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1.0 INTRODUCTION 
 
1.1 These guidelines have been devised following an investigation of the relevant literature 
and expert opinion.  They are designed to help practitioners base their clinical decisions on 
best information available and offer a structured approach to the prevention and 
management of wounds.   
 
1.2 These guidelines are not meant to be a definitive guide on specific wound types; rather 
they contain information on the general principles of wound management.  Please refer to 
wound specific guidelines where available e.g. pressure ulcer guidelines: ‘CPME002 
Guidelines for the Prevention and Management of Pressure Ulcers’.  Before any clinical 
decision is taken, practitioners should take into account, their local circumstances, including 
patient preferences and any further knowledge of assessment findings. 
 
 

2.0 AIMS AND OBJECTIVES 
 
AIMS 
 

 2.1 The aim of these guidelines is to provide relevant up to date information and therefore 
guide practitioners towards a standardised, research-based approach to wound care. 
 
2.2 There will be continual monitoring and development of these guidelines to incorporate 
new information and research in wound care, the guidelines will be reviewed every two 
years. 
 

2.3  OBJECTIVES 
 

 To ensure that a thorough, holistic wound assessment is undertaken. 
 

 To ensure that wound management is patient focused and all individual needs are 
met. 

 
 To ensure that risk factors relating to tissue breakdown are identified and preventative 

measures are carried out appropriately. 
 

 To ensure that the best available product is provided for optimum wound healing and 
patient comfort. 

 
 To ensure continuity of care. 
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3.0 WOUND CLASSIFICATION 
 
3.1 Wounds can be classified in the following ways: 

 By mechanism or type of wound healing 
 By stage of wound healing 
 By the duration of the wound 
 By tissue type 
 By wound type 
 By wound depth 

 
3.2 Mechanisms of wound healing 
 
Healing takes place by primary intention and secondary intention (Miller, 1994). 
 
 

 Primary intention wounds 
 
 
 

 
e.g. surgical wound 
 

 

These wounds have had their edges 
opposed, often by sutures.  They would be 
expected to heal rapidly because new cells 
do not have to migrate across a large 
distance and there is no open space to be 
filled with granulation tissue.  There is also 
less risk of infection because closure 
provides a barrier against invading bacteria. 

 Secondary intention wounds 
  
  

e.g. Dehisced abdominal wound 
 

 

 
 
 

 
This type of healing occurs in wounds with a 
large amount of tissue loss.  They heal 
through the formation of granulation and 
epithelialisation tissue resulting in dense 
fibrous scar tissue.  These wounds generally 
take a long time to heal. 
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 3.3 Classification by stage of wound healing 

 
The word healing, used in the pathological sense, refers to the body’s replacement of 
destroyed tissue by living tissue.  Wound healing is a complex process involving different 
biological and immunological processes.  Injury initiates an organised cascade of cellular and 
biochemical events which results in a healed wound (CREST, 1998).  In simple terms, wound 
healing can be described in 4 overlapping stages: haemostasis, destructive / inflammatory 
stage, proliferative stage and maturation stage.  See table below as adapted from CREST 
(1998). 
 
Stage Description Illustration 
Haemostasis Protects the body from excessive 

blood loss and increased exposure 
to bacterial contamination through: 

 Vasoconstriction 
 Migration of leukocytes and 

platelets 
 Formation of fibrin 

 

 

Destructive / inflammatory  
2 to 5 days 

This stage prepares the wound bed 
for healing by removing necrotic 
and foreign material.  This natural 
process is known as autolysis  
 
 
 

 

 
This stage fills and covers the 
wound bed as quickly as possible 
through: 

Proliferative  
3 to 24 days 

 Granulation  
 Contraction 
 Epithelialisation 

 
 
 
During this stage the tensile 
strength of the healed wound is 
increased by the remodeling of 
collagen. 

Maturation  
24 days to 1 year 

 
 
 
 
 

 

 
 3.4 Classification by duration of wound 

 
Chronic Wounds   Those which are slow to heal and often recur e.g. leg ulcers. 

 
Acute Wounds Those which are usually the result of trauma and heal rapidly e.g. 

burns, lacerations and cuts 
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 3.5 Classification by tissue type: 
 Adapted from CREST (1998) 

Necrotic wounds 
 
Necrosis is the term used to describe dead 
(ischaemic) tissue, e.g. eschar and slough.  
However within the field of wound care the term 
tends to describe dead tissue which is black or 
brown in colour. 
Note: hard, black, dehydrated, leathery necrosis 
is known as ESCHAR 

 

Sloughy wounds 
 
Slough is a term used to describe the 
accumulation of dead cellular debris on the 
wound surface.  It tends to be yellow in colour 
due to large amounts of leucocytes present.  It’s 
presence will delay healing. 
Warning! – yellow tissue is not always indicative 
of slough.  You may be looking at subcutaneous 
tissue, tendon or bone. 

 

Granulating wounds 
 
Granulation is the process by which the wound 
is filled with highly vascular connective tissue.  
Granulation tissue is usually red and moist and 
has an uneven granular appearance 

 
 

 

Epithelialising wounds 
 
Epithelialisation is the process by which the 
wound is covered with epithelial cells.  This 
process can be recognized by the presence of 
pink tissue which migrates from the wound 
edges and / or the remnants of hair follicles in 
the wound bed. 
Epithelial cells will only migrate over living 
granulation tissue.  Epithelialisation occurs 2-3 
times quicker in a warm moist environment.  

 
 

 

N.B This wound shows tendon at it’s base. 
Tendon must not be confused with slough! 
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3.6 Classification by wound type 
 
 Examples of wound types: 

Pressure ulcer 
 
An area of localised damage to the skin and 
underlying tissue caused by pressure, shear, 
friction and or a combination of these 
(EPUAP,1999) 
 

 
 

Leg Ulcer 
 
An area of discontinuity of the epidermis or 
dermis on the lower legs or feet, persisting for 
six weeks or more (Dale et al, 1983) 

 
 

Fungating wound 

Develops from the extension of a malignant 
tumour into the structures of the skin producing 
a raised or ulcerating necrotic lesion (Moody and 
Grocott, 1993, Bennett and Moody, 1995) 
 
 

 
Surgical wound 
 
A wound formed from an incision that has been 
undertaken in a sterile environment (Gunnewicht 
and Dunford, 2004) 

 
Sinus wound 
 
A sinus is a blind-ended tract which opens on to 
an epithelial surface; it may indicate the 
presence of a chronic abscess or foreign body 
deep within the tissues (Flanagan, 1997) 
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Donor site wound 
 
An area from which a split thickness skin graft 
has been removed 

 
 

Dehisced wound 
 
A breakdown and separation of the surgical 
wound edges which may be partial or complete 
(Gunnewicht and Dunford, 2004) 
Dehiscence can range from splitting open of the 
skin layers to complete dehiscence of the 
muscle, fascia, exposing internal organs ( 
Baxter, 2003)  
 

 
Haematoma 
 
A localised collection of blood which can form in 
an organ, space or tissue (Bale and Jones, 
1997) 
 

 
Pilo-nidal sinus wound 
 
This type of wound results from wide excision 
and laying open of pilonidal sinuses and 
sometimes abscesses 
 
 
 

 
Neuropathic foot ulcer 
 
Ulceration caused by peripheral sensory 
neuropathy.  The ulcers usually develop from 
deep within the tissues.  By the time the ulcer 
enlarges and starts to discharge fluid, a great 
deal of tissue damage has often occurred and 
the wound is often infected and tracks deep 
within the tissues involving tendon and bone  
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Extravasation injury 
 
The leakage of solutions into subcutaneous 
tissues through intravenous administration of 
drugs or fluids can cause minor inflammation or 
major life threatening damage to the tissues with 
clinical infection (Collins et al, 2002) 
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3.7 Classification by wound depth 
 
Superficial  wounds where the epidermis has been damaged 
 
Partial thickness wounds where the epithelium and part of the dermis 
has     been destroyed 
 
Full thickness  wounds where all the epidermis and dermis are 
destroyed.     Deeper tissues including muscle and bone 
may also be     involved 
 
Pressure ulcer grading (classification of pressure damage by depth) 
(EPUAP, 1999) 

Review date: 1st November 2011           Please ensure you have the latest version of this document                        Page 11 of 
123 

 



Pennine Acute hospitals NHS Trust Guidelines for the Prevention and Management of Wounds 
            CPME024 V3  

 

4.0 ASSESSMENT 
 
4.1 Patient assessment 
 

Action Rationale  Evidence 
Undertake a comprehensive assessment 
of the patient and address identified 
needs. 

Identify any factors that my delay 
healing (see overleaf) 

Obtain baseline information 

 
 
 

(Miller, 
1996) 

The wound should be assessed in the 
context of the patients overall physical 
and psychosocial health 
Visual assessment alone is not reliable or 
accurate and does not allow for effective 
evaluations of the wound to take place 

EPUAP 
(1999) 

Perform a history and physical examination. 

 

Ascertain the aetiology or cause of the wound It is important to know the cause of the 
wound so that treatment can be planned 
accordingly, e.g. pressure ulcers require 
strategies to relieve pressure, shear and 
friction to accelerate healing 

Naylor et al, 
(2001) 

Determine the location of the wound The location of the wound may affect the 
rate of healing and will also influence 
choice of dressing 

EPUAP 
(1999) 

 
Naylor et al, 

(2001) 
Determine the size of the wound using one of 
the following approaches: 

 Wound mapping grid 
 Ruler or disposable tape measure 
 Photography 
 Sterile probe (to determine depth) 

Baseline measurements of the wound 
should be taken, where possible, by 
tracing the wound onto a mapping grid.  
The size of the wound can influence the 
length of time the wound takes to heal 
This information allows monitoring of 
changes in wound size 

Hallett, 
1995) 
 
 

EPUAP 
(1999) 

Determine the colour of wound bed and type 
of tissue present: 
Black - Necrotic tissue 
Yellow - Sloughy tissue 
Red - Granulation tissue 
Green - Infected tissue 
Pink/purple - Epithelial tissue 

The type of tissue present will influence 
dressing choice and overall wound 
management. 

EPUAP 
(1999) 

Determine the condition of the surrounding 
skin 
e.g. dry, flaky, macerated, red 
(erythematous), fragile 

The appearance of the surrounding skin 
can indicate the presence of infection or 
dressing / tape allergies. 
If the skin is fragile, adhesive dressings 
such as vapour-permeable films must be 
avoided to avoid skin trauma 

Benbow 
(1995) 

Determine the amount and nature of wound 
exudate: 

 Amount-minimal/moderate/heavy 
(determine relative to the previous 
state of the wound. Look for signs to 

It is important that the wound is kept in a 
moist environment.  Excess exudate can 
cause excoriation or maceration to the 
surrounding skin and may indicate 
wound infection 

EPUAP 
(1999) 
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indicate excess exudate including 
strike-through to outer dressing, 
increased number of dressing changes 
required, soiling of bed clothes, 
footwear) 

 Colour – yellow, brown, red, green 
 Type - blood/serum/pus 

Determine the presence of wound odour: 
(remember to ask the patient) 

Any change in odour should be noted as 
this may indicate infection or the nature 
of discharge from the wound 

CREST 
(1998) 

Determine how long the patient has had the 
wound 

The duration of a wound can help 
determine the underlying cause of a 
lesion. 

 

Determine if the wound is infected or 
colonised with bacteria 

See section 6.0  

Undertake a pain assessment See section 4.3  
Consider nutritional assessment and 
management: 
Ensure adequate dietary intake to the extent 
that it is compatible with the individual’s 
wishes or condition. Consider high protein 
diet. Check relevant blood profiles e.g. serum 
albumin levels. 
 

To prevent malnutrition 
See section 5.0 

EPUAP 
(1999) 

Undertake psychosocial assessment and 
management 

To ensure continuity of appropriate 
wound management 

EPUAP 
(1999) 

Assessment findings must be clearly 
documented on a wound care chart 
(Appendix 1). 

Good record keeping helps to protect the 
welfare of patients by promoting high 
standards of care, continuity of care, 
better communication and dissemination 
of information between members of the 
inter-professional team, an accurate 
account of treatment, the ability to detect 
problems at an early stage. 

NMC (2002)

Reassess wounds on a regular basis, the 
frequency of which will be determined by the 
results of the wound assessment. 
If the condition of the patient or the wound 
deteriorates, re-evaluate the treatment plan 
as soon as any evidence of deterioration is 
noted. 
 

Wounds constantly change and often 
require regular treatment approaches 

CREST 
(1998) 
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4.2 Factors affecting wound healing 
 

Age Premature babies have an underdeveloped skin barrier system and are 
susceptible to tissue damage.  Ageing decreases the inflammatory response 
and delays angiogenesis, wounds in the elderly therefore heal slower. 

 

Malignancy Malignant changes within a chronic wound such as a squamous cell 
carcinoma can prevent healing. 

Nutritional status Healing requires adequate supplies of protein and calories in addition to 
certain vitamins and trace elements, e.g. Vitamin C and Zinc.  Healing is 
disturbed if nutrition is poor. 

 

Blood Supply Reduced oxygenated blood supply to a wound will adversely affect healing. 
Conditions such as peripheral vascular disease including microvascular 
problems in diabetes and inflammatory changes in rheumatoid arthritis 
patients will significantly affect tissue perfusion. 

 

Lifestyle Reduced mobility may predispose the patient to the development of pressure 
ulcers.  It also causes stasis in the peripheral circulation often resulting in 
oedema which in turn slows healing. Smoking causes vasoconstriction and is 
associated with intermittent claudication. 

Anaemia Less oxygen is carried in the blood as a result of anaemia. 

Infection Systemic infection affects healing as the wound has to compete with any 
infection for white blood cells and nutrients. All wounds are contaminated 
with bacteria, especially chronic wounds. 

Dehydration  Wounds heal more rapidly when they are occluded and kept in a moist 
environment than wounds left exposed to the air (Winter, 1962).  
Dressing selection should take into account wound exudate so as to absorb 
excess exudate and ensure appropriate humidity at the wound surface. 

Drugs  Steroids, immunosuppressive drugs, anticoagulants, non-steroidal, anti-
inflammatory and cytotoxic drugs. 

Inappropriate 
dressings  

Healing may be delayed if, for example, a ‘tulle’ dressing is applied to a 
granulating wound and tissue is damaged on removal of the dressing. 

Pressure /Friction These factors can cause pressure ulcers – See Trust Guidelines for the 
Prevention and Management of Pressure Ulcers  

Foreign bodies These act as irritants to the wound e.g. particles of dirt, gauze fibres and 
prolong inflammatory phase of the healing process. 

Temperature Macrophage activity is thought to be adversely affected where there is a fall 
in temperature at the wound site.  It is suggested that it can take 40 minutes 
for wounds to regain their original temperature after wound cleansing (Myers, 
1982) 

Psychological well 
being 

Psychological disturbances such as depression can lead to poor wound 
healing where patient may become despondent and anorexic.  

Allergies Many topical applications and dressings can cause irritation or allergic 
reactions that can be a cause of delayed of non – healing of a wound 
(Cameron, 1995). 
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4.3 Pain assessment 
 
Action Rationale Evidence 
Assess all patients for pain-related to the 
wound or it’s treatment and document. 
Seek specialist advice from Pain Control 
Team if necessary. 
Assessment should attempt to include: 
a) Initial onset of pain -  

 
EPUAP 
(1999) 

 

The longer the history of pain may indicate 
more chronic pain 
What does the patient think caused the 
pain? 
b) Anatomical position of the pain 
How many pain sites are there and where 
are they? 
c) Description of the pain e.g. stabbing, 
piercing 
d) Frequency of the pain e.g. continuous, 
intermittent or following/during a particular 
activity 
e) Previous treatments 
What previous pain relieving measures 
have been taken? 
Have they been effective? 
 
Pain assessment tools: 
(The most appropriate tool/s should be 
chosen in accordance with patient type) 

 Non-verbal communication 
(Restlessness, grimacing, 
vocalization, sweating, crying, 
tachycardia, hypertension) 

 Body charts 
 - Useful when assessing the 

anatomical sites of pain 
 Verbal rating scales (a scale of 0–3 

can be used where 0 corresponds 
to no pain, 2 moderate pain and 3 
excruciating pain for assessing both 
acute and chronic pain). 

 Visual analogue scale 
__________________________________ 
No pain                                       worst pain 
                                                   imaginable 

 
Wounds are often painful. 
Inadequate pain management may 
hinder recovery and rehabilitation. 
 
 
 
 
 
 
 
 
 
Dressing removal is considered to 
be the time of most pain 
 
 
 
 
 

 
 
 
 
 
 
 
 

Moffatt et al 
(2002) 

 
 
 
 
 
 
 
 

 
 
Pain should be assessed in a 
structured way using a validated 
tool. 
 

Lloyd 
Jones, 
(2004) 

 
 Pain can be undervalued by 

healthcare professionals.  
 

(IASP, 
1992) 

 
 
 
 

Briggs and 
Torra I Bou 

(2002) 
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5.0 THE ROLE OF NUTRITION IN WOUND MANAGEMENT 
(ADAPTED FROM CREST 1998) 

 
5.1 Optimum nutrition facilitates wound healing, maintains immune competence and 
decreases risk of infection.  Most wounds tend to heal rather than not; however 
malnutrition and clinically evident deficiencies are commonly associated with a 
delayed healing response and increased rate of complications. 
 
5.2 Wound nutrition is essentially whole body nutrition and it’s goal is to maintain body mass, 
limit weight loss and provide adequate nutrients to promote healing.  Nutritional intake should 
be varied and balanced to provide all the essential nutrients. 
 
5.3 A significant number of studies have investigated the potential value of specific nutrients 
in regulating wound healing as follows: 
 
5.4 Kcalories (energy) Provision of adequate calories is the primary concern in facilitating 
wound healing.  Excess calories may lead to obesity, itself a complicating factor for healing, 
whilst insufficient kcalories from fat and carbohydrate may result in protein being used as an 
energy source. 
 
5.5 Protein deficiency impairs wound healing by inhibiting fibroblast proliferation and 
collagen synthesis.  An inadequate protein intake, often in conjunction with excessive losses 
of protein via heavily exudating wounds, will lead to deficiency which can prolong the 
inflammatory response and result in oedema secondary to hypoalbuminaemia, thereby 
impairing the healing process.  The value of various amino acids has been investigated:- 
 
5.6 Glutamine is essential for immune system function.  It’s requirement is increased during 
injury or disease and it appears to help decrease protein catabolism frequently seen with 
injury. 
 
5.7 Arginine enhances wound collagen deposition and protein synthesis.  It also stimulates 
insulin and growth hormone secretion, two products known to be closely related to wound 
healing. 
 
5.8 Vitamin C (ascorbic acid) deficiency results in very little collagen deposition and 
markedly retarded gain in tensile strength.  It has been shown that the elderly tend to have 
low plasma ascorbate concentrations, as do smokers and patients with liver disease and 
cancer.  The vitamin C status of hospitalized patients deteriorates during hospital stay.  This 
suggests that the combination of injury or sepsis with marginal vitamin C status may 
determine alterations in wound healing of clinical relevance.  Intake to prevent deficiency is 
clearly indicated. 
 
5.9 Zinc The role of zinc in cellular proliferation and protein synthesis has been well 
established.  The potential role of zinc supplementation in wound healing has been 
investigated; healing appears to be accelerated only in patients with low serum zinc levels.  
Hospitalised patients are potentially at risk of zinc deficiency due to decreased food intake 
and increased losses due to diarrohea, fistulae and malabsortpion. 
 
5.10 Vitamin A promotes re-epithelialisation and granulation of a wound and seems to 
counteract the deleterious effects of glucocorticoids on wound healing.   
Iron is vital in collagen metabolism and for oxygen transport.  Deficiency due to poor intake 
and blood loss may result in iron deficiency anaemia, which, unless corrected, will delay 
wound healing. 
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5.11 Fluid intake should be given important consideration as dehydrated skin becomes 
inelastic, fragile and more susceptible to breakdown. 
 
5.12 Other nutrients which have important functions in association with wound healing 
include vitamin E, Vitamin K, vitamin B complex, copper, manganese, chromium and 
essential fatty acids. 
 
5.12 Poor nutrition leading to nutrient deficiencies will interfere with wound healing, mostly by 
delaying the healing response.  Evaluation of a patient’s nutritional status through 
assessment and the provision of a nutritionally appropriate diet is one of the first principles to 
healing. 
 
Nutritional assessment 
 
5.13 Nutritional assessment is essential to determine either deficiencies or excesses of 
macronutrients (carbohydrate, fat and protein) and micronutrients (vitamins, minerals and 
trace elements) involved in the wound healing process.  It also provides an important 
baseline of data on which to evaluate the adequacy of nutritional intervention. 
 
5.14 The need for a detailed nutritional assessment should involve screening patients to 
identify those who are malnourished or at risk of developing malnutrition, which in itself acts 
as a predisposing factor for delayed wound healing and increasing the risk of wound related 
complications. 
 
5.15 The process of screening is referred to as nutritional risk assessment.  Refer to the 
Malnutrition Universal Screening Tool (MUST) (BAPEN, 2003) or agreed local screening tool. 
Referral to a dietitian is determined by the results of the risk assessment within the specified 
tool. 
 
Treatment objectives 
 
5.16 Prevent clinical nutrient deficiencies by ensuring that the patient is provided with optimal 
nutritional care through one or more of the following: 

 a varied balanced diet 
 nutritional supplements 
 multivitamin and mineral preparations where appropriate 
 enteral tube feeding 
 parenteral nutrition 
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6.0 ASSESSMENT AND MANAGEMENT OF BACTERIAL 

COLONISATION AND INFECTION IN WOUNDS 
 
6.1 General recommendations 
 

Action Rationale Evidence 
Wash hands prior to and following the 
care of a patient with a wound 

Reduce the risk of cross infection EPUAP 
(1999) 

The Epic 
Project 
(2001) 

Apply standard precautions e.g. use 
of plastic apron 

Follow an Aseptic Technique when 
undertaking dressing procedure 
See Aseptic Technique in Wound 
Management Guidelines. 

Reduce the risk of cross infection PAT (2008) 

If purulent material or foul odour is 
present, more frequent cleansing and 
possibly debridement is necessary 

Devitalised (dead) tissue will often 
contribute to foul odour in a wound 

EPUAP 
(1999) 

Do not routinely take a wound swab. 
If there are clinical signs of infection 
present, a swab may be taken. 
Signs of clinical infection include: 

 Presence of pus 
 Inflammation 
 Swelling 
 Heat 
 Increased pain 
 Increased exudate 
 General malaise 
 Offensive odour 
 Pyrexia 
 Wound failing to heal / wound 

breakdown 
 Friable granulation tissue 

which bleeds easily 
 Pocketing at base of wound 
(see illustrations overleaf 6.02) 

Clinical details should always 
accompany any specimen sent to 
microbiology.  It is essential to state 
the site of the wound and also details 
of the patient’s current problem and 
antibiotic usage. 

Wounds healing by secondary 
intention are often colonised with 
bacteria (bacteria are present in 
tissue, but with no adverse affect to 
the host) 
 
 
The presence of bacteria should not 
be seen as an indication for treatment 
unless there are also signs that the 
bacteria are invading the tissue and 
causing symptoms of clinical infection. 
 
 
 
 
 
 
 
 
 
 
In order that the correct interpretations 
of findings may be made. 

EPUAP 
(1999) 

To exclude osteomyelitis and joint 
infection. 

EPUAP 
(1999) 

When there are clinical signs of 
infection, which do not respond to 
treatment or the wound can be probed 
to bone, radiological examination 
should be undertaken.  
Institute, where appropriate, systemic 
antibiotic therapy for patients with 
bacteraemia, sepsis, advancing 

These clinical signs indicate severe 
infection and warrant prompt 
treatment. 

EPUAP 
(1999) 
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cellulitis or osteomyelitis. 
Protect wounds from exogenous 
sources of contamination (e.g. faeces)

To reduce the risk of wound infection EPUAP 
(1999) 

Use sterile gloves for caring for 
patients with acute wounds and non-
sterile gloves for chronic wounds. 
When treating multiple wounds on the 
same patient, attend to the most 
contaminated wound last (e.g. in the 
perianal region). 
 
Remove gloves and wash hands 
between patients. 

To reduce the risk of cross infection EPUAP 
(1999) 

Consensus 
opinion 

Use sterile instruments to debride 
wounds 
 

To reduce the risk of cross infection EPUAP 
(1999) 

 
 6.2 Clinical signs of infection 

 
Clinical signs Example 
Erythema 
 
 
 

 
Pus 

 

 
 
 
 

Bleeding tissue 
 
 
 
 
 

 
 
 
 

 
 
 

Increase in exudate 
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Green exudate 
 
 

 
Wound breakdown 

 
 

Review date: 1st November 2011           Please ensure you have the latest version of this document                        Page 20 of 
123 

 



Pennine Acute hospitals NHS Trust Guidelines for the Prevention and Management of Wounds 
            CPME024 V3  

6.3 The management of wounds healing by secondary intention which are 
infected or colonised with MRSA 

 
6.4 An open wound colonised or infected with MRSA, or any other potentially pathogenic 
bacteria, represents a serious potential source of cross infection. When managing such a 
wound, it is the duty of the healthcare practitioner to ensure that at all times the treatment 
provided does not create a risk to other patients or members of staff. The following advice 
should be followed in conjunction with the Trust MRSA Policy. 
 
6.5 Wounds infected with MRSA – the presence of MRSA with host reactions 
 
These wounds must be referred to the Tissue Viability Team for assessment. 
 

ACTION RATIONALE EVIDENCE 
 
Decontaminate hands prior to and 
following the care of a patient with any 
wound. 

 
To reduce bacterial 
contamination and reduce risk of 
cross-infection. 

 
PAHT 
Handwashing 
Policy (2004) 

 
Initiate antibiotic therapy following 
consultation with Consultant Microbiologist.

 
To ensure appropriate 
antibiotics are prescribed. 

 

 
Ensure antimicrobial dressing is applied to 
wound e.g. Silver dressing, iodine 
dressing. 

 
Silver and iodine have been 
shown to be effective against 
MRSA. 

 
Thomas (2004) 

 
Dressings should be maintained in-situ as 
long as is clinically appropriate and in line 
with manufacturers recommendations. 

 
Frequent removal may damage 
the wound bed and reduce 
efficiency of dressing. 

 
EPUAP (1999) 

 
Wherever practicable, use a dressing that 
has a bacterial barrier. 

 
To reduce the risk of cross-
infection. 

 

 
Assess wound at each dressing change. 

 
To determine effectiveness of 
treatment. 

 

 
If the wound fails to respond to appropriate 
systemic antibiotic therapy, or the wound 
can be probed to the bone, radiological 
examination should be undertaken. 

 
To exclude osteomyelitis and 
joint infection. 

 
EPUAP (1999) 

 
 
6.6 Wounds colonised with MRSA – the presence of MRSA without host 
reactions 
 
ACTION RATIONALE EVIDENCE 
 
Decontaminate hands prior to and 
following the care of a patient with any 
wound. 

 
To reduce bacterial 
contamination and reduce risk of 
cross-infection. 

 
PAHT 
Handwashing 
Policy (2004) 
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Systemic antibiotics do not need to be 
prescribed. 

 
Systemic antibiotics are only 
necessary when there are 
clinical signs of infection. 

 
MRSA Working 
Party (2005) 

 
Antimicrobial dressing maybe applied to 
wound e.g. Silver dressing, iodine dressing 
especially when critical colonisation is 
suspected. 

 
To reduce bacterial colonisation. 

 
Thomas (2004) 
 
Kingsley (2001) 

 
Dressings should be maintained in-situ as 
long as is clinically appropriate and in line 
with manufacturers recommendations. 

 
Frequent removal may damage 
the wound bed and reduce 
efficiency of dressing. 

 
EPUAP (1999) 

 
Wherever practicable, use a dressing that 
has a bacterial barrier. 

 
To reduce the risk of cross-
infection. 

 

 
Assess wound at each dressing change. 

 
To determine effectiveness of 
treatment or wound 
deterioration. 
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7.0  WOUND DEBRIDEMENT  
 

Action Rationale Evidence 
Debridement (the removal of dead or 
devitalized tissue from a wound): 
 
Remove devitalised tissue in wounds when 
appropriate for a patient’s condition and 
consistent with the patient’s goals 
 

Debridement removes a 
medium for infection, 
facilitates healing, aids 
assessment of wound depth 

EPUAP 
(1999) 

With the terminally ill patient their overall 
quality of life should be taken into account 
when deciding whether to debride the wound 
and the manner in which it should be 
accomplished. 
 

Debridement may not be the 
best treatment option for all 
patients. 

EPUAP 
(1999) 

If there is an urgent need for debridement, as 
with advancing cellulitis or sepsis, 
sharp/surgical debridement should be used. 
Sharp debridement must be undertaken by a 
competent person. 

This is considered to be the 
most rapid form of debridement 

EPUAP 
(1999) 

Methods of debridement should include: 
Autolytic (dressings which provide a moist 
environment e.g. hydrogels, hydrocolloids) 
Biosurgical (sterile larvae) 
Sharp/surgical 
Or a combination 
 

These are considered to be 
acceptable methods of 
debridement 

EPUAP 
(1999) 

Dry eschar (devitalised tissue) should not be 
debrided where there is evidence of 
peripheral vascular disease in the ulcerated 
limb. 
Severe peripheral vascular disease should be 
excluded by undertaking an ankle brachial 
pressure index or listening to foot pulses 
where Doppler pressures are not possible. 
 

Dry necrosis is less likely to 
become infected than wet 
necrosis. Debridement in a poorly 
compromised limb may jeopardize 
the tissue viability. 

Consensus 
opinion 

 
 

 

Review date: 1st November 2011           Please ensure you have the latest version of this document                        Page 23 of 
123 

 



Pennine Acute hospitals NHS Trust Guidelines for the Prevention and Management of Wounds 
            CPME024 V3  

 

8.0 WOUND IRRIGATION (CLEANSING) 
 
Action Rationale Evidence 
Frequency: 
 
Do not routinely irrigate wounds e.g. 
‘clean’ granulating wounds do not 
require irrigation.   
 
 

Irrigate the wound only if appropriate 
e.g. dressing debris or excessive pus 
present in wound, irrigation needed 
for wound assessment purposes 

  
 

Johnson 
(1988) 

 

 
Ritualistic cleansing can expose the patient 
to harmful bacteria by altering the normal 
bacterial flora, which in turn disrupts the 
healing process and causes trauma to the 
tissues  
 
 
To help create the optimum conditions for 
wound healing prior to the application of a 
wound dressing 
Debris which remains in a wound may act 
as a focus for infection, thus delaying 
wound healing. 

 
 
 

 Do not irrigate or moisten wounds 
associated with dry gangrene  

Due to the risk of infection  
 

 
 
 

Method: 

Irrigation is the preferred method of 
cleansing (either squirt or pour the 
fluid directly onto wound) 

The physical action of swabbing with 
cotton wool balls or gauze should be 
avoided 

 
 
Irrigation must be gentle 
 

Non-woven gauze swabs can be 
used for cleansing the skin around a 
wound 

NB. Bleeding wounds are unsuitable 
for irrigation 

The surface of wounds should not be 
dried 

 
 
The stream of fluid dislodges contaminants 
and reduces bacterial colonisation 
 
 
It can damage granulating tissue and shed 
fibres into the wound 
Cleaning wounds with forceps and gauze 
or cotton wool swabs can cause pain and 
tissue trauma 
 
In order to avoid damaging tissue and to 
minimise the dispersal of bacteria into the 
environment  
 
 
 
 
There is potential for disturbance of clot 
formation  
 

 
 
 

Hollinworth 
(2001) 

 
 
 
 
 
 
 
 
 

Young 
(1995) 

A moist environment is required for healing 
to take place. 

Solution: 
 
Tap water 
Bathing in ordinary tap water may be 
a preferred method for sacral 
wounds which are heavily 

 
 
 
Tap water is considered to be a safe 
wound cleansing solution for many chronic 
wounds 

 
 
 

Angeras 
et al (1992) 
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contaminated  

Tap water can be used for irrigating 
leg ulcers where the whole leg is 
immersed in a bowl or bucket  
The exception to this rule is cleaning 
of some ischaemic and diabetic 
foot/leg ulcers 
 
Wounds should only be soaked in 
tap water for a short period of time 
 
 
Sterile 0.9% sodium chloride 
solution 
 
This solution can be used on acute 
wounds e.g. surgical wounds, 
abrasions, and lacerations 
 
 
Antiseptic solutions 
 
If a fresh wound is contaminated with 
grit, gravel or earth, an antiseptic 
may be appropriate e.g. solutions 
containing chlorhexidine and 
cetrimide. 

Antiseptics should not be routinely 
used for irrigating (cleansing) 
wounds 
 
 

 
 
Due to the risk of infection, irrigation with 
0.9% sodium chloride is the preferred 
solution. 
 
Water is hypotonic and causes cells within 
the tissues to swell and eventually rupture 
because of the effect of osmotic pressure  
 
 
 
 
Safe, non-irritant, non-toxic 
 
 
 
 
 
 
 
 
 
 
 
 
They do not kill bacteria during ‘routine’ 
wound cleaning  
They affect the blood flow in the healing 
wound  
Frequent use may contribute towards 
bacterial resistance  
They are toxic to wound tissues. Examples 
of antiseptics include Eusol, Chlorasol, 
Milton, Chlorhexidine and Hydrogen 
Peroxide. 
 
 

 
 
 
 
 
 
 

BNF 
 
 
 
 
 
 
 
 
 
 
 
Morgan 
(2004) 
 

 
Hollinworth 

(2000) 
 
 
 
 
 

Timoney 
(1987). 

Thomlinson 
(1987). 

Johnson 
(1988) 

Cameron 
and Leaper 

(1988) 

Solution temperature:  
The solution should be warmed (to 
body temperature) 
 

 
Cleaning the wound with cold solutions can 
cause a drop in temperature at the wound 
site and prevent macrophages from 
working effectively  
Cold cleansing solutions can be unpleasant 
and frightening for the patient 

 

 
Flanagan, 

(1997) 
Hateley, 
(1993) 
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 9.0 MANAGING WOUND PAIN 
 
Common causes of wound pain include: 

- Removing dressing that have adhered to the wound 
- Using cold cleansing solutions 
- Inappropriate irrigation technique 
- Inappropriate dressings 
- Infection 
- Sensitivity reaction to a wound/skin care product 
- Wound dehydration  

 
Action Rationale Evidence 
Manage pain by eliminating or controlling 
the source of the pain (e.g. covering 
wounds, adjusting support surfaces and 
repositioning) 
 

  

Provide medication or other methods of 
pain relief as needed and appropriate 

  

Adopt strategies for the relief of pain at 
dressing changes  

Sitting and talking to patients 
before the procedure can allay 
fears and anxiety 
 
 
 

Good preparation 
Avoid any unnecessary stimulus to the 
wound, such as drafts from open 
windows, prodding, poking 
Select a dressing which: 

- is appropriate for the type of 
wound 

- maintains moist wound healing to 
reduce friction at the wound 
surface 

- minimises pain and trauma on 
removal 

- remains in situ for a longer period 
to reduce the need for frequent 
dressing changes 

Reconsider dressing choice if: 
- removal is causing a problem 

with pain or bleeding/trauma to 
the wound or surrounding skin 

- soaking is required for removal 
Read manufacturers’ instructions about 
technique for removal 

 
 
Soft silicone dressings are 
designed to be pain free on 
removal and have been shown 
to reduce wound pain in children 

Briggs and 
Torra I Bou 

(2002) 
 

Lloyd Jones 
(2004) 

 
 
 

Hollinworth 
(2001) 

Naylor (2001) 

A decrease in pain and reduction in 
healing time is achieved to a marked 
extent with alginate, foam, hydrogel 
and hydrocolloid dressings and also to 
an important extent with vapour-
permeable films and membranes; 
dressings such as dry gauze have little 
place. 

 BNF March 
2004 
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10.0 WOUND DRESSINGS 
 
Characteristics of an ideal dressing (Morgan, 2004) 
 
1 Provides the optimum environment for wound healing – a moist environment at the 

wound interface. 
2 Allows gaseous exchange of oxygen, carbon dioxide and water vapour, but is 

impermeable to micro-organisms (in both directions). 
3 Provides thermal insulation and mechanical protection. 
4 Is free from particulate contaminants and safe to use (i.e. non-toxic, non-sensitizing 

and non-allergenic). 
5 Is acceptable to the patient, cost-effective, conformable and mouldable. 
6 Is easy to change, non-flammable, sterile and capable of standardisation and 

evaluation. 
7 Available to hospital and community in a range of forms and sizes. 
8 Has high absorption characteristics (for exuding wounds), needs infrequent changing 

and allows monitoring of the wounds (transparent), be non-adherent, causing no 
trauma or pain when removed. 
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10.1 Wound dressing selection 
 Always refer to the manufacturer’s instructions - they are frequently updated. 
 Each clinician remains accountable for their product selection and as such has a duty 

to be fully aware of the correct usage and any contraindications for the product 
Tissue type Stage of healing Aim of treatment Dressing choice 
Necrotic, black  

 

 

  
Dry necrosis on a 
limb should not be 
debrided where 
there is evidence of 
peripheral vascular 
disease. Dry 
necrosis is less 
likely to become 
infected than wet 
necrosis. 
Debridement may 
compromise the 
viability of the limb. 

INFLAMMATION 

The key cells involved 
during the 
inflammatory stage 
are macrophages.  
They ingest and 
destroy bacteria and 
dead tissue 

DEBRIDEMENT 

If dry, moisture 
retention or 
rehydration 

 

 

 

If moist, fluid 
absorption. 
Possibly odour 
absorption 
Possibly antimicrobial 
activity (see guide for 
sloughy / infected 
wound below) 

 

If dry (donate fluid)- 
Occlusion with 
hydrocolloid or 
hydrogels or wet 
hydrofibres - 
Duoderm Extra 
Thin or Duoderm 
Signal or Aquaform 
or wet Aquacel 

If moist (absorb 
fluid) – foams– 
Allevyn or 
alginates- Sorbsan 
or hydrofibre- 
Aquacel  

Charcoal dressing 
for odour 
absorption - 
Clinisorb 

Sloughy / infected 

 

INFLAMMATION 

Erythema, swelling, 
pyrexia, increased 
exudate, increased 
pain, malodour, 
bridging, pocketing, 
friable, dusky 
granulation  or shiny 
biofilm 

TREAT INFECTION 
OR COLONISATION 

REDUCE BACTERIAL 
LOAD 

ODOUR REDUCTION 

Consider  
antimicrobial 
products such as 
silver or iodine.- 
Inadine or 
Iodoflex / 
Iodosorb / 
Aquacel Ag / 
Actisorb Silver / 
Flamazine / 
Acticoat 

Charcoal dressing 
for odour 
absorption - 
Clinisorb 
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Sloughy, yellow INFLAMMATION  

The key cells involved 
during the 
inflammatory stage 
are macrophages.  
They ingest and 
destroy bacteria and 
dead tissue 

DEBRIDEMENT 

Moisture retention or 
rehydration 
If dry, moisture 
retention or 
rehydration 
If moist / wet, fluid 
absorption. 

Possibly odour 
absorption 
Possibly antimicrobial 
activity 

A moist 
environment allows 
the wound to 
debride. 

If dry (donate fluid) 
– hydrocolloids – 
Duoderm Extra 
Thin, Duoderm 
Signal, hydrogels – 
Aquaform 

If moist (absorb 
fluid) – foams – 
Allevyn or 
alginates – 
Sorbsan or 
hydrofibre - 
Aquacel 
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Tissue Type Stage of healing Aim of treatment Dressing choice 

Granulating, red A moist environment 
allows the wound to 
debride. 

ABSORPTION OR 
DONATION OF 
FLUID 

PROLIFERATION 

Cell involved in the 
proliferative stage of 
healing are 
fibroblasts.  They 
build a collagen 
scaffold which 
supports the 
endothelial cells in 
the production of new 
blood vessels 

 

 

 

TO ESTABLISH 
MOISTURE 
BALANCE 

THERMAL 
INSULATION 

 
Possibly 
antimicrobial activity 
(see guide for 
sloughy / infected 
wound) 

To donate fluid – 
hydrocolloids – 
Duoderm Extra 
Thin, Duoderm 
Signal, hydrogels – 
Aquaform 

To absorb fluid -  
foams – Allevyn, 
alginates – Sorbsan, 
hydrofibre - Aquacel 

Absorbent dressings 
such as foams – 
Allevyn, reduce 
oedema in tissue.  
Antimicrobials  - 
Inadine or Iodoflex / 
Iodosorb / Aquacel 
Ag / Actisorb Silver 
/ Flamazine   may be 
necessary to treat 
colonisation/ infection

MOISTURE 
BALANCE, ABSORB 
EXUDATE 

Over-granulating, 
red 

PROLIFERATION 

Excessive production 
of granulation tissue 
due to oedema, 
foreign body or 
infection 

 

 

Possibly 
antimicrobial activity 

 

Possibly topical 
steroid under 
direction of Plastic 
surgeon or Tissue 
Viability nurse 

Protection  COVER AND 
PROTECT THE 
FRAGILE 
EPITHELIAL CELLS 

Dry, low exudate 
(epithelialising) 

MATURATION 

Low adherent 
dressing – 
Atraumann, NA 
Ultra, silicone 
dressing – Mepitel 
or Mepilex *, foams 
– Allevyn 

Keratinocytes 
(epithelial cells) 
migrate to cover the 
wound surface.  
Once healed, 
contraction of 
myofibrils occurs and 
maturation of scar 
tissue. 

 

MOISTURE 
BALANCE 

Moisture retention or 
rehydration 
Low adherence 
Thermal insulation 

* Reserve use of 
silicone dressings for 
fragile skin / painful 
wounds 
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Adapted from Ballard et al (2002) 
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10.2 Passive dressings 

Passive wound dressings are those which simply protect the wound surface by 
covering it.  They are sometimes referred to as traditional dressing products.  Their 
use should be restricted to closed surgical wounds or smaller, lightly exuding 
superficial wounds. 

Examples of brand 
names available 

Generic name Comments Ordered from 

Jelonet, Paranet Paraffin tulle Manufactured from cotton or 
viscose fibres which are 
impregnated with white or 
yellow soft paraffin to prevent 
the fibres from sticking, but this 
is only partly successful and it 
may be necessary to change 
the dressings frequently. The 
paraffin reduces absorbency of 
the dressing. Dressings with a 
reduced content of soft paraffin 
(i.e. Paratulle and Unitulle) are 
less liable to interfere with 
absorption; those containing 
the traditional amount (such as 
Jelonet) have been considered 
more suitable for skin graft 
transfer. 

Supplies 

Melolin, Release, 
Skintact, Melolite 

Perforated film 
absorbent 
dressings 

Suitable only for wounds with 
mild to moderate amounts of 
exudate; they are not 
appropriate for leg ulcers or for 
other lesions that produce 
large quantities of viscous 
exudate. Consists of a thin 
layer of absorbent cotton fibres 
enclosed in a perforated 
sleeve  

Supplies 

Mepore, Primapore Adhesive island 
non-woven 
dressing 

Mepore can be used in a wide 
variety of wounds which have 
low to moderate exudate 
levels. These include surgical 
wounds, cuts and grazes. 
Mepore is made of an elastic, 
non-absorbent non-woven 
coated with a skin- friendly 
polyacrylate adhesive. The 
absorbent wound pad has a 
low adherent polyolefin coating 
to prevent trauma during 
dressing changes. The 
dressing area is protected with 
a release liner. 

Supplies 

NA Ultra Knitted viscose An alternative to tulle dressings Supplies 
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dressing for exuding wounds; it is 
sometimes used as the initial 
layer of multi-layer 
compression bandaging. 
Tegaderm + Pad is a vapour-
permeable adhesive film 
dressing with absorbent pad 
combines the features of 
Tegaderm dressing with an 
absorbent pad to form an 
island dressing (contact pad 
plus border). 

Opsite Post-op, 
Tegaderm+Pad 

Semi-permeable 
adhesive film 
dressing with 
absorbent pad 

Supplies 

OpSite Post-Op is a post-
operative dressing combining a 
high Moisture Vapour 
Transmission Rate (MVTR) 
film and the cushioning and 
absorbency of a low adherent 
pad. system.   

Convatec wound 
manager 
(Convatec) 

Wound drainage 
bags 

Consist of a wafer of 
hydrocolloid material and an 
integral collection system 
which is capable of adhering to 
the skin. They are used to 
collect exudate from large 
wounds, fistulae, stomas and 
sinuses  

Dermasure (Adi 
Medical Ltd) 

Oakmed option 
wound manager 
(Oakmed) ConvaTec - for high volumes 

of exudate  
Eakin (Eakin 
Limited) Dermasure - Inlet and outlet 

ports allow fluid instillation and 
remote drainage.  The wound 
area can be accessed for 
cleaning and dressing using a 
large zip lock access window 
running the length of the 
pouch.  Available in small, 
medium, large and starter 
packs. The small and medium 
sizes are available on 
prescription  

Oakmed - for low volumes of 
exudates 

Eakin – Eakin fistula and 
wound pouches are designed 
to dress and drain fistulas, 
wounds and irregular or 
multiple stomas 

Supplies 
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 10.3 Interactive dressings  

An interactive dressing is one which is able to actively interact with the wound 
surface in order to promote an environment that maximises healing potential. 

Brand name Generic name Ordered from Legal category 
Actisorb silver 220 Silver / Charcoal Supplies Medical device 
Allevyn Foam Supplies Medical device 
Allevyn Adhesive Adhesive foam Supplies Medical device 
Aquacel Hydrofibre Supplies Medical device 

Hydrofibre Aquacel ribbon Supplies Medical device 
Aquacel Ag Hydrofibre with silver Supplies Medical device 
Aquaform Hydrogel Supplies Medical device 
Atraumann Low adherent Supplies Medical device 
Clinisorb Charcoal Supplies Medical device 
C-View Vapour permeable film Supplies Medical device 
Duoderm Thin Hydrocolloid Supplies Medical device 
Duoderm Signal Hydrocolloid Supplies Medical device 
Flamazine Antibacterial cream 

with silver 
Pharmacy Prescription only 

medicine (POM) 
Inadine Iodine Supplies Medical device 
Iodoflex / Iodosorb Iodine Pharmacy Pharmacy (P) 
Mepilex Silicone Supplies Medical device 
Mepilex Border Silicone Supplies Medical device 
Mepitel Silicone Supplies Medical device 
Metrotop Topical antibiotic Pharmacy Prescription only 

medicine (POM) 
Sorbsan Alginate Supplies Medical device 
Sorbsan ribbon/rope Alginate Supplies Medical device 

The following dressings guidance has been adapted from information available at 
Surgical Materials Testing Laboratory (2005) www.dressings.org and 
manufacturers instructions. 
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10.4 ACTISORB SILVER 220 (SILVER / CHARCOAL DRESSING) 

Product description 

 

10.5 Actisorb Silver 220 consists of activated carbon impregnated with metallic 
silver. The carbonised fabric is enclosed in a sleeve of spun-bonded non-woven 
nylon, sealed along all four edges, to facilitate handling and reduce particle and fibre 
loss. When applied to a wound the dressing adsorbs toxins and wound degradation 
products as well as volatile amines and fatty acids responsible for the production of 
wound odour. Bacteria present in wound exudate are also attracted to the surface of 
the dressing where they are killed by the antimicrobial activity of the silver, which is 
active against a wide range of pathogenic organisms. This action is claimed to 
reduce the bacterial colonisation of the wound and thus inhibit infection without the 
problems associated with the use of topical antibiotics or antiseptics.  

Indications for use 

10.6 Actisorb Silver 220 is recommended for the management of all types of wounds 
deemed to be critically colonised/infected.  It is also useful in the management of 
malodorous wounds, including fungating lesions. 

Contra-indications / warnings 

10.7 Actisorb Silver 220 should not be used on patients who are sensitive to nylon, 
and should be used with care as a primary dressing on wounds that have a 
tendency to dry out. In these situations adherence of the dressing to the surface of 
the wound may become a problem. Actisorb Silver 220 should be used in the intact 
state, and not cut to shape prior to application to the wound.  

Method of use 

10.8 The Actisorb Silver 220 may be applied directly to the wound surface and 
covered with a secondary dressing, held in position with tape or a bandage, as 
appropriate. The secondary dressing chosen will depend upon the nature of the 
wound, but in general, a simple absorbent pad will be sufficient. If it is not 
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considered appropriate to place Actisorb Silver 220 directly on to the wound, the 
dressing may be placed between the selected wound contact material and the 
secondary dressing.  
 
10.9 The frequency of dressing changes will depend upon the nature and condition 
of the wound. Very heavily exuding or infected wounds may require that the 
dressing is changed daily initially, but as the wound becomes cleaner Actisorb Silver 
220 may be left in place for up to 7 days although the outer absorbent layer may be 
changed more frequently if required.  

Sizes / ordering codes 

9.5 x 6.5 cm  pk of 10  ELV004 
10.5 x 10.5 cm pk of 10  ELV002 
10.5 x 19 cm  pk of 10  ELV003 
 

Availability on Drug tariff 

All sizes are on drug tariff 

ALLEVYN (FOAM) 

Product description 

 

10.10 Allevyn consists of a layer of soft, hydrophilic polyurethane foam, about six 
millimetres thick, bonded to a pink semipermeable polyurethane film. Although this 
film is permeable to moisture vapour, it provides an effective barrier to water or 
wound exudate and also prevents the passage of microorganisms through the back 
of the dressing. The wound contact surface of the dressing is covered with a 
perforated film, designed to prevent the dressing from adhering to granulating 
tissue. The foam is absorbent, and strike-through is prevented by the 
semipermeable film backing.  
When applied to an exuding wound, the dressing will absorb excess fluid but 
maintain the wound surface in a moist condition providing a micro-environment that 
is conducive to healing.  

Indications for use 
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10.11Allevyn may be applied to a variety of heavily exuding wounds of limited depth, 
including pressure ulcers, leg ulcers, minor burns, and donor sites . It can be used 
as a primary and secondary dressing.  Allevyn may be applied to over-granulation 
tissue. 
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Contra-indications / Warnings 

10.12 No absolute contra-indications to the use of Allevyn have been reported, but 
the dressing will be of limited value if applied to dry wounds such as those covered 
with a scab or hard black necrotic tissue unless used for maintenance of dry tissue 
e.g. in ischaemic limbs 

Method of use 

10.13 A size of Allevyn is chosen that will overlap the edges of the wound by 2-3 
cm. It is placed with the perforated side next to the skin and the pink surface facing 
outwards.  
The dressing may be secured with tape or a piece of dressing retention sheet or 
held in position with a suitable bandage, as appropriate. If necessary, Allevyn may 
be cut or shaped with a pair of sterile scissors.  
 
10.14 The frequency with which Allevyn should be changed depends upon the 
nature of the wound and the amount of exudate produced. On a clean non-infected 
wound, it may be left in position for up to four or five days but more frequent 
changes will be required on infected or very heavily exuding wounds.  

Sizes / ordering codes 

5 cm x 5 cm   pk of 10  ELA 129 
10 cm x 10 cm   pk of 10  ELA 131 
10.5 x 13.5 cm (heel)  pk of 5   ELA 100 
10 cm x 20 cm   pk of 10  ELA 101 
20 cm x 20 cm   pk of 10  ELA 133 
 
Availability on Drug tariff 

All sizes on drug tariff 
 

ALLEVYN ADHESIVE (ADHESIVE FOAM) 

Product Description 
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10.15 Allevyn adhesive consists of a layer of soft hydrophilic polyurethane foam, 
about four millimetres thick, sandwiched between a pink semi-permeable 
polyurethane film and a perforated polymeric wound contact layer. This inner layer is 
coated with a hypo-allergenic acrylic adhesive which breaks down in the presence of 
moisture ensuring that the dressing does not stick to the wound surface. The edges 
of the pad taper to a very thin profile which help to prevent it from becoming caught 
on clothing or bed linen, and the adhesive provides secure fixation of the dressing to 
the skin around the wound.  

10.16 Although the outer film is permeable to moisture vapour, it provides a barrier 
to water or wound exudate and also prevents the passage of microorganisms 
through the back of the dressing. When applied to an exuding wound, the dressing 
absorbs excess fluid, but as exudate production decreases, the film backing 
regulates the evaporative loss of moisture and stops the dressing from drying out 
completely. In this way the dressing maintains the wound in a moist condition and 
thus provides a micro-environment that is conducive to healing.  

Indications for use 

10.17 Allevyn Adhesive may be applied to a variety of highly exuding wounds of 
limited depth, including shallow ulcers of varying aetiology, pressure ulcers, surgical 
wounds, minor burns, and donor sites once haemostasis has been achieved. Ideal 
for awkward areas such as sacrum or buttocks. 

Contra-indications / Warnings 

10.18 No absolute contra-indications to the use of Allevyn Adhesive have been 
reported, but the dressing will be of limited value if applied to dry wounds such as 
those covered with a scab or hard black necrotic tissue unless used for maintenance 
of dry tissue e.g. in ischaemic limbs.   Avoid use on patients with very fragile skin. 

Method of use 

10.19 An appropriately sized dressing is chosen that will overlap the edges of the 
wound by 2-3 cm, although Allevyn Adhesive may be cut with a pair of sterile 
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scissors if required. After cleansing the wound in accordance with normal practice, 
the dressing is applied to the wound and gently smoothed into place.  
 
10.20 The frequency with which Allevyn Adhesive should be changed depends upon 
the nature of the wound and the amount of exudate produced. On a clean non-
infected wound, it may be left in position for up to seven days, but more frequent 
changes will be required on infected or heavily exuding wounds.  

Sizes / ordering codes 

7.5cm x 7.5cm    pk of 10  ELA 020   
10cm x 10cm     pk of 10  ELA 113 
12.5cm x 12.5cm   pk of 10  ELA 024 
17.5cm x 17.5cm    pk of 10  ELA 022 
22.5cm x 22.5cm    pk of 10  ELA 018 
12.5cm x 22.5cm    pk of 10  ELA 046 
17cm x 17cm* (Sacral Dressing)  pk of 10  ELS 046 
22cm x 22cm* (Sacral Dressing)  pk of 10  ELA 099 
 

Availability on Drug tariff 

All sizes on drug tariff 
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AQUACEL (HYDROFIBRE) 

Product description 

 

10.21 Aquacel is a soft, sterile, hydrophilic non-woven sheet composed entirely of 
hydrocolloid fibres (sodium carboxymethylcellulose). The characteristics of the fibre 
are such that it absorbs when it comes into intimate contact with liquid not via the 
usual mechanism of capillary action. Absorbed fluid is retained within the structure 
of the fibre even under compression. Lateral wicking of fluid across the dressing is 
limited, thus reducing the potential for maceration of peri-wound skin. As Aquacel 
absorbs exudate it is rapidly converted from a dry dressing to a soft coherent gel 
sheet. Aquacel maintains a moist environment for optimal wound healing, aids 
autolytic debridement, and is easily removed with little or no damage to newly 
formed tissue.  

Indications for use 

10.22 Aquacel is indicated for the management of heavily exuding wounds. These 
include chronic wounds such as leg ulcers, pressure ulcers. The dressing is also 
intended for use in the management of surgical or traumatic wounds that have been 
left to heal by secondary intent. Aquacel is indicated for the local management of 
wounds that are prone to bleeding such as wounds that have been mechanically or 
surgically debrided, donor sites and traumatic wounds. Aquacel maintains a moist 
environment for optimal wound healing and aids autolytic debridement.  Aquacel can 
be used as a replacement for ribbon gauze in surgical wounds (Foster and Moore, 
1997) and for packing cavities.  Because it retains its integrity it is easily removed 
with little or no damage to newly formed tissue and no shedding of fibres within the 
wound bed. 

Contra-indications / warnings 

10.23 The dressing should not be used on patients with known sensitivity to this dressing or 
its components. Colonisation of chronic wounds is common and is not a contraindication to 
the use of Aquacel. Should infection develop during the use of the dressing, appropriate 
antibiotic therapy should be initiated. The use of Aquacel may be continued but the progress 
of the wound should be monitored carefully and all treatment should be under medical 
supervision.  
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Occasionally irrigation with sterile saline may be required to facilitate removal of the 
dressing. In cavity wounds the ribbon dressing may be used to pack the wound. For 
wounds such as fistulae and sinus tracts, employ appropriate techniques during the 
insertion and removal of the dressing. Because Aquacel provides a moist 
environment that promotes angiogenesis occasionally delicate newly formed 
capillaries may produce a sero-sanguinous exudates (Thomas, 2001). Not indicated 
for dry wounds or those with little exudate. 

Method of use 

10.24 Aquacel should be applied directly to the wound overlapping the surrounding skin by at 
least one cm. The Aquacel should be covered with a moisture retentive dressing such as a 
hydrocolloid sheet (e.g. Granuflex or Duoderm Extra Thin), a semipermeable film, or a foam 
dressing.  If maceration is a problem occlusion should be stopped. There is evidence that pre 
moistened Aquacel which is occluded can expediate the autolytic debridement of dry slough 
or necrosis. The dressing should be changed when it becomes saturated with exudate. The 
dressing can remain in place for up to 7 days.  
Select the appropriate size of dressing to completely cover the wound plus a margin of at 
least 1 cm extending over the surrounding skin.  In the case of deeper wounds use the ribbon 
dressing to gently fill a cavity ensuring it is not packed tightly as it swells on gelling. Aquacel 
can be removed in one piece therefore reducing trauma during dressing change.   

Sizes / ordering codes 

5cm x 5cm  pk of 10  ELY 014 
10cm x 10cm  pk of 10  ELY 012 
15cm x 15cm   pk of 5   ELY 011 
2 x 45cm  pk of 5   ELY 013 
4cm x 10cm       pk of 10  ELY163 
4cm x 20cm        pk of 10  ELY164 
4cm x 30cm        pk of 10  ELY165 
 
Availability on Drug tariff 

4cm x 10cm, 4cm x 20cm, 4cm x 30cm are not available on drug tariff 
 
 

. 
AQUACEL AG (SILVER DRESSING) 

 

 Product description 
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10.25 Aquacel Ag, silver impregnated antimicrobial absorbent dressing is a soft, sterile, non-
woven pad or ribbon dressing composed of hydrofibre and ionic silver.  The silver in the 
dressing kills a broad spectrum of wound bacteria, and aids in creating an antimicrobial 
environment.  The dressing absorbs high amounts of exudate and bacteria and creates a soft 
cohesive gel that intimately conforms to the wound surface, maintains a moist environment 
and aids in the removal of non-viable tissue from the wound (autolytic debridement). A moist 
wound environment and control of wound bacteria supports the body’s healing process and 
helps reduce the risk of wound infection. 

 

Indications for use 

10.26 Aquacel Ag may be used on acute and chronic wounds such as leg / foot ulcers, 
pressure ulcers and surgical wounds which are heavily colonised / infected with bacteria. 

 

Contraindications / warnings 

10.27 Aquacel Ag should not be used on individuals who are sensitive to or who 
have had an allergic reaction to silver or sodium carboxymethylcellulose.  The 
product is single use only.  Due to the sterilisation procedure there may be a slight 
odour on opening the primary packaging.  Aquacel Ag is not compatible with oil-
based products, such as petroleum.  If you have difficulty removing the dressing 
from the wound, it should be soaked with water or sterile saline until it removes 
easily.  Not indicated for dry wounds or those with little exudate. 
 

Method of use 

 

10.28 Shallow wounds – Aquacel Ag should overlap at least 1cm onto the surrounding skin. 

Deep wounds – when using Aquacel Ag in cavity wounds, loosely pack wound to about 80% 
capacity leaving at least 2.5cm outside the cavity for easy retrieval.   

 

Sizes / ordering codes 

2 x 45 cm (ribbon) pk of 5  ELY113 
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5 x 5cm  pk of 10 ELY109 
10 x 10 cm  pk of 10 ELY110 
15 x 15 cm  pk of 5  ELY111 
20 x 30 cm  pk of 5  ELY112 

 

Availability on Drug tariff 

All sizes on drug tariff 

 

AQUAFORM (HYDROGEL) 

Product Description 

 

10.29 Aquaform is a clear, sterile, amorphous hydrogel wound dressing, containing: water; 
propylene glycol; glycerol; a modified starch copolymer. Aquaform rehydrates tissue and 
provides the wound with a ‘moist healing environment’, which facilitates autolytic 
debridement of sloughy and necrotic tissue, encourages wound healing and absorbs excess 
exudate. Aquaform can be washed away with saline solution or sterile water, minimising pain 
on dressing removal and disruption to newly formed tissue on dressing removal. The starch 
component of Aquaform gives the gel stability on the wound. 

 

Indications for use 

10.30 Aquaform can be used on flat or cavity wounds where there is no exudate, or low 
exudate levels. Aquaform is therefore suitable for the debridement of dry, sloughy and 
necrotic wounds, the maintenance of a moist wound healing environment throughout the 
healing process, extravasation injuries and inflamed skin e.g. radiotherapy burns. 

 

Contraindications / Warnings 

10.31 Do not use on patients with a known sensitivity to Aquaform, or any of its components. 
No data is available to support the use of Aquaform as a dressing for third degree burns. No 
data is available to support the use of topical medicinal preparations in conjunction with 
Aquaform. Not indicated for wounds with moderate to high exudate. 

10.32 After the first application of Aquaform, the wound may increase in size. This is to be 
expected as the moist wound environment encourages autolytic debridement prior to 
granulation tissue formation and wound healing. 

10.33 Aquaform may be used on wounds which are clinically infected when a medical 
practitioner is consulted, current wound treatment protocols are reviewed, underlying causes 
are addressed, appropriate antimicrobial therapy is given when so directed and Aquaform is 
changed daily. 
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Method of Use 

10.34 Unscrew the cap of the Aquaform tube, and swab the nozzle with an alcohol wipe. 
Remove the blue seal from the end of the nozzle. Hold the nozzle over the wound and gently 
squeeze the tube to dispense the gel. Apply the gel evenly across the wound, to a depth of at 
least 5mm. Take care to avoid applying gel to the surrounding, healthy tissue. Cover the 
wound with a suitable secondary dressing, using existing clinical guidelines, in order to 
prevent gel dehydration. Aquaform is for use on one patient, and on one occasion. Discard 
any unused gel. 

10.35 If the secondary dressing needs changing due to exudate leakage, Aquaform hydrogel 
should also be changed. For dry, necrotic wounds, daily changes may be necessary. 
Aquaform hydrogel may be left on the wound for up to three days, if deemed clinically 
appropriate. 

To remove Aquaform from the wound, irrigate with sterile water or saline solution (0.9%).  

 

Sizes / ordering codes  

Aquaform 8g, 10 tubes per dispensing pack  ELG 017 

Aquaform 15g, 10 tubes per dispensing pack ELG 001 

 

Availability on Drug tariff 

Both sizes on drug tariff 
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ATRAUMANN (LOW ADHERENT DRESSING) 

Product Description 
 

 
 
10.36 Atraumann is a low adherent, conformable, non-medicated tulle dressings made of 
water-repellent polyester tulle impregnated with a neutral ointment which contains no 
paraffins. It is permeable to wound exudate and is non-adherent.  The soft, thin support 
material made of polyester ensures close contact with the whole surface of the wound which 
is necessary for drainage of wound exudate.  The water-repellant polyester filaments and the 
smooth surface structure of the tulle counteract adhesion to the wound by preventing new 
tissue from penetrating the dressing.   
 
Indications for use 
 
10.37 For atraumatic wound treatment in all phases of wound healing.   Due to the neutral 
properties of the non-medicated ointment base, it is especially useful in dermatology and for 
patients with sensitive skin or sensitive to certain medication.  Also useful for burns, painful 
leg ulcers, skin grafts and abrasions. 
 
Contraindications / warnings 
 
10.38 If there are therapeutic reasons for not changing the Atraumann, the ointment base 
may be absorbed when left in place for a long period.  In this case any wound adhesion 
which may occur can be eliminated by placing a second Atraumann dressing over the first 
one.   
 
Method of use 
 
10.39 Remove the dressing from the sterile peel pack with both cover papers in place and 
cut it to the size of the wound if necessary.  After removal of one of the cover papers, place 
this side of the dressing onto the wound and remove the second cover.  Place a sterile 
absorbent dressing pad over the Atraumann dressing to absorb exudate. 
 
Sizes / ordering codes 
 
5 x 5 cm            pk of 50  EKA024 
7.5 x 10 cm       pk of 50  EKA032 
10 x 20 cm        pk of 30  EKA036   
 
Availability on Drug tariff 
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All sizes available on drug tariff 
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CLINISORB (CHARCOAL DRESSING) 

 

Product description 

 

10.40 Clinisorb consists of charcoal cloth, produced by carbonising and activating a knitted 
viscose rayon fabric, sandwiched between 2 layers of viscose rayon. Both sides of the 
dressing are therefore identical. Activated charcoal has the ability to adsorb volatile 
molecules from the air such as those which are liberated by a wound that are responsible for 
odour production.    

Indications for use 

10.41 Clinisorb may be used to contain the odour produced by all types of malodorous 
wounds, including fungating lesions, faecal fistulae, necrotic pressure ulcers, and heavily 
exuding leg ulcers. It can be used as a primary or secondary dressing. 

Contra-indications / Warnings 

10.42 There are no known contra-indications.  

Method of use 

10.43 Because both sides of the dressing are the same, it does not matter which surface is 
placed downwards. The dressings may also be shaped or cut to size if required.   Clinisorb 
can be re-applied and used for up to 1 week (Hampton, 2003).  A separate primary dressing 
may be required in dry or lightly exuding wounds. 

Frequency of Change 

10.44 The frequency of dressing change will depend upon whether the dressing becomes 
wet. Once the charcoal cloth comes into contact with exudate, its odour adsorbing properties 
are reduced and a change is recommended. If the dressing is not contaminated with 
exudate, it may be re-applied when the primary dressing is changed and left in place for up to 
a week on the same patient. Dressings contaminated with exudate should be replaced when 
the primary dressing is changed.  
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Sizes / ordering codes 

10 cm x 10 cm   pk of 10  ELV051 
10 cm x 20 cm   pk of 10  ELV053 
15 cm x 25 cm   pk of 10  ELV055 

Availability on drug tariff 

All sizes available on drug tariff 

 

C-VIEW (VAPOUR PERMEABLE FILM)  

Product Description 

 

10.46 C-View is a sterile, self-adhesive, transparent film wound dressing. It consists of a 
polyurethane film membrane coated with an acrylic adhesive. C-View allows visual inspection 
of the wound site throughout the healing process.  It is a dressing that provides a physical 
barrier to bacterial migration, allows oxygen transmission and is flexible and conformable for 
use on difficult contours. These properties enable the provision of a ‘moist wound healing 
environment’, protection of newly forming tissue, prevention of contamination by dirt or 
bacteria, thus a reduced risk of wound infection; and the patient to shower with the dressing 
in place. 

Indications for Use 

10.47 C-View can be used on wounds where there is no exudate, or light levels of exudate. 
C-View is therefore suitable for the management of minor burns, superficial pressure ulcers 
(grade 1), clean, closed, post-operative wounds, cuts and abrasions.  C-View is also suitable 
for use as protection against skin breakdown due to friction or continuous moisture exposure 
and as a secondary dressing. 

Contraindications / Warnings 
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10.48 Do not use on patients with a known sensitivity to C-View, or any of its components. C-
View should not be used as a dressing for third degree burns and deep cavity wounds or 
where there is fragile skin or excess exudate. When clinical infection is observed, remove the 
dressing, consult a medical practitioner, review the current wound treatment protocols, 
address the underlying causes, treat with appropriate antimicrobial therapy when so directed 
and resume the use of C-View when clinical infection is no longer present.  

10.49 C-View should be changed if the dressing is not intact. The bacterial barrier property of 
C-View is compromised if the dressing is punctured, the dressing is not adhered to the skin 
fully and exudate escapes from under the dressing edges. Care should be taken to avoid 
skin damage with repeated applications, or on patients with fragile skin.  

 

Method of Use 

10.50 Ensure that the skin surrounding the wound is clean, dry, and free from grease, soaps 
or detergents. Select a dressing that is of a suitable size and shape. Ensure the dressing has 
a 2cm overlap around the wound edge. 

10.51 Remove the larger, central piece of plain protective paper from the adhesive underside 
of the dressing. Position the dressing centrally over the wound bed. Press the exposed 
adhesive side of the dressing onto the skin. Grasp the outer tabs of protective paper from the 
adhesive underside of the dressing. Peel away the tabs and press the remaining edges of 
the dressing onto the skin using a rolling motion. Ensure the dressing adheres well to the 
skin. Once the dressing is secure, peel away the outer protective tabs in the direction of the 
arrows. When applying to a contoured area, C-View may be cut in order to aid adhesion (the 
bacterial barrier property is compromised if the dressing is cut). 

10.52 The frequency of dressing change will depend on the clinical circumstances. C-View 
sterile film wound dressing may be left in place for up to seven days. 

10.53 To remove C-View from the wound, gently peel and lift one corner of the dressing from 
the skin. Support the skin whilst peeling the dressing off by stretching horizontally (not 
vertically) and in the direction of hair growth. Care should be taken to avoid skin damage with 
repeated applications, or on patients with fragile skin. Care should also be taken not to 
dislodge catheters or other devices. Use existing clinical protocols to clean the wound in 
order to remove any remaining exudate residue before wound assessment or the application 
of further dressings. 

 

Sizes / ordering codes 

6 x 7cm,  pk of 10  ELW 095 

10 x 12cm pk of 10  ELW 094 

15 x 20cm pk of 10  ELW 096 

20 x 30cm  pk of10  ELW 098 

 

Availability on Drug tariff 

All sizes except 20 x 30cm on drug tariff 

 

Review date: 1st November 2011           Please ensure you have the latest version of this document                        Page 51 of 
123 

 



Pennine Acute hospitals NHS Trust Guidelines for the Prevention and Management of Wounds 
            CPME024 V3  

DUODERM SIGNAL (HYDROCOLLOID) 

Product description 

 

10.54 Duoderm Signal is an adhesive, bordered hydrocolloid wound dressing with a 
change indicator and tapered edges.  An indicator (a printed green line which marks 
the outer limit for signs of exudate spread prior to dressing change) helps to 
determine when to change the dressing.  The wound fluid appears as a bubble 
moving towards the indicator line.  The dressing is tapered to be thinner at the 
edges than at the centre, to reduce the incidence of rolling up during use.  The 
adhesive layer forms a cohesive gel when in contact with wound exudate.  The 
dressing absorbs wound fluid and creates a moist environment which supports the 
body’s healing process and aids in the removal of non-viable tissue from the wound 
(autolytic debridement), without damaging newly formed tissue.  

Indications for use 

10.55 Duoderm Signal is designed for use on acute and chronic wounds including 
leg ulcers, pressure ulcers and partial thickness burns, low to moderately exuding 
acute and chronic wounds as a primary dressing, moderately exuding wounds as a 
secondary dressing, non-exuding wounds (dry sloughy/necrotic) with a hydrogel to 
aid autolytic debridement.  It is suitable for use on infected wounds under 
appropriate medical supervision and in conjunction with appropriate clinical 
treatment. 

Contraindications / warnings 

10.56 Duoderm Signal should not be used on individuals who are sensitive to or 
who have had an allergy to the dressing or it’s components.  Avoid use on patients 
with fragile skin and those with heavily exuding wounds. Not indicated for over-
granulating wounds. 

Method of use 

10.57 Choose a dressing size and shape to ensure the dressing is 3cm larger than 
the wound area in any one direction.  Remove the release paper from the back 
being careful to minimize finger contact with the adhesive surface.  Hold the 
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dressing over the wound and line up the centre of the dressing with the centre of the 
wound.  The absorbent hydrocolloid will swell and soften as it absorbs wound 
exudate. 

10.58 Duoderm Signal may be used as a primary dressing or as a secondary 
dressing.  The dressing should be changed when: clinically indicated, the bubble 
has reached the indicator or when used up to a maximum of 7 days. 

10.59 Duoderm Signal can be removed from the wound in one piece, or irrigated 
from a wound surface with saline or water. To remove, press down gently on the 
skin and carefully lift the corner of the dressing, stretching each edge until free 

10.60 Dressing change frequency should be determined on an individual wound 
basis, dependent on exudate levels and the corresponding ability of the dressing to 
maintain a moist wound environment while transporting any excess exudate away 
from the wound surface and surrounding skin. Wherever possible, dressing change 
frequency should be minimised to reduce unnecessary disturbance of the wound 
environment. 

Sizes / ordering codes 

10cm x 10cm   pk of 5  ELM079 
14cm x 14cm   pk of 5  ELM083 
11cm x 19cm   pk of 5  ELM112 
20cm x 20cm   pk of 5  ELM 080 
22.5cm x 20cm (sacral) pk of 5  ELM082 
 
Availability on Drug tariff 

All sizes on drug tariff 

 

DUODERM (THIN HYDROCOLLOID) 

Product description 
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10.61 Duoderm Extra Thin, formerly Granuflex Extra Thin, is one of the the 
Granuflex range of hydroactive dressings. It consists of a semipermeable 
polyurethane film, which is impermeable to exudate and micro-organisms, coated 
with a thin layer of an adhesive similar to that used on Granuflex. The moist 
conditions produced under the dressing promote epithelialisation without causing 
maceration. The hydrocolloid component of the dressing interact with wound 
exudate to produce a soft mass which enables removal with little or no damage to 
newly formed tissue.  As Duoderm Extra Thin is waterproof, the patient may bath or 
shower with the dressing in position.  

Indications for use 

10.62 Because the absorbency of Duoderm Extra Thin is limited, it should be used 
in the treatment of lightly exuding wounds and minor skin injuries such as superficial 
pressure ulcers, minor burns and abrasions. It may also be used prophylactically for 
the prevention of friction damage to fragile skin in high risk patients and as a 
secondary dressing over hydrogels and alginates.  
 
10.63 Dermatological indications: indicated for use either alone or with topical 
steroids in the management of psoriasis or other recalcitrant conditions where the 
enhanced response offered by occlusion is recommended by the physician.  When 
used together with topical medication, this product should be used under the 
direction of the physician. 

Contra-indications / warnings 

10.64 Known sensitivity to Duoderm Extra Thin or its components. 
 
Colonisation of chronic wounds is common and is not a contraindication to the use 
of Duoderm Extra Thin. Where systemic or local infection develops during the use of 
the dressing, appropriate adjunctive therapy should be initiated. The use of 
Duoderm Extra Thin may be continued but the progress of the wound should be 
monitored carefully and all treatment should be under medical supervision. The use 
of Granuflex Extra Thin in the presence of anaerobic infection is not recommended. 
Inappropriate use or too frequent dressing changes may result in skin irritation or 
stripping.  Avoid use in wounds with high exudates and fragile surrounding skin. 
Duoderm Extra Thin has not been studied with drugs other than topical steroids.  
Sensivity to the components of the steroid may be enhanced by occlusion.  If 
irritation develops, discontinue use and contact a physician.  Occlusion of topical 
steroids has the potential to enhance systemic absorption. 

Method of use 

10.65 An appropriately sized dressing is removed from its paper backing and lightly 
pressed into position over the wound. In order to ensure good adhesion to the 
surrounding skin, a minimum overlap of 2 cm from the margin of the wound should 
be allowed. Because Duoderm Extra Thin is adhesive, and will not allow exudate to 
pass through the backing, no additional dressings are required.  
 
10.66 The frequency of dressing changes will be governed by the state of the wound 
but on very lightly exuding superficial, the dressing may be left in place for up to 7 
days or until the wound is healed.   It should be changed just before the softened 
area reaches the edge of the dressing or when leakage occurs.  To remove the 
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dressing press down on the skin, lift the edge of the dressing all around the wound 
margin, then carefully remove.  Sterile saline will aid removal of possible gel residue 
from the wound bed. 
 

Sizes / ordering codes 

10.0 cm x 10.0 cm  pk of 10  ELM 050 
15.0 cm x 15.0 cm  pk of 10  ELM 051 
5.0 cm x 10.0 cm   pk of 10  ELM 317 
5.0 cm x 20.0 cm   pk of 10  ELM 319 
 
 
Availability on Drug tariff 

7.5cm x 7.5cm, 10cm x 10cm, 15cm x 15cm, 5cm x 10cm available on drug tariff 
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FLAMAZINE (ANTIBACTERIAL CREAM) 

Product description 

 

10.67 Flamazine consists of a white hydrophilic cream containing micronised silver 
sulphadiazine 1% w/w in semi-solid oil in water emulsion. Other ingredients include 
glycerol monostearate, polysorbates, cetyl alcohol, liquid paraffin, propylene glycol 
and purified water.  

Indications for use 

10.68 Flamazine is used for the prophylaxis and treatment of infections in burn 
wounds. Flamazine cream may also be used as an aid to the short-term treatment of 
infection in leg ulcers and pressure ulcers, and as an aid to the prophylaxis of 
infection in skin graft donor sites and extensive abrasions. It is also used for the 
conservative management of finger-tip injuries where pulp, nail loss and/or partial 
loss of the distal phalanx have occurred.  

Contra-indications / warnings 

10.69 FLAMAZINE cream is also contraindicated in patients known to be hypersensitive to 
silver sulphadiazine or to other components of the preparation such as cetyl alcohol or 
propylene glycol 
 
 
10.70 FLAMAZINE cream should be used with caution in the presence of significant hepatic 
or renal impairment.  Caution of use is required in patients known to be sensitive to systemic 
sulphonamides and in individuals known to have glucose-6-phosphate dehydrogenase 
deficiency. 
 
10.71 Use of FLAMAZINE cream may delay separation of burn eschar and may alter the 
appearance of the burn wounds. 
 
10.72 Local reactions such as burning, itching and skin rash may occur in about 2% of 
patients. 
 
10.73 Leucopenia has been reported in 3-5% of burns patients treated with FLAMAZINE 
cream.  This may be a drug-related effect, and often manifests itself 2-3 days after treatment 
has commenced.  It is usually self-limiting and therapy with FLAMAZINE cream does not 
usually need to be discontinued, although the blood count must be carefully monitored to 
ensure that it returns to normal within a few days. 
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10.74 Systemic absorption of silver sulphadiazine may very rarely result in any of the 
adverse reactions attributable to systemic sulphonamide therapy or clinical argyria. 
 
Interaction with other medicaments and other forms of interaction 
 
10.75 As silver may inactivate enzymatic debriding agents, their concomitant use may be 
inappropriate. 
 
10.76 In large-area burns where serum sulphadiazine levels may approach therapeutic 
levels, it should be noted that the effects of systemically administered drugs may be altered.  
This can especially apply to oral hypoglycaemic agents and to phenytoin.  In the case of 
these drugs, it is recommended that blood levels should be monitored as their effects can be 
potentiated. 
 
Pregnancy and lactation 
 
10.77 As sulphonamides are known to cause kernicterus, FLAMAZINE cream should not be 
used at, or near term pregnancy, on premature infants or on newborn infants during the first 
months of life. 
Undesirable effects 
 

Method of use 

Burns 
 
10.78 A layer of Flamazine cream at least 3-5mm thick should be applied to the 
base of a previously cleansed wound or ulcer bed, and covered with a suitable 
absorbent dressing held in place with tape or an appropriate bandage.  
 
10.79 This application is best achieved with a sterile gloved hand and/or sterile 
spatula.  Where necessary, the cream should be re-applied at least every 24 hours, 
or more frequently if the volume of exudate is large. 
 
Hand burns 
 
10.80 In the treatment of burns to the hands or digits, once dressed with cream, the 
hand may be placed in a clear plastic bag or glove, which is then closed at the wrist. 
During this treatment hand and finger movement should be encouraged.   The 
dressing should be changed when an excessive amount of exudate has 
accumulated in the bag. 
 
Fingertip injuries 
 
10.81 Haemostasis of the injury should be achieved prior to the application of a 3-5mm layer 
of FLAMAZINE cream.  A conventional finger dressing may be used.  Alternatively the finger 
of a plastic or unsterile surgical glove can be used and fixed in place with waterproof 
adhesive tape.  Dressings should be changed every 2-3 days. 
 
Leg ulcers / pressure ulcers 
 
10.82 The cavity of the ulcer should be filled with FLAMAZINE cream to a depth of at least 3-
5mm.  As FLAMAZINE cream can cause maceration of normal skin on prolonged contact, 
care should be taken to prevent spread onto non-ulcerated areas. 
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10.83 Application of FLAMAZINE cream should be followed by an absorbent pad or gauze 
dressing, with further application of bandaging as appropriate for the ulcer. 
 
10.84 The dressings should normally be changed daily but for wounds which are low 
exuding, less frequent changes (every 48 hours) may be acceptable.  Cleansing and 
debriding should be performed before application of FLAMAZINE cream. 
 
10.85 FLAMAZINE cream is not recommended for use in leg or pressure ulcers that are 
highly exuding. 
 
10.86 In the treatment of conventionally dressed burns, it is recommended that the 
cream be replaced at least every 24 hours; more frequently if the volume of exudate 
is large. Hand burns dressed with Flamazine in bags should be changed when an 
excessive amount of exudate has accumulated.  
10.87 In the treatment of ulcers and other injuries the dressing should be changed 
every 2-3 days unless the production of exudate is excessive when the dressing 
should be changed more frequently.  

Storage 

10.88 The contents of one container are for the treatment of one person only. Jars 
of Flamazine should be discarded 24hrs after opening and the tubes seven days 
after opening.  

Sizes / ordering codes 

Flamazine is available from Pharmacy as follows:  

20g tube    

50g tube  

Availability on Drug tariff 

All sizes available on drug tariff 

 

INADINE (IODINE DRESSING)  
 
Product description 
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10.89 Inadine is a sterile knitted viscose dressing impregnated with 10% povidone-iodine in a 
water soluble polyethylene glycol (PEG) base.  The povidone iodine is active against a wide 
range of bacterial, protozoal and fungal infections. 
 
Indications for use 

 
10.90 Only suitable for shallow wounds with minimum exudate.  Useful for prophylaxis or on 
clinically infected wounds (systemic antibiotic therapy may also be needed).   

Contra-indications / Warnings 
 

10.91 Inadine should not be used where there is known iodine hypersensitivity (allergy), 
before and after the use of radio-iodine (until permanent healing), if the patient is being 
treated for renal problems, in pregnant and breast-feeding women and in cases of Duhring’s 
herpetiform dermatitis (a specific, rare skin disease). The manufacturers state that in an 
otherwise healthy patient who has extensive lesions there is no clinical evidence to suggest 
that large areas of the body cannot be covered with 10.92 Inadine.  However BNF states 
maximum of four dressings at a time.  Also under medical supervision there is no stipulated 
limit to the duration of use of Inadine.  Povidone iodine may be absorbed through the 
unbroken skin of the neonate and young child.  Monitoring serum iodine levels and thyroid 
function tests are advisable in these patients. 
 
Application and removal 

 
10.93 There is no need to overlap the wound area.  A secondary dressing is required.  If 
adherence is a problem, soak the dressing first with sterile 0.9% normal saline and gentle 
stretching of the dressing at diagonally opposite corners.  Inadine needs to be changed when 
the orange/brown colour changes to white (indicating all the iodine has been used up) 
generally every 1-2 days or at least every seven days, which ever is soonest. 
 
Sizes / ordering codes 
 
5 x 5 cm           pk of 25  EKB501    
9.5 x 9.5cm      pk of 25  EKB502 
 
Availability on Drug tariff 

All sizes available on drug tariff 
 

IODOFLEX / IODOSORB (IODINE DRESSING) 
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Product description 

 

10.94 Iodoflex and Iodosorb consist of a macrogol ointment base incorporating sterile, 
yellow-brown microspheres or beads 0.1- 0.3 mm in diameter. The beads, which are formed 
from a three-dimensional network of cadexomer - a chemically modified starch, contain 
elemental iodine within their structure. The Iodoflex paste is presented between two layers of 
gauze fabric which act as carriers and facilitate application. The iodine content of the beads 
used to produce the paste is higher than that of standard Iodosorb, in order to produce a final 
concentration of iodine in the paste of 0.9% w/w. In the presence of aqueous solutions or 
wound fluid, the beads in the ointment take up liquid and swell, slowly releasing the iodine, 
which imparts antibacterial properties to the dressing.  
 
Indications for use 
10.95 For the treatment of chronic exuding colonized/infected wounds, e.g. leg and foot 
ulcers and ischaemic ulcers requiring careful debridement.  

 
  Contraindications 

 
10.96 Iodoflex / Iodosorb is contraindicated in patients with known or suspected iodine 
sensitivity, Hashimoto’s thyroiditis, non-toxic nodular goiter, and children.  Iodoflex should not 
be used by pregnant or lactating women. 

 
Special Warnings and Precautions For Use 
 
10.97 Iodine may be absorbed systemically, especially when large wounds are treated. 
Patients with severely impaired renal function or a past history of any thyroid disorder are 
more susceptible to alterations in thyroid metabolism with chronic Iodoflex therapy.  In 
endemic goitre there have been isolated reports of hyperthyroidism associated with 
exogenous iodine.  It has been observed occasionally that an adherent crust can form when 
Iodoflex is not changed with sufficient frequency. 

 
Interactions with Other Medicaments and other forms of Interaction 
 

 10.98 There is a potential risk of interaction with lithium, resulting in an increased possibility 
of hypothyroidism.  Iodoflex should not be used concomitantly with mercurial antiseptics, e.g. 
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mercurochrome and thiomersal.  Since iodine may be absorbed systemically, the result of 
tests of the thyroid function can be influenced. 
 
Pregnancy and Lactation 
 
10.99 Iodine crosses the placental barrier and is secreted into breast milk.  Clinical 
experience of use in pregnant women is limited.  Insufficient animal data are available.  
Iodoflex should therefore not be used in pregnant or lactating women. 
 
Undesirable Effects 
 
10.100 About 5% of the patients treated with Iodoflex experience a transient smarting or pain 
within the first hour after application.  Contact allergy, alteration in thyroid function and local 
oedema has been reported in rare cases.  Minor reddening or swelling around the wound 
may occur without necessarily being an allergic reaction. 

 
Overdose 
 

 10.101 There have been no reported overdosages.  In case of excessive topical use of the 
Iodoflex paste, the treatment should be stopped, the area washed and symptomatic 
treatment introduced. 
 
Method of use 
 
10.102 In adults and the elderly, Iodoflex / Iodosorb is applied to the wound surface and then 
covered with a dry gauze dressing.  The frequency of change depends on the exudation from 
the wound. Changes should be made when the Iodoflex / Iodosorb has become saturated 
with wound exudate, indicated by loss of colour, usually two to three times a week. If the 
wound is exuding heavily, daily changes may be needed. 

 
10.103 Each time the unit dose paste is changed and at the end of the treatment the 
remaining Iodoflex should be gently removed from the wound surface with a stream of water 
or saline. 
 
10.104 A single application should not exceed 50g. The total amount of Iodoflex used in one 
week should not exceed 150g. 
 
10.105 The duration of treatment should not exceed three months in any single course of 
treatment. There is no experience in children, therefore Iodoflex is not recommended. 

 
 

Pharmacological Properties 
 

 Pharmacodynamic Properties 
 
10.106 Iodoflex consists of cadexomer iodine in a macrogol base applied to a polyester 
gauze carrier.  In contact with wound exudate Iodoflex absorbs fluid, removes exudate, pus 
and debris from the wound surface.  One gram of cadexomer iodine can absorb up to 6ml of 
fluid.  Iodine is physically immobilised within the matrix of the dry cadexomer iodine and is 
slowly released in an active form during uptake of wound fluid.  This mechanism of release 
provides antibacterial activity both at the wound surface and within the formed gel.  There is 
no evidence of the development of bacterial resistance to iodine.  The formed gel can easily 
be removed without damaging the fragile new epithelium underneath. 
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Preclinical Safety Data 
 

 10.107 In preclinical studies, Iodoflex has been shown not to interfere with normal wound 
healing.  Toxicity studies with daily skin applications of Iodoflex for 6 months in rabbits 
showed no evidence of local or systemic toxic effect.  Iodoflex did not cause sensitisation in 
animals. 
 
Incompatibilities 
10. 108 Iodoflex should not be used concomitantly with taurolidine, since there is a risk of 
metabolic acidosis. 
 

 
Sizes / ordering codes 
 
Iodoflex 

 5 g (6 x 4 cm)  pk of 5 )  
10 g (8 x 6 cm)   pk of 3 ) obtain from Pharmacy  
17 g (10 x 8 cm)   pk of 2 )  
Iodosorb 
10g                     pk of 4 ) obtain from Pharmacy 
20g                     pk of 2 )  
 

Availability on Drug tariff 

All sizes available on drug tariff 
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MEPILEX (SILICONE) 

Product description 

 

10.109 Mepilex is an absorbent, atraumatic silicone dressing made from 
polyurethane foam. The outer surface of the foam is bonded to a vapour-permeable 
polyurethane membrane, which acts as a barrier to liquid and microorganisms. The 
membrane, which has a wrinkled appearance, is applied in this way to 
accommodate the slight swelling that occurs as the dressing absorbs exudate. The 
wound contact surface of Mepilex is coated with a layer of soft silicone that does not 
stick to the surface of a wound or cause trauma to delicate new tissue upon 
removal.  

10.110 This soft silicone layer is also slightly tacky, which facilitates application and 
retention of the dressing to intact skin, but does not cause epidermal stripping or 
pain on removal. This gentle adhesion also tends to prevent maceration by inhibiting 
the lateral movement of exudate from the wound on to the surrounding skin.  

Indications for use 

10.111 Mepilex is suitable for dressing painful wounds such as leg ulcers and 
traumatic wounds resulting in skin loss.  It is also useful on thin, friable skin. The 
dressing absorbs exudate and maintains a moist wound-healing environment whilst 
minimising the risk of maceration. 

Contra-indications / warnings 

10.112 The manufacturers have identified no absolute contra-indications to the use 
of Mepilex  
 
10.113 The presence of clinical infection does not preclude the use of Mepilex 
provided that appropriate antimicrobial therapy is also provided. Sloughy wounds 
dressed with Mepilex may initially appear to increase in size due to autolytic 

Review date: 1st November 2011           Please ensure you have the latest version of this document                        Page 63 of 
123 

 



Pennine Acute hospitals NHS Trust Guidelines for the Prevention and Management of Wounds 
            CPME024 V3  

debridement promoted by the moist conditions produced beneath the dressing. This 
is normal and to be expected. Not routinely indicated for dry or low exuding wounds. 
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Method of use 

10.114 The wound contact surface of the dressing is protected by a divided plastic 
film that must be removed before use. If clinically indicated, the wound should be 
cleaned and the surrounding skin thoroughly dried. A dressing should be selected 
that overlaps the wound margin by at least two centimetres. If required Mepilex may 
be cut to size or shape before removal of the protective film. Once in position the 
dressing may be held in place with a bandage or other suitable retention aid. 
Additional absorbent pads are not usually required, as the plastic membrane on the 
outer surface of the dressing will prevent the passage of exudate from the Mepilex 
to the secondary absorbent layer. The wear time for this product is up to 7 days. 

Sizes / ordering codes 

10cm x 10cm  pk of 5  ELA 040 
15cm x 15cm   pk of 5  ELA 086 
20cm x 20cm   pk of 5  ELA087 
10cm x 20cm   pk of 5  ELA 085 
 
Availability on Drug tariff 

All sizes available on drug tariff 

 

MEPILEX BORDER (SILICONE) 

Product description 

 

 

10.115 Mepilex Border is an absorbent, atraumatic self-adhesive island dressing 
with a perforated soft silicone wound contact layer. The absorbent core of the 
dressing consists of three components, a thin sheet of polyurethane foam, a piece of 
non-woven fabric and a layer of superabsorbent polyacrylate fibres. The core is 
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located centrally upon a larger piece of polyurethane film and is held in place by the 
perforated silicone adhesive layer that extends to the outer margins of the dressing.  
This gentle adhesion also tends to prevent maceration by inhibiting the lateral 
movement of exudate from the wound on to the surrounding skin. The silicone layer 
does not adhere to the surface of a wound and therefore the dressing may be 
removed without causing pain or trauma.  

Indications for use 

10.116 Mepilex Border is suitable for dressing many types of moderate to heavy 
exuding wounds including leg and pressure ulcers and traumatic wounds resulting in 
skin loss. The dressing absorbs exudate and maintains a moist wound-healing 
environment whilst minimising the risk of maceration. It is useful for dressing 
awkward areas such as the sacrum and buttocks. 

Contra-indications / warnings 

10.117 The manufacturers have identified no absolute contra-indications to the use 
of Mepilex Border  
 
10.118 The presence of clinical infection does not preclude the use of Mepilex 
provided that appropriate antimicrobial therapy is also provided.  

Method of use 

10.119 The wound contact surface of the dressing is protected with a divided plastic 
film, which must be removed before use. If clinically indicated, the wound should be 
cleaned and the surrounding skin thoroughly dried before application of the 
dressings. If additional fixation is required this should only be applied around the 
margins of the dressing.  
 
10.120 The interval between changes will normally be determined by the amount of 
exudate produced by the wound, but the dressing may be left in place for several 
days on clean non-infected wounds.  

Sizes / ordering codes 

7.5 x 7.5 cm      pk of 5 ELA075 
10 x 10 cm        pk of 5 ELA076  
15 x 15 cm        pk of 5 ELA077 
15 x 20 cm        pk of 5 ELA078 
 
Availability on Drug tariff 

All sizes available on drug tariff 
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MEPITEL 

 
Product description 
 

 

10.121 Mepitel is a porous, semi-transparent, low-adherent wound contact layer, consisting 
of flexible polyamide net coated with soft silicone. The silicone coating is slightly tacky, which 
facilitates the application and retention of the dressing to the peri-wound area. This gentle 
adhesion also tends to prevent maceration by inhibiting the lateral movement of exudate from 
the wound on to the surrounding skin. The nature of the bond that forms between Mepitel 
and the skin surface is such that the dressing can be removed with minimum pain and 
without damaging delicate new tissue.  Mepitel is not absorbent, but contains apertures or 
pores approximately 1mm in diameter that allows the passage of exudate into a secondary 
absorbent dressing.  

Indications for use 

10.122 Mepitel is used in the management of wounds where adherence of a dressing to the 
underlying tissue represents a particular clinical problem. Typical applications include skin 
tears or abrasions, surgical excisions, second-degree burns, blistering conditions such as 
epidermolysis bullosa, lacerations, partial and full thickness grafts, and skin damage 
following radiotherapy or steroid therapy.  

Contra-indications / warnings 

10.123 The manufacturers have identified no absolute contra-indications to the use of 
Mepitel. As with all types of dressings, wounds should be regularly monitored for signs of 
infection or deterioration. When used on bleeding wounds, or wounds producing high 
viscosity exudate, Mepitel should be covered with a moist absorbent dressing pad. If Mepitel 
is used on burns treated with meshed grafts, or applied after facial resurfacing, imprints can 
occur if excess pressure is placed upon the dressing. Following facial resurfacing it is 
recommended that the dressing be lifted and repositioned at least every second day.  

Method of use 

10.124 The dressing is supplied between two layers of plastic film, which must be removed 
before use. Prior to application, if clinically indicated, the wound should be cleansed and the 
surrounding skin thoroughly dried. A dressing should be selected that overlaps the wound 
margin by at least two centimetres and, if necessary, this may be cut to size or shape before 
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removal of the protective films. If more than one piece of Mepitel is required, the dressings 
may be partially overlapped, ensuring that the pores are not blocked. Moistening gloves with 
sterile water or saline will help to stop the dressing sticking to the fingers and thus facilitate 
application. Once in position the dressing should be smoothed into place, ensuring a good 
seal with the surrounding skin, and covered with an appropriate absorbent secondary 
dressing and a suitable fixation device or bandage.  

In contoured or jointed areas (e.g. under arm, under breast, inner elbow, groin, deep 
wounds), it is important to ensure that sufficient padding is applied to keep the Mepitel in 
intimate contact with the wound surface.  

10.125 Where clinically indicated, topical steroids or antimicrobial agents can be applied 
either over or under Mepitel.  

10.126 Depending on the nature and condition of the wound, Mepitel may be left in place for 
extended periods, up to 7-10 days in some instances, but the outer absorbent layer should 
be changed as frequently as required. When Mepitel is used for the fixation of skin grafts and 
protection of blisters, it is recommended that the dressing should not be changed before the 
fifth day post-application.  

Sizes / ordering codes 

5cm x 7cm   pk of 5  EKH002 
8cm x 10cm  pk of 5  EKH003 
12cm x 15cm   pk of 5  EKH005 
20cm x 30cm   pk of 5  EKH016 
 
Availability on Drug tariff 

5cm x 7cm, 8cm x 10cm, 12cm x 15cm, 20cm x 30cm. 

 

METROTOP (TOPICAL ANTIBIOTIC) 

Product description 

 

10.127 Metrotop is a colourless, transparent, hypromellose gel, containing 0.8%w/v 
Metronidazole BP and Benzalkonium Chloride Solution BP 0.02%v/v. The gel is 
used alone or as an adjunct to systemic therapy to combat infection in malodorous 
wounds. Although traditionally associated with the management of anaerobic 
infections, laboratory studies have shown that at the concentration used in Metrotop, 
metronidazole is also active against a range of aerobic bacteria. It is likely therefore, 
that the gel may be of value in combating odour caused by these organisms also 
(Bale et al, 2004). The moist environment produced by the gel may also help to 
promote wound debridement by facilitating autolysis of slough and necrotic tissue.  

Review date: 1st November 2011           Please ensure you have the latest version of this document                        Page 68 of 
123 

 



Pennine Acute hospitals NHS Trust Guidelines for the Prevention and Management of Wounds 
            CPME024 V3  

Indications for use 

10.128 Metrotop has a product licence for use as a de-odouriser in the management 
of malodorous fungating tumours but it has also been used successfully in the 
treatment of other types of malodorous wounds such as pressure areas and leg 
ulcers, found on microbiological investigation to be clinically infected with organisms 
sensitive to metronidazole. However, the widespread and indiscriminate use of 
Metrotop for these applications is not recommended.  

Contra-indications / warnings 

10.129 Metrotop should not be applied to individuals who are hypersensitive to 
metronidazole.  
The use of systemic metronidazole may produce a number of undesirable effects 
and although there is no evidence that significant amounts of the drug are absorbed 
following topical application, potential users should consult the literature for further 
information if large quantities of gel are to be applied over extended periods.  
Because there is a theoretical possibility that metronidazole may be absorbed 
following topical application of Metrotop, the manufacturers recommend that the gel 
is not used during pregnancy or lactation unless considered essential by the medical 
officer in charge.  
 

Method of use 

10.130 Metrotop should be applied liberally to the surface of a previously cleansed 
wound and covered with a suitable secondary dressing, the choice of which will be 
governed by the nature of the wound. A simple absorbent pad will be adequate for 
heavily exuding wounds but for drier wounds the use of a more occlusive product is 
recommended to retain moisture and prevent both the wound and gel from drying 
out. A perforated plastic film dressing may be suitable for this purpose.  
Small cavity wounds may be partially filled with Metrotop, larger cavities may be 
lightly packed with a cavity dressing e.g. an alginate, impregnated with the gel.  
Metrotop is generally applied once or twice a day depending upon the location and 
condition of the wound.  

Sizes 

Available from pharmacy: 

15 g tube 
30 g tube  
 
Availability on Drug tariff 

Both sizes available on drug tariff 
 
 
SORBSAN (ALGINATE) 

 

Product Description 
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Flat sheet 

 

Ribbon    Rope 

 

10.131 Sorbsan flat is a sterile, non-woven, calcium alginate wound dressing, high in 
Mannuronic acid, and low in Guluronic acid. The fibres of Sorbsan Flat swell and form a 
Sodium-Calcium alginate gel in contact with wound exudate. This gel provides a ‘moist 
wound healing environment’, conforms to the contours of the wound, allows gaseous 
exchange, prevents ‘lateral strike through’ or ‘wicking’, allowing almost the whole dressing to 
be used on a wound, without the necessity of cutting down to size, minimises the risk of 
maceration to the surrounding tissue, facilitates wound healing, draws contaminating bacteria 
into the dressing, and away from the wound, along with wound exudate, minimises pain on 
dressing removal, minimises disruption to newly formed tissue on dressing removal and 
allows the dressing to be easily removed with saline (0.9%) solution. 

 

Indications for Use 

10.132 Sorbsan Flat may be used on wounds were there is a moderate to high level of 
exudate. Sorbsan Flat is therefore suitable for the management of partial thickness and full 
thickness wounds, arterial, venous, and diabetic leg ulcers, pressure ulcers, post-operative 
wounds, fungating lesions and wounds healing by secondary intention.  

 

Contraindications / Warnings 

10.133 Do not use on patients with a known sensitivity to Sorbsan Flat calcium alginate, or 
any of its components. Sorbsan Flat may be used on wounds which are clinically infected, 
when a medical practitioner is consulted, current wound treatment protocols are reviewed, 
underlying causes are addressed, appropriate antimicrobial therapy is given when so 
directed, Sorbsan is changed daily to allow visual inspection of the wound. No data is 
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available to support the use of topical medicinal preparations in conjunction with Sorbsan 
Flat. 

10.134 In the early stages of Sorbsan use, the wound may appear to increase in size. This is 
to be expected as the moist wound environment encourages autolytic debridement prior to 
granulation tissue formation and wound healing. In common with other hydrophilic wound 
dressings, an initial “drawing” sensation may be experienced shortly after application of 
Sorbsan. Wetting the wound with sterile saline 0.9% immediately before dressing application 
may help prevent this discomfort. As healing progresses and the wound becomes smaller 
less exudate is generally produced. If the wound is not producing enough exudate to gel 
Sorbsan’s fibres, a different dressing choice should be considered, in line with existing 
clinical protocols. 

 

Method of Use 

10.135 Use existing clinical protocols to clean / debride the wound in preparation for the 
application of Sorbsan Flat calcium alginate Wound Dressing. Ensure that the skin 
surrounding the wound is clean, dry, and free from grease, soaps or detergents.  Select a 
dressing that is of a suitable size and shape. Ensure a 5mm overlap around the wound edge 
to allow for the dressing gelling and conforming. Sorbsan Flat does not need to be cut to the 
size and shape of the wound. 

10.136 Apply the Sorbsan Flat dressing centrally over the wound bed. Apply an appropriate 
secondary dressing over Sorbsan flat to prevent dehydration. 

10.137 Dressing change frequency will depend on the type and condition of the wound. It 
may be necessary at first, when the exudate levels are at their highest, to change Sorbsan 
flat dressings daily. This frequency can be reduced as the exudate levels decrease, when 
deemed clinically appropriate. In wounds where clinical infection is observed Sorbsan should 
be changed daily to allow visual inspection of the wound. 

10.138 To remove Sorbsan Flat calcium alginate from the wound peel at each edge, and 
then lift the non-gelled part of the dressing away. Irrigate the wound with sterile saline (0.9%) 
to remove Sorbsan gel left in the wound site.  

 

 

Sizes / ordering codes 

5x5cm,   pk of 10 ELS 001 

10x10cm,  pk of 10 ELS 019 

10x20cm,   pk of 5  ELS 018 

30 cm / 2g rope pk of 5  ELS 213 

40cm / 1g ribbon pk of 5  ELS 016 

 

Availability on Drug tariff 

All sizes available on drug tariff 
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10.139 Specialist interactive dressings * 
 

 The specialist formulary is available to: 
 Tissue Viability Nurses, Vascular Specialist Nurses, Podiatrists, 

Lymphoedema Nurse Specialists and Dermatology Nurses.  Wards or 
departments requiring dressings from this formulary should liaise with one of 
the above disciplines as appropriate. 

 

Brand name Generic name Ordered from Legal category 
Acticoat Silver Supplies Medical device 
Acticoat 7 Silver Supplies Medical device 
Acticoat Absorbent Silver Supplies Medical Device 
Alione Hydrocapillary dressing Supplies Medical device 
Allevyn Thin Foam Supplies Medical device 
Allevyn Compression Foam Supplies Medical device 
Hyalofill-F Hyaff dressing Supplies Medical device 
Hydrosorb Hydrogel sheet Supplies Medical device 
Promogran Protease modulating dressing Supplies Medical device 
Urogtul SSD Silver  Supplies Medical device 
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ACTICOAT (SILVER DRESSING) 

Product description 
 

 
 

 
11.140 Acticoat consists of a silver-coated high-density polyethylene mesh, and a non-woven 
fabric of rayon and polyester.  The components are ultrasonically welded together to maintain 
the integrity of the dressing in use.   Metallic silver (nanocrystalline) exhibits pronounced 
antibacterial activity against a wide range of Gram-positive and Gram-negative bacteria 
including strains resistant to many types of antibiotics.  It is also effective against clinically 
important strains of yeast and fungi. 

 
Indications for use 
 
10.141 Acticoat is used as an antimicrobial barrier layer for partial and full-thickness wounds 
such as leg ulcers, pressure ulcers, burns, donor sites and graft recipient sites that are 
judged to be at risk from infection or are critically colonised with bacteria. 

 
Contra-indications/Warnings 
 
10.142 Acticoat is contraindicated in patients with known hypersensitivity to any of the 
components of the product. Acticoat should not be used with oil-based products or other 
topical anti-microbials. 
 
10.143 It may cause transient grey discolouration of the surrounding skin. (Agyria) 
 
Method of use 

 
10.144 It is recommended that prior to use Acticoat be moistened with sterile water (not 
saline as this interacts with silver).  This will help to ensure that the dressing provides a moist 
wound-healing environment whilst enabling the silver to exert its antimicrobial effect.  It also 
stops the dressing adhering to the wound surface. 
 
10.145 If necessary, the dressing may be trimmed to the appropriate size and shape of the 
wound prior to application taking care that the darker blue surface is placed in direct contact 
with the wound. 
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10.146 Acticoat should be covered with a secondary dressing the choice of which is 
determined by the degree of exudate produced by the wound and held in place with surgical 
tape or a bandage as appropriate. 
 
10.147 It is recommended that Acticoat should be left in place for a maximum of 3 days and 
Acticoat 7 may be left in place for a maximum of 7 days although on very heavily exuding 
wounds, it may be necessary to replace it more frequently. 
 
 
Sizes / ordering codes 
 
5cm x 5cm  pk of 5  ELY141 
10cm x 10cm  pk of 12 ELY071 
10cm x 20cm  pk of 12 ELY072 
20cm x 40cm  pk of 6  ELY073 
 
Availability on Drug tariff 

All sizes available on drug tariff 
 
 
ACTICOAT ABSORBENT (SILVER DRESSING) 
 
Product description 

 

10.148 Acticoat Absorbent with SILCRYST nanocrystals is an absorbent alginate dressing 
incorporating nanocrystalline silver on both sides of the dressing to provide antimicrobial 
protection and absorbency 

Indications for use 
 
10.149 As an anti-microbial absorbent dressing over partial and full thickness wounds such 
as: Pressure Ulcers, Venous Ulcers, Diabetic Ulcers, Burns, Donor and Recipient Graft Sites 
and Cavity wounds 
Acticoat Absorbent may be used on infected wounds. Where the product is used on infected 
wounds the infection should be inspected and treated as per local clinical protocol 
 
 
Contraindications / warnings 
 
10.150 Do not use on patients with a known sensitivity to silver or alginates.  Do not use on 
patients undergoing MRI (Magnetic Resonance Imaging) examination.  Do not use on dry or 
non-exuding wounds.  Whilst Acticoat Absorbent assists in the management of wounds 
prone to minor bleeding, it is not intended to be used as a surgical sponge or to achieve 
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haemostasis in heavily bleeding wounds.  Acticoat Absorbent is not compatible with oil-based 
products, such as petrolatum.  Avoid contact with electrodes or conductive gels during 
electronic measurements e.g. EEG and ECG.  Do not use if product colour is not uniform.  
Ensure that the packing in cavities, sinuses etc has been removed. The dressing may adhere 
if used on very lightly exuding wounds. If the dressing is not easily removed, moisten it with 
sterile water then remove 
 
Method of use 
 
10.151 Cleanse the wound using conventional, non oil-based techniques and leave the 
wound moist. 
Remove Acticoat Absorbent Dressing from the package.  Apply the dressing to the wound, 
either side down, and secure with an appropriate secondary dressing that will maintain a 
moist environment. 
Ensure the dressing remains moist, but not so wet that tissue maceration occurs.  Change 
the dressing depending on the amount of exudate and the condition of the wound.  If the 
dressing dries and adheres to the wound, moisten or soak the dressing prior to removal.  
Avoid forceful removal of the dressing and disruption of the healing wound. 
 
 
Sizes / ordering codes 
10 x 12.5cm dressing   box of 5  ELY171 
2 x 30cm dressing   box of 5 
 
 
Availability on Drug tariff 

All sizes available on drug tariff 
 
 
ALIONE ADHESIVE AND NON-ADHESIVE (HYDROCAPILLARY DRESSING) 
 
Product Description 
 

       
 
10.152 Alione Hydrocapillary adhesive dressing and Alione Hydrocapillary Non-adhesive 
dressing are highly absorbent Hydrocapillary dressings which provide an optimal, moist 
wound healing environment for exudating wounds.  The adhesive dressing has a skin friendly 
hydrocolloid adhesive framing, a wound contact layer and an absorbent pad (hydrocapillary 
layer) between the wound contact layer and a water proof semi-permeable film backing.  The 
non-adhesive dressing has a microporous skin protection layer and is especially suitable for 
use on fragile skin. 
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Indications for use 
 
10.153 Alione adhesive dressing is indicated for the treatment of high, medium and low 
exudating leg ulcers and pressure ulcers with healthy skin surroundings.  Alione non-
adhesive dressing is indicated for the treatment of high, medium and low exuding leg ulcers 
with fragile surrounding skin.  
 
10.154 The dressings may also be used throughout the healing process to provide padding 
and protection for second degree burns and diabetic wounds (primarily lower leg and foot).  
They are suitable for use under compression bandaging. 
 
Contraindications / warnings 
 
10.155 May be used on patients with local and systemic infections under the discretion of a 
healthcare professional.   
 
10.156 Do not use on dry necrosis together with hydrogel due to potential risk of drying out of 
the hydrogel. 
 
10.157 Alione dressings must be removed prior to radiation treatment (x rays, ultrasonic 
treatment, diathermy and micro waves). 
Method of use 
 
10.158 Choose an Alione dressing size where the absorbent pad is larger than the wound.  
Do not cut the dressing.  Alione dressings should be changed when clinically indicated or 
when the hydrocapillary layer is saturated with exudates.  They may be left in place for up to 
7 days depending on the amount of exudates, dressing condition and type of wound. 
 
Sizes / ordering codes 
 
Alione adhesive       
    
10cm x 10cm  pk of 10  ELY103   
12.5cm x 12.5cm pk of 10  ELY104   
15cm x 15cm  pk of 10  ELY105    
20cm x 20cm  pk of 10  ELY114  
12cm x 20cm  pk of 10  ELM085    
  
Alione non-adhesive 
 
10cm x 10cm  pk of 10  ELY106 
12.5cm x 12.5cm pk of 10  ELY107 
15cm x 15cm  pk of 10  ELY108 
20cm x 20cm  pk of 10  ELY115 
12cm x 20cm  pk of 10  ELY086 
 
Availability on Drug Tariff 
 
All sizes on drug tariff 
 
 
 
ALLEVYN COMPRESSION (FOAM) 
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Product description 
 

 
 
10.159 Allevyn Compression is a wound dressing that contains a highly absorbent material 
embedded in a polyurethane matrix covered by a waterproof outer film. 
 
Indications for use 
 
10.160 It can be used under the direction of a healthcare professional for the management of 
surface wounds with moderate to high levels of exudate such as leg ulcers, diabetic ulcers, 
first and second degree burns and stage 1 to 4 pressure ulcers. 
 
Contraindications / warnings 
 
10.160 Do not use on wounds with exposed muscle, bone or tendon.  Do not use on third 
degree burns.  Infected wounds should be inspected daily and treated appropriately 
The use of oxidising agents e.g. hydrogen peroxide and hypochlorite solutions should be 
avoided with Allevyn Compression. 
 
 
Method of use 
 
10.161 Select an appropriate dressing size to overlap the edge of the wound by at least 2cm.  
The dressing can be cut, especially to dress wounds on heels, elbows and other awkward 
areas.  Apply the self adherent side of the dressing to the wound, ensuring good contact.  
Allevyn Compression needs additional fixation.  Therefore the use of bandages is 
recommended, e.g. a compression bandage.  To remove the dressing, lift one corner and 
pull the dressing back on itself.  The frequency of dressing change depends on the level of 
wound exudate.  Change the dressing when the secondary dressing rises or strike-through 
occurs.  The interval between dressing changes is one to several days.  A dressing change is 
at least once a week. 
 
Sizes / ordering codes 
 
5cm x 6cm  carton of 10  ELA090 
10cm x 10cm  carton of 5  ELA091 
15cm x 15cm  carton of 3  ELA114 
15cm x 20cm   carton of 3  ELA092 
 
 
Availability on Drug tariff 
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All sizes available on drug tariff 
 
 
ALLEVYN THIN (FOAM) 
 
Product description 
 

 

10.162 Allevyn Thin is a self adhesive dressing that contains a highly absorbent material 
embedded in a self-adherent polyurethane matrix covered by a waterproof polyurethane 
outer-film.  It’s flexibility allows application to most parts of the body. 

Indications for use 

10.163 Allevyn Thin is designed for the management of granulating, low to moderately 
exuding superficial wounds such as leg ulcers, abrasions, skin graft donor sites, pressure 
ulcers and partial thickness burns 
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Method of use 

10.164 Select an appropriate dressing size to overlap the edge of the wound by at least 2cm.  
The dressing can be cut, especially to dress wounds on heels, elbows and other awkward 
areas.  Apply the self adherent side of the dressing to the wound, ensuring good contact.  
Allevyn Thin does not require a secondary dressing.  To remove the dressing, lift one corner 
and pull the dressing back on itself.  The frequency of dressing change depends on the level 
of wound exudate.  Change the dressing when strike-through occurs.  The interval between 
dressing changes is one to several days.  A dressing change is at least once a week.  To 
remove the dressing, lift one corner and pull the dressing back on itself. 
 
Contraindications / warnings 
 
10.165 Do not use Allevyn Thin dressings with oxidising agents such as hypochlorite 
solutions (e.g. Eusol) or hydrogen peroxide, as these can break down the absorbent 
component of the dressing.  
Reddening of the skin around the wound has been reported rarely, following the use of 
Allevyn thin dressings. In some cases this relates to irritation of fragile skin, in others, wound 
exudate remaining in contact with normal skin for prolonged periods may be the cause.  Do 
not use on wounds with exposed tendon, muscle or bone where a risk of drying out exists. 
 
10.166 Do not use on wounds where the surrounding skin is damaged or sensitive. 
If reddening or sensitisation occurs, discontinue use and consult a healthcare professional. 
 
5cm x 5cm    pk of 20  ELA030 
10cm x 10cm    pk of 20  ELA032 
10cm x 20cm    pk of 10  ELA033 
15cm x 20cm    pk of 10  ELA034 
 
Availability on Drug tariff 

All sizes on drug tariff 
 
 
HYALOFILL F (HYAFF DRESSING) 
 
Product description 

 
 
10.167 Hyalofill is made of a unique fibrous fleece composed of HYAFF an ester of 
Hyaluronic Acid (HA) a naturally occurring extra-cellular matrix molecule and a major 
component of skin.  When Hyalofill comes into contact with wound exudate, a hydrophilic gel 
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is produced.  The Hyalofill gel provides a HA rich wound interface which is conductive to 
granulation and healing. Hyalofill F is a flat non –woven absorbent fleece composed of 
HYAFF, which is 65% esterified.  When Hyalofill F comes in contact with serum or wound 
exudate, a hydrophilic gel is produced.  The hyalofill gel overlays the wound and provides a 
moist wound environment conducive to granulation and healing.  The gel absorbs wound 
exudate efficiently, and provides a hyaluronan-rich tissue interface.  It conforms well to the 
contours of the wound and can be cut to suit various wound shapes without linting 

 
Indications for use 

 
10.168 Diabetic foot ulcers (neuropathic or neuro/ischaemic) which are failing to heal. 
Ischaemic foot ulcers associated with mild-moderate peripheral vascular disease which is 
failing to heal. 
Other chronic wounds which are resistant to healing e.g. venous ulcers (Taddeucci et al, 
2004) 
Donor skin graft sites. 

 
Contra-indications/warnings 

 
10.169 Not to be used on patients with known sensitivity to the dressing or its components.   
Can only be continued on infected wounds under the direction of the physician.  In this case 
the dressing should be applied daily and systemic antibiotics prescribed as appropriate. 
 
Method of use 
 
10.170 For optimal results the wound should be clean. Pre-treatment of necrotic and sloughy 
wounds is recommended so that the Hyalofill can be applied in close contact with the 
granulation tissue in the wound bed. Place the Hyalofill onto the surface of the wound.  It 
maybe cut to the shape of the wound without linting.  Cover with a secondary dressing, this 
should be absorbent if heavily exuding. For light to moderately exuding wounds an occlusive 
dressing should be considered.  The interval between dressing changes is dependent on 
levels of exudate and the state of the wound.   In general a new application of Hyalofill is 
suggested every 3 days to sustain an HA rich tissue interface. Hyalofill is 100% 
biodegradable, any residual Hyalofill maybe easily removed by irrigating with normal saline. 

 
Sizes / ordering codes 
 
5cm x 5cm  pk of 3  ELS093 
10cm x 10cm  pk of 1  ELS094 
 
 
Availability on Drug tariff 

Not currently available on drug tariff 

HYDROSORB (HYDROGEL SHEET) 

Product description 

Review date: 1st November 2011           Please ensure you have the latest version of this document                        Page 80 of 
123 

 



Pennine Acute hospitals NHS Trust Guidelines for the Prevention and Management of Wounds 
            CPME024 V3  

 

10.171 Hydrosorb is a transparent, hydrocellular gel dressing made of absorbent 
polyurethane polymers covered with a semi-permeable polyurethane film, which 
prevents penetration of water and micro-organisms. The three-dimensional gel 
structure of Hydrosorb® has a water content of 60%. Thus, from the very beginning, 
Hydrosorb® represents a moist dressing with outstanding biocompatibility. 

Indications for use 

10.172 Hydrosorb immediately creates a moist environment and is thus particularly suitable 
for treating chronic wounds.  Second degree burns, donor sites, chronic wounds where 
granulation is unsatisfactory including leg ulcers, pressure ulcers. Hydrosorb promotes the 
formation of new tissue during the granulation phase. Hydrosorb maintains a moist wound 
environment. This is achieved without any risk of wound exudate accumulating, even during 
prolonged application. Granulation tissue is prevented from drying out.  Hydrosorb does not 
stick to the wound. The dressing may be changed without damaging the new tissue As 
Hydrosorb is transparent, the wound may be inspected at any time without having to remove 
the dressing. This considerably reduces the frequency of dressing changes.  The soft elastic 
properties of the gel also give Hydrosorb a good cushioning effect.  Hydrosorb is not 
dissolved by absorbed wound exudate. Thus it can be removed from the wound in one piece. 
No residues are left on the wound and assessment may be made without prior, time-
consuming rinsing being necessary Hydrosorb has a slight self-adhesive effect. However, for 
fixation over a longer period of time, it should be secured additionally with tape or a dressing 
retention bandage. Hydrosorb is especially suitable for the treatment of chronic, slow-healing 
wounds where the granulation process is not functioning satisfactorily, e.g. in leg ulcers, 
pressure sores, etc. It is also used to treat second-degree burns, and to promote re-
epithelialisation at split-skin graft donor sites after bleeding has stopped. 

Contraindications / warnings 

10.173 Hydrosorb is immunologically and toxilogically inactive; sensitising effects are not to 
be expected, even during prolonged application. 

10.174 Hydrosorb should not be used on exposed structures such as bones, muscles, or 
tendons, in clinically infected wounds or ulcers resulting from chronic infections, following 
tuberculosis, syphilis, deep mycotic infections, or for third-degree burns. 
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Method of use 

10.175 The composition of the gel structure of Hydrosorb assures that the material is not 
resolved by the absorbed exudate. Unlike hydrocolloids, Hydrosorb can therefore be 
removed as one intact dressing which makes dressing changes easier. No residues remain 
on the wound; the wound profile can be assessed without previous irrigation.  

10.176 Hydrosorb possesses a certain self-adhesive effect making its application 
considerably easy. Its adhesive properties are, however, not sufficient as only fixation during 
long-term treatment, so that the dressing needs to be additionally secured with adhesive 
tapes or retention bandages. 

10.177 Hydrosorb plus is equipped with a broad adhesive fixation border made of a 
hypoallergenic foam, that ensures good attachment and is at the same time particularly kind 
to the skin.  

10.178 The size of Hydrosorb should be chosen so that the dressing exceeds the edges of 
the wound by approx. 2 cm. For larger wounds several overlapping dressings may be 
applied. Hydrosorb is pressed firmly against the wound edges and, as a rule, is attached with 
a suitable dressing retention bandage, adhesive tape, or a compression bandage;  

10.179 For good dressing results around joints and round body contours, Hydrosorb can be 
cut and moulded to shape without problems and may be fixed in an overlapping manner. The 
blue protective foil should in this case be removed after cutting. 

10.180 The absorption of wound secretions is indicated by the formation of a blister over the 
wound. When the blister almost covers the wound area, Hydrosorb should be changed. 
Depending on the activity of secretion, a daily dressing change may be necessary in the 
cleansing phase; with declining exudation, Hydrosorb may then stay on the wound for 
several days. To remove the dressing, Hydrosorb should be loosened at the edges and 
cautiously peeled off the wound. 

Sizes / ordering codes 

10cm x 10cm  pk of 5  ELE012 

20cm x 20cm  pk of 3  ELE017 

Availability on Drug tariff 

All sizes available on drug tariff 

PROMOGRAN (PROTEASE MODULATING DRESSING) 

Product description 
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10.181 Promogran consists of a sterile, freeze dried matrix composed of collagen 
and oxidised regenerated cellulose (ORC), formed into a sheet approximately 3 mm 
thick cut into hexagonal pieces.  In the presence of wound exudate the matrix 
absorbs liquid and forms a soft, conformable, biodegradable gel that physically 
binds and inactivates matrix metalloproteases (MMPs), which have a detrimental 
effect on wound healing when present in excessive quantities[. 

10.182 The gel also binds naturally occurring growth factors within the wound and 
protects them from degradation by the proteases, releasing them back into the 
wound in an active form as the matrix is slowly broken down.  

Indications for use 

10.183 Promogran is indicated for the management of all types of slow healing 
chronic wounds that require a ‘kick-start’ and are free of necrotic tissue and visible 
signs of infection. These include leg ulcers, both venous and arterial in origin, 
pressure sores and ulcers that occur on the feet of patients with diabetes. The 
matrix, which also has haemostatic properties, can be used in conjunction with 
compression therapy.  

Contra-indications / warnings 

10.184 Promogran is contraindicated in patients with known hypersensitivity to 
either of the components of the product i.e. ORC and collagen. If signs of a 
sensitivity reaction develop during use, treatment should be discontinued.  
No safety issues associated with the use of Promogran in the treatment of pressure 
ulcers, venous ulcers and diabetic ulcers have been identified to date.  
 
Method of use 
 
10.185 Before treatment, dry necrotic tissue must first be removed using an 
appropriate technique.  
The matrix should be applied directly to the wound using sufficient pieces to 
completely cover the wound bed.  
In the treatment of very dry wounds, sterile saline or Ringer's solution should be 
used to hydrate each sheet prior to application to initiate the gelling process.  
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Once in place the Promogran matrix must be covered with a low-adherent 
secondary dressing that will conserve moisture and maintain a moist wound-healing 
environment.  
The gel that is formed by interaction with wound exudate is biodegradable and need 
not be removed at each dressing change unless it is necessary to cleanse the 
wound for some other reason.  
 
10.186 If infection develops during treatment, appropriate antimicrobial therapy 
should be initiated.  
No data has been generated to date on the use of this product with topical 
medicaments.  
 
10.187 The interval between dressing changes is determined principally by the 
condition of the wound. In heavily exuding wounds, it may be necessary to replace 
the matrix daily initially, but on lightly exuding wounds it may be left undisturbed for 
2-3 days.  
  

Sizes 

28 cm x 28cm  pack of 10 ELZ 001  

 

123 cm x 123 cm  pack of 10 ELZ 002 
 
Availability on Drug tariff 

Both sizes available on drug tariff 
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URGOTUL SSD (SILVER DRESSING) 
 
Product description 
 

 

10.188 Urogtul SSD is a soft polymer wound contact dressing impregnated with silver 
sulfadiazine.  It comprises of a polyester mesh impregnated with hydrocolloid particles 
(carboxymethylcellulose), petroleum jelly and silver sulfadiazine. On contact with the exudate 
from the wound, the hydrocolloid particles (CMC) gel and interact with the Urogtul SSD 
Vaseline component in order to form a lipido-colloid contact interface which creates the 
conditions which favour the healing process (healing in a moist environment). 

10.189 The presence of silver sulphadiazine, which is an antibacterial agent, confers on the 
Urogtul SSD dressing the ability to act on the organisms which are most frequently 
responsible for infecting wounds.  Silver sulphadiazine has a wide spectrum of antimicrobial 
activity covering the Gram +ve and Gram –ve bacteria and certain moulds and yeasts.  It is 
mainly effective against Staphylococcus aureus and against Pseudomonas aeruginosa.  
Fatty in it’s composition without being greasy to the touch, Urogtul SSD does not adhere 
either to the wound or the area around it. 

Indications for use 

10.190 It is indicated for in the local treatment of superficial or deep second degree burns 
where there is a risk of infection (Carsin et al, 2004) and in the management of heavily 
colonised / infected leg ulcers.  

Contraindications / warnings 
 
10.191 When the dressing is used over a large surface area which has been injured and/or 
for a prolonged treatment, it is not possible to exclude the risk of a systemic effect linked to 
the silver sulphadiazine (risk of general haematological, renal, intestinal and skin 
complications).  Urogtul SSD can adhere to surgical gloves.  Consequently, it is 
recommended that the gloves to be moistened with normal saline in order to make it easier to 
hold the dressing.  Concomitant use with other local treatments is not recommended.  Use in 
patients suffering from renal of hepatic impairment, in pregnant women and in neonates is 
contraindicated in the absence of specific clinical information. 
The silver sulphadiazine can give rise to: 

 Erythema, contact eczemas and rare case of argyria 
 Photosensitivity 
 Leucopenias which are sometimes severe and which usually arise during the first 

days of treatment 
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Method of use 

10.192 Apply directly to the wound and cover with a secondary dressing   Urgotul SSD 
should be changed every 24-48 hours   Treatment should be limited to not more than one 
month. Beyond one month medical staff should reassess the relevance of the treatment with 
this dressing. 

 
Sizes / ordering codes 
 
10cm x 12cm  pk of 10  EKB020 
15cm x 20cm  pk of 10  EKB022 
 
Availability on Drug tariff 

Both sizes on drug tariff 
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10.193 Products to be avoided or for ‘restricted use’   
 

Product Reasons for avoidance Evidence Restricted use 
Gauze Gauze is known to shed fibres when placed 

directly onto the surface of a wound.  It has a 
tendency to adhere to the surface of a drying 
wound  

 

There is the likelihood that capillary loops – 
newly formed blood vessels – and granulation 
tissue will grow through the dressings and 
cause significant pain and trauma at dressing 
removal 
Gauze is most likely to cause pain. 
Dried out dressings and adherent products are 
most 
likely to cause pain and trauma at dressing 
changes 

Thomas, 
(1994) 

Thomas, 
(1994) 

Moffatt et al 
(2002) 

 
Hollinworth 

(2000) 
 

Not recommended 
as a primary 
dressing 

Paraffin 
Gauze (e.g. 
Paratulle, 
Unitulle, 
Jelonet, 
Honey tulle, 
Bactigras) 
 

If the dressing is placed upon a heavily exuding 
wound, its semi-occlusive nature may cause 
tissue maceration by preventing movement of 
exudates away from the wound  
Adherence is a problem as granulation tissue 
can become incorporated into the open weaves 
structure of the dressing causing damage on 
removal Irrigating the dressing is of little benefit 
as paraffin is hydrophobic.  

(Thomas, 
1990). 

Use with caution. 
Consider 
alternatives e.g. 
Atraumann, NA 
Ultra 

Impregnated 
Tulle (e.g. 
Bactigras) 
 

 The dressing tends to adhere 
 Acquired resistance has been reported 

Morgan 
(2004) 

Not recommended 
for use. 
Alternative anti 
microbial 
dressings are 
available. 

Chlorhexidine 
products 

 Toxic to cells 
 Ineffective against some strains of 

MRSA 
 Potential for sensitivity and anaphylactic 

reactions 

 Use restricted to 
skin cleansing 
only 

Cetrimide 
products 

• toxic to cells / tissues 
• can cause skin sensitivities 
• efficacy reduced in presence of pus and 

blood 
 

Thomas 
(1990) 

Crest (1998) 

Use with caution in 
infected or heavily 
contaminated 
wound only 

Sodium 
Hypochlorite 
(e.g. Eusol, 
Chlorasol, 
Milton) 

Morgan 
(2004) 

Hypochlorite solutions cause pain and induce 
an irritant response.  They damage the 
microcirculation, delay wound healing and the 
antiseptic effect is rapidly reduced by organic 
matter e.g. pus  Disadvantages include: 

• cell toxicity 
• reduced capillary blood flow 
• toxic to granulation tissue 
• prolongs inflammatory response 
• skin irritation, discomfort and pain 
• localised oedema 

 
 

Not recommended 
for use in open 
wounds 
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• limited debriding ability 
 

Fusidic acid 
(Fucidin) 

Narrow-spectrum antibiotic for use with 
penicillin-resistant staphylococci 
Risk of skin sensitization 
 
 
 
 
 

Morgan 
(2004) 

Not recommended 
for use on open 
wounds 

Proflavine 
cream 
 

 Can cause sensitivity due to the wool-
fat component.   

 The water-in-oil cream has little or no 
antibacterial activity as the proflavine is 
not released form the emulsion base  

 

Morgan 
(2004) 
 
Moore and 
Foster 
(2001) 
Gupta et al 
(1991) 

Not recommended 
for use. 
More modern 
alternatives, i.e. 
Aquacel, Sorbsan 
have been 
demonstrated to 
offer benefits over 
Proflavine 

Hydrogen 
Peroxide 
 
 

• It can be caustic to surrounding skin 
and wound.   

Morgan, 
(2004) 

Used to clean 
excessively dirty, 
infected, wounds 
but is not 
recommended on 
clean wounds 

• Irrigation of hydrogen peroxide solution 
under pressure or into enclosed body 
cavities may have serious 
consequences such as oxygen embolus 
and surgical emphysema  

• mechanical cleansing action, reacts 
with catalase in wounds, releasing 
oxygen which removes some 
contaminants 

• toxic to fibroblasts 
• irrigation into closed cavities can cause 

air emboli and surgical emphysema 
Mupirocin 
(Bactroban) 

Stinging, burning, itching may occur on 
application 
There have been reports of spreading 
resistance to mupirocin among Staph. aureus 

Morgan 
(2004) 

Used for bacterial 
skin infections.  
Possible use in 
wounds (<10cm x 
10cm) infected by 
MRSA.  Use only 
after advice 
sought from 
Microbiologist 

Potassium 
permanganat
e 
(Permitabs) 

• can cause staining of skin  
Morgan 
(2004) 
 
 
  
 
 
 

Used under the 
direction of the 
Dermatology / 
Tissue Viability 
Team. 
Used as daily 15 
min soaks to treat 
heavily exuding 
eczematous skin 
conditions. 1 
tablet dissolved in 
4 litres of water 
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Topical 
steroid 
e.g. 
hydrocortison
e cream 

Topical steroid creams are not recommended 
for use on open wounds 

Morgan 
(2004) 

Used for treating 
hypergranulation 
tissue under the 
direction of the 
Plastic Surgeon or 
Tissue Viability 
team.  Use 
sparingly for short 
periods 
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10.194 Secondary dressings 
 
A secondary dressing overlies the primary wound contact dressing and is NOT in direct 
contact with the wound bed.  The indications for using a secondary dressing are: 

 securing a dressing in place 
 managing wound exudate 
 providing the wound with protection from external trauma, micro-organisms 
 maintaining wound rehydration e.g. dry / low exuding wounds 
 containing wound odour 

 
Points to consider when selecting a secondary dressing: 

 level of wound exudate 
 Location of wound 
 Frequency of dressing change 
 Condition of surrounding skin 
 Treatment objectives 
 

10.195 Examples of secondary dressings 
 

Brand name(s) Generic name 
Surgipad Sterile absorbent dressing pad 
Soffban, Velband, Cellona Orthopaedic wool 
Allevyn Foam dressing 
C-View Vapour-permeable film dressing 
 
10.196 Securing dressings 
 

 
 

A method of securing a 
dressing should be chosen in 
accordance with: 
 
Location of wound  
 
 
Patients lifestyle  
 
 
 
Age of patient  
 
 
Condition of the surrounding 
skin  
 
 
 
 
Possible methods of securing 
a dressing include: 
Tape e.g. Micropore, 
Transpore, and Mefix.  
Tubular stockinette e.g. 

 
  

Example of tubular stockinette
used to retain toe dressings 

 

For example sacral 
dressings have a tendency to 
‘ruck-up’. 
 
For example some patients 
may want to continue bathing 
and a waterproof dressing is 
required to secure. 
A child’s dressing needs to 
be secured well to withstand 
their activities. 
Fragile; ‘tissue-paper’ skin, 
often found in the elderly, 
can be easily damaged by 
the inappropriate use of an 
adhesive dressings or tape. 

Review date: 1st November 2011           Please ensure you have the latest version of this document                        Page 90 of 
123 

 



Pennine Acute hospitals NHS Trust Guidelines for the Prevention and Management of Wounds 
            CPME024 V3  

Tubiton. 
Semi-permeable film 
dressings e.g. C-View. 
Conformingaretention 
bandages e.g. K Band, 
 
10.197 Tapes 

Examples of brands 

Mefix (Molnycke) 
 High tensile strength 
 Conformable 
 ‘Wear resistant’ 
 Do not use on fragile skin 
 Do not use if sensitive to acrylic adhesive 
 Do not apply under tension – shearing force 
 
Micropore (3m) 
 Vapour permeable 
 Prevent maceration 
 Do not use on fragile skin 
 Do not apply under tension – shearing force 
 
Transpore (3m) 
 Vapour permeable 
 Do not use on fragile skin 
 Can cause tourniquet effect if wrapped around limb 
 Do not apply under tension – shearing force 
 
Sleek 
 Waterproof 
 Conforms to body shape 
 Advised by the tissue viability team to use only when securing larvae therapy  
 
10.198 Tapes are commonly used for dressing retention. Application of tape to skin can have 
an adverse effect, causing trauma on removal, especially to fragile skin, where the use of 
tape should be avoided at all times. If tape is placed on skin under tension, it can cause a 
shearing force on movement, leading to tissue damage.  If dressings are being applied to 
areas where they may need to be affixed, e.g. to leg wounds, consider the use of tubular 
stockinette as an alternative. 

Dressing / bandage protectors 

10.199 Seal Tight (Autono-Med Ltd) - a cast and bandage protector that allows the wearer to 
take a bath or a shower without getting the affected limb wet.  An application ring eliminates 
need for strapping, pumps or velcro closure.  The non latex diaphragm stretches over cast or 
bandage to form watertight seal.  It is reusable with normal care, lasts months even with daily 
usage. 
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11.0 SKIN CARE 
  
11.1 General skin management for patients with leg ulceration 
  

 Action  Rationale  Evidence 
 Boardman 
(1998) 

For a patient with 
venous/mixed 
aetiology leg ulcers to wash 
leg with warm tap    water and 
pat dry 

Tap water is used by a number of 
practitioners with no adverse effects. Soaps 
and detergents should be avoided as they 
remove lipids from the skin, and may 
exacerbate dry skin conditions. 

  
 
Hollinworth 
(1998)    

De-scale dead skin, using 
forceps. 

This reduces hyperkeratosis (overgrowth of 
the cornified epithelial layer of the skin).  Skin 
scales can also act as a focus for infection. 

 Crest 
(1998)  

  After washing, apply a simple 
ointment based emollient, in 
downward strokes. 

Emollients work by preventing water loss and 
by binding water to the skin, so they are more 
effective when used on damp skin. 

  
 Peters 
(1992)  To prevent folliculitis all emollients should be 

applied in downward strokes.    
 Lawton 
(1996) 

Ointments are oil based, and therefore more 
effective than creams as emollients.  They 
also contain fewer potential allergens.   

 Boardman 
(1998) 

The emollients of choice are ones that are 
least expensive, but are effective and which 
the patient finds acceptable and is prepared 
to use on a regular basis.  A simple product 
such as Diprobase ointment contains no 
additives or preservatives. 

 

Urea is added to some emollients and may 
help to rehydrate thickened and scaling skin 
but may cause stinging.  As the evidence 
showing additional benefits of urea is limited a 
simple emollient should be tried first. 

Select one emollient Switching between emollients increases the 
likelihood of allergic reaction. 

 

 Cameron 
(1995) 

Dry skin retards healing and itching and 
scratching can cause skin damage.   

Use emollients liberally and 
frequently. 

 Prasad 
(1996) 

Used regularly, emollients may reduce flare-
ups of eczema and the need for topical 
steroids. 

When not in bandages, 
emollients should be applied 
at least twice a day, and more 
often if required as their 
effects are short lived. 

  
 Cork 
(1998) 

Applying an emollient provides a surface film 
of lipids which restores some of the skins 
barrier function making it less susceptible to 
the effects of allergens and irritants.   
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Eczema 
  
10.2 Also termed dermatitis, it can be acute and presents as erythema with the formation of 
vesicles which may crust and weep, or chronic as in frank eczema.  If the eczema is 
accompanied by oedema the leg is usually wet.  There are 2 main types of dermatitis, 
endogenous eczema, relating to internal factors e.g. venous stasis, and exogenous eczema 
related to contact with external factors e.g. an allergy. 
  

  Action  Rationale  Evidence 
    
Assess type of eczema.  It is important to assess the underlying 

cause of the eczema, as this determines 
how the dermatitis should be managed. 

 ? exogenous or endogenous 

  
Endogenous (Venous Stasis) Eczema 
Usually commences on the inner aspect of the lower leg.  Carry out general skin care as 
outlined, emollients will relieve dryness and irritation, in addition: 
Apply compression therapy and 
encourage leg elevation 

This reverses the venous hypertension.  
It is essential that adequate compression 
be combined with any local skin 
treatment for venous stasis eczema. 

 

Penzer 
(1994) 

Apply a steroid in conjunction with 
an emollient 

Applying a steroid with an emollient 
potentates its absorption.  

Boardman 
(1998) 

  
Ointment based vehicles are better to re-
hydrate dry eczema.  Water or cream 
based vehicles are better to dry out wet 
eczema. 

Watts 
(1996) 

Apply the correct dosage of 
steroid 1 gram = 2 fingertip units  

Topical steroids have side effects; they 
may cause vasoconstriction decreasing 
the blood supply to the skin, and 
prolonged use causes thinning of the 
dermis. 

Long et al 
(1998) 

If topical steroids are stopped without first 
reducing the dose, the eczema may have 
a rebound effect. 

Cameron 
(1995) 

Start with a potent steroid and 
reduce to a weaker one when the 
eczema is under control, this 
should be done over a period of 
days.   
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  Acute Weeping Eczema 

Cameron 
(1999) 

This acts as an astringent and 
reduces weeping.  If the solution is 
too concentrated a brown 
discoloration of toenails and skin 
may occur. 

Use a diluted solution of potassium 
permanganate (using only enough 
potassium permanganate to turn 
the solution pale pink in colour) in 
which to immerse the affected leg 
for 10-15 minutes at each dressing 
change.  This should be followed 
by an application of a topical 
steroid ointment. 
   

 Exogenous Eczema (contact irritant or allergic dermatitis) 
Cameron and 
Powell (1992) 

This can be caused by a reaction to a topical preparation or to the wound 
exudate.  This may occur on first contact, after short exposure (10-14 days) 
or more commonly from accumulative exposure.  Signs of sensitivity 
reaction include erythema, itching and worsening of an eczematous rash.  
Reactions may be due to the occlusive nature of the bandages or type of 
dressing used. 
The patient with allergic inflammation requires removal of compression 
during the acute phase of the eczema and treatment with a topical steroid.  
See under venous stasis eczema for appropriate steroid use.  In addition, 
the following considerations need to be taken into account: 
Discontinue wound/skin care 
products at once and apply a simple 
non-adherent dressing. 

It is important to remove suspected 
allergens and bland dressings are 
less likely to contain sensitisers. 

RCN (1998) 

Avoid potential allergens by keeping 
dressing choice simple 

This reduces the incidence of 
exposing patients to potential 
allergens.  

RCN (1998) 

Check the ingredients of any 
product used for additives or 
preservatives. 

Many products contain additives and 
preservatives.   

Consensus 
opinion 

Discourage patients from using over 
the counter products. 

Many contain lanolin e.g. E45, and 
lanolin should never be used on leg 
ulcer patients. 

Cameron 
(1995) 

Identified allergens must be 
documented in the patient’s notes 
and on care plans.  A list of 
sensitizers and their sources should 
be given to the patient.                       

Prior to changes in treatment these 
documents should be checked so 
that identified sensitizers can be 
avoided. 

 

Refer to a dermatologist for patch 
testing if allergic dermatitis is 
suspected and despite appropriate 
management the condition is 
getting worse. 

It is important to identify causative 
allergens so that they can be 
avoided. 

  
 Hannuksela 
& Salo (1986) 
  Note an allergy to hydrocortisone 

creams can occur due to:  
1)  the preservatives contained within 
them for this reason it is best to 
choose an ointment based steroid 
2)  the hydrocortisone itself 

Avoid using tape on skin Many leg ulcer patients are allergic 
to the glue used. 

Cameron 
(1995) 

Use Tubiton or equivalent under 
compression 

This reduces the risk of possible 
reaction to compression components 

Cameron & 
Powell (1992) 
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- wool, rubber, lycra and elastane. 
 

Avoid topical antibiotics and 
antiseptics 

Cambridge 
(1986) 

 Many leg ulcer patients are allergic 
to these.  Secondary infection with 
Staphylococcus aureus is often a 
complication of eczema which 
requires treatment with systemic 
antibiotics. 

Use paste bandages with caution.  As the majority contain parabens a 
preservative. 

 
  
 
Vinyl gloves should be made 
available when treating patients 
sensitized to rubber 

Sources of rubber allergy for the leg 
ulcer patient include latex gloves 
worn by the nurse. 

Consensus 
opinion 

Following healing of a venous/ 
mixed aetiology  ulcer patients must 
be encouraged to wear graduated 
compression stockings 

Regular wearing of hosiery reduces 
skin pigmentation and eczema.  
Patients with rubber sensitivity 
should be prescribed cotton rich 
hosiery stockings. 

Struckmann 
(1986) 

  
10.3 Itching 
  

 Action  Rationale  Evidence 
 If an emollient does not stop the 
itching request an antihistamine to 
be prescribed. 

 Antihistamines relieve itching.  It is 
necessary to stop the patient 
scratching in order to prevent trauma. 

Watts 
(1996) 

 
 
Maceration 
 
10.4 This is where the skin becomes white and soft due to high levels of wound exudate. 

  
 Action  Rationale  Evidence 

Apply Zinc Oxide ointment or 
Cavilon to the wound perimeter. 

This acts as a barrier to wound 
exudate. 

Cherry et al 
(1991) 

Change to an absorbent wound 
dressing 

An effective absorbent dressing 
should lock in exudate keeping skin 
dry. 

Edwards 
(2000)  

Powell & 
Cameron 

(1997) 
 
 
10.5 Skin protectants 
 
Brand names Generic names Obtained from 
Cavilon no sting barrier film, 
Superskin 

Barrier film Supplies 

Cavilon durable Barrier cream Supplies 
Metanium Barrier cream Pharmacy 
Zinc paste Barrier paste / cream Pharmacy 
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12.0 BANDAGES 
 
12.1 The correct and proficient use of bandaging is an essential skill required by nurses.  
Bandages are used for a variety of clinical reasons including the retention of dressings (for 
patients with friable and/or sensitive skin or where the use of adhesive tape would be 
detrimental to the skin).  It is recommended that nurses are made aware of the different types 
of bandage available and the problems that occur from their inappropriate use.  Not only are 
poorly applied bandages ineffective and expensive, but more importantly they can cause 
injury (Griffiths & Williams, 1997). 
 
Correct bandage practice 
 
12.2 The correct method to bandage a lower limb is to apply the bandage from toe to knee in 
a spiral with a 50% overlap.  The bandaging should start at the side of the foot and use 
minimal stretch to secure around the foot.  Use orthopaedic wool layer first to avoid pressure 
damage to the tibial crest. 
 
Step 1:  Starting at the base of the toes apply two anchor turns around the foot. 
 
Step 2:  Proceed behind the Achilles tendon at mid stretch. 
 
Step 3.  Return below the arch of the foot and the bottom of the heel and lock in the 

heel. 
 
Step 4.  Bring the bandage around the front of the foot and commence a spiral 

application with a 50% overlap up the leg. 
 
Step 5:   Finish just below the knee and cut off any excess.  Tape to secure 
 

   
 
12.3 Below is a system of bandage classification, which classifies bandage indications by the 
sub bandage pressure that they produce.   
 
Type 1 Retention bandage 
Type 2 Light support bandage 
Type 3 Compression bandage 
 
   
TYPE 1:  Retention Bandages 
 
12.4 This type of bandage is used for fixing and retaining dressings or other materials in 
position.  They are lightweight cotton, conforming bandages, which have little elasticity.  They 
have no support and do not offer any compression, therefore should not be used to apply 
pressure. Many modern primary or secondary dressings are self-adhesive; however a 
retention bandage may be used for awkward areas such as heels and elbows.  They also are 
a major benefit for patients with friable skin.  It is recommended that orthopaedic wool be 
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used under these bandage to protect the limb over bony prominences.  A number of different 
types of retention bandages are available, e.g. K-Band and Hospifix.  Care should be taken 
when applying retention bandages as poor technique can result in a tourniquet effect as 
illustrated below (Baxter & Ballard, 2001). 
 
 

 
Incorrectly applied bandage 
 
TYPE 1 – Tubular Bandages 
 
12.5 A more modern and quick way to retain dressings is by using a tubular retention 
product.  These are very easy and quick to apply and are comfortable to the patient.  They 
are particularly useful if a patient has a compromised circulation (i.e. diabetic or peripheral 
vascular disease) or where adhesive products may be contraindicated.  The advantage of 
using this type of retention is that dressings are kept in place with little or no pressure 
to the underlying tissues.  A number of tubular retention bandages are available e.g. 
Tubifast Comfifast, Acti-Fast, Coverflex and Actifast. Tubegauz, Tubiton, Tubinette 
 

    
Tubular retention bandage 
 
TYPE 2: Light Support Bandages 
 
12.6 This type of bandage is used to provide support and low levels of pressure (up to 
15mmHg compression on an average at the ankle) they include the familiar “crepe” type 
products.   
 
12.7 Light support like crepe can be used to prevent oedema and give support for strains and 
sprains; they are not suitable for controlling existing oedema or for exerting low levels of 
pressure on limbs of larger than average dimensions.  Crepe bandages used on strains and 
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sprains should always be applied from toe to knee or the base of the elbow to lower 
arm/wrist.  Joint to joint bandaging prevents a tourniquet effect and ensures drainage to the 
large veins and lymphatic junction (Baxter & Ballard, 2001).  Below is an illustration of poor 
bandage technique which is not applied from toe to knee. 

   

12.8 Crepe bandages can also be used for retaining dressings in place where the limb may 
swell or require support.  It is recommended to use orthopaedic wool padding to protect the 
limb prior to bandaging with crepe to ensure that the bony prominences are protected 
sufficiently.  Some patients may be sensitive to the synthetic wool layer and therefore it is 
recommended to use Tubiton stockinette on the limb to protect it prior to the application of 
wool.  E.g. K-Lite, Hospicrepe, Multi-crepe and Softcrepe.  

12.9 Light support (crepe) Type 2 bandage should NOT be applied to patients with significant 
peripheral vascular disease as this can result in tissue necrosis and if fatal amputation of the 
limb.  All patients with inconclusive Ankle Brachial Pressure Index measurements or 
inconclusive Doppler signals should be referred initially to a specialist (leg ulcer or vascular 
nurse or consultant vascular surgeon) for further vascular investigations to provide a more 
detailed assessment of the arterial status of the limb. 

12.10 Tubular elastic bandages (Tubigrip) are also applied to support a limb and offer better 
support than crepe.  It is important that the correct size of tubular elastic bandage is used i.e. 
not too large as it will not give adequate support or not too tight as it may create high 
pressure in the larger area of limb.  Tubular elastic bandages are able to produce low level 
pressure however they are not suitable for use on patients with Ischaemic limbs and should 
not be substituted for, or confused with tubular retention bandages. 

TYPE 3: Compression Bandages 

12.11 Bandages in this group apply a moderate amount of pressure to the leg ranging from 
about 18mmHg – 35mmHg at the ankle.  Their indication is for the treatment of gross varices, 
post thrombotic venous insufficiency, gross oedema and the management of venous leg 
ulcers.  The use of these bandages calls for an expert knowledge of the elastic properties of 
the products and experience in the technique of providing careful graduated compression.  
Inappropriate application can lead to uneven and inadequate pressures or to hazardous 
levels of pressure.  These types of bandages should not be applied by staff who have not 
received training in leg ulcer management RCN (1998). 
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12.12 Example of a compression bandage applied inappropriately  
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3a.  Light compression – capable of producing pressures of 14-17mmg (examples: K-Plus, 
Litepress and Elset) 

3b.  Moderate compression – capable of producing pressures of 18-24mmHg (example: 
Coban, Ko-Flex and Cofast) 

3c.  High compression – capable of producing pressures of 25-35mmHg (example 
Tensopress and Surepress) 

3d.  Extra high compression – capable of producing pressure of up to 60mmHg (example 
blue-line) 

12.13 Caution:  Inappropriate use of compression in limbs with arterial disease has 
been reported to cause severe skin and tissue necrosis (in some instances calling for 
amputation).  Doppler Ultrasound using a hand held Doppler to establish the arterial 
circulation is required before treatment with compression.  See leg ulcer guidelines 
(Document Number CPME005) for more information regarding compression 
bandaging and recording of the ankle brachial pressure index (ABPI). 

 

Illustration of pressure damage caused by compression bandaging 

 

 TYPE 3: Multi-Layer Compression Bandaging 

12.14 Multi-layer bandages comprise both the four-layer and three layer bandage systems.  
They are an alternative to high compression bandages for the treatment of venous leg ulcers.  
Compression is achieved by the combined effects of two or three extensible bandages 
applied over a layer of orthopaedic wadding. 

Compression bandage 2 layer 
kit 

E.g. Proguide kit,K-2 Kit 

Compression bandage 3 layer 
kit 

E.g. Profore Lite 

Compression bandage 4 layer 
kit 

E.g K-Four, Profore, System 4, Ultra 
Four 

 

Specialised bandaging 
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Multi layer lymphoedema bandaging (short stretch) 

 
12.15 The bandages used in Lymphoedema management have high cotton or synthetic fibre 
content.  They do not contain Elastomer.  These short stretch bandages create a rigid 
support for muscles to work against.  This improves lymphatic drainage as well as preventing 
further build up of oedema to the limb.  Multi-layer Lymphoedema bandaging consists of an 
initial layer of Tubifast, a toe or finger bandage, soft padding, foams and pads followed by 
short stretch bandage applied within a multi-layer system. 

12.15 E.g. Actiban, Actico, Comprilan, Rosidal K, Silkolan 
Bandages to the lower limb are applied from toe to thigh or upper limb finger to upper arm.  
Bandaging can be taught in a way that is individual to the patient’s programme of care. The 
general principals related to graduated external compression are implemented for the use of 
Lymphoedema bandaging.  Their use should be restricted to a specialist Lymphoedema 
practitioner competent in the principles of graduated compression.   
 
12.16 Multi-layer Lymphoedema bandages should not be used in: - 
 
 Arterial insufficiency. 
 Deep vein thrombosis 
 Acute inflammatory episode 
 Cardiac failure 
 
 
 
Paste bandages 

12.17 Paste bandages are used in the treatment of chronic eczema/dermatitis, where 
occlusion is indicated.  Paste bandages are also indicated in the management of leg ulcers 
and venous insufficiency.  These bandages can also be used under graduated compression 
bandaging once the initial arterial assessment has been completed. 

12.18 There are several types of paste bandages available the most popular being: 

Ichthopaste, Viscopaste and Zipzoc. 

Ichthopaste 

12.19 Ichthopaste is an open weave bandage impregnated with paste containing zinc oxide 
and Ichthomol.  It relieves irritation and allows healing of the wound.  It is designed for ulcers 
that are surrounded by sensitive skin. 

Cautions/Contraindications 

12.20 Ichthopaste should not be used in known cases of sensitivity or allergy to any of the 
ingredients.  The skin of leg ulcer patients is easily sensitised to topical medications including 
preservatives.  Sensitisation should be suspected in patients particularly where there is a 
deterioration of the surrounding skill.  Such patients should be referred for a medical opinion. 
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Ichthopaste Bandage  

  

Zipzoc Stockinette 

12.21 Zipzoc is a non-preserved zinc oxide impregnated stocking.  It is a sterile impregnated 
stocking that is indicated for the treatment of chronic leg ulcers.  Where chronic venous 
insufficiency exists Zipzoc can be used as a primary contact layer under compression 
bandaging or hosiery.  As Zipzoc is preservative free it reduces sensitivity reactions and 
contains white soft paraffin and liquid paraffin so it will not dry out. The benefits of using 
zipzoc are ease of use.  It is easy to apply and remove with less mess therefore saving time. 

Cautions/Contraindications 

12.22 There are no known contraindications to Zipzoc.    

      

Zipzoc Stockinette 

Viscopaste PB7 Bandage 
 
12.23 Viscopaste is an open weave bandage impregnated with past containing zinc oxide.  It 
is comfortable and soothing for patients with skin irritations and provides a moist wound 
environment over the ulcer site.  It can be used in the management of leg ulcers. 
 
Cautions/Contraindications 
 
12.24 The skin of leg ulcer patients is easily sensitized to topical medicaments including 
preservatives.  Sensitisation should be suspected in patients, particularly when deterioration 
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of the surrounding skin.  Such patients should be referred for special diagnosis including 
patch testing. 
 
 
Orthopaedic bandages 
 
12.25 Bandages are used for a variety of purposes in the Orthopaedic setting.  The type of 
bandage used will be dependent on the purpose for which it is applied 
 
12.26 Uses include:- 
 

 Securing of traction to legs. 
 Support of limbs when soft tissue injuries have occurred. 
 To secure external splints. 
 To secure plaster back slabs. 
 Support to limbs after surgery. 

 
12.27 Specialist advice should be sought from the orthopaedic clinic / ward prior to 
application of specialist bandages. 
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13.0 GLOSSARY OF TERMS  

Term Description 

Ankle-Brachial 
Pressure Index  

A measurement of arterial pressure (often performed using a Doppler 
ultrasound) which indicates the presence or absence of arterial occlusion. 
Used to eliminate arterial disease involvement in venous leg ulcer 
therapy. 
Values below 0.8 generally imply some arterial occlusion and contra-
indicate high compression. ABPI = Arterial Pressure at Ankle / (divided 
by) Brachial Artery Pressure.  

 

A collection of pus which has localised and is confined within tissues or 
an organ 

Abscess 

May be a planned or an unplanned event and healing proceeds in an 
orderly and timely manner. E.g. – surgical incision, trauma, skin tear, 
abrasion, laceration. 

Acute wound 

Organisms which need oxygen to survive Aerobes 

Organisms which do not need oxygen to survive Anaerobes 

The process by which new blood vessels are formed Angiogenesis 

The effect produced by taking silver salts over a long period, and consists 
of a deep duskiness of the skin, especially of the exposed parts 

Argyria 

The natural breakdown of devitalised tissue Autolysis 

To become white, usually with pressure. Blanching 

Communities of microbial cells attached to surfaces and encased in 
slime.  This offers protection against phagocytosis, antibiotics and 
antimicrobial agents. 

Biofilm 

A spreading non-suppuartive infection of soft tissue Cellulitis 

A protein generated by fibroblasts which provides the supportive network 
of connective tissue 

Collagen 

Colonisation The presence and multiplication of micro-organisms  

Contamination The presence of micro-organisms (no multiplication) 

Contraction The drawing together of a wound edge when a wound is healing by 
secondary intention 

Debridement The removal of devitalised tissue and foreign matter from a wound 

Dehiscence The breakdown of a surgically closed wound 
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Dermis The second layer of skin in which hair follicles and sweat glands 
originate. 

Devitalised Dead 

Emollient An agent that softens skin or soothes irritation in skin 

Enzyme Catalytic protein that will induce chemical changes in other substances 

Epidermis The outer layer of skin. Sheds on average, every 28-30 days  

Epithelialisation The regeneration of skin over a wound surface. 

Erythema Redness 

Eschar Leathery, dry necrotic tissue 

Exudate A fluid produced in wounds, made up of serum, leucocytes and wound 
debris 

An immature collagen producing cell Fibroblast 

Surface damage caused by skin rubbing against another surface  Friction 

The death of tissue because of anoxia Gangrene 

The formation of new tissue filling the defect which takes place during the 
proliferative phase of healing.  The name is derived from the fact that the 
buds of new tissue takes on the appearance of small granules. 

Granulation 

Haematoma means a collection of blood forming a definite swelling Haematoma 

Arrest of haemorrhage Haemostasis 

Damage to body tissues by micro-organisms or by poisonous substances 
released by the organism 

Infection 

Defensive reaction to tissue injury; involves increased blood flow and 
capillary permeability and facilitates physiological clean up of wound. S/s: 
heat, redness, swelling, pain  

Inflammation 

A deficiency of blood due to functional constriction or obstruction of a 
blood vessel. 

Ischaemia 

White blood cell Leucocyte 

The action of breaking down Lysis 

A softening or sogginess of the tissue surrounding a wound edge Maceration 

Macrophages Large phagocyte that forms part of the reticulo-endothelial system. It is 
found in many organs and tissues, including connective tissues, bone 
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marrow, lymph nodes, spleen, liver and central nervous system. Free 
macrophages move between cells and, using their scavenger properties, 
collect at infection sites to remove foreign bodies, including bacteria 
The death of previously viable tissue Necrosis 

The presence of abnormally large amounts of fluid in the interstitial 
space, cells, tissues, or serous cavities  

Oedema 

Cells, including Monocytes (a variety of Leucocyte) in the blood and 
Macrophages in the tissues, that envelop and digest bacteria cells, cell 
debris and other small particles. Phagocytes are an essential part of the 
body’s defence mechanisms 

Phagocyte 

Irregularly shaped cell; plays a large role in clotting, haemostasis, and 
thrombus formation  

Platelet 

An area of localised tissue damage caused by ischaemia due to pressure Pressure ulcer 

A fluid produced in infections, made up of exudate, bacteria and 
phagocytes which have completed their work 

Pus 

Extra blood in vessels in response to a period of blocked blood flow Reactive 

hyperaemia 

The distortion of a body by two oppositely directed parallel forces Shear 

Devitalised tissue which has a yellow/white/grey hue Slough 

Fatty" layer located just below the dermis. Provides mechanical and 
thermal insulation 

Subcutaneous 

layer 

Tissue destruction underlying intact skin along wound margins Undermine 

Uppermost viable layer of wound; may be covered with slough or eschar Wound bed 

Rim or border of a wound Wound margin 

Adapted from CREST (1998)  
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14.0 TISSUE VIABILITY GROUPS / SOURCES OF INFORMATION 
 
Organisation Link 
Dressings data cards www.dressings.org 
World Wide Wounds Electronic Wound Journal www.worldwidewounds.com 
Tissue Viability Nurses Association www.tvna.org 
Oxford International Wound Healing Foundation www.oxfordinternationalwoundfoundation.org 
World Union of Wound Healing Societies www.wuwhs.org 
Cosyfeet Footwear www.cosyfeet.com 
British Lymphology society www.lymphoedema.org 
British Vascular Foundation www.bvf.org.uk 
British Association of Dermatologists www.bad.org.uk 
European Wound Management Association www.ewma.org 
Cochrane Wounds Group www.cochranewounds.org 
Biosurgical Research Unit www.larve.com 
European Tissue Repair Society  www.etrs.org 
Society of Vascular Nurses www.svn.org.uk 
Vascular Society www.vascularsociety.org.uk 
European Pressure Ulcer Advisory Panel  www.epuap.org 
Wound Care Society www.woundcaresociety.com 
Tissue Viability Society www.tvs.org.uk 
Wound Management Association of Ireland www.wmaoi.org 
Wound Healing Research Unit www.whru.co.uk 
Leg Ulcer Forum www.legulcerforum.org 
Surgical Materials Testing Laboratory www.smtl.co.uk 
Venous Forum www.rsm.ac.uk 
World Union of Wound Healing Societies www.wuwhs.org 
 

15.0 MANUFACTURER’S WEBSITES 
 
3M Healthcare http://solutions.3m.co.uk/wps/portal/3M/en_GB/Products

2/ProdServ/Dir/HealthCare/ 
Clinimed www.clinimed.co.uk 
Coloplast www.coloplast.co.uk 
Coloplast newsletter (6 monthly) http://www.coloplast.co.uk/ECompany/GBMed/Homepag

e.nsf/(VIEWDOCSBYID)/9C5EF33DFDCC7DE300256B6
10040ED92 

Convatec www.convatec.com/ 
Hartmann www.hartmann.co.uk 
Johnson and Johnson www.jnj.com 
Molnlycke www.tendra.com 
Smith and Nephew www.smith-nephew.com 
Unomedical www.unomedical.com 
Urgo (formerly Parema Medical Ltd) www.urgouk.com 
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16.0 USEFUL JOURNALS 
 
Journal of Wound care www.journalofwoundcare.com 
Advances in Skin and Wound Care www.aswcjournal.com 
Journal of Tissue Viability www.tvs.org.uk 
Tissue Viability Supplement to Nursing 
Standard 

http://nursingstandard.rcnpublishing.co.uk/ 

Wounds www.woundsresearch.com/wnds/ I can’t open this 
Wounds UK www.woundsuk.com 
Tissue Viability Supplement to British Journal 
of Nursing 

www.britishjournalofnursing.com  

International Wound Journal www.internationalwoundjournal.com  
Leg Ulcer Forum Journal www.legulcerforum.org  
Supplement to Nursing Times  www.nursingtimes.net  
The Diabetic Foot www.diabeticfootjournal.com  
World wide wounds www.worldwidewounds.com 
European Tissue Repair Society Bulletin www.etrs.org  
The International Journal of Tissue Repair 
and Regeneration 

http://www.wiley.com/bw/submit.asp?ref=1067-
1927&site=1  
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17.0 KEY TISSUE VIABILITY GUIDELINES / DOCUMENTS 
 
Venous Leg Ulcer (England): RCN (1998) Clinical practice guidelines. The management of 
patients with venous leg ulcers.  Available online: 
http://www.rcn.org.uk/development/practice/clinicalguidelines/venous_leg_ulcers  
 
Leg Ulcers (Northern Ireland): CREST (Clinical Resource Efficiency Support Team) (1998) 
Guidelines for the assessment and management of leg ulceration. Available online: 
http://www.crestni.org.uk/wound-management-leg-ulceration.pdf  
 
Leg Ulcer (Scotland): SIGN (Scottish Intercollegiate Guideline Network) (1998) The care of 
patients with chronic leg ulcer. Available online: http://www.sign.ac.uk/pdf/sign26.pdf  
 
Pressure ulcers: EPUAP (European Pressure Ulcer Advisory panel) (1998) Pressure Ulcer 
Prevention Guidelines. Available online: http://www.epuap.org/glprevention.html  
 
Pressure ulcers: EPUAP (European Pressure Ulcer Advisory panel) (1998) Pressure Ulcer 
Treatment Guidelines. Available online: http://www.epuap.org/gltreatment.html  
 
Wound Pain: EWMA (European Wound Management Association) (2002) Position 
Document: Pain at wound dressing changes. London. Medical Education Partnership. 
Available online: http://www.tendra.com/Files/Tendra/safetac/ENGLISH.pdf  
 
Wound bed preparation: EWMA (European Wound Management Association) (2004) 
Position Document: Wound Bed preparation in practice. London. Medical Education 
Partnership.  Available online: http://www.woundbedpreparation.com/pdfs/english.pdf  
 
Compression therapy: EWMA (European Wound Management Association) (2003) Position 
document:  Understanding compression therapy. London. Medical Education Partnership.  
Available online: 
http://ewma.org/fileadmin/user_upload/EWMA/pdf/Position_Documents/2003/Spring_2003__
English_.pdf  
 
Wound Infection: EWMA (European Wound Management Association) (2005) Position 
Document: Identifying criteria for wound infection. London. Medical Education Partnership.  
Available online: 
http://ewma.org/fileadmin/user_upload/EWMA/pdf/Position_Documents/2005__Wound_Infect
ion_/English_pos_doc_final.pdf  

Pressure Ulcers: NICE (National Institute of Clinical Excellence) (2003) Pressure ulcer 
prevention - Pressure ulcer risk assessment and prevention, including the use of pressure-
relieving devices (beds, mattresses and overlays) for the prevention of pressure ulcers in 
primary and secondary care. Available online: www.nice.org.uk 

Pressure Ulcers: NICE (National Institute of Clinical Excellence) (2005) The prevention and 
treatment of pressure ulcers. Quick Reference Guide. Available online: www.nice.org.uk 

Surgical wounds: NICE (National Institute of Clinical Excellence) (2001) Guidance on the use 
of debriding agents and specialist wound care clinics for difficult to heal surgical wounds.  
Available online: www.nice.org.uk 
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Principles of Best Practice. A World Union of Wound Healing Societies’ Initiative. Minimising 
pain at wound dressing- related procedures. A Consensus Document. London: MEP Ltd, 
2004. 

18.0 Implementation 

 This document will be uploaded onto the Trust’s Intranet Site via the Document 
Management System – all staff will use this resource to access guidelines. 

 Notification of upload will be added to the Trust’s weekly bulletin 
 Placed on the Trust intranet bulletin 
 Dissemination of this policy will be via the Trust Intranet and notification at ward 

managers and Governance meetings. 

19.0 Review arrangements 

19.1 This guideline will be reviewed every two years or when there is a change in the 
guidelines/practice.
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