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1.Introduction
This document, written by the Tissue Viability Service (TVS), serves as a supportive resource to the wound care policy and provides practical guidance for clinical staff on the assessment and management of patients with chronic wounds. It integrates national and international recommendations, including the National Wound Care Strategy Recommendations. This comprehensive document should be read in conjunction with other Clinical Practice Guidelines in the TVS Portfolio that focus on pressure ulcer prevention and management, as well as leg ulcer prevention and management.  It encompasses essential topics related to chronic wound management, such as wound assessment, dressings and device selection, measuring and evaluating wounds, identifying and treating infection, defining referral pathways, and conducting wound photography, thereby ensuring that clinical staff have the necessary tools and knowledge to provide optimal care for patients with chronic wounds.

2. Purpose and scope
· To provide practical guidance for clinical staff on the principles of wound management. 
· To promote an evidence based, standardised approach to the care of patients with acute and chronic wounds 
· To promote rational prescribing, by encouraging safe, effective, appropriate and economic use of dressings and other products and services. 
· To provide a framework to ensure that the quality of wound care can be monitored and improved in line with the national agenda for improving quality and patient experience.

3. Definitions
A wound is a break in the skin, which may result from physical, mechanical or thermal damage, or develop because of the presence of an underlying medical or physiological disorder. For example: 
· Physical damage: pressure ulcers 
· Mechanical damage: abrasions, grazes, lacerations, knife wounds (surgery), or bullet wounds and bites etc. 
· Thermal damage: burns caused by flames, chemicals, radiation, friction or electricity and frostbite. 
· Medical or physiological disorder: arterial or venous ulcers, autoimmune, endocrine, dermatology and haematological disorders, wounds associated with certain systemic infections, malignant diseases, or neuropathy.



4. Principles 
This document should be used to support wound management decisions. It does not replace professional responsibility, clinical judgment or more recent national guidance. 
The principles upon which this document is based are: 
· An individualised holistic patient assessment should be undertaken, and evidence-based treatment plans commenced. These should consider the wound aetiology, patient’s circumstances and wishes, the overall goals of therapy, the practitioner’s clinical experience, available resources and knowledge of more recent research findings. 
· Those who undertake assessment, planning, implementation, and evaluations of care should be trained/educated/competent in wound management. 
· The patient / carers should be informed and share in the decision-making process and consent to treatment. 
· To ensure continuity, the care should be clearly documented in the patient’s records and made accessible to the patient and all those involved in their care. 
· A collaborative, multi-disciplinary, inter-agency approach should be taken to address all the needs of the patient where appropriate. 
· Patients, staff and carers should have access to the equipment and resources necessary to deliver quality care. 
· Monitoring and development of quality initiatives should be undertaken regularly through a clinical audit process
5. Procedure / Process
Wound Healing and classification
Wound healing is a collective term for the physiological processes that repair and restore damaged skin tissue. Healing involves a complex series of molecular, cellular, and chemical changes that result in inflammation, proliferation, granulation, re-modeling, and reepithelialisation. Wounding and healing involve a whole-body response, and the individual should be assessed and treated as a whole not just the visible injury. 
Acute wounds proceed through the healing process in a timely manner as they generally have no underlying aetiology to disrupt a normal inflammatory response. Acute wounds that do not heal within four-six weeks or develop complications that delay healing may then be described as chronic. 
Chronic wounds are generally characterised by the presence of underlying pathology and are generally associated with a persistent state of inflammation, which prolongs or interrupts the healing process. These wounds heal by a process called secondary intention where granulation tissue is produced. For example: pressure ulcers, leg ulcers, dehisced surgical wounds. 
Non-Healing wounds: For some patients healing is not achievable, for example, with some leg/foot ulcers or malignant fungating wounds. The primary goals of care should be to maximise patient comfort and control symptoms such as exudate, odour and pain. The decision that a wound is ‘non-healing’ should be made by the multi-disciplinary team that includes the tissue viability and podiatry services.

Factors affecting wound healing
The ability of the wound to heal in a timely way is influenced by several factors which should be taken into consideration as well as the specific wound and skin assessment process. DoH (2010)
A person’s general physical and psychological health including cognitive impairment, behaviour and lifestyle choices will affect wound healing examples to consider are as follows.

	Factors affecting wound healing
	For consideration

	Current systemic and local treatments
	Has a wound assessment been completed?
Has local wound care formulary been followed?
Has the treatment plan been followed for 2 weeks?

	Nutrition and hydration status

	Is the patient eating and drinking?
Have you completed a MUST nutritional screening?
Does the patient require a referral to the dietitian?

	Blood supply to the wound and peri wound area.
	Has wound assessment been completed? 
Has surrounding skin been monitored on the wound assessment chart?

	Wound Temperature
	Red Flag assessment for infection been completed? 
Has a swab been taken for possible infection?

	Levels of oedema 
	Red Flags for increased oedema – inflammation and possible infection?
Is the oedema being managed correctly?

	Sleep 
	Is the patient getting adequate sleep?
Are they sleeping in a bed / chair?

	Substances 
	Health promotion advice for smoking cessation and substance abuse
Signpost to appropriate services and groups.

	Medication 
	Discuss with GP/Consultants and Tissue Viability regarding possible medications that can inhibit wound healing.

	Allergy status 
	Patients’ allergies, sensitives and BNF contra indications and cautions need to be taken into considerations when applying dressings and bandages.

	Level of mobility
	Can the patient mobilise? 
Have adequate repositioning regimes been put in place?
Does the patient have access to appropriate mobility aids?
Signpost to Physiotherapy and Occupational therapy

	At risk groups e.g. Diabetics / Heart Failure
	Have all appropriate referrals to services been made for review?
Is the patient within recognised ‘normal’ or ‘stable’ parameters for their condition?

	Medical interventions and investigations e.g. X rays, Scans and Dopplers
	Have wound care regimes been amended / updated following interventions and or investigations?



Patient Assessment 
Successful wound management depends on holistic patient assessment and should include physiological, psychological, environment and social aspects. 
Establishing wound aetiology depends on an understanding of the anatomy and physiology of the skin, pathology of the wound, intrinsic and extrinsic causative factors, the normal stages of wound healing and factors that may delay the healing process. When planning care, the clinician must take into account the patient’s circumstances and wishes and the overall goals of treatment. Opportunities to involve the patient in their own care or supported self-care should be encouraged and explored. 
The following information should be documented at the initial assessment:
Medical History 
· Past and current medical condition and general health 
· Drug history including current prescribed medications, alternative therapies and recreational drugs
· Smoking and alcohol history 
· Allergies: including reactions to dressings, topical applications and natural rubber latex 
· Nutrition and hydration level. Weight, height and Body Mass Index (BMI) 
· Mobility 
· Temperature, Pulse and Blood Pressure, blood sugar level, blood results, urinalysis, previous/planned investigations/procedures. For example: venous/arterial duplex, X-rays, surgery etc. 



Nutritional Assessment 
·  All patients should have a nutritional screen, which proceeds to full assessment if deficit is suspected. 
· Patients considered as 'malnourished', or 'at risk' of malnutrition should be managed according to local and national guidance. 
· Nutritionally compromised patients who have wounds may have an increased dietary need and a referral to a Dietician should be considered for further assessment, advice, and supplementation. 
·  Patient’s weight, height, and body mass index (BMI) should be recorded at initial assessment and then weekly for inpatients and monthly for patients in the community where facilities for weighing the patient are available. 

Psychological & Social Assessment 
The following aspects should be considered during the patient’s assessment: 
· Stress level, depression, ability to sleep and where the patient sleeps e.g. bed or chair.
· Ability to understand cause of wound and ability to participate in care 
· Factors that may affect concordance with treatment. For example: dementia, lack of mental capacity, cognitive impairment, learning difficulties, and behaviour and lifestyle choices. 
· Drug / Alcohol dependency 
· Occupation, family structure, carers and their ability to assist with care. 
· Detail attitudes and any avoidance of social activities due to general condition and wound 
· Consider referral to Community Psychological services if required 

Learning Disability Assessment 
If the patient has a learning disability and help is required with assessment and management, consider a referral to the learning disability service and tissue viability/ podiatry teams if required.

Wound Assessment 
Wound assessment is a systematic process of evaluating the characteristics and status of a wound to determine its healing progress, identify potential complications, and formulate an appropriate treatment plan. This evaluation typically includes examining various factors such as the wound's size, depth, appearance, exudate (drainage) characteristics, surrounding skin condition, and any signs of infection.

Documentation 
Use the template for Wound Assessment on SystmOne (SWYFT and Hospice) or the Wound assessment booklet (BHNFT) to document findings. 
The following information should be documented. 
· Date and time of assessment 
· Type of wound and underlying aetiology 
· Factors that could delay healing 
· Location of the wound on the body 
· Duration of the wound 
· Wound measurements 
· Depth of damage 
· Type and colour of tissue in wound bed presence of infection 
· Exudate levels and type 
· Presence of odour
· Pain 
· Wound margins 
· Periwound skin 
· Dressing selection and regime 
The wound should be re-assessed at each dressing change and measured at weekly intervals or before if there are signs of deterioration. Alongside photographs of the wound(s).
Wound Measurements
Wound length and width may be taken with a disposable measuring tape and recorded in centimetres (cm). Measure the length of the wound along the vertical axis of the body (from head to foot), and the width along the horizontal axis of the body. 
Describe wound depth in terms of the anatomy of the skin and related structures. Use millimetres (mm) or centimetres (cms) to measure undermined tissue with a sterile measure. 
The following terms may be useful:
· Blister: filled with serum or blood 
· Abscess: filled with pus 
· Superficial or partial thickness skin loss: skin loss involving epidermis and/or dermis, with or without undermining of adjacent tissue. 
· Full thickness skin loss: Damage involving subcutaneous layers, which may expose fat, bone, tendon or joint capsule, with or without undermining of adjacent tissue. Sinus: A blind ended tract 
· Wound Fistulae: An abnormal passage from an internal organ to the body surface 
[bookmark: _Toc184384295][bookmark: _Toc184384298] Wound debridement
Debridement is the removal of necrotic, devitalised, sloughy, infected tissue or foreign bodies from a wound. Ousey and Cook (2012) Wound debridement is recommended in most cases to facilitate wound healing. Caution is advised with patients with poor vascular status before debridement is commenced, in these cases please discuss with Tissue Viability, Podiatry and patient’s Consultant.

There are several methods of debridement:
Autolytic – the body naturally removes the devitalised tissue. This process can be enhanced using dressings such as hydrogels / hydrocolloids which facilitate debridement of the wound. Can be completed by all staff.
Bio-surgical – (Barnsley Community Services and BHNFT inpatient services only) the use of sterile larvae (maggots). These are ordered via the pharmacy. Protocol 9 Tissue Viability.
Sharp debridement – the use of a sterile blade, scalpel or scissors to remove dead or foreign material to just above the level of viable tissue. This should only be undertaken by a healthcare professional that is competent in the technique and has approval to undertake this extended role.
Surgical debridement – this is usually undertaken in a theatre environment by a surgeon. This facilitates rapid removal of devitalised tissue. 

Type of Wound Tissue 
Wound assessments should include a description of the type and amount of tissue present using the T.I.M.E framework for example: epithelialising, granulating, sloughy, necrotic, or non-healing.
Different stages of healing can exist at the same time and should be recorded as an estimated percentage of the whole wound e.g. granulation tissue 80% and sloughy tissue 20%. This allows comparison over time. Percentages are used as a guide only.
[bookmark: _Toc184384302]Dry necrosis
In most wounds there is a need to facilitate removal of necrosis through:
· Wound debridement if appropriate. For those patients with circulatory impairment or Diabetes seek Vascular or Tissue Viability advice before debridement as it may be best to leave the wound dry.
· Rehydration of the necrosis with hydrogel or hydrocolloid dressings.
· Consider antimicrobial dressings if wound is infected.
· [bookmark: _Toc184384303]Consider referral for debridement Tissue Viability / Podiatry / Consultant.
Wet necrosis 
To facilitate removal of necrosis and control exudate. 
· Maintain healthy surrounding skin.
· Fibrous wound dressing.
· Consider antimicrobial if infected.
· Larval therapy if not too wet.
· Consider referral for debridement if dressings ineffective or risk of infection / sepsis is high.
· Foam dressing.
· Barrier cream or film.
[bookmark: _Toc184384304]Sloughy wounds
To facilitate the removal of slough and debris and manage moisture balance.
· If dry – hydrogel + / - foam dressing.
· If wet – fibrous dressing + / - foam dressing.
· Larval therapy.

[bookmark: _Toc184384305]Granulating wounds
To promote new granulation tissue by maintaining a moist wound environment.
· Hydrogel.
· Hydrocolloid – (can cause hyper-granulation).
· Fibrous dressing.
· Foam dressing.
· Silicone dressing if shallow

[bookmark: _Toc184384306] Over-granulation of wounds
To reduce the amount of granulation tissue to enable epithelialisation to occur:
· If using a hydrocolloid dressing change to a foam dressing. This is a 
· non-traumatic option.
· Apply light pressure to wound bed using additional tape to secure.
· Secondary dressing in place.
· Apply Sprinkling Table Salt to the wound bed this will cause the over- granulation tissue to shrivel up. (Sprinkling a small amount of table salt ½ tsp directly onto the over granulated area, leaving it in place for a short period up to 1 minute, and then rinsing with sterile water or saline).
· Apply steroid cream – (no evidence base to support this) or steroid tape such as Haelan tape.
· Silver nitrate – traditional practice which is reserved for more stubborn areas of over-granulation once other options have failed. Following Specialist service review.
Often a transient problem and will correct itself with no treatment. If not responsive to above treatments, consider biopsy to exclude malignancy.

[bookmark: _Toc184384307]Epithelialisation 
To promote the final stage of wound healing and protect wound from trauma and drying out.
· Thin hydrocolloid.
· Silicone dressing
· Non-adherent dressing.

[bookmark: _Toc184384308]Cavity wounds 
Where cavity wounds are required to have dressings inserted the process detailed below must be followed:
· The number of dressings inserted into a cavity wound during surgery must be recorded on the operation sheet with clear post-operative instructions for removal and ongoing management of the wound.
· If wound dressings are to be continued the number of cavity fillers inserted must be recorded on the wound assessment and care plan sheet after each dressing change.
· It is recommended that a cavity filler is inserted that enables single piece removal to avoid leaving part of the dressing inside of the cavity.
· The end of the cavity filler / rope must be left visible at the entrance to the cavity.
· Discharge advice to the ongoing care team must include the number of cavity fillers inserted and the frequency of dressing change.
· No wound dressings should be left inside a cavity for longer than the manufacturers recommended guidance.

 Management of Periwound skin
There are many key factors that can exacerbate vulnerability of skin surrounding a wound. It is vital that prevention of damage and reduction of risk of further damage is recognised.
There are many factors affecting surrounding skin, such as:
· Exudate, which can be corrosive to healthy skin, resulting in the outer layer of skin cells, being destroyed, damaging epidermal barrier function.
· Adherence of dressings can also become problematic and damage newly forming cells. Repeated application and removal can lead to damage of the skin’s surface and can strip the stratum corneum. Inflammatory skin reaction is initiated along with oedema and pain.
· Allergic reactions to the dressing.
· Problems with the periwound skin are common and may delay healing, cause pain and discomfort, enlarge the wound and adversely affect a patient’s quality of life. 
The amount of exudate present is a key factor for increasing the risk of periwound skin damage. Greater moisture exposure reduces skin barrier function and increases the risk of skin breakdown and maceration. This may make patients more susceptible to developing contact dermatitis. 


Erythema and swelling may also indicate infection. In addition to the periwound skin, patients with wounds should also be assessed for any problems that may be affecting their skin more widely. The Periwound skin should be assessed for the following signs and recorded on the wound assessment chart. 
· Maceration 
· Excoriation 
· Dry skin 
· Hyperkeratosis 
· Callus 
· Eczema 

Wound Exudate 
Exudate is a fluid produced from most wounds. It can vary in volume, consistency and biochemical composition and may be either beneficial or harmful to underlying tissues and surrounding skin. Some studies indicate that exudate is beneficial to healing acute or superficial wounds while others have found that chronic wound exudate contains enzymes that disrupt healing by degrading the extra-cellular matrix and excoriate surrounding skin. 
Quantifying the volume of wound exudate can be difficult. The following terms can be used to describe and evaluate the dressing: 
	Dry
	Wound bed is dry; there is no visible moisture, and the primary dressing is unmarked; dressing may be adherent to wound. NB This may be the environment of choice for ischaemic wounds
 

	Moist/Low exudate
	Small amounts of fluid are visible when the dressing is removed; the primary dressing may be lightly marked; dressing change frequency is appropriate for dressing type. NB In many cases, this is the aim of exudate management
 

	Wet/Medium
	Small amounts of fluid are visible when the dressing is removed; the primary dressing is extensively marked, but strikethrough is not occurring; dressing change frequency is appropriate for dressing type
 

	Saturated/High
	Primary dressing is wet, and strikethrough is occurring; dressing change is required more frequently than usual for the dressing type; surrounding skin may be macerated
 

	Leaking
	Dressings are saturated and exudate is escaping from primary and secondary dressings onto clothes or beyond; dressing change is required much more frequently than usual for dressing type




Chronic wound management techniques and dressings are based on the principle of moisture balance. In general, this means that: 
Drier wounds, (except those with poor circulation), should be moistened with dressings that hydrate tissue, e.g. hydrogels, hydrocolloid sheets and pastes. 
Wounds with excess exudate require dressings that absorb or control fluid, e.g. alginates, hydrofibres, capillary action, foams, Negative Pressure Wound Therapy (NPWT), and compression bandages, wraps and hosiery. 
Surrounding intact skin should be protected from exudate with barrier films, creams and absorbent dressings as it can cause excoriation.
Type of exudate can be described as serous (thin/watery), or haemoserous (pink/red). If exudate is thick, cloudy, or purulent (yellow/brown/green) it can indicate infection.

Wound Cleansing
Wound cleansing should be undertaken to remove debris which includes dressing residue and devitalised tissue and excess exudate. Wound Bed Preparation Pathway. 
Routine cleansing of clean granulating wounds with the aim of reducing bacterial loads has been found to be ineffective. EWMA (2024).
Recommended cleansing solutions include normal saline 0.9% solution as single use sachets or pods in hospital. Tap water suitable for drinking can be used in a patient’s own home. Solutions should be room temperature for patient comfort.
A two-week challenge is often recommended, in which healthcare professionals should use a topical antiseptic for at least two weeks before evaluating its efficacy in managing wound infection. After two weeks, the healthcare professional should reevaluate and either Ayello et al, 2012; IWII, (2022):
Discontinue if signs and symptoms of infection have resolved.
Continue with the antimicrobial if the wound is still progressing but there are still signs and symptoms of infection (treatment may be required for up to four weeks to attain results).
Consider an alternative antimicrobial if there is no improvement and refer to either Tissue Viability or Podiatry services. 
Reassess the underlying disease.




Wound Infection 
All chronic wounds contain bacteria, but not all are infected or should be swabbed for MC&S. Infection is the result of a complex interaction between the host, organism, wound environment and therapeutic interventions, which is complicated by bacterial virulence. Identifying wound infection should be viewed as a clinical skill which can be supported by laboratory findings when necessary. A thorough assessment of the patient and wound is required prior to diagnosis. Observe patient and wound for: 
· Abscess, cellulitis, increased white blood cell count 
· Increased wound exudate; serous, seropurulent, haemopurulent, pus 
· Patient feels unwell and has a pyrexia 
· Increased heat production, redness and swelling (cellulitis) around the wound
· Delayed healing or wound breakdown, discolouration of wound and surrounding skin 
· Granulation tissue that bleeds easily (friable tissue) 
· Increasing or unexpected pain 
· Pocketing in the wound (the wound bed develops pits or indents at various sites) 
· Bridging of tissue 
· Malodour 
NB: Not all signs or symptoms will be present in all cases. This may be due to the type of bacteria, auto-immune impairment, diabetes mellitus, quality of vascular supply or the use of medications such as steroids, anti-inflammatory, immune-suppressants and chemotherapy etc. 
Patients with wounds that show spreading cellulitis and/or systemic infection should have a tissue sample taken to identify the offending organism and to assess for differential diagnosis. 
The patient should be treated with broad spectrum antibiotics which in some cases may be given intravenously. 
Check wound swab results to ensure the patient is on the antibiotics appropriate for treatment. 
Topical antiseptic/antimicrobial dressings should also be used to help reduce the wound bio-burden. 
How to Take a Wound Swab/tissue sample 
Before taking a wound swab, gently cleanse wound with water, either by irrigating or using sterile gauze. Do not use an antimicrobial cleansing solution as this may result in a false negative result. If wound surface is dry, slightly moisten the swab with sterile water. Use a zig-zag motion to draw the swab across the wound surface, while rotating the swab gently between fingers. Fill in form with sufficient information for lab staff and Microbiologist to know from where and why the sample was taken.


Selection of wound dressings
Follow Barnsley Wound Care Formulary
There are many dressings available on the market with different properties and modes of action. There is little evidence to support the choice of one dressing in preference to another for specific wound types, which makes evidence-based dressing selection difficult. A range of dressing types may be required to meet the needs of the wound and the patient at different stages of healing. Therefore, selection should be made on an individual basis after thorough assessment and discussion with the patient. Please use the Trust Wound Management Formulary when selecting dressings. Available to download from the trust intranet.
The following criteria should be considered when selecting wound dressings.
The ability to:
· Maintain high humidity and optimum Ph. at the wound / dressing interface.
· Remove excess exudate and toxic components from the wound.
· Maintain a moist environment but not macerated. (Exception where wounds need to be kept dry i.e. those with poor arterial circulation).
· Prevent particles and fibres being deposited in the wound bed.
· Allow gaseous exchange at the wound interface.
· Provide thermal insulation to encourage mitotic cell division.
· Be impermeable to bacteria.
· Allow dressing removal without causing trauma.

Dressing Types & Classification 
Most dressings have been classified according to their properties and mode of action. The following classification terms are generic, and some products are listed as examples. 
Hydrocolloids are occlusive dressings and contain a matrix of gelatin, pectin and carboxymethylcellulose (CMC) with elastomeric and adhesive substances attached to a polymer foam and film base. On contact with wound exudate the hydrocolloid matrix liquefies to form a moist gel, which softens devitalised and sloughy tissue, maintains moisture and promotes granulation. This dressing is not suitable for heavily exuding wounds. If over granulation occurs change to a semi-occlusive or foam dressing. Examples: DuoDERM® Extra Thin. 
Alginates are made from alginic acid, which is found in certain species of brown seaweed and are designed to absorb exudate, form a gel and maintain moisture at the wound surface. Alginates are not suitable for wounds with little or no exudate.  Alginates should not be moistened prior to application as this reduces their ability to absorb exudate. Cavity wounds should only be packed lightly to prevent forming a plug and blocking drainage. Alginates are manufactured in the form of flat sheets, ropes and ribbons. Example Biotain Fibre (Coloplast).
Foams are made from polyurethane foam and are designed to absorb exudate. They are available in various thicknesses and shapes and are suitable for moderate to heavily exuding wounds. They are available with and without adhesive borders and can be used as primary or secondary dressings. Examples: Suprasorb sensitive P (L&R Medical). 
Semi-permeable Adhesive Films are thin transparent sheets of polyurethane, coated with a film of acrylic adhesive. They are permeable to moisture vapour and allow some gaseous exchange but are impermeable to liquids and bacteria and as a result are termed ‘semi-permeable’. They are useful for maintaining a moist warm environment on superficial wounds, such as cuts, burns or grazes or as retention aids around the margins of un-bordered hydrocolloids or non-adhesive foams. Practitioners should read each product information sheet for removal instructions as these can vary. Examples: Tegaderm® (3m Healthcare) 
Hydrogels are mostly made up of carboxymethylcellulose or starch polymer and are 80-90% water. They are available in the form of sheets or amorphous gels and are used to re-hydrating dry necrotic or sloughy tissue. Hydrogels should not be used on moderate to highly exuding wounds as this may contribute to maceration and excoriation of surrounding skin. Most hydrogels also contain humectants and preservatives such as propylene glycol, which may kill or reduce the effectiveness of maggots if not cleaned away prior their use. Examples: Actiheal Hydrogel (Advanced Medical Solutions). 
Low Adherent Dressings and Wound Contact Materials are used as non-adherent dressings and require secondary dressings to keep them in place and absorb any exudate. Some types are impregnated with paraffin or silicone Examples: Lomatuelle Pro (L&R Medical) or Melolin (Smith Nephew).
Odour Absorbent and Deodorising Dressings are low adherent dressings that have been impregnated with activated charcoal or silver. These products may reduce the odour, but they tend not to remove devitalised tissue, which can harbour bacteria causing the odour. Examples: Actisorb Silver 220 (3m Healthcare).
Topical Antimicrobial/Antiseptic Dressings refer to substances that possess broad-spectrum bactericidal properties. These agents are effective against a wide range of bacteria, including both Gram-positive and Gram-negative varieties, as well as aerobic and anaerobic strains commonly encountered in wounds that can lead to infection during the healing process through secondary intention. Examples of such dressings include those impregnated with silver, iodine, honey, and PHMB (polyhexamethylene biguanide). Once thorough assessment of the wound has been carried out and the wound is either critically colonised, locally infected or has spreading infection, appropriate topical antiseptic/antimicrobial treatment may be started. These dressings should only be used for a maximum of 2 weeks, thereafter the patient and the wound should be reviewed and evaluated. If signs of infection persist or the wound is not progressing to healing, then please refer to Tissue Viability or Podiatry using the recommended referral form. 
Please refer to the Barnsley Area Wound Care Formulary for details of products agreed for use within the Trust. This can be accessed on the trust intranet.

Liquid barrier film/cream
Follow Barnsley Total Barrier Protection Pathway
Excoriation of the surrounding skin can be caused by frequent removal of adhesive dressings or contact with wound exudate, urine or faeces. This may be reduced by using a liquid film barrier or barrier cream. Choose a liquid film that does not contain alcohol to prevent staining on application. Example Medi Derm S No sting barrier film or cream. 

Emollients
Emollients are moisturising treatments to soothe, hydrate and protect. 
For all emollients available please see Barnsley emollient formulary choices guidance. See South Yorkshire ICB website for latest version BEST website. 
Types of emollients
· Lotions: - good for hair bearing areas and damaged areas of skin. They can also be used as a soap substitute, they are thin and spread easily, but they are not very moisturising.
· Sprays: - are good for hard-to-reach areas and sore or infected skin that is too painful to be touched.
· Creams: - Are generally good for daytime use as they are more cosmetically accepted, not greasy.
· Ointments: - Are good for very dry, thickened skin and nighttime use as they are greasy, thick and very moisturising. Ointments are usually free from preservatives so are suitable for sensitive skin but should not be used on weeping eczema.
Leave on products - Some create protective barrier over the skin and lock in moisture, some have added ingredients that reduce itching or prevent infection.
Some emollients are highly flammable and should come with a warning/patient information leaflet. 
Chlorhexidine containing products may very rarely cause an anaphylactic reaction.
Benzalkonium chloride containing products may cause skin irritation with long term use.
Antimicrobial (with chlorhexidine and Benzalkonium chloride) Dermol 500 lotion should be used if skin often infected.

Negative Pressure Wound Therapy (NPWT)
Follow local CWI for topical negative therapy.
Negative Pressure Wound Therapy (NPWT) is based on the principle that negative pressure, measured in mmHg, applied in a uniform manner to a wound surface will facilitate; 
· Increased local blood flow and stimulate growth of granulation tissue 
· Reduced interstitial oedema 
· Stimulated cell proliferation 
· Removal of cytokines and matrix metalloproteinase, which inhibit healing 
· Reduced bacterial load 
NPWT therapy is available as a foam or gauze dressing attached via a port and tube to the KCI Activac or Avelle a simple conformable innovative dressing with port attached to a small single use pump. These treatments may be used on patients under certain conditions. Please follow the recommended guidelines for requesting KCI Activac's (from Tissue Viability Services) and the manufacturer’s instructions for use. 
Larvae (Maggots) 
Follow local trust CWI for larvae therapy. 
Sterile larval (Maggots) are one method of debriding sloughy or necrotic wounds Maggots secrete a powerful mixture of proteolytic enzymes that breakdown slough and necrotic tissue into a semi-liquid form that can then be ingested. Through ingestion, maggots have also been shown to take up and destroy bacteria. As maggots are living creatures, they must be stored, handled and disposed of appropriately. The suppliers suggest that maggots be delivered directly to the pharmacy or health centre on the day of application. Larval therapy can be prescribed on FP10, A prescription will need to be obtained from the GP or community TVN/ Podiatrist/ Independent prescriber. Although the cost of each separate shipment of larvae is relatively high, it may be a more cost-effective way of debriding some wounds because it is faster. 
 Indications for use 
· When a wound contains sloughy or necrotic tissue that needs to be debrided quickly other methods of debridement are considered not to be appropriate. 
· Patients (and family) are fully informed and have consented. 
· Staff trained and competent in wound assessment, use and disposal of larval therapy. 
Contra-indications 
· Wounds that tend to bleed easily 
· Wounds or fistulae that communicate with the brain, body cavity or any internal organ. 
· Wounds that are near large blood vessels 
For further information, training and support please contact the Tissue Viability Service.


6. Duties
Those who undertake assessment, planning, implementation and evaluation of care should be trained/educated/competent in general wound assessment, management, and prevention of recurrence. They should have attended relevant wound care in-house training programmes, gained supervised practice in wound clinics, home visits, or ward-based environments and be deemed competent by the caseload holder.

7. Dissemination and implementation arrangements  
This document is available to all staff on the Trust Intranet site. The recommendations have been incorporated into the virtual training programme for general wound care.


8. Training needs 
Nurses and wound care specialists involved in the care of patients with wounds should attend wound care training and be knowledgeable and skilled in the following areas. 
· Pathophysiology of skin
· Wound assessment and differential diagnosis skills
· Normal and abnormal wound healing 
· Use of Barnsley Area Wound Care Formulary
· Dressing selection
· Skin care and management
· Health education
· Prevention of recurrence
· Criteria for referral for specialised assessment, including Tissue Viability, vascular services, podiatry, dermatology and post operative care specialist.

9. Process for monitoring compliance and effectiveness 
The arrangements for monitoring compliance and effectiveness will be embedded in our appraisal process/ Clinical supervision. Appraisals and Clinical supervision will serve as the key component for evaluating adherence to established standards and the efficacy of our procedures. Each area Clinical Lead will be responsible for conducting annual reviews and regular clinical supervision, ensuring that expectations are met.  

10. Review and revision arrangements (to include document control and archiving)
The procedure for Wound Care will be systematically reviewed and revised at least every three years, or sooner if new national guidelines are published, ensuring that all updates are documented with a clear process for revision; this includes thorough document control and archiving practices to maintain compliance and accessibility to the most current standards within the wound care policy framework.
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