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Is the management appropriate 
based on your assessment? 
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Dressing Selection
• Wound type

• Wound size and depth

• Tissue type

• Amount of exudate

• Location of the wound

• Skin condition of the patient

• Presence/absence of infection

• Characteristics of dressings 
available (size, wear time, 
showerproof etc)

• Treatment goals

• Cost effectiveness

• Patients' acceptance/tolerance
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Benefits of a Wound Formulary 

• Promoting evidence-based practice 

by providing a framework within 

which it is safe to practice

• Promoting continuity of care

• Promoting rational prescribing

• Encouraging safe, effective and 

appropriate use of dressings

• Promoting cost effectiveness



Caring, safe and excellent

ACCESS THE FORMULARY
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Dressing Supply Categories

GREEN - Non-restricted dressings ordered via 
Halo (or E-Procurement). Orders should reflect

the teams clinical case load/wound types.

AMBER - Patient specific dressings ordered via 
Halo (or E-Procurement) using patient NHS 
number and rationale for use.

RED - Dressings available from Tissue Viability 
following assessment from the team. We 
arrange supply via order platform.
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Symbols explainedUsing the Wound Formulary
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Wound Assessment Checklist

• Type of wound/aetiology.

• Wound duration.

• Location of wound.

• Size of wound – include surface area in cm² (using Opsite

• Flexigrid mapping) and depth. Undermining should be 

measured with a probe and documented using the clock face 

method.

• Assessment of surrounding skin (dry, moist, fragile, 

eczematous, oedematous).

• Wound photograph - refer to wound photography guidance.

• TIMES assessment.
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The TIMES Framework

Tissue

Infection

Moisture

Edges

Skin
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http://www.google.co.uk/imgres?imgurl=http://www2.hiren.info/desktopwallpapers/natural/natural-valley.jpg&imgrefurl=http://www.hiren.info/desktop-wallpapers/natural-pictures/natural-valley&usg=___I0Yd7qdfi97Q1yWlYLfohqIbnA=&h=768&w=1024&sz=242&hl=en&start=98&zoom=1&tbnid=e5--_9StH6sPZM:&tbnh=113&tbnw=150&ei=38L0TZafIsqEhQflm_jFBg&prev=/search%3Fq%3Dnatural%26start%3D80%26um%3D1%26hl%3Den%26sa%3DN%26tbm%3Disch&um=1&itbs=1
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Tissue 
• Assessing the tissue in 

the wound bed allows us 
to determine whether 
there is presence of viable 
or non-viable tissue, thus 
informing treatment aims.

• Generally, viable tissue is 
to be protected whilst 
maintaining moisture 
balance, whilst non-viable 
tissue should be 
debrided.
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Tissue - Types
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Hyper-granulation
• Often associated with:

➢ Infection

➢ Inflammation

➢Unmanaged exudate

➢ Friction

• Follow the Hyper-

granulation Pathway
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Fungating Wounds
• Infiltration of the skin 

from a local tumour, 

haematological 

malignancy, or metastatic 

spread from a primary 

tumour.

• Healing likely not a 

realistic option but 

management should 

focus on symptom 

control
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Tissue – Basic Dressings

• Contact layers: Atrauman, 
Activheal Silicone

• Films: 
Hydrofilm/Leukomed-T

• Softpore or Cosmopore 
Transparent: secondary 
dressing for low-exuding 
wounds (not for lower legs)
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Tissue - Debridement

Wound debridement is a critical 
component of wound care 
involving removal of devitalised 
tissue to promote healing.

• Autolytic

• Enzymatic 

• Mechanical

• Sharp

• Biological (larval therapy)
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Tissue – Debridement Dressings
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When Not to Debride?

• If the patient has 
impaired arterial supply, 
dry necrosis with no 
autolysis must remain in 
situ to feet or lower limbs, 
unless advised by the 
vascular team.

• Holistic assessment – 
doppler & lower limb 
assessment – should be 
carried out to determine 
arterial supply.
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Tissue

• What are you 
documenting?

• What are your 
management 
objectives for 
Wound 
Tissue?
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Infection

The diagnosis of 
wound infection 
should be based on 
clinical assessment 
using the AMBL2 
tool.
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AMBL2 Tool – Key Messages

• Most wounds are contaminated with a range of 

microorganisms yet will progress through the normal phases 

of healing without the need for antimicrobial treatment.

• Systemic antibiotics are not indicated unless there is the 

presence of cellulitis (erythema extending >2cm from wound 

margin) or the patient is systemically unwell.

• For those with diabetes or compromised immune/circulatory 

systems, systemic antibiotics may be considered in line with 

national/local prescribing guidelines.

• Routine wound swabbing should not be undertaken unless 

systemic antibiotics are being prescribed.



Caring, safe and excellent

What is a Biofilm?
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Biofilm Pathway

For persistent or 

recurring wound 

infections where 

Biofilm is suspected, 

refer to the Biofilm 

Wound Care Pathway
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Biofilm Diagnosis Checklist
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Weeks 1 - 4
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Weeks 5 – 6 
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Wound Hygiene – Core Principles
Chronic or hard-to-heal wounds 
with devitalised tissue or suspected 
biofilm require vigorous therapeutic 
cleansing to dislodge loose 
devitalised tissue, microorganisms, 
or debris from the wound bed. 
Options include:

• Tap water – first line, no 
evidence that sterile water/saline 
is superior.

• Sterile saline/water – in clinical 
situations where a sterile 
solution is required.

• A wound irrigation solution with 
both surfactant and antiseptic 
properties.
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Mechanical Debridement

• Alprep Debridement Pad – 

1st line – use as per Biofilm 

Pathway - dark grey foam is 

for loosening. The light grey 

foam is for absorbing and 

capturing.

• UCS debridement cloth – 

2nd line - anatomically 

challenging places, e.g. 

between toes or small 

cavities, that the Alprep 

Debridement Pad can’t 

reach.
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Infection – Antimicrobial Dressings

1st line – Medical 
Grade Honey 

2nd line – 
Cadexomer iodine 

3rd line – Cutimed 
Sorbact Contact or 
Flaminal
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Infection 

• What are you 
documenting?

• What are your 
management 
objectives for 
Wound 
Infection?
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Opportunistic Maggots
• Not uncommon, particularly in warmer months

• Does not reflect poor cleanliness of 
patient/surroundings or dressing technique

• Typically, only ingest necrotic & sloughy tissue. 
Reduce bacterial load/clean the wound!

• Advice would be to remove/irrigate away and 
then reassess the wound. Consider if more 
absorbent dressing or an antimicrobial needed.

• Full guidance on TV website, ‘Resources’ tab.

Systemic infection/unwell
Rule out recent foreign travel
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Moisture
Exudate production is a normal 
part of the healing process to 
prevent the wound bed drying 
out, provide essential nutrients 
and growth factors for healing, 
and to assist tissue repairing 
cells to migrate.

Exudate produced by chronic 
wounds can be detrimental to 
healing, prolonging the 
inflammatory phase, and 
causing harm to both the 
wound and the peri wound skin.



Caring, safe and excellent

Exudate Types
• Serous - Amber or straw 

coloured. Considered 
‘normal’ unless excessive.

• Serosanguineous - Pink 
due to presence of red 
blood cells.

• Purulent - Indicates 
infection. Cloudy, milky, 
yellow, tan, brown, 
sometimes green. Often 
thicker and may be 
malodorous. Could be pink 
if red blood cells present. 
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Moisture – Absorbent Dressings
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Moisture

• What are you 
documenting?

• What are your 
primary 
management 
objectives for 
Moisture?
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Edges
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Edges
• Where new epithelial cells are 

formed and migrate across 
the wound

• Protect from trauma

• Get moisture balance right

• Manage any build up of 
dressing residue/dried 
exudate

• Rolled edges – static wound 
as migration of epithelial cells 
not possible. Occasionally 
signifies malignancy

Primary dressings need 
to be non-adherent 

and should not cause 
friction/movement 

over the wound edges.

Use Exudate 
Management Pathway 

to select a suitable 
absorbent dressing.

Follow core wound 
hygiene principles & 
ensure removal of 
residue/exudate
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Surrounding Skin

Care of the surrounding skin 
is as important as care of the 
wound itself. Management of 
skin conditions such as:

• Oedema

• Varicose eczema

• Irritant dermatitis

• Xerosis (dry skin)

• Excoriation and 
maceration
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Surrounding Skin - Management
➢ Oedema - The use of therapeutic compression (dependant on 

lower limb/ doppler assessment)

➢ Varicose eczema - Refer to the Varicose Eczema Pathway

➢ Xerosis (Dry skin) - Refer to the emollient section of the 
formulary.

➢ Hyperkeratosis & skin cleansing - Regular bowl washing, using 
an emollient (Epimax Ointment) as a soap substitute and a 
clean flannel with gentle circular motions will generally 
remove the hyperkeratosis. It is essential to also use a leave on 
emollient after washing to help soften the plaques.

➢ Excoriation & maceration - Consider increasing absorbency of 
dressings and frequency of dressing changes (refer to Exudate 
Pathway). Protect peri-wound skin - refer to Skin Barrier 
Pathway.
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Measuring Success

‘One accurate measurement is 

worth a thousand ‘expert’ 

opinions’ (Grace Hopper)

‘If you cannot 
measurement it, you 
cannot control it’ (Lord Kelvin
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Measuring Outcomes
• Measuring a wound at 

the start of treatment is 
seen as best practice to 
enable accurate 
assessment of the
impact of a clinician’s 
intervention. 

• Subsequent measuring 
can identify whether or 
not a wound is failing to
heal or deteriorating.
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Additional Measuring Methods
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Baseline Measurement

Whole Squares = 57

Non whole = 15
Surface Area = 72cm2
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Wound Site Reduction…

New Surface Area = 50.75 cm2
Whole squares = 41

Non whole = 9.75
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Sum Example: 
Determining the percentage reduction in 
wound surface area

•Work out the reduction in surface area by 
using the following equation:

 New surface area (50.75) ÷ last surface 
area (72) x 100 = 70.47%

Next take the % figure (70.47) from 100 
(100 – 70.47 = 29.53 %)

This means that there has been a 29.53% 
reduction in wound area since the 

last measurement
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Summary

• Understand normal healing so you can recognise 

the abnormal.

• Assess holistically to identify the risks to healing.

• Recognise why a wound is ‘behaving’ in a certain 

way and be able to put an evidence-based plan in 

place to manage the problem.

• Measure the effectiveness of your management 

plan taking appropriate action if outcomes aren't 

being met.
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Feedback Please...
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