Periwound
skin damage

When moisture becomes a risk
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INTRODUCTION

The skin directly around the wound edges, known
as the periwound, plays an important but often
overlooked role in the healing process. It is the
principal source of cells responsible for repair and
re-epithelialisation (Rognoni and Watt, 2018), and
disruption to this area can delay healing, increase
the risk of infection and cause significant patient
discomfort.

This Made Easy document explores the

prevention and management of periwound skin
complications, including why damage occurs,

how to identify at-risk or compromised skin,
appropriate dressing selection and the use of

a barrier film regimen with MedProtect® Film
(HARTMANN), a polymeric film solution designed
to protect intact or compromised skin from
exudate, bodily fluids, adhesives and friction across
wound, stoma and continence care settings.

The periwound skin is defined by the International Wound
Infection Institute (IWII, 2025) (Figure 1) as the skin
directly adjacent to a wound. While this may appear to

be a simple concept, the condition of the periwound area
plays a significant and often underestimated role in wound
progression and overall healing outcomes.

Promoting good periwound health can:

«  Support wound healing

« Decrease the risk of wound infection

« Reduce dressing change frequency and associated cost

« Reduce pain and discomfort

« Reduce the risk of skin damage

- Improve patient comfort and quality of life (Woo et al,
2017; Whitlock et al, 2025).

When the periwound is exposed to one or more elements
such as excessive moisture, wound exudate, friction,
adhesive products, poor cleansing techniques or
contaminants, the skin barrier can begin to break down.
This may result in maceration, inflammation, pain, epidermal

Periwound definition

The periwound is defined as the skin and underlying tissue
immediately surrounding the wound bed, extending up to
4cm from the wound edge, including tissue beneath the
wound dressing (IWII, 2025).

The wound area is divided into three zones:
Zone 1 (red): Wound bed and wound edge
Zone 2 (light blue): Periwound extending approximately 4cm from
wound edge
Zone 3 (blue): Surrounding skin zone extending approximately
20cm from wound edge

Figure 1. A widely used definition for describing and
understanding the periwound area. (Image courtesy of
Kimberly LeBlanc; IWII, 2025).

stripping and an increased risk of infection or further

tissue damage (World Union of Wound Healing Societies
[WUWHS], 2019; Whitlock et al, 2025).

THE IMPORTANCE OF PERIWOUND HEALTH
Excess exudate is one of the most common causes of
periwound skin damage. The periwound is vulnerable to
moisture-associated skin damage (MASD), especially when
wound drainage exceeds the fluid capacity of the dressing
(Fletcher et al, 2020).

When exudate is not effectively managed, it lies against the
skin, causing it to soften and become fragile. This makes
the skin less tolerant to adhesives and routine care. This
often creates a cycle clinicians will recognise - dressings
need to be changed more frequently due to leakage, but
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Delayed healing

Maceration and excoriation can cause
significant discomfort and a reduced
quality of life 2021)

Compromised periwound skin slows cell
migration and tissue repair

each dressing removal may cause further trauma to already
vulnerable skin.

Exudate itself can also contribute to damage. It

contains inflammatory mediators, including matrix
metalloproteinases (MMPs), which break down the
extracellular matrix in both the wound bed and
surrounding skin (Holloway et al, 2020). Proteins within
wound fluid can envelop and damage corneocytes (the
outermost layer of skin cells), impairing epidermal barrier
function (Langgen and Bianchi, 2012). In addition, pro-
inflammatory cytokines in exudate may further disrupt skin
integrity and reduce barrier function (Wolcott et al, 2008).

Additional periwound damage may occur when dressings
leak, exudate is not effectively managed, adhesives are
repeatedly removed, or the skin is not properly cleansed
and dried. Friction and shear from movement can further
exacerbate skin damage.

Itis also important to recognise that periwound skin may
already be compromised, even if it appears intact. These
subtle changes can make it more vulnerable to breakdown.
Maintaining periwound integrity is therefore key, as it

can directly influence whether a wound reduces in size as
expected (Rippon et al, 2022).

When the periwound deteriorates, the impact is both
clinical and practical. Dressings may not stay in place,
leakage may increase and care becomes more demanding.

For the patient, this often means more pain, more frequent
interventions and a greater overall treatment burden
(LeBlanc et al, 2021).
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Pain and discomfort

Increased costs

Higher dressing change frequency and
longer treatment episodes (LeBlanc et al,

For clinicians, the goal is not simply to absorb fluid, but

to manage moisture effectively while protecting the
surrounding skin. Barrier products can play an important
role here, helping to shield the skin from ongoing exposure
to exudate and reducing the risk of damage, particularly in
patients with fragile skin or high exudate levels.

RECOGNISING PERIWOUND DAMAGE

Regular skin assessment at every dressing change is one of
the most important things a healthcare professional can do.
Periwound damage often develops gradually, and early signs
can be easy to miss. Identifying changes early allows for
simpler, more effective and often less costly interventions.

One useful assessment framework is TIMERS (Tissue,
Infection/Inflammation, Moisture balance, Edges of wound,
Regeneration of tissue and Social factors; Atkin et al, 2019).

Before removing the dressing

Take a moment to assess what you can already see and

what the patient is telling you. Look for:

« Strike-through or leakage, which may indicate the
dressing is no longer managing exudate effectively

+ Pain around the wound, which may indicate MASD
rather than pain originating from the wound bed itself.

After removing the dressing

Assess the periwound in a structured manner. Focus on:

+ Skin colour, texture, moisture level and overall condition
« Amount, colour and viscosity of exudate.

Signs of periwound damage may include:

+ Macerated or fragile skin around wound edges (skin
looks white, swollen, soft or waterlogged)

+ Erythema or skin colour changes

« Excoriation or breakdown of the periwound area



+ Sogginess or softening of the skin

«  Skin drying/desiccation

« Eczema/dermatitis

« Skin denudation - loss of the epidermis

« Trauma

«  Skin stripping from adhesive removal

+ Infection

- Blistering

« Possible odour (LeBlanc et al, 2021; Rippon et al, 2022).

In clinical practice, any patient with a wound is at risk of
periwound complications, not just those with heavily
exuding wounds.
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ERYTHEMA IN DARK SKIN TONES

In patients with dark skin tones, erythema may
appear as purple or maroon discolouration rather
than red. Do not overlook discolouration in these
patients. Apply the same clinical scrutiny you would

» Excess moisture

« Proteases within exudate that contribute to inflammation

+ Adhesive residue from wound dressings that may irritate
the skin and become a source of infection (IWII, 2025).

/ CLINICAL PRACTICETIPS: \
WASHING THE PERIWOUND SKIN

Always pat the periwound skin dry after cleansing

- do not rub. Wet skin is more susceptible to friction
damage and adhesive trauma. Avoid soap and water
on fragile periwound skin; use purpose-formulated

ine to redness in lighter skin tones. /

PREVENTING PERIWOUND COMPLICATIONS
Prevention is always preferable to treatment. In practice,
good periwound care comes down to three key steps:
cleansing, protecting and selecting the right dressing - at
every dressing change.

Step 1: Cleansing the periwound area

The IWII (2025) recommends that all wounds are
therapeutically cleansed. This is defined as the “active
removal of surface contaminants, loose debris, non-attached
nonviable tissue, and/or remnants of previous dressings from
the wound and periwound” (IWIl, 2025).

Although evidence is insufficient to determine the ideal
frequency of cleansing, the IWII (2025) supports cleansing
at every dressing change. Cleansing is not simply a hygiene
measure; it is a clinical intervention that directly reduces the
risk of infection and periwound skin damage.

Wounds should be cleansed with an inert wound cleanser
at each dressing change and before obtaining samples for
microscopy, culture and sensitivity testing (IWII, 2025).

Appropriate cleansing helps remove:
- Contaminants that may migrate into the wound and
increase infection risk

wound cleansers where possible.

\_

Step 2: Protecting with a barrier film

Barrier films provide an additional layer of protection for
the periwound, particularly in high-exudate wounds or
where adhesive trauma is a concern. Film barriers such as
MedProtect Film help protect intact or at-risk skin from
irritation caused by bodily fluids, exudate, adhesives and
friction, while still allowing the skin to breathe.

)

Barrier films differ from barrier creams. This distinction
isimportant, as barrier creams under dressings may

impair adhesion, increase leakage risk and contribute to
maceration. When adhesive dressings are used, barrier films
are generally preferred.

Step 3: Selecting the right dressing

The periwound is susceptible to damage from multiple
external sources. Dressing selection should therefore be
evidence-based and focused on minimising skin trauma.

Dressings should be matched to level and type of exudate,
wound size and location. If a dressing is unable to handle
the volume of exudate, it can quickly become saturated,
allowing fluid to leak onto the surrounding skin. On the
other hand, an oversized dressing may be unnecessarily
bulky and compromise adhesion.

When selecting a dressing, consider:

+ Fluid-handling capacity matched to the level and type of
exudate. Superabsorbent polymer (SAP) dressings (e.g.
Zetuvit Plus) offer effective absorption and retention
capacity in highly exuding wounds, helping to prevent
leakage and strike-through. Silicone SAP dressings
(such as Zetuvit Plus Silicone Border), may also be a
consideration for exuding wounds (WUWHS, 2025)



+ Ability to retain fluid under compression therapy, where
applicable

+ Prevention of leakage and strike-through

+ Odour absorption where clinically indicated

+ Use of atraumatic silicone adhesives (e.g. Zetuvit Plus
Silicone Border) to minimise skin stripping during removal

«  Correct dressing size in relation to wound dimensions

+ Planned dressing change frequency according to exudate
levels and dressing capacity (LeBlanc et al, 2021).
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Reapplication

Sterile at first use

Age suitability

Always read the label and follow the directions for use.

Adults and children >12 weeks

For more information on MedProtect visit https://
www.hartmann.info/en-au/products/skin-care/for-
at-risk-and-damaged-skin

CHOOSING THE RIGHT BARRIER FILM
FORMAT

MedProtect is indicated for protecting intact or damaged
skin from bodily fluids in the areas of periwound and
peristomal skin protection as well as incontinence skin care.
Itis available in two application options to suit different
clinical needs: a 28ml spray and a Tml swab.
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_ MedProtect Film Spray (28ml) MedProtect Film Swab (1ml)

Larger areas exposed to urine and faeces, including
hard-to-reach areas (e.g. for incontinence-associated
dermatitis [IAD] protection)

Precise application on smaller periwound
and peristomal areas
(e.g. periwound and peristomal sites)

30 seconds

Every 24-72 hours, depending on frequency of cleansing.
In extreme cases (e.g. constant diarrhoeal stooling) with
very frequent cleansing, more frequent applications may
be necessary (i.e. every 12-24 hours)

Each time dressing and/or adhesive products are
changed

Sterile at first use; single-use

Adults and children >12 weeks
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Additional product features include:

« Clear film, allowing ongoing skin inspection without
concealing early signs of breakdown

« Afilm-forming product that, upon application to intact or
damaged skin, forms a long-lasting waterproof barrier

+ Acts as a protective interface between the skin and bodily
wastes and fluids

+ High moisture vapour transmission rate — moisture
escapes while protection against irritants is maintained

+ Dries in approximately 30 seconds, allowing dressings or
adhesives to be applied promptly

« Gentle, alcohol-free and sting-free formulation suitable for
sensitive or compromised skin, including in children over
12 weeks

+  Compatibility with chlorhexidine gluconate (CHG) and
adhesives; non-cytotoxic properties (Data on file, 2025).

MedProtect forms a long-lasting waterproof barrier that
acts as a protective interface between the skin and exudate,
bodily fluids and waste, while allowing the skin to breathe.

MANAGING PERIWOUND SKIN DAMAGE
Periwound skin is particularly vulnerable to maceration,
excoriation and adhesive trauma. Exudate management and
a consistent barrier regimen are central to protecting the
healing environment.

Risk assessment and management principles

Apply the following principles at every dressing change:

+ Assess the periwound skin before removing the dressing,
and note any maceration, excoriation or discolouration

+ Cleanse the wound and periwound gently, then pat dry

«  Apply a barrier film (e.g. MedProtect Film Swab) to the
periwound area before placing adhesive or dressing

» Select a wound dressing appropriate to the exudate
level; consider wound size when choosing dressing size
(LeBlanc et al, 2021)

PERIWOUND SKIN ASSESSMENT

Document the condition of the periwound at each
visit - including the size of the affected area, skin
tone changes, moisture levels and patient-reported
symptoms such as pain or itching. This supports

/0 CLINICAL PRACTICE TIPS: \

Q:ontinuity of care and helps identify trends early. /

+ Reapply barrier film at every dressing change.

OTHER INDICATIONS: PROTECTING SKIN AT
RISK FROM BODY FLUIDS

While periwound skin is the primary focus of this Made Easy,
barrier films also play an important role in managing other
moisture-related skin challenges commonly encountered
across healthcare settings. In the conditions below,
MedProtect Film can be incorporated into a structured skin
protection regimen.

Incontinence-associated dermatitis (IAD)

« Aform of irritant contact dermatitis caused by exposure to
urine and/or faeces

+ Repeated or prolonged exposure to moisture and irritants
disrupts the skin barrier, increasing risk of breakdown

«  Common features include diffuse erythema (or purple/
maroon discolouration in darker skin tones), maceration,
discomfort, burning or pain

. Severe cases may progress to skin erosion and secondary
infection

« Frequently mistaken for pressure injuries in the sacral or
buttock regions

+ Key distinction: IAD presents as diffuse, irregular erythema
with poorly defined edges and no distinct wound bed,
while pressure injuries are usually localised with well-
defined margins

+ Accurate differentiation is essential as prevention and
management differ

- Barrier films are recommended for both prevention and
management of IAD (Beeckman et al, 2026).

Peristomal Moisture-Associated Dermatitis (PMAD)
« A common complication in stoma care, including around
tracheostomy stomas; irritant contact dermatitis is the

most frequently reported issue (Colwell et al, 2017)

+ Results from exposure to stoma effluent, digestive
enzymes and adhesive products

« Prevention starts with a well-fitting pouching system to
minimise leakage and skin contact

- Barrier films (e.g. MedProtect Film) can be used to protect
exposed peristomal skin and support ongoing skin
integrity during pouch wear.
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/ CLINICAL PRACTICE TIPS:
INCONTINENCE SKIN PROTECTION

At each IAD care episode (Beeckman et al, 2026):

1. Assess perianal, perineal and buttock regions
using a validated tool (e.g. Ghent Global IAD Tool
[GLOBIAD])

2. Cleanse gently with a pH-balanced, no-rinse
cleanser (avoid soap and water) and pat dry

3. Apply a barrier film (e.g. MedProtect Film Spray)
to protect the skin

4. Allow the film to dry (~30 seconds)

5. Reapply barrier protection every 24-72 hours,

or after each incontinence episode if clinically

indicated

\

/ CLINICAL PRACTICETIPS:
0 PERISTOMAL SKIN PROTECTION

At each pouch change:

1. Assess peristomal skin for redness, erosion, pain
or bleeding

2. Remove the appliance; cleanse skin gently and
patdry

3. Apply a barrier film (e.g. MedProtect Film Swab)
in a thin, even layer around the stoma base

4. Allow the film to dry (~30 seconds) before fitting
the new appliance

5. Cutthe appliance aperture to size to minimise
skin exposure to effluent

6. Apply the stoma appliance securely.

Note: the barrier film does not affect adhesive performance once dry.

\_
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CONSIDERATION FOR
PAEDIATRICS

Managing exudate in the paediatric population

is also complicated by the limited availability of
appropriately sized superabsorbent dressings. Many
are unable to be cut to fit paediatric/neonatal wounds
without compromising the dressing’s fluid-handling
properties.

In such cases, alternative strategies may be needed,
such as using sterile barrier products to protect
periwound skin or applying a small drainable stoma
appliance to collect high levels of exudate until

wound fluid decreases.

KEY MESSAGES

Assess skin at every care contact. Prevention
begins with early identification

Periwound complications can contribute to
delayed healing, pain and quality of life

Exudate management including appropriate
dressing selection and application of a
barrier film is key to preventing periwound
skin damage

Consistent barrier use supports improved
patient outcomes and reduces care costs

Scan QR code for further information on the
Wound Balance Pathway/TIMERS
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