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Program time

Approximately 30 minutes

Learning objectives

• Identify the different layers of the skin

• Recognize the changes to the skin due 
to aging

• Recall the stages of pressure injuries

• Implement strategies to prevent injuries 
and skin tears

Preparation

• Review the material on pages 2–6  
of this packet

• Duplicate pages 2–6 of this packet for 
participants

• Gather equipment for participants  
(e.g., an attendance sheet, pencils, etc.)

Method

• Place a copy of the packet and a pencil 
at each participant’s seat 

• Conduct the questionnaire as a pretest 
or, if participants’ reading skills are  
limited, as an oral posttest 

• Present the program material 

• Review the questionnaire

• Discuss the answers

Program Prep
Pressure injuries and skin tears
While people at any age should care for their skin properly, it’s 
especially important as they get older. As the elderly age, their skin 
becomes thinner and is more prone to breaking down. These 
changes increase the risk of wounds and skin tears. Pressure 
injuries, also known as pressure ulcers, are the most problematic 
wound faced by this population.

It is important to understand that once an injury to the skin has 
occurred, the skin can never heal back to its original strength.  
As a result, wound prevention is vital for the health and well-being 
of residents. Being observant and noticing when a resident’s skin  
is changing is one of the best tools you have; it is a key defense 
against skin breakdown.

You will begin this lesson by reviewing the different components 
of the skin and how the skin changes due to age and disease. You 
will also cover the process of wound healing, wound management, 
and key strategies you can implement to help prevent pressure 
injuries and skin tears.

Have a good day of training, and stay tuned for next month’s issue 
of CNA Training Advisor, which will cover resident-centered care.

1. c

2. c

3. b

4. d

5. c

6.  a

7.   a

8.   d

9.   a

10. c

Answer Key
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The skin is the largest organ in the human body; it covers 
around 20 square feet and takes up about 15% of our 
body weight. The skin controls the body’s temperature by 
releasing heat (through sweat) and constricting and 
expanding surface blood vessels to insulate or cool the 
body. It also protects against injury and disease. The skin 
covers and pads the body’s muscles and bones while 
forming a barrier against harmful organisms and infec-
tion. The skin’s nerve endings provide sensations that 
warn of impending danger. These nerve endings also 
make the skin sensitive to pressure, pleasure, pain, and 
temperature. The skin cares for itself by creating Vitamin 
D, which is produced by sunlight, and warns of diseases 
by changing its color, temperature, or level of moistness.

Breaking down the skin’s layers

The thin, top layer of the skin’s surface is called the 
epidermis, while the thick layer underneath the surface 
is called the dermis. The dermis contains the following:

• Blood vessels: Tubes that carry blood (which 
transports oxygen) through the body

• Nerves: Fibers that carry sensations to and from 
the brain

• Oil glands: Organs that secrete an oily  
lubricating fluid
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• Sweat glands: Organs that separate waste prod-
ucts from the blood and secrete them as sweat

• Hair follicles: Organs that create hair

Fatty tissue is the layer of fat located under the skin. 
While not part of the skin, it provides a protective 
layer of padding to prevent injury to the underlying 
bones and muscles, as well as insulation to retain heat. 

Changes in the skin due to age and diseases 

As the body ages, the skin and fatty tissue get thinner 
and less elastic. The oil glands produce less oil, so the 
skin is dry more often. The blood vessels become more 
fragile with age, causing easier bruising to the skin. 
Some people are on blood-thinning drugs that increase 
the chances of bleeding and bruising. Circulation of 
the blood slows down, causing the skin to get less 
oxygen and nutrition from the blood; as a result it 
becomes poorly nourished, fragile, and more sensitive. 
At this point, if an injury to the skin occurs, healing is 
more difficult. These changes cause the elderly to:

• Feel cold more often

• Suffer from skin tears

• Heal at a slower rate

• Develop wrinkles

• Develop pressure sores
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Skilled nursing facilities often work with a resident 
population whose skin integrity is affected not only by 
age but also by various disease processes. The goal for 
these residents is to minimize injury by initiating 
preventive measures; when there are injuries, evidence-
based treatments are used to heal the skin.

Process of wound healing

To understand the complexity of healing pressure 
injuries and skin tears, it helps to have a basic under-
standing of the healing process. Wound healing 
happens in four phases:

• The hemostasis phase happens just after injury to 
the skin. The injured blood vessels contract and 
form a clot.

• The inflammatory phase starts once the clot has 
formed. The blood vessels start to dilate to bring 
in antibodies, white blood cells, enzymes, and 
nutrients to the wounded area.

• The proliferation phase starts about three days 
after injury, and this is when the injured area is 
rebuilt with new tissue and new blood vessels.

• The maturation phase starts after the wound has 
closed and can continue for up to one year or 
more. In this phase, the wound attempts to  
rebuild its strength and elasticity. The scar is the 
final product of this phase.

It is important to understand that once an injury and 
wound healing have occurred, the skin can never heal 
back to the strength it started with. For example, once 
a resident has developed a pressure injury, the resident 
is at higher risk of breakdown in that area after the 
injury heals. You may hear that the resident has a 
“healed pressure injury.” This area should always be 
referred to as a healed pressure injury. You need to 
know where this area is located and recognize that the 
resident is at a very high risk for breakdown there.

Wound management

The purpose of wound treatment is to clean and dress the 
wound, treat any infections, absorb drainage, maintain a 
moist environment, and protect the wound from further 
trauma and infection. The wound must be clean and free 

of infection in order for new tissue to form. This may be 
accomplished through debridement by a wound care 
nurse or physician; debridement can be done in a number 
of ways, including products placed in the wound that 
debride via enzymes. Wounds may be cultured to deter-
mine the presence of infection, which can be treated 
through medications or the application of topical prod-
ucts. Dressings are chosen based on eliminating dead 
space, keeping the wound bed moist, and managing 
wound drainage. The dressing must keep the surrounding 
skin dry. Other factors include the location of the wound 
and managing pain associated with dressing changes.

Pressure injuries

A pressure injury is a localized injury to the skin and 
underlying tissue, usually over a bony prominence, as a 
result of pressure or pressure in combination with shear 
and/or friction. The pressure injury forms due to a lack of 
oxygen and nutrients in the affected area. Other factors 
contribute to the development of pressure injuries, 
including immobilization, poor nutritional or hydration 
status, problems with blood perfusion to an area, and 
disease processes.

Pressure injuries have a staging system that identifies 
the degree of tissue damage present:

• A stage 1 injury has intact skin with an area of 
redness that does not go away when pressure is 
applied to the area. The area can be painful, 
firm, soft, warm, or cool. It can be difficult to ob-
serve in individuals with a dark skin tone.

• A stage 2 injury involves injury to the dermis layer 
of the skin. This is a very shallow wound with a red 
or pink wound bed; it can also appear as a blister.

• A stage 3 injury goes through the dermis and epi-
dermis and may involve the subcutaneous fat lay-
er, but does not expose bone, tendon, or muscle.

• A stage 4 injury involves exposed bone, tendon, 
or muscle.

• Unstageable pressure injuries have a wound bed 
that is covered with yellow or black tissue, called 
slough or eschar. These wounds cannot be staged 
until this dead tissue is removed. Pressure injuries 
on the heels that are covered in eschar are usually 
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not removed; they are usually treated by “painting” 
the injury with Betadine and removing pressure. It 
is very difficult to heal pressure injuries on heels, 
and for that reason they are seldom debrided.

• Deep tissue injury forms the last category of pres-
sure injuries. This type of pressure injury presents 
as a purple localized area of intact skin or a blood-
filled blister due to pressure and/or shear or fric-
tion. The area can be painful and have a mushy feel 
to it. It usually breaks down to a stage 3 or 4 injury.

Skin tears

Skin tears usually occur in residents with fragile skin. A 
skin tear is a traumatic injury that results in either partial 
or full separation of the outer layers of the skin. These 
tears can result from shearing or friction or from blunt 
trauma. There are two types of tears: a partial-thickness 
tear, where the dermis is torn from the epidermis, and a 
full-thickness tear, where both the dermis and epidermis 
are torn from the subcutaneous fat layer. Skin tears are 
further classified by whether tissue loss has occurred. A 
skin tear without tissue loss results in a “flap” of tissue 
that remains partially attached. A skin tear with tissue 
loss has no such flap. The goal in the treatment of a skin 
tear is to preserve the skin flap (if present), protect the 
exposed tissue, and re-approximate the edges of the 
wound with the skin flap if possible. First the bleeding is 
controlled, then the wound is cleansed, and the skin flap 
is eased back into place if possible. Dressing varies based 
on the condition of the skin and skin flap.  These dress-
ings are only done by a licensed nurse.

The CNA’s role

As part of the admission process, each resident is assessed 
for skin integrity and risk for development of pressure 
injuries. Nurses for the resident need to be alerted to any 
skin integrity problems and/or increased risks for pressure 
injury development. As a CNA, it is your responsibility to 
be familiar with the policies and procedures of your 
facility for the care of these residents and your role in the 
prevention of pressure injuries. Report any observations in 
skin status or concerns to a supervisor. The following are 
measures you can take to protect your residents from 
development of pressure injuries or skin tears.

Prevention of skin tears
• Create a safe environment for the resident

• Know if your resident has been identified as a fall 
risk and follow the appropriate policy and proce-
dures of your agency

• Be aware of objects that the resident could bump 
against while receiving care

• Use proper positioning, transfer, and ambulation 
techniques to avoid shear and friction

• Maintain skin integrity by using a mild pH-bal-
anced soap and moisturizing the skin after per-
sonal care

• Protect the skin by having residents at higher risk 
dress in long sleeves and pants

• Thick, athletic socks can be used as protection 
for the arms by cutting out the feet of the socks

Prevention of pressure injuries
• Position the resident off high-risk areas or any 

existing pressure injuries

• Clean and dry the resident’s skin after episodes 
of incontinence

• Use draw sheets to lift and turn residents

• Do not raise the head of the bed more than 30° 
or more than the lowest level the resident is able 
to tolerate (this may differ for those residents get-
ting tube feedings)

• Do not massage bony prominences

• Do not use foam rings, donuts, or sheepskin for 
pressure relief

• When positioning a resident in a chair, maintain 
proper alignment

• Relieve pressure from the heels when in bed by 
use of pillows or other devices for that purpose

• Use skin barrier products for incontinent  
residents H

EDITOR’S NOTE
This issue of CNA Training Advisor was adapted in part from  
Nursing Procedure Guide for Long-Term Care, written by  
Barbara Acello, MS, RN.
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Quiz

Pressure injuries and skin tears
Directions: Read each question carefully, then determine the best answer. Check the corresponding box on your 
answer sheet. Do not write on this posttest.

1. The skin takes up about ____ of our body weight.

 a. 10%

 b. 20%

 c. 15%

 d. 12%

2. Which of the following is not an aging-related change to the skin?

 a. Decrease in elasticity

 b. Thinning of the skin

 c. Increased oiliness

 d. Decrease in body temperature regulation

3. The site of a pressure injury eventually heals back to its original strength and elasticity.

 a. True

 b. False

4. _______ pressure injuries have a wound bed that is covered with yellow or black tissue called slough.

 a. Stage 3

 b. Stage 4

 c. Stage 5

 d. Unstageable

5. The thickest layer under the surface of the skin is called the ________.

 a. epidermis

 b. blood vessels

 c. dermis

 d. eschar

Name____________________________
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Quiz

6. A resident is at increased risk for developing a pressure injury at the site of a healed pressure injury.

 a. True

 b. False

7. The __________ phase of wound healing, when the injured area is rebuilt with new tissue and blood vessels, 
starts about three days after injury.

 a. proliferation

 b. maturation

 c. inflammatory

 d. hemostasis

8. Which factor does not contribute to the development of pressure injuries?

 a. Immobility

 b. Shear

 c. Pressure

 d. Exercise

9. Which of the following is not a measure to prevent skin tears?

 a. Leaving throw rugs in the path of the patient when ambulating

 b. Wearing long-sleeve tops and pants

 c. Using proper positioning, transfer, and ambulation techniques

 d. Reporting any concerns or observations to the patient’s case manager

10. Which of the following is not a measure to prevent pressure injuries?

 a. Cleaning and drying the skin after episodes of incontinence

 b. Relieving pressure from the heels when in bed by use of pillows or other devices for that purpose

 c. Leaving a bedbound patient with the head of the bed elevated as high as the patient can tolerate

 d. Reporting any observations or changes in skin status to the patient’s case manager
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