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Section A

INTRODUCTION TO THE WOUND MANAGEMENT FORMULARY

The Wound Management Formulary was developed by members of the NHS Forth Valley
Wound Management Group. This group consists of specialist practitioners, nursing and
pharmacy staff from the Acute and Primary Care settings; taking into account patient comfort,
safety, cost effectiveness and clinical benefits of the product in line with the Scottish National
contract where 1°' Ranked products must be used unless there is a justifiable clinical
reason to use 2" or 3" Ranked products. These products should be the first choice for
both Primary and Acute Care.

The Wound Management Formulary has been approved by the Director of Nursing, NHS FV
and the Area Drug and Therapeutics Committees.

The principle aim is to rationalise and standardise wound care products throughout NHS Forth
Valley, encouraging seamless care and to assist nursing staff in the selection of appropriate
dressings.

New products can be evaluated as they are developed and the need arises 1 the process for
this can be seen on Appendix 6.

Please note the sizes of dressings chosen for inclusion to the formulary are the current most
popular sizes stocked by stores, there may be other sizes available if required, in certain
circumstances. All products listed in the formulary are GP/DN prescribable unless otherwise
stated. Please remember to prescribe generically as prescriptions cannot be dispensed when
trade names alone have been written.

Please note:

Products highlighted in this formulary may only be used within the licensed indications within the
SPC (specific product characteristics) i.e. only use each product under the guidance of the
product information leaflet. SPC are available at www.medicines.org.uk

On discharge from hospital one weeks supply of dressings should accompany the patient home,
or if treatment is of short duration, enough to complete treatment. Likewise those patients with a
planned admission to hospital should bring to the ward a small supply of current dressings
where possible.

It is recognised that nursing and clinical practice is an evolving process, and members of the
working group would welcome any information and advice which is considered necessary to
update the Formulary in light of changes in practice and developments in wound care.

Please contact the under noted for advice, guidance or any comments you may have: -

Tissue Viability Service
NHS Forth Valley
Tel 01324 673747 or fv.tissueviability@nhs.scot

Grateful thanks to Wound Management Group Core members who attended meetings and
contributed to the development of the formulary document.
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SECTION A

ACCOUNTABILITY AND RESPONSIBILITY

As healthcare professionals using this formulary you must:

1 Use your professional knowledge, judgement and skills to make a decision based on
evidence for best practice and the personos
the decisions that you make for choosing wound care products.

1 Ensure any advice you give is evidence based when suggesting healthcare products or
services

1 Have the knowledge and skills for safe and effective practice when working without direct

supervision

Recognise and work within the limits of your competence

Keep your knowledge and skills up to date throughout your working life

Take part in appropriate learning and practice activities that maintain and develop your
competence and performance

1 Keep clear and accurate records of the discussions you have, the assessments you
make, the treatment and medicines you give and how effective these have been
Complete records as soon as possible after an event has occurred

Complete NATVNS Wound care assessment and treatment chart (separate chart for
each wound a patient may have) NATVNS Adapted Wound Assessment Chart March 2021
Scottish Wound assessment and Action Guide (SWAAGppy can be accessed hefer
information but should be ordered via Stationery Stores using ING 1973Acute and
community hospitals)

1 Ensure any entries made in someone's paper records are clearly and legibly signed,
dated and timed

Ensure any entries made in someone's electronic records are clearly attributable to you
Where wound care is multi-professional and shared, ensure all involved are informed of
any significant change in status and/or dressing regime as soon as possible after the
contact has occurred

= =4 A

E

E |
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SECTION A

THE PHYSIOLOGY OF WOUND HEALING

Acute and chronic wounds have distinct differences. Some of the basic differences (excluding
the microbiological/cellular differences) are:

ACUTE WOUNDS CHRONIC/HARD TO HEAL WOUNDS
9 Short duration Unhealed within 6 weeks of formation

9 No underlying pathology Underlying pathology

9 Normal inflammatory stage Prolonged inflammatory Stage

1 Usually heals without Variety of complications may arise
Complication Chronic wound fluid does not support cell

9 Acute wound fluid supports cell proliferation

Proliferation
(Cutting & Tong 2003)

The literature cites many descriptive models of healing. Whichever model is followed, it is
essential to have an understanding of the basic process as this will influence decisions made in
the day to day management of the wound.

Most models suggest that the mechanics of dermal wound healing fall largely into four
overlapping phases:

1. Haemostasis

Bleeding starts the process of haemostasis. Blood vessels contract, platelets aggregate and a
clot is formed. Leucocytes are attracted to the injured area.

2. Inflammation

Prostaglandins and proteins are released, which cause vasodilation and inflammation.
Neutrophils (whose function is phagocytosis of bacteria) and macrophages (which control the
healing process) proliferate in the wound.

3. Granulation

New supporting tissue is formed like a scaffold, along with new blood vessel development,
which is known as angiogenesis, and the wound begins to contract.

4. Epithelialisation

New skin cells emerge from the dermal edge and hair follicles, slowly bringing the wound edges
together.

Healing By Primary or Secondary Intention

Wound healing by primary intention is when the edges of the wound can be brought together,
eg a surgical wound which has been sutured, clipped or glued. The first three phases of healing
are usually short but scar maturation may take a few months.

Wound healing by secondary intention occurs when the edges of a wound cannot be
approximated, eg a leg ulcer. This type of wound heals by a combination of proliferation and
wound contraction. The granulation and epithelialisation phases of this type of wound may take
months to complete.
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SECTION A

HOLISTIC APPROACH TO WOUND HEALING

Wound healing is a complex and interlinked series of biochemical processes that encompass
the actions of various cells in different cellular environments involving oxygen, temperature, pH,
growth factors and enzymes.

When the cells are healthy and the environment is within normal homeostatic parameters, the
healing processes proceed predictably and without incident.

When the cells and their environments are compromised by alterations in local or systemic
conditions, the healing process is impaired and the wound does not heal in an orderly or timely
fashion.

Wound management and the selection of cleansing agents and dressing products is an
important part of the healing process. It is, however important to remember that although this is
a necessary component, it is not in itself the only part to consider when dealing with a patient
with a non healing wound.

An awareness of the physical and psychosocial factors which delay wound healing is

necessary. The assessment process should extend to identifying the intrinsic ( e.g., nutrition,
chronic disease processes) and extrinsic factors (e.g. pressure, friction, shear) which may

i nfluence an individual s healing rate. Some
corrected, others may not.

Nurses are in a unigue position within the multi-disciplinary team to be able to holistically assess
patients and their wounds and to develop realistic treatment objectives.

The Wound Assessment must be completed by a registered nurse or other healthcare
professional with appropriate knowledge and experience. The individual needs to take into
account whether the wound needs cleansed, the size, the tissue type, the exudate levels,
odour, expected wear time of dressings.

Findings and decisions made should be documented in the wound chart T use a separate chart
for each wound.

WOUND PHOTOGRAPHY

Photographs can be an important part of effective wound assessment i they can provide
objective visual confirmation to the written record and can provide evidence of healing rates,
capturing therapeutic efficacy.

Current legal opinion recommends that written informed consent should be sought from
individual patients (or carer if appropriate) or parent/guardian in the case of children under 16,
when seeking to take photographs for the purpose of monitoring wounds. See appendix 3 for
consent form.

Consideration needs to be given to ensure all images remain confidential and stored in such a
way that confidentiality is not breached, this includes sharing of images with the wider team.

When photographing a wound it is important to be able to assess the dimensions of the wound
also. Disposable measuring tapes should be placed on the skin next to the wound prior to taking
photograph. If close up photographs are required of specific wounds, there should be a
secondary photograph which enables the particular body part to be identified.
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The patient has the right to withdraw consent for wound photography at any time. The
withdrawal should be fully documented in the patient records and any historic images that have
been kept should be removed from electronic records or struck through if on paper form making
it clear that the images cannot be used.

REFERENCES

Dealey, C. (1999) The Care of Wounds - A Guide for Nurses. 2" Edn. Oxford, Blackwell Science Ltd.
Flanagan, M. (1997) Wound Management Edinburgh, Churchill Livingstone.

Morison, M (Ed) (2001) The Prevention and Treatment of Pressure Ulcers. London, Harcourt Publishers Ltd.
www.tissueviabilityonline.com

Institute of Medical illustrators, (2007) Clinical Photography in wound Management Guidelines.
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CONSENT FOR WOUND PHOTOGRAPHY

NAME: CHI No.

Address: Date of Birth

WoundType/Presenting Problem

Informed Patient Conseitto be completed by patient/relative/carer.

Clinical photographs
form an important
part of your medical
records ad every care
is taken to ensure that
only authorised staff
involved in your care
have access to them.
There are three levels
of consent available
to you (A, B, C).

Please tick or cross one box in every section Agree Disa

A. Medical Records
| consent to photographs being used for monitormry
Treatment; a copy will be placed in my health records.

B. Teaching
| consent to the photographs being used to teach medical,
Dental, nursing and healthcare staff and students.

C. Publication
| am happy to be contacted to give written consent if my images
are requested for medical publications. A separate
Form will need to be signed for each specific publication.

Your choice of consent
level will not affect your
treatment in any way.

| confirm that | (CAPITALS) consent to have a
photograph taken. The purpose of this has been explained to me.
Date:

| understand that | have the right to withdraw consent at any time.

Sign (Patient)

Sign Relative/Carer Relationship  to Patient

Address (if different from above)

| have fully exphined to patient/carer the nature and purpose of this consent, including the different levels
of consent and possible ways the photographs may be used.

Name Designation

Signature Date Time
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SECTION A

MOIST WOUND HEALING

This concept dates back to the 1940s but did not gain credibility until 1962 when George
Winterds now infamous e x p dimeofeuntds eeprsadtdar,ed t he
compared with wounds covered with polyurethane. The wounds which were covered healed
almost twice as fast as those exposed to air.

Although this theory was applied to acute wounds, the significance of these findings in chronic
wounds has been debated with little agreement about healing rates in the literature (Miller,
1998; Parnham, 2002).

However, other benefits for creating a moist environment in chronic wound healing have been
cited, such as enhancement of autolytic debridement and reduction in pain during wear and on
removal of dressings (Hollinworth, 2005).

Maceration may occur where there is excessive moisture on the wound bed. Excessive
moisture can excoriate the surrounding skin and cause extension of the wound. Correct choice
of dressing is essential to achieve a balance between a wound that is too wet and one that is
too dry.

Wound fluid contains essential growth factors necessary for epidermal growth. Proteolytic
enzymes found in wound fluid have been shown to be beneficial to wound healing but are
thought to be present in excessive numbers in chronic wounds (Wysocki et al. 1993). At
present, there is no biochemical test to measure an excess of proteases in order to prove this is
the cause of delayed healing.

MOIST WOUND HEALING IN ISCHAEMIC WOUNDS

It is important, when attempting to promote moist wound healing in ischaemic wounds, to be
aware that wounds with an underlying ischaemic cause are prone to infection. The presence of
necrotic/sloughy tissue, which contain greater quantities of bacteria, increase the risk of
infection (Leaper & Ellis, 2002) when moistened and rehydration of the tissue is attempted.
Where there is underlying ischaemic disease, and revascularization or restoration of the blood
supply is not suitable, moist wound healing may not be appropriate. Devitalised necrotic tissue
has a propensity to continually accumulate and may be impossible to resolve (Falanga, 2002)
particularly with additional pathophysiology such as Diabetes.

The bacterial release can overwhelm the wound, causing deterioration and expansion to the
wound itself as well as risking systemic infection.

Where individuals have severe arterial impairment, moist wound healing is often best avoided
and the area kept as dry as possible. EG with the use of inadine or iodoflex dressing.

In the case of ulceration to digits, it is advisable to separate digits from one another to prevent
the spread of inter-digit ulceration particularly between the toes.

REFERENCES

Cutting, K. & Tong, A. (2003) Wound Physiology and Moist Wound Healing. Holsworthy: Medical Communications UK Ltd.

Falanga, V. (2002) Wound bed preparation and the role of enzymes: a case for multiple actions of therapeutic agents. Wounds: A

Compendium of Clinical Research and Practice 2002; 14:2.

Hol I i nwort h, H (2005) The manage nNumging SarfdarpTissue \dabititysStipplpneent.20(7) 65-73vound car e.
Leaper, D. and EI1lis, S. (2002) #fAManagi ng | alWeundMamagement for Day i Tid-®ayd i n g, K.
Practice, Medical Education Partnership, London: Halcyon Print.

Miller, M. (1998) Moist wound healing: the evidence. Nursing Times 94, 74-76.

Parnham, A. (2002) Moist wound healing: does the theory apply to chronic wounds? Journal of Wound Care 11, 143-146.
Wysocki, A.B., Staianocoico, L., Grinnell, F. (1993) Wound fluid from chronic leg ulcers contains elevated levels of metallopreinases MMP-2
and MMP-9. Journal of Investigative Dermatology 101, 64-68.
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Section A

NUTRITION IN WOUND MANAGEMENT

Nutrients contain a composition of chemicals which are obtained from the foods we eat in order
to provide our cells with growth, maintenance and repair. Therefore good nutrition is vital in
wound healing and one of the essential components when considering the prevention and
management of wounds.

Malnutrition

Malnutrition is the condition in which a deficiency or excess of energy, protein and other
nutrients cause significant effects on body tissue, body function and clinical result. Unintentional
weight loss, the need for consistency altered diet or oral problems with eating are all predictors
of malnutrition which could hinder wound healing.

Malnutrition and specific nutrient deficiencies can lead to poor health, a reduced immune
response and subsequent tissue damage with delayed wound healing and increased
susceptibility to wound or systemic infection. Physical appearance alone will not always identify
such patients.

A deficit in nutritional intake means that energy, protein, vitamin and mineral intakes are low at a
time when requirements are increased. Muscle mass is lost as protein breakdown occurs to
provide energy. Protein can also be lost in vast amounts through exuding wounds, dependant
on the size and amount of fluid exuded.

A decreased nutritional intake can result in weight loss and the loss of the protective cushioning
effect of fat. Dehydration can also cause dry fragile skin which again further impacts on the
bodyés ability to repair wounds.

A low energy intake is associated with a reduced availability of other nutrients such as Vitamin
C, Zinc and Iron which have a vital role in wound healing.

Providing sufficient energy will prevent dietary or tissue protein being used as an energy source
and therefore reduce these effects and adequate protein will optimise wound healing. To
promote wound healing patients should choose foods high in energy and protein. Foods rich in
protein include, milk, eggs, cheese, yoghurt, lean meat or poultry and fresh or tinned fish.

Nutritional Screening

On admission to hospital patients should undergo initial nutritional assessment using the
Malnutrition Universal screening tool (MUST). MUST is a 5 step process to identify adults who
are undernourished, at risk of malnutrition or obese. It also includes guidelines that can be used
to develop a care plan.

Where risk of malnutrition is detected, appropriate care plans must be initiated and be repeated
at least weekly if there is any significant change in condition. Any nutritional inadequacy should
be identified and corrected at an early stage to minimise the complications associated with
them. Patients identified at risk of nutritional inadequacy with a high MUST score should be
referred to the Dietetic Department for further assessment regarding their nutritional needs and
management

The MUST screening tool is used in Forth Valley Royal and all out-lying community hospitals.
The next page details the current version of MUST.
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Obesity

Being obese can cause additional issues associated with wound healing. These patients will
likely have reduced mobility, increased pressure placed on the wound along with reduced
vascular supply within the adipose tissue making the wound healing process increasingly
difficult. However, as good nutrition is required to aid wound healing it is not recommenced to
reduce protein and calorie intake in obese and overweight patients.

Diabetes

It is important that people with diabetes ensure their blood sugars are well controlled.
Hyperglycaemia increases the risk of localised and systemic infection which in turn delays the
wound healing process.

REFERENCES.

Collins, C. Nutrition and wound healing. Care of the Critically Ill. 1996, 12, 97-90.

Dickerson, JWT. Ascorbic acid, zinc and wound healing. Journal of Wound Care.

1993, 2. 350-353.

Meyer, MA, Muller, MJ, Herndon, DN. Nutrient support of the healing wound. New Horizons. 1994, 2, 202-214.0ndrey, FG and Holm, DB.
Effects of nutrition on wound healing. Otolaryngology i Head and Neck Surgery. 1994, 110, 557-559.

MUST i BAPEN

Elia M. Guidelines for Detection and management of malnutrition. Malnutrition Advisory Group (MAG), Standing committee of Bapen.
Maidenhead: Bapen, 2000.

Terranova A. The Effects of Diabetes Mellitus on wound healing. Plast Surg Nurs. 1991, 1, 20-5.

Malnutrition: Food fact sheet https//www.bda.uk.com/resource/malnutrition. 2019
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SECTION A

WOUND CLEANSING

MODE OF ACTION

Wounds may be irrigated with a gentle stream of warm tap water or warm normal saline. The
purpose of wound irrigation is to gently remove loose debris and surface contamination from the
wound bed. As a general rule, routine cleansing of wounds to remove bacteria or to reduce
infection is unlikely to be effective (Miller and Gilchrist 1997)

A study by Griffiths et al (2001) confirms that there is no statistically significant difference
between the healing and infection rates in wounds cleansed with tap water or Normal saline. It
is recognised that wound healing requires the bactericidal activity and growth factors present in
wound exudate. Removal of this fluid and drying of wounds can deplete the healing tissue of
vital components and contradicts the principles of moist wound healing (Davies 1998).

INDICATIONS

A Chronic wounds - if wound exudate is excessive, gentle removal of the exudate
surrounding the wound using a gentle stream of warm saline and removal of debris with
a soft gauze swab is all that is required.

A Surgical wounds - showering or bathing is usually adequate to cleanse a simple
surgical wound (Neues 2000).

A Leg Ulcers - Frequently patients with leg ulcer have bandages insitu for up to a week at
a time. Itis good practice and therapeutic for patients to soak their legs and feet in a
basin of warm tap water, before redressing. This promotes patient comfort, removes
exudate and allows reviewing of the wound for accurate assessment. (SIGN 2010)

A Acute wound - Wound cleansing using a gentle stream of warm normal saline to clear
the wound of visible debris to enable proper assessment is all that is required.

If it is not necessary to cleanawoundi don ot
Access Wound Cleansing Pathway: Sept23rd-2026WoundCleansingGuide NATVNS. pdf

CONTRA-INDICATIONS

Irrigating wounds does not completely remove bacteria. Cotton wool/gauze should not be used
over the wound surface as fibres can be shed which may adhere to the wound surface and
become incorporated into wound tissue, acting as a foreign body which may impede
healing.
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Wound Bed Preparation

PRONTOSAN IRRIGATION SOLUTION AND GEL T B BRAUN

PRODUCT DESCRIPTION

Ready to use solution or gel containing polyhexanide (PHMB) a powerful antimicrobial agent
and betaine, a surface active solution that helps in removing difficult wound coatings.

INDICATIONS

Suitable for wound bed preparation to remove biofilm and absorb wound odours.

CONTRA- INDICATIONS

Should not be used if it is known or suspected that patient may be allergic to one of the
ingredients. Should not be used on the Central Nervous System or the meninges, in the middle
or inner ear or in the eyes.

APPLICATION

Irrigate the wound with prontosan solution and apply as a gauze soak for a minimum of 10
minutes. If applying gel apply thin layer film over wound bed at least 3mm thick. Prontosan gel
I fluid consistency - suitable for deep wounds and cavities where a little is required.
Prontodan Gel X 1 Highly viscous, use when a thicker consistency required or to cover

larger surface area

FREQUENCY OF USE

Should be carried out at each dressing change. Prontosan is for individual patient use. Should
be disposed of 8 weeks after opening.

PRESENTATION

Available as Wound Irrigation Solution i 40ml ampoules
350ml bottles

GEL 1 30ml cartridge bottles
GEL X1 2509
GEL X1 50g

Use of combined biguanide polyhexanide and betaine surfactant solution and gel to aid delayed healing in
complex, recalcitrant chronic wounds.
REFERENCES:

Burnett CL, Bergfeld WF, Belsito DV et al (2012) Final report of the
Cosmetic Ingredient Review Expert Panel on the safety assessment of

cocamidopropyl betaine (CAPB). Int J Toxicol 3(4 Suppl): 77Si 111S

Bradbury S, Fletcher J (2011) Prontosan Made Easy . Wounds International 2 (2)
Cairns SA, Minhas U, Riddell AD, Leaper DJ, Harding KG (2009)

Department of wound Healing, Cardiff University UK
Collier M, Hofer P (2017) Taking wound cleansing seriously to minimise risk

Vowden P, Vowden K, Carville K (2011) Antimicrobial dressings Made Easy. Wounds International 2(1).
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WOUND BED PREPARATION

MECHANICAL DEBRIDEMENT PRODUCTS

UCS DEBRIDEMENT CLOTH | MEDI

Description

UCS debridement is a sterile, pre-moistened single-use cloth that can be used to debride
wounds, as well as cleansing periwound skin. Its active ingredients include aloe vera
barbadensis leaf juice, allantoin and poloxamer. It is a class 2B medical device and is available
on prescription in the UK.

The mild cleansing solution within the cloth enables it to moisten and soften the skin without
damaging healthy cells, while effectively removing soft sloughy tissue and debris from the
wound bed, thereby accelerating the healing process.

Also effective in softening and subsequent removal of dry skin plaques and hyperkeratosis.

Indications and contraindications

Indications

Chronic and acute wounds

Ulcers of all types

Pressure ulcers

First and second-degree burns

Peri-stomal skin

Ports of entry of catheters, PEG/PEJ

To remove encrusted bandages from wounds
Hyperkeratosis.

Interdigitally

Contraindications

If there is a high risk of haemorrhage, the wound bed should not be touched.
How to Use

Tear open the sterile UCS packet to access the cloth

Use each area of the cloth to gently work into or around the wound to allow the fluid to
penetrate the skin, enabling debris to be removed.

Both sides of the cloth can be used

UCS is gentle, soft and effective debridement.

Individual sterile foil {10 per box Box code: DT500
packs
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DEBRISOFT DEBRIDEMENT PAD/LOLLY

Debrisoft is made of soft, polyester fibres that are secured and knitted together. These fibres are cut at a

special angle, length and thickness to effectively cleanse/debride skin anolie: bed.

Debrisoft is a rapid, highly effective, safe and easy method of debridement for superficial wounds
containing loose slough and debris and also including biofilm.

Debrisoft® can also be used to clear the wound bed in advance of the initial ass@sgment or to aid
accurate pressure ulcer categorisation

Debrisoft can also be effective in removal of hyperkeratosis from the skin.

Debrisoft ® Lolly

Comprises of monofilament polyester fibres with a blueX detectable polypropylene thread. The
Delrisoft ® Lolly is intended for the debridement of ddemcluding surgically invasivé to

superficial wounds for wound bed preparation. It is used to absorb exudates, debris and keratoses
during debridement.

Indications

Leg ulcers. Debrisoft gently removes debris and superficial slough from leg ulcers thus
removing bacteria and helping promote healing.

Pressure ulcers. Assessment, categorisation and treatment of pressure ulcers can be improved
with Debrisoft.

Diabetic foot ulcers. ...

Hyperkeratosis. ...

Acute wounds.

Chronic wounds

Contraindications/precautions

Debrisoft should not be used on patients with known sensitivity to any components of the
product (it is 100% polyester)

Debrisoft is not a wound dressing so should not be used as such

If emollients have been used, skin should be washed before using Debrisoft

Debrisoft may not effectively debride dry, necrotic material or tethered, adherent slough. In such
cases, treatment with autolytic debridement before using Debrisoft may improve its efficacy. On
very sloughy wounds or thick hyperkeratosis more than one treatment with Debrisoft may be
required to achieve complete removal of debris and dead tissue

How to use

If emollient has been applied, wash the area to remove it, as skin that is well-impregnated with
emollient may cause the Debrisoft to glide across the surface of the wound/skin without
removing the debris (Gray et al, 2011).

Open the Debrisoft single use, sterile pack.

Fully moisten the soft fleecy side of Debrisoft with tap water or saline T 30mls for pad, 15mls for
Lolly

With light pressure and using a circular motion, use the soft fleecy side of Debrisoft to gently
debride the wound and/or skin for approximately 2i 4 minutes.

Use a new piece of Debrisoft for each separate wound/area of skin.

Dispose of the used Debrisoft in normal clinical waste.

It may be necessary to use Debrisoft on more one than one occasion to achieve optimal results.
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Debrisoft® Ordering information
PAD 10CM X 10CM -5 PACK - REFCODE 31222PIP CODE 358.287,HOSPITAL CODE ELZ354

LOLLY 7 5CM X 2.7CMi 5 PACKT REF CODE 33224, PIP CODE3%3.24, HOSPITAL CODE
ELZ728

PAD SINGLE PACK13CM X 20CM REF 34323 PIP CODE409-0351HOSPITAL CODEELZ964

Preparation

Procedure

Rationale

Gentle showering of wound
area during routine social
hygeine

Once shower is wartin
gently irrigate wound with
warmed water using
showerhead

Ensures free flowing warm,
clean water. Safe removal o
exudate, loose slough and
wound dressing residue.

Bucket Ined with polythene
bag and filled with warm
water for lower limbs

Gently wash limb. Dry skin
surrounding wound prior to
application of new dressing

Ensures safe removal of
exudate, loose slough and
wound dressing residue. It
incorporates social hygiene
into wound management
procedure.

Sodium Chloride 0.9%
solution pods/sachetswarm
by running under warm wate

Irrigate wound area with
warmed Sodium chloride
0.9% solution. If slough not
easily removed by irrigation
further hydration with
appropriate wouth dressing
products may be necessary

Maintain optimum
temperature for wound
healing.

Safe removal of exudate,
loose slough and wound
dressing residue

Prontosan Irrigation Fluid
for compromised wounds
only eg chronic or infected
wounds.

If necessary warrhottle
(350mls) or pods(40ml)

under warm water

Use gauze swabs soaked in
Prontosan Solution and laid
on wound bed for 5 minutes
at dressing changes then
discard

Deeper cleansing of wounds
and biofilm removal

Wound CleansingGuidelines

Sodium Chloride 0.9% Normasol sachets, 25ml sterile topical irrigation solution T containing
0.9% sodium chloride.

Prontosan wound Irrigation solution- 40ml ampoules or 350ml bottle (last for 8 weeks once
opened)

REFERENCES

Davies C (1998) Cleansing rites and wrongs Nursing Times 27 (95) 12-15

Griffiths P, Hall S (2001) Saline v Tap water Journal of Wound Care 78 (4) 57

Miller M, & Gilchrist B. (1997) Understanding Wound Cleaning and Infection. London. Macmillan.

Neues C, Haas P (2000) Influence of early postoperative water contact on healing Journal of Wound Care 71 2 15-18
www.sign.ac.uk/pdf/sign120.pdf. Management of Chronic Venous Leg Ulcers

Fletcher J, Ivinis N (2015) Is it time to review how we clean leg ulcers? Wounds Uk 1 (4) 42-48

White R et al (2016) Leg Ulcer care i should we be washing the legs and taking the time for effective skin care. Wounds UK 12 (1). Access at:

content _11729.pdf (woundsme.com)
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SECTION A

WOUND SWABBING

Swabs should only be sent for laboratory analysis when the wound displays clinical signs of
infection. i.e. Increased pain, exudate, odour or increased size of wound, unhealthy wound bed
e.g. greyish/dusky appearance. Infection delays wound healing and on a more serious level can
lead to further tissue breakdown, extension of the wound, increased patient discomfort and
septicaemia.

This concurs with the SIGN Guidelines (2010).

I nfection is defined as AA higher | evel of bac
reactionodo Ayton (1985)

It is important to distinguish between infection and colonisation, Ayton (1985) Colonisation is an
increased level of bacteria, but insufficient to cause a tissue response ie. No observable
evidence of infection.

There is no justification for taking a swab fj
organisms which may not be necessarily causing harm or having any adverse effects on

healing. Therefore routine microbiological investigation is not justified. The exception to this is

when screening for a specific organism e.g. MRSA

TO CLEANSE OR NOT TO CLEANSE?

In a search of available literature, the majority of the authors advocate the cleansing of wounds
prior to obtaining a swab. This concurs with recommendations from microbiologists at FVRH.
The rationale for this is to remove any excess surface exudate, revealing underlying bacteria. If
a wound was not cleansed before swabbing, results would display colonised bacteria.

PROCEDURE FOR OBTAINING WOUND SWABS.

Rotate swab gently over infected area, place swab into transport (charcoal) medium, send to
laboratory as soon as possible i this helps prevents early demise of bacteria. Once obtained
wound swabs should not be stored in refrigerator, if they cannot be sent to laboratory straight
away, they should be stored at room temperature for no longer than 24 hours.

On the laboratory form include all clinical details about patient, wound, recent treatment and
exact site of wound, to enable accurate processing and reporting of the specimen.

REFERENCES

Scottish Intercollegiate Guidelines Network (SIGN 120) The care of Patients with Chronic Leg Ulcer(2010)

Ayton M (1985) Wounds that won619 heal. Nursing Times 81(Suppl):16
Cooper R (2010) Infection: assessment & Diagnosis i Ten Tips for Taking a Wound Swab. Wounds International 1 (3)

Pattern H (2010) Identifying Wound Infection: Taking a wound swab. Wound essentials 5 (p64)

Fernandez R, Griffiths R, Ussis C. (2002) The Cochrane Database of systematic Reviews.

Hansson C, Hoborn J, Moller A, Swanbeck G. The microbial flora in venous leg ulcers without clinical signs of infection.
Acta Derm Venereol  1995; 75(1): 24  -30.

Bowler PG, Duerden BI, Armstrong DG. Wound microbiology and associated approaches to wound management. Clin
Microbiol Rev 2001; 14(2): 244  -69.
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YES]

DO NOT routinely take
wound swabs if ...

AWOUNDISACHRONICULCER
ressureulcer
Woundsare more than one month old
Sinusesandfistulae

AStoma sites

Theabovevoundwill becolonisedviththep a t i csvrflordois
environmentadrganismsSwabgromthese woundsill always
havegrowth!HencethesevoundsSHOULD NOT beswabbedr "
treatedvithantibiotics, unless there are clinical signs or
symptoms of infection.

Treatmenbftheseasewvill resulintheemergencef antibiotic
resistanceRefetoTissueViability teanfor woundmanagement
advice.

Take awound swab if ...

AEVIDENCEOFSPREADINGCELLULITIS

Clinicalsignsof infection i raised
temperature, raisedWCC

mmunosuppr
ession with
wound
deterioration
(diabetes,
steroids,
malignancy)

ischarging
surgical
wounds -
particularly Poster reproduced by kind permissio
overlying . 7S
prosthetic of H Hodgson Lead Tissue Viability

Nurse GG&C Health Board
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SECTION A

REDUCING PAIN AT DRESSING CHANGES

Patientsd requirement for analgesia must be
dressing. A specialist referral may be required to treat pain from underlying pathologies and
wound pain. However basic principles of good pain management should be utilised until
specialist advice is available. The use of entonox, a self administered analgesic gas comprising
oxygen and nitrous oxide may be favoured for its rapid onset analgesia. This gas is used for the
duration of the procedure and not recommended for prolonged use or general pain relief
(EWMA position document)

METHODS TO REDUCE ANXIETY AT DRESSING CHANGE

DD DD DD D

Provide adequate analgesia prior to dressing change

Explanation to patient of what to expect

Identify what the patient recognises to be triggers of pain

Invite the patient to be involved as much as he/she wishes i.e. removal of dressing
themselves

Encourage slow rhythmic breathing during the procedure

ac

Of fer the patient Atime outodo during the pro

clap
Use of distraction e.g. music
Ensure all materials are ready and easily accessible, prior to dressing change.

DRESSING SELECTION CRITERIA

> >

> > > >

Appropriate for the type of wound

Maintains moist wound healing whilst managing exudate
Does not adhere to the wound bed

Reduce friction at the wound surface

Minimises pain and trauma on removal

Reduce the need for frequent dressing changes
Provides patient comfort

(EWMA position document 2003, TVNA Best Practice Statement 2004)

DRESSING REMOVAL

A
A
A
A

A

Avoid unnecessary stimulus, such as drafts from windows, poking/prodding, unnecessary
touch

Ensure 0 Methodso detailed above are empl
Consider the manufactureroés instructions
Soaking an adherent dressing with warm saline or tap water prior to removal, (patient

may do this themselves or in the shower if feasible).
Patient may wish to remove own dressing

APPLICATION OF NEW DRESSING

A
A

Ensure wound cleansing methods, as detailed above, are employed
Work gently and swiftly to apply dressing

REFERENCES
European Wound Management Association EWMA (2003) Position Document - Pain at wound dressing changes EWMA London
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Tissue Viability Nurses Association TVNA (2004) Best practice Statement - Minimising Trauma and Pain in Wound Management issue 1 TVNA
Scotland
Benbow M (2012) Managing pain during removal of Wound Dressings Independent Nurse
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QUICK GUIDE TO WOUND DRESSINGS CONSULT WOUND MANAGMENT FORMULARY Jj\l-’li

FOR FULL LIST ASSESS WOUND Forth Valley

GRANULATING NECROTIC

= B

OBJECTIVES: TO REDUCE
BACTERIAL LOAD

OBJECTIVE: TO DEBRIDE
SLOUGH AND MANAGE

OBJECTIVES: TO REHYDRATE
ESCHAR

OBJECTIVE: ENCOURAGE
ANGIOGENISIS AND PROMOTE

OBJECTIVES: TO PROTECT
AND PROMOTE NEW TISSUE

GROWTH GRANULATION TISSUE EXUDATE LEVELS NB: IT MAY NOT BE NB: IF SPREADING
APPROPRIATE TO BREAK INFECTION (e.g.
NECROSIS DOWN CELLULITIS) SYSTEMIC
e.g. palliative, vascular or diabetic| ANTIBIOTICS MAY BE
wounds REQUIRED
EXUDATE LEVELS EXUDATE LEVELS
I - . N o
LOW EXUDATE LOW EXUDATE MOD TO HIGH LOW EXUDATE MOD TO HIGH
EXUDATE EXUDATE
FORMULARY DRESSING CHOICE EXAMPLES - CONSULT WOUND MANAGEMENT FORMULARY FOR FULL LIST AND
MODE OF ACTION
PRIMARY i PRIMARY - PRIMARY 1 PRIMARY 1 PRIMARY i PRIMARY 1 PRIMARY 1 PRIMARY - PRIMARY i
ATRAUMAN OR | ATRAUMAN OR | URGOCLEAN HYDROCLEAN URGOCLEAN ACTIVEHEAL URGOCLEAN FLAMINAL AQUAFIBRE AG
DUODERM VISCOPASTE PAD ADVANCED PAD FOR HYDROGEL PAD FOR HYDRO OR MEDIHONEY
EXTRA THIN SECONDARY - AQAUCEL ACTIVEHEAL SUPERFICIAL AUTRAUMAN SUPERFICIAL FLAMINAL APINATE
OR KLINIDERM SOFTSWABS FOAM HYDROGEL & AQUACL OR VISCOPSATE| AQUACEL FORTE IODOFLEX
FOAM SILICONE | OR KLINIDERM ADHESIVE, ATRAUMAN OR | EXTRA FOR SECONDARY - EXTRA FOR L-MESITRAN SECONDARY i
BORDER FOAM SILICONE | SECONDARY - VISCOPASTE CAVITY DUODERM CAVITY OINTMENT KLINIDERM
BORDER KLINIDERM SECONDARY 1 SECONDARY i EXTRA THIN. SECONDARY T OCCLUDE WITH | SUPER
SUPER SOFT SWABS KLINIDERM SOFT SWABS KILINIDERM ATRAUMAN OR | ABSORBENT OR
ABSORBENT/ OR KLINIDERM SUPER OR KLINIDERM SUPER VISCOPASTE KERRAMAX
KERRAMAX FOAM SILICONE | ABSORBENT FOAM BORDER | ABSORBENT INADINE CARE OR
CARE BORDER PAD / OR KILIDERM PAD OR SECONDARY i TEGSADERM
TEGADERM KERRAMAX FOAM SILICONE | KERRAMAX SOFT SWABS FOAM
FOAM PAD CARE PAD OR OR KLINIDERM ADHESIVE
ADHESIVE TEGADERM TEGADERM FOAM BORDER
FOAM FOAM ADHSIVE | OR KILIDERM
ADHESIVE FOAM SILICONE
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EXCORIATED/ LEAKY LEGS

“,

OBJECTIVES i PROMOTE GRANULATIONFOR BASE
UPT7 SECONDARY INTENTION

OBJECTIVES i

REDUCE INFLAMMATION, REDUCE
EXUDATE, REDUCE DISCOMFORT & ITCH

OBJECTIVES i MANAGE SYSMPTOMSe.g. BLEEDING,
PAIN, EXUDATE AND MALODOUR

EXUDATE LEVELS

LOW EXUDATE

MOD TO HIGH EXUDATE

LOW EXUDATE

MOD TO HIGH EXUDATE

FORMULARY DRESSING CHOICE EXAMPLES

MODE OF ACTION

- CONSULT WOUND MANAGEMENT

FORMULARY FOR FULL LIST AND

PRIMARY 1
URGOCLEAN ROPE
SECONDARY i
KILINIDERM SUPER
ABSORBENT PAD OR
KERRAMAX CARE PAD
KLINIDERM FOAM
BORDER

TEGADERM FOAM
ADHSIVE

CONSIDER NPWTi ACTI
VAC

PRIMARY 1
AQUACEL EXTRA
AQUAFIBRE AG
SECONDARY i
KILINIDERM SUPER
ABSORBENT PAD OR
KERRAMAX CARE PAD
KLINIDERM FOAM
BORDER
TEGADERM FOAM
ADHSIVE

CONSIDER NPWTi ACTI
VAC

PRIMARY 1
VISCOPASTE STRIPS
MAY REQUIRE POTENT
STEROID CREAM ON A
REDUCING REGIME
OCCLUDE WITH
ATRAUMAN OR
VISCOPASTE STRIPS
SECONDARY 1
KLINIDERM
SUPERABSORBEN PADS
OR

KERRAMAX CAREPADS
COMFINETTE, LANTOR &
CREPE

MAY REQUIRE TO BE
ASSESSED FOR
COMPRESSIION
GARMENTS

PRIMARY 1

AQUACEL EXTRA
AQUAFIBRE AG
VISCOPASTE STRIPS
MAY REQUIRE POTENT
STEROID CREAM ON A
REDUCING REGIME
OCCLUDE WITH
ATRAUMAN OR
VISCOPASTE STRIPS
SECONDARY 1
KLINIDERM
SUPERABSORBEN PADS
OR

KERRAMAX CAREPADS
COMFINETTE, LANTOR &
CREPE

MAY REQUIRE TO BE
ASSESSED FOR
COMPRESSIION
GARMENTS

PRIMARY T
KLINIDERM SILICONE
WOUND CONTACT
DRESSING

FOR ODOURT
ACTISORB SILVER 220
CARBAFLEX
MEDIHONEY APINATE
TO MANAGE BLEEDING
T COVAWOUND
ALGINATE
SECONDARY -
KLINIDERM SUPER
ABSORBENT OR
KERRAMAX CARE OR
TEGSADERM FOAM
ADHESIVE, LIGHT
BANDAGIN GIF LEGS
AFFECTED

PRIMARY i
KLINIDERM SILICONE
WOUND CONTACT
DRESSING

FOR ODOURT
ACTISORB SILVER 220
CARBAFLEX
MEDIHONEY APINATE
TO MANAGE BLEEDING
T COVAWOUND
ALGINATE
SECONDARY -
KLINIDERM SUPER
ABSORBENT OR
KERRAMAX CARE OR
TEGSADERM FOAM
ADHESIVE, LIGHT
BANDAGIN GIF LEGS
AFFECTED
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ARTERIAL / DIABETIC TOES

el S -
OBJECTIVES i KEEP DRY, PROMOTE AUTOLYTIC OBJECTIVES i RE-ALIGN VIABLE TISSUE IF
DEBRIDEMENT. POSSIBLE
DRESS TOES INDIVIDUALLY PREVENT ANY FURTHER SKIN DAMAGE
EXUDATE LEVELS
|

N

LOW EXUDATE

FORMULARY DRESSING CHOICE EXAMPLES - CONSULT WOUND
MANAGEMENT FORMULARY FOR FULL LIST AND MODE OF ACTION

PRIMARY 7

KE E P D RY | KLINIDERM SILICONE WOUND CONTACT DRESSING
- SECONDARY i

PRIMARY - KLINIDERM FOAM SILICONE BORDER
INADINE KLINIDERM FOAM SILICONE PAD UNDER
IODOFLEX COMFINETTE, LANTOR & CREPE
SECONDARY i
SOFT SWABS

TUBIFAST TOE DRESSING (01 OR 12)

SEEK ADVICE FROM
DIABETOLOGIST /PODIATRY/
VASCULAR OR TVS
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NHS
kﬂ
Forth Valley

TISSUE VIABILITY SERVICE REFERRALS

The Tissue Viability Service (TVS) provides an advisory and supportive role for the care of patients with varying ti
viability problems (e.g. wound care, pressure area care, leg ulcers, and therapeutic equipments).

Service availability is between tioeirs of 08:30 and 18:Bonday to Friday (Excluding Public Holiaay81324

673747

When nurseis considering referral to Tissue Viability For guidance in the first instance refer to TVS Wound
Service (TVS) for: Management Formulary available at:

- Wound Care Advice Wound Management Formulary

- Pressure Ulcer grade 3 and above The formulary covers a wide range of wound/tissue

- Leg Ulcer » viability issues and is a handy tool to support staffase

- TNP Advice appropriate treatment and/or wound dressings.

- Skin Care Advice For PU damage consult pre formed illustrated care plan

Is referral to TVS still

require®
V'
_ _ NO YES
Continue with @-going monitoring and Complete Referral to Tissue Viability Service form.
treatment opatient by ward staff. Document Available at:
fully in completed Wound Assessment Chart ' TVS Referral Form
which should then be Once completed, email with wound photograph
notes. attached to
fv.tissueviability@nhs,scot

Following Triage fromlI'VN, the ward will be contacted on telephon
number provided on referral form to discuss patient and offer advi
on a treatment plan tailored for their specific needs. TVN will then
document advi céMaseNesing Reoordmrad tema|
copyof treatment plan to nurse on provision of email address.

OR TVN will arrange a visit if this is also required

* NB: Morse Nursing records are available to view as read only
documents on Clinical Portal
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SECTION B

SKIN CARE

Care of the Surrounding Skin

The principles of good skin care depend on:
1 Keeping the skin clean and dry

1 Avoiding the excessive use of soap
1 Using showers in preference to baths where possible
1 Keeping the skin moisturised

Assessment
The state of the skin surrounding a wound should be assessed at each wound dressing change.
Refer to assessment form - appendix 2A 1 2D
Observe for the following:
1 Dry skin: may break down and provide a portal for infection

1 Maceration: caused by poor management of exudates
1 Inflammation: consider contact sensitivity to dressings or infection

Emollients
Emollients are moisturisers that soothe and hydrate the skin. They are indicated for all dry or
scaling disorders. Most are best applied after washing but their effects are short-lived so they
must be applied frequently and regularly to maintain improvement. They should continue to be
applied even after improvement occurs. NB- Emollients should be applied in the direction of hair
growth to prevent folliculitis. Some ingredients may rarely cause sensitisation and this should
be suspected if an eczematous reaction occurs.
There are different types of products available. These include ointments, creams, lotions and
gels. Effectiveness depends upon the correct choice of product and correct use. Choice will
depend on:

1 The severity of the condition

i Patient preference
1 The site of application
9 Cost of preparation

Ointments: Ointments are greasy and generally insoluble in water so can be difficult to wash off
and do not suit all patients. They are recommended as the first choice for formulation in most
skin conditions and are particularly useful for chronic dry conditions. Examples: Liquid
Paraffin/White Soft Paraffin Ointment 50:50%.

Creams: Creams are emulsions of oil and water and often contain an antimicrobial preservative.
They are therefore more likely to cause both irritant and allergic reactions. For this reason
creams are best avoided first line but are often more cosmetically acceptable for some patients.
Creams can be better than ointments for some acute conditions due to a cooling effect as they
evaporate from the skin. Example: Diprobase.
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Gels: Gels also have a high water content and produce a cooling effect on evaporation from the
skin. They are suitable for use on the face and scalp. Example: Doublebase.

Barrier Preparations:

Wounds which are heavily exuding or have friable surrounding skin are at risk of excoriation,
epidermal stripping and maceration. A barrier can be used on the surrounding skin
prophylactically to protect the skin. Barrier preparations should be reapplied at dressing
changes. Examples: Cavilon cream or Cavilon barrier spray - Check Wound Management
Formulary for up to date skin barrier products

N.B. Sudocrem should not be used as a barrier against incontinence.

Patient Skin Care Leaflet:

GOOD SKIN CARE WEARING COMPRESSION HOSIERYRe-Order from Central Storéscode
PIL/1290/SS

REFERENCES
Penzer R. (2012) A Best Practice Statement for Emollient Therapy. Dermatological Nursing 11 (4)

White R et al (2012) Best Practice Statement i Care of the Older Persons Skin (2™ edition) London. Wounds UK, 2012
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SECTIONB 1
SKIN CARE - EMOLLIENTS

HYDROMOL

Hydromol Ointment feels soft, and rubs easily into the skin.
It leaves a protective barrier to seal water into the skin.

Free from preservatives, it moisturises, softens and protects, for the treatment of dry skin and eczema.

Prescribing Information

Hydromol Ointment is a medical device and may be prescribed as an appliance as listed in part IXA of the
Drug Tariff. It is therefore prescribable from the Nurse Prescribers' Formulary for NHS patients by nurse
prescribers, community practitioners, district nurses and health visitors.

Presentation: All purpose ointment containing Cetomacrogol Emulsifying Wax, Yellow Soft Paraffin and
Liquid Paraffin.

Indications: For the symptomatic management of eczema, psoriasis and other dry skin conditions.

Dosage and Administration: Emollient - Apply liberally and as often as required to the affected area. Bath
additive - Melt Hydromol Ointment in warm water in a suitable container, add mixture to the bath. Soap
substitute - Use as required when washing.

Contra-indications: Hypersensitivity to any of the ingredients.

Warnings & Precautions: Avoid eyes. Beware of slipping in bath. Patients using large quantities of any
paraffin based product such as Hydromol Ointment, should regularly change clothing or bedding impregnated
with the product and keep away from naked flames as there is a fire hazard.

Side-effects: None known.
Legal Category: Class | Medical Device.

Packs and basic NHS price: Tubs: 1259 - £2.92, 5009 - £4.96, 1kg - £8.20 & Tube: 100g - £3.20.

Patients having this product applied should be informed of its potential flammable
properties and must not sit close to fires or sources of heat and refrain from smoking.

Do not smoke or go near naked flames - risk of severe burns. Fabric (clothing, bedding, dressings etc) that
has been in contact with this product burns more easily and is a serious fire hazard. Washing clothing and
bedding may reduce product build-up but not totally remove it.

PARAFFIN 50% & WHITE SOFT PARAFFIN 50% OINTMENT

AN EMOLLIENT, WHICH HAS A THICK GREASY CONSISTENCY.

MoDE OF ACTION

Restores the epidermal barrier and prevent allergens from entering the skin.
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INDICATIONS
Suitable for many patients with dry skin conditions

CONTRA- INDICATIONS

May cause sensitisation and should be discontinued if an eczematous reaction occurs. A note
of any allergic reaction should be documented in patient records.

METHOD OF USE
Should be used sparingly and applied thinly over dry areas. For external use only.
PLEASE NOTE

Patients having this product applied should be informed of its potential flammable
properties and must not sit close to fires or sources of heat and refrain from smoking.

SIzES AVAILABLE THROUGH FORMULARY

200g containers

REFERENCES:
Wingfield,C. .(2011) SKIN CARE IN THE OLDER PERSON: A FOCUS ON THE USE OF EMOLLIENTS. 16, 10 P@7Z50
Best Practice in Emollient therapg statement for healthcgpeofessionals (2012) 11, (4) s17.

Emollients Factsheet (2016) National Eczema Society. Available at www.eczema.org Accessed September 2016

OLIVE OIL
An emollient, which has a runny consistency.

MoDE OF ACTION
Forms a film preventing moisture loss and restoring skin flexibility.
INDICATIONS

Use as an emollient, suitable for patients with dry skin.

CONTRA- INDICATIONS

May cause sensitisation and should be discontinued if reaction occurs. A note of any allergic
reaction should be documented in patient records.

MEeTHOD OF USE
Apply sparingly as can be messy and result in soiling of clothing.

SIZE AVAILABLE THROUGH FORMULARY
Pack Size i 92ml bottle
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SECTION B

Skin Barrier Preparations

Cavilon No Sting Barrier Film 7 3M

Cavilon No Sting Barrier Film is the only terpolymer based alcéfed barrier film, it is pain free on
broken skin & provides up to 72 hours protection beforap@ication & is non cytotoxic.
MODE OF ACTION
Thisforms a waterproof, breathable (non stinging) transparent protective coating on the skin to protect
from friction, adhesive trauma and bodily fluids (such as urine and/or faeces and wound exudate.)
INDICATIONS
Protectingthe skin from around stoma sitegrpvound protection from exudate, damaged caused by
rubbing and friction, protecting skin from adhesive tapes, dressings & appliances, protecting & treating
red excoriated skin caused by incontinence.
CONTRAINDICATIONS
Not to be used omfected skiror in conjunction with any other topical medication, Keep away from eyes
METHOD OF USE

9 Skin should be clean & dry prior to application

1 apply a uniform coating of the film over the entire treatment area

1 when using spray bottle, hold nozzle 1®cm away fronskin, apply in an even coating over
entire treatment area while moving the spray in a sweeping motion

1 If applying to areas where there are skin folds or other areas of skin to skin contact ensure the ski
contact areas are separated and allow coatingytbedore returning skin to the normal position

FREQUENCY OF USE

Normally it should be reapplied every-Z& hours (or every-3 day) however if applying to a more
significant skin injury then rapply more frequently (every 124 hours

If using around avound or stoma then reapplication is needed after each adhesive dressing/stoma pouch

change
3M PRODUCT CODE | DECRPTION SIZE [ PACK NHS CODE | PIPCODE
SIZE

3343E FOAM APPLICATOR iml |25 ELY038
(STERILE)

3343P FOAM APPLICATOR im |5 2528941
(STERILE)

3345E FOAM APPLICATOR 3m |25 ELY190
(STERILE)

3345P FOAM APPLICATOR 3m |5 2528958
(STERILE)

3346P SPRAY BOTTLE (PUMP 28ml | 12 2528966
ACTION)

References

Guest JF, Taylor RR, Vowden P, Journal of wound car, 2012:21 (8) 389-98 Relative cost | effectivness of a skin protectaant in managing leg
ulcers in the UK

Gray M, Beeckman D, Bliss D, FaderM, Logan S, et al JWOCN 2021:39 (1):61-74 Incontinence i associated dermatitis

Page33of 119
Version 6 - September 2022 UNCONTROLLED WHEN PRINTED



BARRIER CREAM

CAVILON DURABLE BARRIER CREAM | 3M

A highly concentrated moisturising barrier cream for intact skin providing long lasting protection

from bodily fluids.
MoDE OF ACTION

INDICATIONS

1 As a barrier against irritation from bodily fluids

= == =4 =

CONTRA- INDICATIONS

Protection of intact skin from damage associated with incontinence

As a moisturiser for severely dry skin

Easily absorbed allowing essential monitoring of the skin

Does not clog incontinence pads and will allow medical adhesives to adhere to the skin

May increase the adherence of some adhesive products. Persons with fragile skin should avoid
using the cream under adhesive products

Not to be used on infected areas of the skin - for example fungal infections.
Not to be used if there is a known allergic sensitivity to the ingredients.

METHOD OF USE

9 Skin should be clean and dry prior to application of Cavilon barrier cream

1 Apply Cavilon barrier cream sparingly (in pea sized amounts) to spread a thin layer over
entire affected area.

1 If the skin feels oily, too much has been applied.

FREQUENCY OF DRESSING CHANGES

1 When incontinence is a problem, it should be re-applied after every third or fourth
incontinent episode.

1 When used to moisturise severely dry skin, apply daily or as needed

SIZES AVAILABLE THROUGH FORMULARY

Size Product Comment
code
2g sachet 1 box of 20 3026 HOSPITAL USE
28g tube T single tube 3027 COMMUNITY USE
92g tube 7 single tube 3028 COMMUNITY USE
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REFERENCES:

Bale S, Tebble N, Jones V, Price P. (2004) The benefits of implementing a new skin care protocol in nursing homes. Journal of Tissue Viability
2004; 14(2)44-50

Grove G Houser, T, Zerweck C (2010) Comparison of the effectiveness and wash-off resisatance of four dimethicone skin barrier creams.
Poster presentation Clinical symposium on Advanced Wound Care.

Hart J, (2002) Assessment of the incontinence pad blocking potential of Cavilon DBC compared with Sudocrem and Zinc and Castor oil.
Nursing Scotland 2002, Issue July/August
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SECTION B

NATVNS BEST PRACTICE IN THE PREVENTION, ASSESSMENT AND
MANAGEMENT OF SKIN TEARS

INTRODUCTION

Skin tears are viewed as an increasing problem by healthcare practitioners and if appropriate
treatment is not given, these injuries may become chronic wounds with prolonged healing
subsequently causing unnecessary pain and distress (Jones & Millman 1983). Traditional
management of skin tears can cause new damage and slow down the healing process
(Meuleneire, 2002). This type of injury usually occurs in immature skin (neonatal) and in the
elderly. As our population changes and the number of elderly people increases, therefore
whether we are caring for patients in their own home, a care home or hospital, we need to be
aware of best practice in prevention, assessment and management of skin tears. This
document summarises the current evidence.

INTERNATIONAL CONSENSUS

An international consensus panel have defined skintearsasi A s ki n tear i s a t|
caused by mechanical forces, including the rem
Advisory Panel ISTAP 2018). They most commonly occur at the extremes of age, in critically ill

or medically compromised individuals and in those who require assistance with personal care

(Carvell et al, 2007, Irving et al 2006, Belton 2008). Prevention of skin tears where possible

should be our priority. When skin tears occur, accurate assessment and appropriate

management will minimise further trauma and preserve viable tissue.

PREVALENCE OF SKIN TEARS
The evidence on prevalence and incidence of skin tears is limited and generally dated.

In long term care: 2.23-92%, although estimates vary and may be lower (Strazzieri et al, 2017;
LeBlanc, 2017; LeBlanc et al, 2013; Sanada et al, 2015; Skiveren et al, 2017; Woo et al, 2015)

In the community: 4.5-19.5% in known wounds in all age groups (Carville and Lewin, 1998;
LeBlanc et al, 2008)

In acute care: 6.2-11.1% (Chang et al, 2016; Hsu and Chang, 2010; McErlean, 2004;
Santamaria et al, 2009)

In palliative care: 3.3-14.3% (Amaral et al, 2012; Maida et al, 2012)

In intensive care and operative theatres: prevalence is unknown

The work carried out in Australia led by Carville et al (2007) to state that skin tears are
perceived to be common wounds and occur more frequently than pressure ulcers. To date there
are no prevalence data available for the UK therefore the true extent of patients requiring
hospital attendance or the resource impact or cost to the patient of the NHS due to skin tears is
still not fully known.
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AGE RELATED SKIN CHANGES ASSOCIATED WITH SKIN TEARS

Changes to the skin due to the ageing process make the skin more vulnerable.
These changes include:

Thinning of the epidermis (top layer of the skin) and dermis (middle layer of the skin)
Shrinkage of subcutaneous / fatty tissue (bottom layer of skin)

Small blood vessel walls widen, shrink and become disorganised

Decrease in collagen (natural protein component of the skin) amount and quality

Reduced sebum (natural lubricant) production
Pre-term and newborn infants have immature skin and are also vulnerable to skin tears.

OTHER FACTORS TO CONSIDER
Immunological status and malnutrition, circulation and oxygen intake may also impact on
fragility of the skin (Meulenire, 2002.)

BEST PRACTICE IN PREVENTION OF SKIN TEARS

Prevention of skin tears starts with early identification of individuals who are at risk. Based on

available evidence the consensus statement of an international panel suggests the following

strategies should be part of prevention

1 Assess for risk upon admission to healthcare service and whenever the individuals
condition changes and document in care plan

2 Implement a systematic prevention protocol (points 3-10)

3 Have individuals at risk wear long sleeves, long trousers or knee high socks

4 Provide shin guards/leg protectors for those individuals who experience repeat skin tears

on shins

Ensure safe patient handling techniques and equipment/environment

Involve individuals and families in prevention strategies

Educate registered and non registered staff and care givers to ensure proper techniques

for providing care without causing skin tears

Consult dietician to ensure adequate nutrition and hydration

Keep skin well lubricated by applying hypoallergenic moisturiser at least 2 times per day.

Encourage the patient or their carers to apply emollient.

10 Protect individuals at high risk of trauma during routine care from self-injury LeBlanc &
Baranoski (2011)

~N O Ol

O 0o

Stephen-Hayes & Carville (2011) also give practical advice on maintaining a safe
environment to minimise the risk of skin tears which includes

Ensure adequate lighting and position small furniture (night tables, chairs) to avoid bumps or
knocks. Remove rugs and excessive furniture.

Upholster or pad sharp borders of furniture or bed surroundings with padding and soft material
Use appropriate aids when transferring patients and adopt good manual handling techniques
according to local policy

Never use bed sheets to move patients as this can contribute to damage by causing dragging
effect on the skin. Always use lifting device or slide sheet
Where possible reduce or eliminate pressure, shear and friction using pressure

Page37of 119
Version 6 - September 2022 UNCONTROLLED WHEN PRINTED



relieving devices and positioning techniques. Include these points where relevant in the patients
care plan

BEST PRACTICE IN ASSESSMENT AND MANAGEMENT OF SKIN TEARS

The most important aspect of assessment and management is to minimise further trauma
and preserve viable tissue.

The most important aspect of assessment and management is to minimise further trauma and
preserve viable tissue. It is important to classify the type of skin tear as this will determine the
severity of the skin tear and aid in planning appropriate treatment. The International Skin Tears
Advisory Panel (ISTAP) Classification System is a validated classification tool recommended by
the National Association of Tissue Viability Nurse Specialists (Scotland) for use throughout
Scotland.

TYPE 1 no skin loss TYPE 2 partial flap loss TYPE 3 total flap loss

Linear or flap tear which Partial flab loss which Total flap loss ekposing entire

can be repositioned to cannot be repositioned to wound bed.
cover the wound bed cover the wound bed

RECOMMENDATIONS FOR MANAGEMENT OF SKIN TEARS

A skin tears / first aid trauma box containing an appropriate dressing should be available in the care
setting. The following are the additional recommendations for management of skin tears:

Apply aseptic technique

Assess the wound and the skin flap and determine the category of skin tear using a validated
documentation system (ISTAP)

Cleanse the skin tear following assessment using sterile saline or water at body temperature to
remove debris and any residual haematoma

Manage infection / inflammation
Depending on healthcare setting, a tetanus immunoglobulin may be administered

Approximate the skin flap by gently easing the flap back into place using dampened cotton bud or
gloved finger

If the skin flap is difficult to align, consider applying using a sterile moistened non-woven swab for
5-10 minutes first to rehydrate the skin flap

Encourage moist wound healing by applying a dressing such as soft silicone-based mesh or

foam dressing, lipido-colloidal based mesh and foam dressing, calcium alginate, adsorbent clear acrylic
and skin glue, hydrogel or gelling fibre
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Avoid the use of adhesive strips. Sutures or staples are generally not recommended; however
they may be required in the treatment of deep, full thickness skin tears

If possible, dressings should be left in place for several days to avoid disturbing the flap If an opaque
dressing is used, mark an arrow to indicate the preferred direction of removal and record in notes
Compression therapy should be considered if wound is on the lower leg. Before applying compression, a
full leg assessment including vascular assessment e.g. ankle-brachial pressure index (ABPI) i should be
carried out

Dressings should be held in place with stocking-like products (e.g. tubular viscose retention bandage)
Pain assessment should be carried out and appropriate analgesia should be provided

Complete formal wound assessment form

Document in care plan, complete accident / incident documentation and where relevant

WHEN TO REFER

If the skin tear is extensive or associated with a full thickness injury, significant and or
uncontrolled bleeding or haematoma formation, a surgical/plastic surgery review may be
required (Stephens-Hayes & Carville, 2011).

If the skin tear is on the lower leg and fails to progress consider early referral to local leg ulcer
clinic or vascular nurse specialist for leg ulcer assessment. Referral to Tissue viability
specialists may also be indicated if the wound fails to progress to healing.

BEST PRACTICE IN ONGOING MANAGEMENT

At each dressing change the dressing should be gently removed in the direction indicated by
the arrow. If it does not remove easily, consider the use of saline soaks or silicone-based
adhesive removers Mudge & Orsted (2010). The wound flap may be friable so care should be
taken to prevent disturbing it. The wound should be observed for signs of infection and any
changes in the colour of the tissue of the flap which may indicate that it is becoming non-viable
(Stephen-Hayes & Carville, 2011).
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CONCLUSION

Skin tears are common wounds, particularly at the extremes of age. We should be aware of the risk factors
associated with skin tears and where ever possible minimise risk to patients. When a patient develops a skin
tear, the use of a skin tear classification system will aid our decision making, and ensure we are all using the
same language to describe lesions. Treatment regimes should be structured on best available evidence.

References
Baharestani MM (2007) An overview of neonatal and paediatric wound care knowledge and considerations. Ostomy Wound Management 53;6:34-40

Baranoski S (2003) How to prevent and manage skin tears. Adv Skin Wound Care 16:268

Beldon, P. (2008) Classifying and managing pretibial lacerations in older people. British Journal of Nursing Tissue Viability Supp, 17; 11: S4 -S18 Carville C, Lewin G

(1998) Caring in the community: a prevalence study. Prim Intent 6:54-
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International skin Tear Advisory Panel (2018) Best Practice Document i The prevention and management of skin tears in aged skin
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Jones P, Millman, A. (1983) Wound healing and the aged patient. Journal of Surgical Res 35:1428.

LeBlanc K, Baranoski S (2011) Skin Tears: State of Science: Consensus statement of the prevention, prediction, assessment and treatment of skin tears. Advances in
Skin and Wound Care 24; 9: 2-15

LeBlanc K, Baranoski S, Regan M (2011) Skin Tear Survey (unpublished data) Payne RL, Martin MC (1993) Defining and classifying skin tears:need for a common
language. Ostomy and Wound Management 39;5:16-26
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NHS

SKIN TEAR MANAGEMENT FLOWCHART Forth Valley
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Section C

WQUND DRESSINGS

WOUND CONTACT LAYERS
ATRAUMAN - HARTMANN

MoDE OF ACTION

A low adherent non-medicated knitted polyester dressing, impregnated with neutral triglycerides(vegetable
based fatty acid) which prevents adherence to the wound bed. It does not contain vaseline or paraffins.

INDICATIONS

Primary dressing for use on dry or lightly exuding, superficial wounds such as lacerations or abrasions. Wear
time is dependent on condition of wound and level of exudate

CONTRA-INDICATIONS
Not suitable for heavily exuding wounds
METHOD OF USE

Apply directly to the wound surface, with a secondary dressing.
(Atrauman can be used as a secondary dressing over hydrogel, when attempting to de-slough wounds).

FREQUENCY OF USE

Dressings should be changed according to the nature and condition of the wound. Removal can be assisted by
the use of warm saline/tap water.

Si1zES AVAILABLE THROUGH FORMULARY

Sizes Pack Size
ScmXx>5cm 10 NB DRESSINGS REQUIRE TO BE STORED FLAT

7.5cm x 10 cm 10

10 cm x 20 cm 30

References:

Burton F (2004)An evaluation of non-adherent wound contact layer for acute traumatic and surgical wounds . Journal of wound Care 13 (9); 371-3
Stephen-Haynes J (2009) the use of Atrauman non-adherent wound dressing in tissue viability. British Journal of Community Nursing, 14 (3).
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SECTION C

WQUND DRESSINGS

PARAFFIN GAUZE DRESSING
JELONET I SMITH&NEPHEW

A sterile, semi-occlusive dressing consisting of a weave fabric of cotton and viscose impregnated with white soft
paraffin. The dressing contains not less than 175g of paraffin base per square metre of cloth. Jelonet dressings
are individually wrapped in aluminium peel pouches.

MODE OF ACTION
The dressing is used as a primary wound contact layer, the paraffin being present to reduce adherence of the
dressing to the surface of the wound. Can also be used to keep hydrogel in-situ.

INDICATIONS
Used for treatment of minor abrasions/clean superficial wounds eg. partial thickness burns, skin grafts. Also
used as a transfer medium for skin during grafting.

CONTRA-INDICATIONS
Not suitable for moderate or heavily exuding wounds.
Do not use in cavity wounds

METHOD OF USE

A Irrigate the wound with warmed normal saline/tap water.

Open the aluminium peel pouch and remove the paraffin gauze dressing.

Apply the dressing directly on to the surface of the wound.

Several layers can be used to prevent dressing drying out and adhering to wound bed.

Cover the paraffin gauze with a secondary non-adherent dressing and secure with tape or a bandage as
appropriate.

> > > >

FREQUENCY OF DRESSING CHANGES

Frequent changes are necessary to prevent drying out and incorporation in granulation tissue. There may be
some adherence of the dressing to the wound due to the sticky nature of the paraffin. This should be removed
from the wound by irrigation with warmed sterile normal saline before application of a new dressing.

SIZES AVAILABLE THROUGH FORMULARY

Size Pack Size
10cm x 10cm 10

References

Mclntosh CD, Thomson C E (2006) Honey dressing versus paraffin tulle gras following toe nail surgery. Journal of /wound Care 13 (3)
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SECTION C

WOUND DRESSINGS

PASTE BANDAGE 1 VISCOPASTE | EVALON PHARMA

Paste bandages consist of an open weave cloth impregnated with zinc
oxide paste. Single use packs.

MoDE OF ACTION

Paste bandages act as a buffer between fragile inflamed skin and the turns of a compression bandage. Paste
bandages provide a moist healing environment, absorb exudate and assist in separating thick slough from the
wound. (Anderson, 1995)

INDICATIONS

Paste bandages are used in the treatment of leg ulcers, venous dermatitis

and weeping atopic eczema. There are occasions where paste bandages may be recommended for other types
of wounds and can be applied directly as a pad. Several types of paste bandage are available - the choice of
bandage should be made by the prescriber and is dependent on the wound/skin condition.

Can be used to occlude certain primary dressings onto a wound.

CONTRA-INDICATIONS
Occasionally patients are sensitive to the ingredients of paste bandages especially preservatives or lanolin.

BANDAGE SELECTION

Viscopaste PB7
10% zinc oxide

METHOD OF USE
A Apply from the base of the toes to below the kne
Skin, without tension. No other primary dressing is required.

A - The bandage should be pleated, and never compl et
leg, this allows for expansion should the leg swell

A A few extra | ayers over the ulcer promotes a war
A - Ensure the patient is aware oforskineactioa.ed t o repor

FREQUENCY OF DRESSING CHANGES
May be left in situ for up to 7 days in the case of a leg ulcer or changed
every two-three days in the treatment of skin conditions/superficial wounds.

Si1ZzES AVAILABLE THROUGH FORMULARY

Single application packs of all the above 7.5cm x 6m
PGD for this product is available on the NHS Forth Valley Intranet

REFERENCES
Anderson |. (1995) Zinc as an aid to healing. Nursing Times 91(30): 68-70
Williams C(1999) Examining the range of medicated and paste bandages. British Journal of Nursing Vol 8, no 15 pp 1019-102
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SECTION C

WOUND DRESSINGS

KLINIDERM SILICONE WOUND CONTACT LAYER | H&R HEALTHCARE

Kliniderm® silicone wound contact layer is a Gentle, transparent and flexible one-sided soft silicone contact
layer with a porous structure that allows exudate to pass through easily into a secondary dressing. The dressing
is non-adherent to the wound site, preventing skin stripping and discomfort during dressing changes

MODE OF ACTION

Kliniderm silicone wound contact layer creates a low adherence to healthy tissue surrounding a wound and not
wound bed, to allow healing of blisters and other superficial wounds and skin tears. The perforations allow
passage of exudate.

INDICATIONS

Skin tears, Diabetic foot ulcers, Pressure ulcers, Leg ulcers, First / second degree burns, Surgical wounds,
Traumatic wounds. Can also be used as a protective layer on non-exuding wounds, on areas with fragile skin
and with Negative Pressure Wound Therapy

METHOD OF USE

Clean the wound area according to local protocols. Ensure the peri-wound skin is dry. Select a suitable size so
that the dressing overlaps the wound margins by at least 1.cm. larger wounds may require more overlap. Gently
apply directly onto the wound site, peel off the carrier film of the dressing and gently smooth down the wound
edges to ensure good adhesion. Cover the contact layer with an appropriate secondary absorbent dressing such
as Kliniderm superabsorbent or protective bandages if wound on a leg.

FREQUENCY
Kliniderm silicone wound contact layer Can be left in place for up to 14 days depending on the wound condition,

Steroid creams, secondary dressings can be changed more frequently without disturbing the silicone dressing
dressing.

CONTRA- INDICATIONS
Known sensitivity to the dressing.

Si1zES AVAILABLE THROUGH FORMULARY

Sizes Pack sizes product code

5cmx7.5cm 10 40514880

7.5cm x 10cm 10 40514881

10cm x 18cm 10 40514882

20cm x 30cm 5 40514883
REFERENCES

King B, Barret S, Welch D (2021) A clinical evaluation of 21 patients using Kliniderm silicone wound colatget Wounds UK 17 (1)
Gardner S (2021) Evaluation of Kliniderm Silcone contact Layer on patient@athLlymphoma. Poster presentatio
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SECTION C

WOUND DRESSINGS

PRIMARY WOUND DRESSINGS
ALGINATE DRESSING- ACTIVHEAL - ALGINATE

ActivhealE A | g i(AlgmateeDressing) is a primary wound dressing from calcium sodium alginate
MODE OF ACTION

Forms a soft, conformable gel when in contact with exudate. Conforming to the contours of the wound to provide
a micro-environment that facilitates wound healing. Can be used for its Haemostatic properties to control minor
bleeding

INDICATIONS

Activheal Alginate dressing may be applied to moderate to heavily exuding wounds like partial thickness burns,
donor sites, leg, pressure, arterial, diabetic and venous stasis ulcers, post-surgical incisions, trauma wounds
and most other granulating wounds. The Alginate rope dressing may be applied to moderate to heavily exuding
cavity wounds. Activheal Alginate dressing may be used under compression.

The Alginate displays natural haemostatic properties, controlling blood loss and helping to activate the platelet
cascade thus allowing the wound to progress to the next stage of wound healing

CONTRA T INDICATIONS

Activheal Alginate dressing should not be used on dry or lightly exuding wounds or on patients with sensitivity
to calcium alginate or with other known allergic skin conditions. Activheal Alginate dressing should not be used
on heavily bleeding wounds.

METHOD OF USE

1. Cleanse wound as required 2. Select a size of the dressing that is slightly larger than the wound. The Alginate
rope dressing should be used in deep wounds. 3. dressing may be trimmed or folded to fit the wound size. 4.
Apply the dressing to the wound surface, deep wounds should be loosely packed with the Alginate rope
dressing, ensuring the dressing does not overlap the wound margin or surrounding skin. 5. Cover and secure
the Actiheal Alginate dressing with a non-occlusive or semi-occlusive secondary dressing.

FREQUENCY OF DRESSING CHANGES

Dressing changes should be dictated by the level of exudate or if there is any strike through to the outer
dressing. Can remain in place for up to 7 days depending on wound conditions.
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SIZES AVAILABLE THROUGH FORMULARY

Sizes Pack Sizes Product Code
10 66076937

5x5cm

10 x 10cm 10 66076934

10cm x 20cm 10 66076935

References 1. IRVINS, N. (2019) A case series evaluating CovaWoundTM Alginate as a primary dressing for moderate to highly exuding wounds of differing aetiology in
the lower limb. Poster presentation, Wounds UK, Harrogate, 2019. 2. SMTL test data available at www.covalon.co.uk and SMTL information available at
http://www.smtl.co.uk/about-smtl-1.html, 2020. 3. AGARWALL, A. (2011) Polymeric materials for chronic wound and burn dressings. In: FARRAR, D. Advanced Wound
Repair Therapies, 1st ed. Cambridge: Woodhead Publishing, p186-208. Available at www.sciencedirect.com/topics/chemistry/haemostatic, 2020. 4. Instructions for Use
CovaWoundE Alginate, 2020
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HYDROGEL
Activheal Hydrogel i Advanced Medical Solutions

- ActivHeal® Hydrogel is an amorphous gel with a high water content (> 80%), High viscosity that gently
increases the moisture level within the wound, encouraging moist wound healing through autolytic
debridement.

MODE OF ACTION
1 Debriding action
Activheal Hydrogel Gel rehydrates necrotic tissue and, by its gentle yet effective action, aids debridement.
1 Desloughing action
Activheal HydroGel loosens and absorbs slough and exudate without damaging fragile granulation tissue.
1 Creates a moist wound healing environment
Activheal Hyrogel increases moisture content at the wound surface, helping prevent eschar formation. By
keeping fragile granulation tissue moist and allowing the migration of epithelialising cells, Activheal
Hydrogell helps to create an optimal moist wound management environment. which facilitates healing and
can be utilized during the entire healing process

INDICATIONS

Activheal Hydrogel is used to create a moist wound healing environment. For the treatment of pressure ulcers,
leg ulcers, shallow cavity wounds, diabetic ulcers, graft and donor sites, post op surgical wounds, lacerations
and abrasions.

CONTRA-INDICATIONS

Known sensitivity to Activheal HydroGel or any of its ingredients. The Gel should be used with care in the vicinity
of the eyes and in deep wounds with narrow openings (e.qg. fistulas) where removal of the gel may be difficult.
NB if using on wounds that are to receive Larvae Therapy i ensure FULL removal of the gel from the wound
bed as it contains propylene glycol which can affect larvae viability or growth. (Thomas &Jones 1999)

METHOD OF USE

cleanse wound site, as appropriate.

To open the ActivHeal® Hydrogel tube, unscrew the white lid and discard the white ring by dropping the

ring from the tube, ensuring it is away from the patient and their wound. Pierce the foil of the tube by

screwing the white lid back onto the tube until the foil is completely pierced.

Apply the Hydrogel to the wound to a depth of 5mm. . ActivHeal® Hydrogel is extremely viscose and
cohesive which ensures easy application. Ensure that the gel does not cover healthy skin, as this can cause
maceration. ActivHeal® Hydrogel should be secured with an appropriate occlusive or semi occlusive secondary
dressing.

FREQUENCY OF DRESSINGS CHANGE

The dressing should be changed eveBydays or as indicated by the clinical condition of the wound.
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S1ZES THROUGH FORMULARY

Sizes Pack sizes Product code

849 10 10011131

Dyson, M et al(1998) Comparison of the effects of moist and dry conditions on dermal repair. Journal of Investigative Dermatology 91:5, 435-439
Roberts A (2006) A retrospective review of two wounds debrided with Acivheal Hydrogel. Poster Presentation. The Great Western Hospital,

Swindon
Thomas S Jones M (1999) The use of sterile maggots in Wound Management Ipswich Wound Care society

Winter, GD (1962) Formation of the scab and rate of epithelialisation of superficial wounds in the skin of a young domestic pig. Nature 193:

Version 6 September 2022 UNCONTROLLED WHEN PRINTED Page 49 of 119



HYDROCLEAN ADVANCED DEBRIDEMENT DRESSING- HARTMANN

Hydro-Responsive Wound Dressing (HRWDffering rapid wound debridement
MODE OF ACTION

HydroClean Advance provides physical autolytic debridement: with the attributastalfytic debridement and th
benefits of mechanical debridemehiyro responsive wound dressing that cleanses, debrides, desloughs anc
absorbs

INDICATIONS FOR USE

For use on majority of acute and chronic wounds including leg ulcers (venous, arteriae&)rdirbetic foot
ulcers, acute wounds, surgical wounds, burns, donor sites, malignant/fungating wounds, traumatic wounds
tears) and abrasions (road rash)

CONTRAINDICATIONS

None listed

Do not use Hydroclean on patients with intolerance to angso€omponents
METHOD OF USE

Easy to apply and remove because it is thin and light. The dressing can stay on the wound for up to 3 days (depe
wound condition) Secondary dressings are not always required. Heavily exuding wounds may be covered with
superabsorbent pad in order to absorb exudate in eXtlegghle and fits perfectly to round body parts. Always place
HydroClean advance with the label on top.

FREQUENCY OF DRESSING CHANGES

The dressing can stay on the wound for up to 3 days (dependwmguor condition)
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SIZES AVAILABLE THROUGH FORMULARY

DRESSING SIZES PACK HARTMANN PIP CODE
SIZES CODE

HYDRO CLEAN ADVANCE with silicone strips on wound side

4cm round 10 609 662 401 1540
4cm x 8cm oval 10 609 664 418 6441
5.5cm round 10 609 666 401 1557
7.5cm x 7.5cm 10 609 668 401 1565
10cm x 10cm 10 609 672 401 1573
8cm x 14cm 10 609 674 418 6433
10cm x 17cm 10 609 676 418 6425

HYDROCLEAN ADVANCE CAVITY with 2 equal sides without silicone for gentle coverage of entire wound surface

4cm round cavity 10 609 162 401 1581
4cm x 8cm oval cavity 10 609 164 418 6417
5.5cm round cavity 10 609 166 418 6409
7.5cm x 7.5cm cavity 10 609 168 401 1599
10cm x 10cncavity 10 609 172 418 6391
3cm round cavity 10 609 609 401 5581
REFERENCES

Atkin L and Ousey K (2016) Wound bed preparation: A novel approach using Hydrotherapy. British Journal of Communiyt Nursing 21 (12)

Hodgson H et al (2017) A multicentre, clinical evaluation of a hydro-responsive wound dressing: the Glasgow experience. THE JOURNAL OF WOUND CARE 26 (11)
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SECTION C1 PRIMARY DRESSINGS CONTINUED

HYDROCOLLOID DRESSING- DUODERM EXTRA THIN- CONVATEC

A sterile, non-adherent polyurethane foam, bonded onto a polyurethane film, which acts as a carrier for the
hydrocolloid base. It is an occlusive dressing which is impermeable to water, water vapour, oxygen and bacteria.
Patient can therefore bathe with the dressing in-situ.

MODE OF ACTION

When the dressing comes into contact with wound exudate, the matrix of hydrocolloid particles absorb liquid and
swell to form a gel at the wound interface. The moist environment created promotes removal of sloughy tissue
and encourages granulation. The dressing also provides pain relief by keeping nerve endings moist.

The choice of dressing will depend upon type and characteristics of the wound on assessment.

1. Duoderm Extra-Thin
A Superficial wounds.
A Prevention of skin breakdown at pressure areas.

INDICATIONS
A Suitable for management of light to moderately exuding wounds.
A Removal of soft yellow slough
A Assisting in the removal of dry, black, necrotic tissue
A Treatment of granulating wounds

CONTRA-INDICATIONS
A Heavily infected wounds.
A Wounds containing small sinuses or tracts.
A Very heavily exuding wounds, at least initially, as the dressing will require frequent changing

METHOD OF USE

Irrigate the wound with warm tap water or sterile normal saline. Ensure the surrounding skin is dry. Lightly press
the dressing into position over the wound. Allow a minimum overlap of 2-3cm from the wound margin, to ensure
good adhesion to the surrounding skin. Smooth and mould the dressing into place.

Granuflex and Duoderm are adhesive and impermeable, no secondary dressing is required.

FREQUENCY OF DRESSING CHANGES

As the dressing interacts with the wound a gel forms. The gel is yellow and may resemble pus. It also has a
characteristic odour, which may be confused with infection. The nurse and patient should be aware of this and
should not be concerned as both should disappear on cleansing to reveal a healthy wound bed. The dressing
should be changed when leakage occurs. Dressings can be left in place for up to 7 days, depending on exudate
levels.
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SIZES AVAILABLE THROUGH FORMULARY

DUODERM EXTRA THIN

Sizes Pack sizes Sizes Pack sizes
10 x 10cm 10

10 x 10cm 10
15cm x 15cm 10 15 x 15 cm 10

ADDITIONAL SIZES ARE AVAILABLE ONLY FOR NURSE PRESCRIBERS IN THE COMMUNITY

Burgos A, Gbmez MJ, Garcia L et al. Cost, efficacy, efficiency and tolerability of collagenase ointment versus hydrocolloid occlusive dressing in the
treatment of pressure ulcers: a comparative, randomised, multicentre study. Clin Drug Invest. 2000 May;19(5):357-365

Sieggreen MY, Kline RA. Arterial insufficiency and ulceration: diagnosis and treatment options. Adv Skin Wound Care: 2004 Jun;17(5):242-251
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MEPORE - MOLNLYCKE

A low absorbent, Perforated, viscose non-woven gauze dressing with an adhesive border. It has low adherence,
Is permeable, flexible and conformable.

MODE OF ACTION
Consists of absorbent, low adherent pad with adhesive border.

INDICATIONS
Covering for very lightly exuding wounds such as surgical wounds, incisions, cuts and abrasions.

CONTRA-INDICATIONS

A Known sensitivity to acrylic adhesives

Burns.

Exuding wounds

Fragile skin.

DO NOT USE ON SKIN TEARS TO HANDS/ARMS/LEGS i SEE SKIN TEAR SECTION

> > > >

METHOD OF USE
1. Remove overlapping films from adhesive border.
2. Position dressing on skin. Without stretching, gently smooth over skin.

FREQUENCY OF DRESSING CHANGES
On a post-operative wound, may be left in-situ for 3-4 days. Requi r es t o be <c¢hangteldr om
is visible on the dressing.

PLEASE NOTE

All adhesive dressings should be removed with care, to prevent trauma/skin stripping particularly when used on
fragile oedematous skin. Consider using adhesive remover.

SIZES AVAILABLE THROUGH FORMULARY

Sizes Pack sizes
7cm x 8cm 55
9cm x 20cm 30
9cm x 25cm 30
9cm x 30cm 30
9cm x 35cm 30
10cm x 11cm 40
1lcm x 15 cm 40

ADDITIONAL SIZES ARE AVAILABLE FOR HOSPITAL USE ONLY

References: David Gray, Richard White, Fiona Russell, Pam Cooper (2002) Achieving Value for Money? Evaluation of two wound dressings. British Journal of
Community Nursing 7(10) : 535 - 540
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SECTION C1 PRIMARY DRESSINGS CONTINUED

HYDROFIBRE DRESSINGS | SUPERFICIAL WOUNDS/NARROW CAVITY WOUNDS I URGO CLEAN PAD/
URGO CLEAN ROPE. URGO

LARGE DEEP CAVITY WOUNDS | SEE - AQUACEL EXTRA - CONVATEC
URGO CLEAN

A sterile, non-adherent, slough-trapping, poly-absorbent fibre dressing with the TLC healing matrix to promote
wound healing and enable pain-free dressing changes. The slough trapping fibres (poly-absorbent) bind and
trap the slough within the dressing, providing safe and effective desloughing. UrgoClean is available in a pad
and a rope format.

UrgoClean® (Urgo Medical) is a dressing pad suitable for sloughy and exuding wounds. It consists of a pad or
ribbon of polyacrylate non- woven fibres, with an acrylic core that absorbs exudate and entraps slough. By doing
so creates a gel to maintain a moist wound healing environment

The pad can be used to debride superficial wounds, the rope can be used to pack narrow cavities.

UrgoClean Rope is a hydro-desloughing absorbent rope dressing comprising of hydro-
desloughing polyacrylate fibres with an acrylic core. UrgoClean Rope is packaged with a sterile
probe.

INDICATIONS

All non-infected sloughy, exuding wounds.

FOR LARGE AND DEEP CAVITIES SEE AQUACEL

CONTRA-INDICATIONS
Known sensitivity to any of the components of the dressing.
Dry or necrotic wounds

Sizes Available

Sizes Pack Sizes

6cm x 6cm

10cm x 10cm

15cm x 15cm

20cm x 15cm

2.5cm x 40cm
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SECTION C1 PRIMARY DRESSINGS CONTINUED
[YDROFIBRE DRESSING AQUACEL EXTRA - CONVATEC

MODE OF ACTION

It is a soft sterile non-woven pad or ribbon dressing, composed of hydrocolloid fibres. It is highly absorbent and
absorbs fluid within the structure of its fibres. As exudate is absorbed it converts to a soft gel sheet, providing a
moi st wound healing environment . I't maintains its

easy, atraumatic removal.

INDICATIONS
Primary dressing for moderate to heavily exuding larger cavity wounds. Likelihood of skin maceration around the
wound is reduced, due to the high absorbency of the product.

CONTRA INDICATIONS
Should not be used in patients with a known sensitivity to this product or its components.
If wound infection is present this dressing may be used, but with frequent evaluation.

METHOD OF USE

Should be placed directly on to the wound surface, overlapping the surrounding skin by 1cm

Cavity wounds should be loosely packed with the aquacel squares, layering if necessary. A secondary dressing
should be applied to retain the dressing.

FREQUENCY OF DRESSING CHANGES

The absorptive properties are greater than alginates, allowing increased wear time and subsequently fewer
dressing changes (Armstrong and Ruckley, 1997). Dressings may be left insitu up to 7 days, but requires more
frequent changes if exudate is heavy.

SIZES AVAILABLE THROUGH FORMULARY

SIZES PACK SIZES

5cM X 5CM 10 When prescribing, please ensure standard Aquacel Extra is selected and
NOT Aquacel Ag Extra.

10cMm x10cMm 10

1cm x 45cm ROPE 5
NB Aquacelonly not
available in the Extra

References

Armstrong S, Ruckley CV (1997) Use of a fibrous dressing in exuding leg ulcers. Journal of Wound Care. 6, (7):

322-4

Convatec wound care - Reference guide Nov 2000

Aquacell products information.

Fife C E, (2012) Aquacel Extra Hydrofibre dressing, A novel CMC Dressing. Poster Presentation. Ostomy Wound Management 1-9.

Version 6 September 2022 UNCONTROLLED WHEN PRINTED Page 56 of 119



SECTION C CONTINUED I _SECONDARY WOUND DRESSINGS

SEMI-PERMEABLE ADHESIVE FILM DRESSING
TEGADERM FILMT 3M HEALTHCARE

A semi-permeable adhesive sterile film consisting of a thin polyurethane membrane coated with a layer of acrylic
adhesive. The dressing is transparent, hypoallergenic and waterproof.

MODE OF ACTION
Film dressings are permeable to water vapour and o
also produce a moist environment at the wound surface which enhances the rate of wound healing.

INDICATIONS
A Relatively shallow wounds e.g. graft donor sites, minor burns and abrasions and lacerations.
A As a protective cover over IV catheter sites
A As a semi occlusive dressing over topical anaesthetic cream to improve absorption.

CONTRA-INDICATIONS
Not recommended for:-
A deep cavity wounds
A third degree burns.
A wounds showing evidence of clinical infection

A moderate to heavily exuding wounds

METHOD OF USE

1. Irrigate the wound with warmed sterile normal saline. Ensure that the surrounding
skin is dry.

2. Open the package and remove the sterile dressing. The film is enclosed between
two liners i a printed sheet of paper on the adhesive surface and a more rigid thin
card on the outer non-adhesive surface.

3. Remove and discard the central card on the non-adhesive surface. This provides a
Owindowé all owing precise placement of the dressi

4. Peel the paper liner from the dressing exposing the adhesive surface.

5. Position the dressing over the wound. In order to ensure a good adhesion the
dressing should be allowed to overlap 4-5cm from the margin of the wound onto
the surrounding dry skin.

6. Remove the remaining card frame from the dressing and smooth down the
dressing edges.

FREQUENCY OF DRESSING CHANGES
The wound site should be checked daily and the dressing changed if leakage occurs. In general, Tegaderm
dressings should not be left in position for longer than 7 days.

S1ZES AVAILABLE THROUGH FORMULARY

Sizes Pack sizes
12cm x 12cm 10
6cm x 7cm 10
15cm x 20cm 10

References:
Akita S, Akino K, Imaizumi T et al (2006) a polyurethane dressing is beneficial for split thickness skin-graft donor wound healing. Burns 32 (4) 447-51Harle S, Korhonen
A et al. (2005) A randomised clinical trial of two different wound dressing materials for hip replacement patients. Journal of Orthopaedic Nursing 9 :205-21
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SECTION C i SECONDARY WOUND DRESSINGS

FOAM DRESSINGS
NON ADHESIVE | KLINIDERM FOAM H&R HEALTHCARE

Kliniderm® foam is a soft, flexible, polyurethane foam dressing with a waterproof film backing and is suitable for
use under compression bandaging.

INDICATIONS

Non adhesive foam dressing indicated for moderate to heavily exuding chronic and acute wounds. Such as leg
ulcers, surgical wounds , pressure ulcers. They require a secondary dressing to secure.

CONTRA-INDICATIONS

None known

METHOD OF USE

SELECT A SUITABLE SIZE SO THAT THE DRESSING OVERLAPS THE WOUND MARGINS BY AT LEAST 2CM. CUT THE DRESSING
TO SIZE IF NECESSARY

Gently apply directly onto the wound site and press the adhesive border to secure dressing. If using the
non-border or heel variant, ensure the dressing is applied to the wound with the pink side up and
secure in place with an appropriate retention bandage or tape

Removal: to remove, gently peel back the dressing until its completely removed from the wound.
FREQUENCY OF DRESSING CHANGES

Determined by the condition of the wound i no longer than 7 days insitu

SizES AVAILABLE THROUGH FORMULARY

Sizes Pack Sizes
5cm x 5cm 10
10cm x 10cm 10
10cm x18cm 10
15cmx15cm 10
20cm x 20cm 10

References:
Barrret S, King B,Welch D (2021) A clnical evaluation of 25 patients using kliniderm foam. Wounds UK 17 (2)
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SECTION C - WOUND DRESSINGS

KLINIDERM FOAM SILICONE BORDER T H&R HEALTHCARE
Gentle, conformable and comfortable Kliniderm foam silicone is a soft, conformable absorbent polyurethane
foam dressing

MoDE OF ACTION

The dressing has absorbent foam which absorbs fluid into the dressing and prevents the wound bed from drying
out and surrounding skin becoming macerated. It has superabsorbent fibres which locks exudate into the
dressing. There is a vapour permeable polyurethane film which acts as a barrier to fluid and microorganisms
and the MVTR helps maintain optimal moisture balance and the silicone adhesive conforms gently to the skins
surface and provides patients with a gentle and comfortable dressing change experience.

INDICATIONS

Suitable for low to moderately exuding wounds. Kliniderm foam silicone dressings are indicated for chronic and
acute wound such as: Pressure ulcers, Diabetic foot ulcers, Leg ulcers, Post-operative wounds, Oncology
wounds, Skin abrasions, Superficial and partial thickness burns, Donor sites, Traumatic wounds and Skin tears.

Especially useful in fragile, thin skin

CONTRA T INDICATIONS
Do not use on patients who have a known allergies to any components of this product. Not to be used on heavily
exuding wounds

METHOD OF USE

Clean the wound area according to local protocols. Ensure the peri-wound skin is dry Select a
suitable size so that the dressing overlaps the wound margins by at least 2cm. Gently apply directly onto the
wound site and press the adhesive border to secure the dressing

Removal: to remove, gently peel back the dressing until its completely removed from the wound.

FREQUENCY OF DRESSING CHANGE

Dependant on the level of exudate. Kliniderm foam silicone may be left in situ for up to 7 days. Monitor and
review wound progress regularly.

SIZES AVAILABLE

DRESSING SIZES PACK SIZES| PRODUCT PIP CODE | NHS CODE
CODE
7.5cm X 7.5cm 5 40514828 3947231 ELA741
10cm X 10cm 5 40514829 3947249 ELA742
12.5cm X 12.5cm 5 40514830 3947256 ELA743
15cm X 15cm 5 40514831 3947264 ELA744
10cm X 20cm 5 40514832 3947272 ELA745
10cm X 30cm 5 40514833 4047320 ELA907
15cm X20cm 5 40514834 3947280 ELA746
22.5cm X 22.5cm 5 40514837 4187530 ELA1361
sacral
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SECTION C T _SECONDARY WOUND DRESSINGS

FOAM DRESSINGS - ADHESIVE
TEGADERM FOAM ADHESIVE i 3M HEALTHCARE

A highly absorbent breathable wound dressing, made from a conformable polyurethane foam pad, additional
absorbent nonwoven layers, and a top layer of transparent adhesive film. For moderate to highly exuding
wounds

MoDE OF ACTION

When placed in contact with the wound, the polyurethane island absorbs exudate. The wicking layer transports
moisture away from the wound bed and peri- wound skin and allows evaporation through the permeable
backing of the dressing.

Quickly absorbs exudate and prevents pooling and leakage onto surrounding skin, avoiding maceration. The
dressings conform well to skin contours and is not easily dislodged. | t f@armulated to adapt to changing levels of
exudate 7 high breathability when the wound is highly exuding and low breathability when the wound is dry.

INDICATIONS

Low to highly exuding partial and full thickness wounds such as pressure ulcers, leg ulcers, skin tears and
abrasions, first and second degree burns, donor sites, neuropathic ulcers.

Can be used as a primary or secondary dressing as necessary.

CONTRA-INDICATIONS
Not for use if patient is allergic to any ingredients. Dry necrotic wounds
Clinically infected wounds, although can be used as a secondary dressing.

METHOD OF USE

Ensure the surrounding skin is dry. Remove the backing paper to expose the adhesive border. Holding the two
end tabs, centre over the wound area and apply the dressing over the wound. It is important to ensure that the
wound is completely covered by the central island of the dressing and that there is good adhesion to the
surrounding skin by gently pressing into place. Begi nning at the centre, pee
applicators outwards whilst gently pressing down the film border.

There is no need to apply a secondary dressing.

FREQUENCY OF DRESSING CHANGES

May stay in place for up to 7 days depending on amount of exudate.

To remove use the stretch and release technique by gently stretching the adhesive border away from the centre
of the dressing. This releases the adhesion and aids atraumatic removal. If there is difficulty lifting the edge of
the dressing, apply tape to the edge and use this tape to lift the edge.

Care is required when removing the dressing especially the adhesive border. If removal is difficult the dressing
may require irrigation or soaking with warm tap water to assist removal and avoid trauma.

PLEASE NOTE

All adhesive dressings should be removed with care, to prevent trauma/skimpping particularly when used on fragil
oedematous skin
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Sizes Available Through Formulary

Available Sizes Pack Size  Product Code

8.8X8.8CM - OVAL 10 90610 AVAILABLEIN ACUTE HOSPITAL ONLY

10X11av - OVAL 10 90611

14X140M - SQUARE 10 90612

14x15av - OVAL 10 90613

19X22.20M - OVAL 5 90616

References:

Gray D, Cooper P, Russell F, Stringfellow S (2011) 3ME TegadermE HP Foam Ac

Wounds UK 7 (3).

Zehrer C, Holm D, Solfest S, Walters SA. 2014. A comparison of the in vitro moisture vapour transmission rate and in vivo fluid-handling capacity of six adhesive foam
dressings to a newly reformulated adhesive foam dressing. International Wound Journal 2014. Volume 11, Issue 6, 681i 690.

Peach V. Evaluating adhesive foam wound care dressings in clinical practice. 2012. Vol 8, No 3 53

AQUACEL FOAM ADHESIVE DRESSING - CONVATEC

This dressing is a combination of an Aquacel contact layer with a gentle silicone border. It comprises a protectivi
layer, an upper soft absorbent foam pad and an integral hydrofiber wontadtt layer with a silicongorder. The dressi
is shower proof.

MoDE OF ACTION

It can be used alone to manage shallow exuding wounds and for wounds of any depth used in conjunction with ¢
primary dressings. It provides a moist wowmironment, locks in wound exudates, microcontours to the wound be«
the silicone layer helps to reduce pain on removal of dressing. The aquacel layer absorbs wound fluid and creats
maintaining a moist wound environment. Locks in exudémesigh vertically wicking, reducing the risk of maceration.

INDICATIONS

Aquacel foam is suitable for a wide range of acute and chronic wounds producing high exudate, regardless of the
within the wound bed. Suitable for all exuding wounds.

AQUACEL® Foadressing is a more cost effective alternative to the combination of AQURESEIa« andan alternative

foam dressing
Aquacel foam dressing should not be used as an alternativedsimple foam dressing when this will suffice.

CONTRA T INDICATIONS

Not for use if patient is allergic to any of the ingredients.
Not for use on dehydrated or dry necrotic wounds

FREQUENCY OF DRESSING CHANGE

Maximum recommended wear time is 7 days but should be changed as determined by thexwadaied
NB if dressing requires changing every day then an alternative dressing requires to be considered.
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Si1ZES AVAILABLE THROUGH FORMULARY

Size Pack size Product Code
8x 8cm 10 420804

10 x10cm 10 420680
12.5x12.5cm 10 420619
10cmx20cm 10 421150

References

A Comparison of the in vitroBio-Physical PerformanceCharacteristics of SiliconeFoam Dressings Used in Wound
Management

Global clinical Case Study compendium (2012) clinical and quality of life benefits from next generation foam dressings i aquacel Foam
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SECTION C 1T _ ODOUR ABSORBING DRESSINGS
ACTISORB SILVER 220 - SYSTAGENIX

An activated charcoal dressing impregnated with silver.

MODE OF ACTION
Charcoal attracts and traps bacteria and odour within the dressing.
The silver component has antimicrobial properties which kill bacteria.

INDICATIONS

A Malodourous wounds

Infected wounds (useful in managing MRSA)
Fungating lesions

Superficial or deep cavity wounds

Effective in wet or dry wound conditions

> > > > >

CONTRA-INDICATIONS
No known side effects.

METHOD OF USE
A May be applied directly to the wound surface with secondary dressing
A Gently packed into cavity wound
A Secondary dressing to absorb malodour

FREQUENCY OF DRESSING CHANGES
Initially may require changing daily. Can remain in situ for 3-7 days, with secondary dressing changed as
required.

SIZES AVAILABLE THROUGH FORMULARY

Sizes Pack size

10.5cm x 10.5cm 10

ADDITIONAL SIZES AVAILABLE ONLY FOR NURSE PRESCRIBER IN THE COMMUNITY

6.5x9.5cm
10.5x19cm

White r (2001) A charcoal dressing with silver in wound Infection: clinical evidence. British Journal of Community Nursing 6 (supp 3): 4-11
International Case Series (2012) Using Actisorb silver Case Studies. London. Wounds International.

White R (2013) Wound Malodour and the role of Actisorb Silver 220. Wounds UK 9 (1) 101-104
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SECTION C T _DRESSINGS
ODOUR ABSORBING DRESSINGS

CARBOFLEX | CONVATEC

CarboFlex® dressing is a sterile, non-adhesive dressing indicated as a primary dressing for shallow wounds or
as a secondary dressing over a wound filler for deeper wounds.

MODE OF ACTION

It is a five layer dressing specifically designed to address the management problems associated with
malodorous wounds, combining an absorbent wound contact layer, an activated charcoal central pad and a
smooth water-resistant top layer.

INDICATIONS

CarboFlex dressing is indicated for the management of malodorous wounds.

A Chronic wounds: | eg ulcers, pressure sores, diab
A Acute wounds: I|-sugieatwmindsons and post

CONTRA-INDICATIONS
Not to be used on patients with known sensitivity to the dressing or its components.
METHOD OF USE

Carefully cleanse the wound with saline and dry surrounding skin. Choose a dressing size that is large enough
to overlap the wound edge by at least 3cm. For shallow wounds, CarboFlex® dressing can be used as a primary
dressing. For deeper wounds, CarboFlex® dressing may be used as a secondary dressing over a suitable cavity
filler. Place the fibrous (non-shiny) surface of the dressing directly onto the wound or over the cavity filler. The
absorbent wound contact layer will form a soft gel when in contact with wound exudate. For wounds with very
heavy levels of exudate, use an appropriate absorptive dressing such as AQUACEL® dressing as a primary
dressing (either ribbon for cavities or a sheet for shallow wounds) and CarboFlex® dressing as a secondary
dressing. CarboFlex® dressing can be secured in place with tape or other appropriate material.

FREQUENCY OF DRESSING CHANGES
As required dependant on strike through of exudate
SIZES AVAILABLE THROUGH FORMULARY

10cm x 10cm
15cm x 20cm
8cm x 15cm (oval)

1. Griffiths B et al Determination of malodour reduction performance in various charcoal containing dressings. De
ConvaTec.

2. Walmsley R, Waring M. An investigation into the fluid handling characteristics of the wound contact layers of s
odour absorbing dressings. Data on file, ConvaTec.

3. Williams, C.(2001) Role of Carboflex in the Nursing Management of Wound OdtishBlournal of Nursing 2001 vo
10 no. 2.
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SUPER ABSORBENT DRESSING - NON ADHESIVE WITH BACKING
1°" KLINIDERM SUPERABSORBENT I H&R HEALTHCARE

MoDE OF ACTION

A highly absorbent, 4 layered pad, with a hydrophilic wound contact layer, an intermediate layer, and absorbent
core and a fluid repellent backing layer. Specifically developed for the management of heavily exudating
wounds.

It has the ability to hold exudates within its core to help prevent transfer of fluid back onto periwound skin

INDICATIONS FOR USE

Kliniderm Superabsorbent Dressing is useful in the management of moderate to highly exuding chronic and
acute wounds, where the goal of therapy is to manage the exudate efficiently.

It is a low profile dressing which can also be used under compression bandaging, as it traps wound exudate
within the absorbent layers.

CONTRA- INDICATIONS

Not indicated for use on patients with a known sensitivity to any of the dressing components. Do not cut or tear
dressing. Not to be used on dry or lightly exuding wounds, as a treatment for arterial bleeding or heavy bleeding
wounds, in cavity wounds, surgical implantation or third-degree burns.

METHOD OF USE
Superabsorbent dressing which can be used as either Primary or Secondary dressing Selecta suitable size so
that the dressing overlaps the wound margins by at least 1.5cm

Gently apply directly onto the wound site with the white hydrophilic side of the dressing onto the wound surface

Secure with an appropriate secondary dressing, such as bandage or tape

SizES AVAILABLE THROUGH FORMULARY

Sizes Pack sizes
10cm X 10cm 10

10cm X 20cm 10

20cm x 20cm 10

20cm x 30cm 10

20cm x 40cm 10

60cm x 70cm 10
REFERENCES:

Barret S (2015) Cost Effective Management of Wound Exudate. Wound Essentials 10 (1)
Jones J, Hampton S (2021) Use of a superabsorbent dressing on the management of exudates in hard to heal wounds. Product Focus Community Wound Care
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2P KERRAMAX CARE T 3M

Product description:

KerraMax Care® is a super-absorbent heavy exudate dressing, suitable for many wound types, that helps to
improve wound healing.

Use if the wound requires a superabsorbent without a backing

Indications for use:

Effective at reducing proteases.

Can be used as a primary or secondary dressing.

Stackable to increase absorption for very wet wounds.

Suitable for use under all forms of compression.

Maintains integrity, even when fully soaked in exudate.

Recommended for use under compression due to the low profile of the dressing.

Contraindications:

Do not use on low exuding wounds as it may adhere.
Precautions:

Care with removal on low exuding wounds.

Product type:
Superabsorbent dressing. Exudate and proteases are bound inside the dressing with no leakage.

Product function:

Primary and secondary dressing
Epithelialisation

Exudate management

Can be used under compression

5x 5cm 10 3980778 EME120
10 x 10cm 10 352-3446 EMEO045
10 x 22cm 10 3423308 EMEO023
20 x 22cm 10 342-3290 EMEO024
20 x 30cm 5 352-3453 EMEO025
20 x 50cm 5 3980786 EME121
References:

" University of Liverpool, Dr C.A.Cochrane, Evaluation of Matrix Metahofginases by Woundcare Product KerraMax Care.

An in vitro comparison of MRSA and P. aeruginosa sequestration by Saperbent wound dressings. Thomas, H & Westgate, S.J. Perfe
Biomed, EWMA Poster Presentation 2016.

Jones J and Barraud J (2014) é@raluation of Kerramx Care in the management of moderate to heavily exuding wounds. BJCN 19 (3) S4(
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KERRAMAX CARE ADHESIVE BORDER1T 3M

Product description:
KerraMax Care® Border Dressing is a super-absorbent heavy exudate dressing, suitable for many wound types,
that helps to improve wound healing.

INDICATIONS FOR USE

Effective at reducing proteases.

Can be used as a primary or secondary dressing.

Stackable to increase absorption for very wet wounds.

Suitable for use under all forms of compression.

Maintains integrity, even when fully soaked in exudate.

Recommended for use under compression due to the low profile of the dressing.

Contraindications:

Do not use on low exuding wounds as it may adhere.
Precautions:

Care with removal on low exuding wounds.

Product type:
Superabsorbent dressing. Exudate and proteases are bound inside the dressing with no leakage.

Product function:

Primary and secondary dressing
Epithelialisation

Exudate management

Can be used under compression

5x5cm 10 3980778 EME120
10 x 10cm 10 352-3446 EMEO045
10 x 22cm 10 342-3308 EMEO023
20 x 22cm 10 342-3290 EMEO024
20 x 30cm 5 352-3453 EMEO025
20 x 50cm 5 398078 EME121
References:

" University of Liverpool, Dr C.A.Cochrane, Evaluation of Matrix Metalloproteinases by Woundcare Product KerraMax Care.

An in vitro comparison of MRSA and P. aeruginosa sequestration by Saperbent wound dressings. Thomas, H & Westgate, S.J. Perfe
Biomed, EWMA Poster Presentation 2016.

Jones J and Barraud J (2014) An evaluation of Kerramx Care in the managémedemte to heavily exuding wounds. BJCN 19 (3) S48
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SECTION D

ANTIMICROBIAL WOUND DRESSINGS1T 2 WEEKS USE THEN REASSESS

WOUND INFECTION

Infection may be defined as the invasion of living tissue by micro-organisms. The number of micro-organisms
and their degree of pathogenicity determine the establishment of infection.

Infection delays healing. Nosocomial (hospital-acquired) infections are associated with virulent organisms and
are a great cause for concern. Misuse or overuse of antibiotics leads to resistance of these and to the
emergence of new bacterial strains (Bale, Harding & Leaper 2000).

Host defences usually resist all but the most pathogenic organisms but such defences are often depressed by
systemic factors such as shock, immunosuppression, poor nutrition, and local factors such as ischaemia, trauma
or implantation of foreign material. Rodeheaver (2001) stated that the single most important parameter to reduce
the level of bacterial contamination in the chronic wound is the removal of devitalised tissue.

A major concept that has emerged is the need for strong initial combination treatment (i.e., the most effective
debridement technique in conjunction with the most effective antibiofilm treatment) to rapidly and effectively
reduce biofilm levels within wounds, and subsequently reduce inflammation, reactive oxygen species, and
protease activities. The result will be more rapid healing of wounds, which reduces cost, as well as risk of
amputation, and could lead to improved patient quality of life. (Shultz et al 2017)

This may be carried out by:
1 Surgical debridement which is fast and effective but may be complicated by local pain
1 Autolytic debridement using moist interactive dressings which liquefy slough and
simultaneously promote granulation tissue. This process may be slow to achieve  debridement.
1 Biosurgical debridement, which uses sterile larvae to breakdown and remove dead tissue.
This is a fairly fast, effective method of debridement but may not be accepted by some
patients (see specialist product section).

BACTERIAL COLONISATION

The mere presence of bacteria does not always indicate that a wound is infected. All chronic wounds are
colonised with bacteria, usually of more than one species, and often in very large numbers (Hutchinson 1992).
When healing progresses normally, these wound inhabitants rarely attract attention.

f Many patients who have chronic wounds which are colonised by bacteria progress to

complete healing without any setbacks

fSomecol oni sed wounds may become oO0indolentd (where
deterioration

 Over-use of systemic antibiotics has resulted in resistance and this has prompted a return

to the debate of using topical antiseptics. lodine and silver in their contemporary formats appear to be of clinical
benefit particularly where there is heavy or o6écrit
delayed healing (White et al. 2001).

Critical colonisation refers to the point where a wound is unable to maintain a balance between the number of
microbes and the defence systems available (White et al. 2001). Kingsley (2001) incorporates this notion into a
wound infection continuum, extending from sterility to infection.
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Sterility

yA
Contamination
yA

Colonisation

yA

Infection

At the point of critical colonisation, a wound may not show the multiple classical signs of infection but may cease
to heal and become recalcitrant or indolent. For the observer to differentiate between contamination,
colonisation and critical colonisation is almost impossible as there are often no visible clues.

Due to the overuse and resistance problems of systemic antibiotics, researchers have been prompted to revisit
the use of antiseptics. The antibacterial action of silver and its effect on indolent wounds and burns have been
established (Demling & De Santi 2001; White & Cooper 2003). For cadexomer iodine, the consensus is in favour
of its use in non-healing and infected chronic wounds (Gilchrist1997; White & Cooper 2003). Once the infection
or critical colonisation is reduced and the wound shows signs of healing, the dressing should be changed for
one which does not have antimicrobial properties and is appropriate to the wound type.

Clinical infection is determined by whether t he bacteria cause a Ohost r ec
infection criteria for wound infection suggested by Cutting and Harding (1994) are:

{ Abscess

1 Cellulitis

{ Discharge

{ Delayed healing

| Discolouration

 Friable, bleeding granulation tissue
 Unexpected pain/tenderness

1 Pocketing/bridging at the base of the wound
{ Abnormal smell

ffWound breakdown.

The above criteria have been supported by Gardner et al. (2001), who found increasing pain and wound
breakdown to be the most sensitive indicators of wound infection.
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