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Differentiating incontinence-associated
dermatitis from pressure injury
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SKIN INJURIES such as incontinence-
associated dermatitis (IAD) and pressure
injuries are increasingly monitored and
benchmarked as a quality indicator for
hospitals and nursing facilities.'"* Pressure
injuries are documented by Medicare-
and Medicaid-certified skilled nursing
facilities in the Minimum Data Set, and
pressure injury incidence rates are pub-
licly reported as a quality measure in the
Nursing Home Compare website.’

Many clinicians have difficulty distin-
guishing superficial skin injuries from
early-stage pressure injuries because the
differences can be very subtle. Mistaking
IAD for an early-stage pressure injury
can result in ineffective treatment and
possible deterioration to full-thickness
injury.®’ This is particularly true in pa-
tients with dark skin tones because visual
cues associated with these types of skin

injuries may not be easy to detect.812
Likewise, failure to detect blanchable and
nonblanchable erythema in a patient with
dark skin tones may increase the patient’s
risk of developing a full-thickness skin
injury.!?

This article discusses how to differ-
entiate, classify, and document IAD and
pressure injuries with an emphasis on
assessing patients with dark skin.

Correct assessment is critical
Accurate classification of skin injuries
and identification of their etiology is
essential to ensure that the correct treat-
ment plan is initiated to halt the injury
and support healing. Besides impacting
patient care, inaccurate identification

of skin injuries can negatively affect
benchmarking data and payments to the
facility.>'* Many clinicians have difficulty
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making the correct identification
because these injuries can have very
subtle differences.'>

Pressure injuries have tradition-
ally been classified using a staging
system based on depth of tissue
injury. These have been revised over
the years to incorporate the cur-
rent understanding of the science
of pressure injury pathology and
etiology (see NPUAP pressure injury
stages).?*2! Full discussion and de-
scription of all pressure injury stages
is beyond the scope of this article,
but additional information can be
accessed from the National Pres-
sure Ulcer Advisory Panel (NPUAP)
website at www.npuap.org/resources/
educational-and-clinical-resources/
npuap-pressure-injury-stages/.

The NPUAP staging system should
be used only for injuries caused by
pressure.?%?2 Other skin injuries can
be classified as either full thickness
or partial thickness, depending on
the depth of tissue damage in the
wound. This discussion focuses on
Stage 1 and 2 pressure injuries and
deep tissue pressure injuries (DTPI)
as defined by the NPUAP because
these are the pressure injuries most
likely to be confused with IAD.

The difficulty in differentiating
Stage 1, Stage 2, or suspected DTPI
from IAD has been documented

in the literature as problematic,
particularly in patients with dark
skin 67131523 Improving the nurse’s
ability to correctly identify skin
injuries can lead to better patient
outcomes.

Skin deep

The skin is the most visible and

one of the largest organs in the hu-
man body.?*2° Its functions include
protection against physical injury,
sunlight, and microorganisms; pre-
vention of fluid loss from the internal
environment; regulation of body
temperature; continual reception of
sensations from the environment,
such as temperature and pain; and
Vitamin D synthesis through the ac-
tion of sunlight on the skin.?’

The skin consists of two main
layers: the epidermis, a superficial
and thinner epithelial tissue layer,
and the dermis, which is a layer of
deeper and thicker connective tissue.
The basement membrane zone is an
interface between the dermis and
epidermis. A layer of subcutaneous
tissue called the hypodermis stores
fat and contains large blood vessels.?’

Skin thickness varies depending
on its location on the body; for ex-
ample, skin on the soles of the feet
is thicker than the skin covering an
eyelid. The amount of adipose tis-

Differentiating friction and shear injuries

Friction is defined as the resistance to motion in a parallel direction relative to
the common boundary of two surfaces causing superficial skin injury when the
skin rubs against another surface.? Such injuries can easily occur when a patient is
dragged during repositioning instead of being lifted.>*>3” This type of injury is shal-
low and limited to the epidermis; it doesn't result in the ischemic skin changes

associated with pressure injury.

Friction is no longer considered an etiologic factor for pressure injury, and
wounds caused by friction shouldn't be classified as pressure injuries.?>3338

Shear is defined as a mechanical force that’s parallel and opposite. It's also
affected by the presence of pressure and is considered an etiologic factor in pres-
sure injury development.?'223337 Deep shear force can create skin damage by the
interaction of parallel movement and pressure while the body is in motion.

Shear injuries commonly occur when a patient slides down in bed. The muscle
and deep underlying vessels can be stretched and compressed between the bone
and support surface as the patient moves downward and the skin is held in place.?'!
This can cause deep tissue injury resulting from ischemia.3'33
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sue in the subcutaneous layer can
also vary. The pinnae of the ears, the
bridge of the nose, and the malleoli,
for example, have little to no adi-
pose tissue. As a result, skin injury
in these areas can easily become full
thickness even though they appear as
shallow injuries.??

The skin is capable of regenera-
tion and, under normal conditions,
is strong enough to withstand minor
insults without epithelial erosion.?%2°
Partial-thickness injuries can regener-
ate via epithelial migration, leaving
little to no evidence of prior injury,26-°
However, skin that’s overhydrated or
overly dry can be at risk for mechani-
cal injury, such as friction, shear, and
pressure. (See Differentiating friction
and shear injuries.) Overhydrated
skin loses its barrier function, mak-
ing it susceptible to erythema and
denudation from enzymes in urine
and stool.2>281

Unique characteristics of darker
skin tones include higher lipid con-
tent and the presence of a greater
number of melanosomes in the stra-
tum corneum compared with levels
of lipid and melanosomes in light
skin. These differences can mask ery-
thema and may cause inflammation
to appear as violet-black or black.?®
Because darker skin has more mela-
nin than light skin, assessment of
blanching can also be muted, com-
plicating identification of early skin
injury. 10,26

Incontinence-associated
dermatitis

Moisture-associated skin damage
(MASD) is defined as damage to
the skin secondary to persistent
exposure to moisture in the affect-
ed area.’?33 IAD, a form of MASD,
has been defined as a skin injury
or inflammation that presents
with erythema and edema, with
or without blisters, and denuda-
tion that occurs as a result of the
skin’s loss of moisture barrier from
exposure to urine and stool.??:*3
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NPUAP pressure injury staging>®

Pressure
injury stage

NPUAP definition

Stage 1

Intact skin with a localized area of nonblanchable erythe- Stage 1 pressure injury - lightly
pigmented

ma, which may appear differently in darkly pigmented skin.
Presence of blanchable erythema or changes in sensation,

temperature, or firmness may precede visual changes. Col-
or changes do not include purple or maroon discoloration;
these may indicate deep tissue pressure injury.

Stage 1 pressure injury —
darkly pigmented

Stage 2

Partial-thickness loss of skin with exposed dermis. The wound bed is viable,
pink or red, moist, and may also present as an intact or ruptured serum-filled
blister. Adipose (fat) is not visible and deeper tissues are not visible. Granulation
tissue, slough, and eschar are not present. These injuries commonly result from
adverse microclimate and shear in the skin over the pelvis and shear in the heel.
This stage should not be used to describe moisture associated skin damage
(MASD) including incontinence associated dermatitis (IAD), intertriginous der-
matitis (ITD), medical adhesive related skin injury (MARSI), or traumatic wounds
(skin tears, burns, abrasions).

Stage 3

Full-thickness loss of skin, in which adipose (fat) is visible in the ulcer and
granulation tissue and epibole (rolled wound edges) are often present.
Slough and/or eschar may be visible. The depth of tissue damage varies by
anatomical location; areas of significant adiposity can develop deep wounds.
Undermining and tunneling may occur. Fascia, muscle, tendon, ligament, car-
tilage, and/or bone are not exposed. If slough or eschar obscures the extent
of tissue loss, this is an Unstageable Pressure Injury.

Stage 4

Full-thickness skin and tissue loss with exposed or directly palpable fascia,
muscle, tendon, ligament, cartilage, or bone in the ulcer. Slough and/or eschar
may be visible. Epibole (rolled edges), undermining, and/or tunneling often
occur. Depth varies by anatomical location. If slough or eschar obscures the
extent of tissue loss, this is an Unstageable Pressure Injury.

Unstageable

Full-thickness skin and tissue loss in which the extent of tissue damage within
the ulcer cannot be confirmed because it is obscured by slough or eschar. If
slough or eschar is removed, a Stage 3 or Stage 4 pressure injury will be re-
vealed. Stable eschar (that is, dry, adherent, intact without erythema or fluctu-
ance) on the heel or ischemic limb should not be softened or removed.

Deep tissue
pressure injury

www.Nursing2018.com

Intact or nonintact skin with localized area of persistent nonblanchable deep red,
maroon, purple discoloration, or epidermal separation revealing a dark wound

bed or blood-filled blister. Pain and temperature change often precede skin color
changes. Discoloration may appear differently in darkly pigmented skin. This injury
results from intense and/or prolonged pressure and shear forces at the bone-
muscle interface. The wound may evolve rapidly to reveal the actual extent of
tissue injury, or may resolve without tissue loss. If necrotic tissue, subcutaneous tis-
sue, granulation tissue, fascia, muscle, or other underlying structures are visible, this
indicates a full thickness pressure injury (Unstageable, Stage 3, or Stage 4). Do not
use DTPI to describe vascular, traumatic, neuropathic, or dermatologic conditions.
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The NPUAP guidelines suggest
that MASD can increase the risk
of pressure injury development
and this correlation has been well
documented . >17:33

Skin lesions resulting from IAD

episodes of incontinence and expo-
sure to liquid fecal effluent.!8283!
Prolonged exposure to chemical ir-
ritants in urine and stool impairs the
skin’s protective acid mantle, thereby
disrupting its “brick and mortar”

perineum, groins, vulva, scrotum,
and perirectal area, as well as on the
posterior and medial thighs.** The
location of injury depends on the
presence of urinary, fecal, or dual
incontinence and can be most severe

FRICTION INJURY IMAGE COURTESY OF WOUND OSTOMY AND CONTINENCE NURSING SOCIETY. USED WITH PERMISSION. OTHER PHOTOS COURTESY OF AUTHOR.

may be located on the buttocks, when the patient is having frequent barrier function.'®28
Types of skin injuries: Differential assessment
Differential Friction Incontinence dermatitis Pressure/shear
characteristics
Friction injury Incontinence dermatitis Pressure injury on sacrum
on sacrum and buttock and coccyx
Location Fleshy, soft tissue areas that are « Perineal areas: groin, + Over bony prominences or medi-
exposed to repetitive rubbing buttocks, vulva, perirectal areas, cal device.
scrotum, and upper thighs * Atypical: over fleshy areas ex-
posed to prolonged pressure.
Depth Usually partial thicknesss * Usually partial thickness * Usually full thickness (stage 3 or
(superficial) (superficial) 4), DTPI, or unstagable.
Wound bed Wound bed is usually pink/red « Pink wound bed, may be blister-  « Well-defined lesions.
with no evidence of necrosis. ing, or lifting of the epithelial « Tunneling and undermining may
layer/denudation. be present.

« In patients with dark skin « Tissue necrosis may be evident
tones, look for areas of (purple discoloration, blood-filled
hyperpigmentation. blister, slough or eschar).

* In patients with dark skin
tones, palpate for warmth
and induration or bogginess,
as this may be an early sign of
pressure injury.

Wound « Edges may be well defined - Diffuse margins; satellite « Well-defined, distinct borders.
margins or irregular. lesions are associated with
« Skin flap may or may not fungal component.
be attached.
Patient Restless, frequent sliding in chair;  * Prolonged, repeated exposure to  « Prolonged immobility or
history may be diaphoretic; may be mal- urine and/or stool. exposure to shear.

nourished; may have edema; may
be on steroids, which can affect
skin turgor and elasticity.

« Patient may complain of burning
sensation in area of injury.

* Use of medical device in
area of injury.

* Patient may have periods of
hypotension and require
vasopressor administration.

« Patient may report pain at
the site of injury.

Source: Adapted with permission from Doughty DB, McNichol LL. General concepts related to skin and soft tissue injury caused by mechanical factors. In: Doughty D,
McNichol L, eds. Wound Ostomy Continence Nurse Society Core Curriculum: Wound Management. 1st ed. Philadelphia, PA: Wolters Kluwer; 2016:273-279.
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IAD typically presents as moist,
erythematous skin irritation and
inflammation with superficial epi-
thelial edema and diffuse, irregular
borders.!82831 JAD can also present
with erosion of the epithelial layer
or denudation. In addition, weeping
and blistering or vesicle formation
can occur.

The appearance of satellite lesions
or vesicles is likely due to secondary
cutaneous candidiasis and is often
associated with more severe cases of
IAD. 18273132 In patients with darker
skin tones, the erythema may be
subtle, appearing as a discoloration
in comparison with surrounding
skin 3

Patients with IAD may report a
burning sensation with pain and
pruritus. If exudate is present,
it’s often serous and weepy.*>>*

(See IAD: Light skin tone and dark
skin tone.)

Preventing IAD
Nursing care for patients at risk for
IAD includes implementation of a
structured skin care regimen, which
is especially important for patients
who are incontinent. Most regimens
involve gentle cleansing with a soft
cloth and a no-rinse cleansing for-
mula that contains surfactants to
loosen irritants, and application of
a barrier ointments.?!*? See www.
Nursing2018.com for supplemen-
tal online content, Sample skin care
bundle, based on Braden Risk Tool.

Moisture barrier ointments
serve to protect the skin by pro-
viding a barrier to effluent. Many
barrier formulations are available;
they may be petroleum-based,
dimethicone-based, or zinc oxide
ointments. !8:28.32-34

Use of incontinence pads and
briefs should also be included in an
incontinence management program.
Use materials that are highly absor-
bent and frequently change garments
as needed to keep the skin dry and
prevent fungal dermatitis.'8:28.32.33
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IAD: Light skin tone and dark skin tone

Light skin tone

Note the erythema,
diffuse irregular
margins, and forma-
tion of vesicles (small
fluid-filled blisters
<0.5cm) that are often
seen with this type of
skin injury

Dark skin tone
Sacrum of patient
with IAD. Note diffuse
margins of skin injury,
denudation (epithelial
erosion), and discolor-
ation.

Differentiating
pressure injuries
The NPUAP defines pressure injury
as “localized damage to the skin and
underlying soft tissue usually over a
bony prominence or related to a medical
or other device. This 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 be affected by microclimate,
nutrition, perfusion, comorbid condi-
tions, and condition of the soft tissue.
Risk factors for pressure injury can
be intrinsic and extrinsic.'2! Intrinsic
factors, which come from within, in-
clude age, comorbidities, nutritional
status, hypotension, elevated body
temperature, immobility, and signs of
stress, such as wrinkling and decreased
skin turgor and elasticity.!** Extrinsic
risk factors include environmental
forces that act to cause injury, such as
shear, moisture, and pressure. 1621
Careful and thorough skin inspec-
tion is warranted when assessing
for Stage 1 pressure injury or DTPI,
particularly in patients with dark
skin tones.!%?? For tips and guide-

)

lines, see Types of skin injuries:
Differential assessment. Updated
NPUAP risk assessment tips and
prevention interventions can be
found on the NPUAP website

at www.npuap.org/wp-content/
uploads/2016/04/Pressure-Injury-
Prevention-Points-2016.pdf.

Assessment strategies

To differentiate skin injuries accu-
rately, first obtain a comprehensive
health history to identify any risk
factors for pressure injury and/or
IAD. Also ask the patient or caregiver
about the patient’s bathing and toilet-
ing routine.

When assessing the patient’s skin,
always ensure adequate lighting so
you can detect subtle changes in
skin color. Appropriate lighting with
natural lighting, a halogen lamp, or
a flashlight is especially important
for inspecting dark skin tones. Avoid
fluorescent lighting, which may cast
a bluish tint on dark skin.!%-%

Inspect the skin for slight changes
in color surrounding the assessment
area, and make sure you examine the
area from multiple angles. Sullivan
reports that hyperpigmentation may
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be a sign of early skin injury in pa-
tients with dark skin.!!

Palpate the area for changes in
temperature and texture.'%1% Lo-
calized heat, edema, or any change
in tissue consistency, such as indura-
tion or hardness, may be a sign of
pressure injury. 102

Ask the patient to describe pain
or discomfort. Pressure injuries may
be painful; a burning sensation sug-
gests IAD.'%* When skin injury is
identified, the nurse should docu-
ment the injury type, characteristics,
and measurements. Some facilities
also document skin injuries with
photographs and rely on these docu-
mentation strategies for ongoing as-
sessment for improvement.

Working toward better
outcomes

Pressure injury and IAD are com-
mon in all healthcare settings.
Nurses must accurately identify
and classify skin injuries to ensure
high-quality patient care. This re-
quires knowledge of normal and
abnormal variations in skin tones,
especially in dark skin. Armed
with clinical knowledge and as-
sessment skills, nurses are pre-
pared to identify early signs and
symptoms of skin injury and to
implement interventions that will
improve patient outcomes across
the continuum of care. W
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