 Maintain hydration status




Prevention of Skin Tear 2/2

Prevent injury

Skin Protection

* Avoid dry skin, avoid scratch E
 Preventinjury, e.g. avoid tape, physical restrain

* Protective sleeves / clothes with sleeves
 Handle with care, proper handing technique

 Use assistive device, e.g. draw sheet, if needed

Environmental

* Pad equipment / furniture

 Beware sharp objects with patient contact
e Safe environment with good lighting




Wound Cleaning

Irrlgate the wound by N.S (low pressure)
 To remove debris, blood clot
 To minimize further trauma
* To control pain

Gently pat dry the surrounding skin
-> avoid further injury




Reserve Flap

* If the flap is viable --> place it back gently (by cotton tip /
gloved dinger

* If the flap is difficult to align --> rehydrate the flap by
moistened non woven swab for 5 10 mins

* ONLY remove the significant non viable flap in last resort
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Wound Dressing

* Keep moist

* If possible, leave the dressing for several days, e.g. 7 days for
type 1 / 3-5 days for type 2-3 (depends on exudate), to avoid
disturbing the flap

* If opaque dressing is used, mark the arrow to indicate the
direction

Skintear

Arrow to
indicate
direction
ofdressing
removal

Remove

direction
ofthe
arrow




Selection of the Dressing

Condition of the wound Choices of dressing

NO exudate Hydrogel

Clean Acrylic dressing

Mild —Moderate exudate

Active Bleeding Calcium Alginate

Moderate to heavy exudate Hydrofiber
Foam

Infected lonic silver



Possible Wound Dressing

* Not consider for suturing& stapling due to fragile skin

* If sterile strap is used, not really recommended in
nowadays, if use, avoid tension and leave spaces between
for exudate drainage




Secure of the Dressing

* Minimize tape on skin, avoid strong tape on skin

e Use stocking like products or cotton gauze wraps

h
Fi
N
%
S
as

I.'.
r

-1
3
g §fic
25 SS53IRE
4 25
o -
@ p*
< e
|
i/
LY \
3
| —)
%



e\

\/

Take Home Message

Most of skin tears are avoidable |

Prevention:

Moisturizer +tube gauze

Management:.

Stop bleeding
Reserve the flap
Control Pain

Prevent infection
Prevent further trauma



Thank
You




