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Background

A wound cardormulary is aclinical and financiatecessit\t. The wound care formulary has been
developed by a multidisciplinary teara include a range of clinicahd costeffective products, to
serve thepatientswound requirementsTheformulary isbased on avide range of clircal evidence
and peer reviews, with the products being selected on the current clinical evidence and cost
considerations.

Themultidisciplinary team for thevound @are formularyinclude:

1 NHS DoncastéMHS SY ICB Doncaster Place

1 The Skin Integrity Team (Doncaster and Bassetlaw Teddbsjtals NHS Foundation Trust)

1 The Tissue Viability and Lymphoedema Service (Rotherham Doncaster and South Humber
NHS Foundation Trust)

I The Podiatly Foot Protection ServicRétherham Doncaster and Sbutilumber NHS
Foundation Trust)

1 FCMS Doncaster Urgent Treatment Centre (UTC) & GP Out Of Hours service

The formulary is balanced with the need for education to underpin the use of the formulary and the
wound products included, to ensure that appropriate care is providéte work of the National
Wound Care Strategy Program#ridentified significant variations in wound care approacHhescal
scopingin 2019confirmed that this i¢he case in DoncasteA wound care alliance has been created
in Doncaster with the aim to reduce variations in careeDoncaster Wound Cardlianceconsiss of
the following parties

9 Doncaster and Bassetlaw Teaching Hospitals NHS Foundation Trust

1 Rotherham Doncaster and South Humber NRd8ndation Trust

91 NHS DoncastédHS SY ICB Doncaster Place

1 Primary Care Doncaster

1 FCMS (NW) Ltd

The Doncaster Wound Care Alliance includes a universal structured competency based educational
programmefor healthcare professionals undertaking wound canterventions to ensure a
consistent and cohesive approach feound care interventiongs proviced thatreflects the current
evidence, local policy and pathwayehilst incorporating the national agend&he educational
programme provides three different levels of educatamd learning outcome®\ppendix6) based
on the complexity of the wound management requir@der 1, Tier2 and Tier.3Jhe complexity of
the wound is divided over 4 tiers:
1 Tier 1¢ Removal of clips (ROC), Removal of sutures (RQBds less than 14 days with
positive healing (e.g.100@6anulation tissue).
9 Tier 2¢ Wounds that are not healing under the care of Tier 1 service within 14 days and/or
wounds with 50% or less slough/necrosis/devitalised tissue.
9 Tier 3¢ or wounds with 50% or more slough/necrosis/devitalised tissue. Wounds tha
require involvement and support from a specialist service, but can be managed within the
GP practices with shared care following the overarching management plan from the
specialist service (Consultants, Tissue Viability and Lymphoedema Servicese§kty Int
Team, Podiatry Team, Local Burns Services, Dermatology).
9 Tier 4¢ Patientsthat requiremanagementby the specialist teams only (e.g. Consultants,
Tissue Viability and Lymphoedema Services, Skin Integrity Team, Podiatry Foot Protection
Service, Loddurns Services, Dermatolggy

Appendix Sorovides till details relating to the tiesystem
iii
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Representatives of the Wound Care Alliance panudl meet on @i-monthly basis to review any
YtLQa AYAGAFGSR F2NJ GKS 22dzyR /I NB C2N)dzZ | NE
Any suggestions on new produdsavailableevidence caibe made by contacting either:

1 The Skin Integrity Team. Tel: 01302 642439. Email: dbth.slkgnityteam@nhs.net

9 The Tissue Viability and Lymphoedema Sef/igeria SPBA1302 566999 Email
doncaster.spa@nhs.net

1 The Podiatry Foot Protection Servi@g@000 211 550
Email:Rdash.podiatryreferrals@nhs.net

Instructions

Throughoutthe documentyou will see hyperlinkgolue underlined textjhat will help you navigate
to the approached page.

1 Hover the mouse over the hyperlink you want to select and press Ctrl and Click.

1 To return to the content page double click the footer and ttewver the mowse over the
hyperlink and press Ctrl and Click.

1 You will also find inserted PDF files (highlighted in yellow) within the contents page. If you
double clink on the icon it will open the PDF file separately to the document.
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Doncaster Place
Introduction

Scoperor those aring for patients at risk of wound development andliving withwounds across
Doncaster.

PurposeTo ensureconsistencyand evidenced based caaerosshe DoncasteWound Care Alliance
with evidence basedssessmers, preventiorand management of patigaat risk of wound and/or
with wounds.

Responsibilities

9 This formulary is for the use bealth care professionalsho have completed the relevant
educational modules to providdirect assessment, prevention and management of wounds
in line with their Tier provideacross the Doncaster Wound Care Alliance

1 Choosing a wounthanagement plamepends greatly on a holistic assessment of the patient
and their wound; the patient should be at the centre of all care decisions made.

1 GeneralR} OGAGAZ2YSNE 6Dt Qav gAff NBOSAGS NBIdzSai:
Appendix 13 however the direct wound care intervention need to be undertaken by the
healthcare professional that has commetthe Wound Care Alliance Education Module e.g.
Practice Nurse or HealthCare Assist@r.not exceed 44 day supply of dressings and
products at anyone time, unless the patient has a long term concernvative plan in place
where there will be no change the products required.

9 If a Tier 3 or 4 specialist service has exsorsted all option of the formulary and request a
specific tretament or product for a patient they will proivde communication with@kvia
letter as perAppendix 14or an off formulary product to berescibed.

Holistic Wound Asessment

A systematic approach to holistic wouadsessmenis essential for the delivery of high qualdgre.
A holistic wound assessmetnsiders théWhole(hatient and should comprise of a generic wound
assessmentinimum data séet A holistic wound assessment has the potential to:

1 ldentify factors that reqire intervention and indicatebjectives for management

1 Guide approprige patient and wound management

1 Improve healing rates

1 Reduce the physical, emotional and socioeconomic impact of wounds on patients

1 Benefit practitioners and the NHS by reducing the overall burden of wounds, potentially

decreasing workload and the costs assoaiatgth wound care
9 Raise practitioner and patient morale by improving patient outcomes.

A holistic wound assessment should be performed by a healthcare professional with sufficient
knowledge and skills and thefiauld be given sufficient time to perforanholistic wound
assessmemn.

Components of a Holistic Wound Assessment (Documentation and Minimum Data Set)

Wounds UK (2018)ecommend that a holistic wound assessment includes a minimum data set of at
least the elements showim Table 13. Using a structured approachritugh a generic holistic wound
assessment criteria will underpin the assessment, documentation and practice to facilitate a more



consistent approach to wound management and caffioi@is services and promote improvements
in wound care.

Additional assessment parameters may be necesazagrding to wound typeTable 2 shows
additional minimum set for lower limb assessments. This has been compiled using all the criteria
from the NHS England Leagi@hange Adding Valrameworkand the assessment criteria from
the SIGN Guideline for Venous Leg Uleers

The wound assessment tool recommeido useas part ofa holistic wound assessment is T.I.M.E.S.
This tool was desloped and published in 208By an international group of wound healing experts,
to provide a framework for a structured approach to wound bed preparafidmough the years, the
T.ILM.E.S. approach has been successfully implerdeanid has become the gold standard model for
wound assessment.he tool offers many benefits, suchr@slucirg the burden of chronic wounds
addressing deficits in care armhproving outcomes for patients.

The T.I.M.E.S acronym facilitatege assessmerst of:
Tissue

Infection inflammation or biofilm

Moisture

Edgesof the wound

Surrounding kin

=A =4 =8 =8 =4

Table 3shows the criteria of T.I.M.E.S and recommendations on how to remove the associated
barriersto wound healing

Table 1- Generic woad assessment minimum data Set

Minimum Data Set Criteria
General health 1 Risk factors for delayed healing
information 1 Allergies

(Initial assessment and | Skin sensitivities
every 6 months asa |q Impact of the wound on quality of lifephysical, social and

minimum) emotional
Wound baseline 9 Number of wounds
information, assessment|q Wound location
and symptoms 1 Wound type/classification

9 Category (pressure ulcers only)

1 Presence of wound pain, frequency aselerity
1 Wound duration

1 Whether the wound has healed

Tissue

1 Wound bed tissue type and amount
Infection

1 Signs of systemic infection

1 Whether a wound swab has been taken
Moisture

9 Exudate amount

9 Exudate consistency/type/ colour
Edges
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9 Wound size (maximum letig width and depth)
Undermining/tunnelling

9 Description of wound margins/edges

Surrounding skin

9 Colour and condition of surrounding skin

Treatment

9 Treatment aim

9 Treatment plan

9 Planned reassessment date

1 Referrals sent (Tissue Viabilityaim,Hospital ©nsultants
Podiatry Foot Protection Service

Table 2- The Lower Lilm Assessment Essential Critéria

Additional Minimum Data
Set
Lower limb Assessment

Criteria

1 Signs of venous disease
9 Lower limb oedema

Secific

1 Anklecircumference
1 Joint mobility
1 Assessment of arterial supply

Table 3 Criteria of T.I.M.E.S and the assessment and associated barriers to wound Bealing.

Criteria

Assessment

Barriers

The overall appearance ¢
the wound bedndicated
the health of the tissue
within the wound bed.

The percentage of
different tissue types
present within the wound
bed:

Epithelialisation

Granulation

Slough

Necrosis

Other e.g. Supporting

structures, eschar,

blister

= —a —a —a 2

Devitalised tissue provides an idea
environment for microbial growth
and, in most cases, should be
removed to expedite healing. This
can be achieved through
debridement.

Wounds contain bacteria
which may proliferate
and cause infection,
delaying heahg and
increasing pain, moisture
and malodour.

The presencefdiiofilm
will also impede healing.

Are there any signs and
symptoms based on the
infection continuum for:
i Biofilms

T Local infection

1 Spreading infection
I Systemic infection

Wound cleansing and mechanical
disruption of biofilm to break it up
and prevent reformation.

After disruption of the biofilm if
there are signs of infections use arn
antimicrobial dressing for 2 weeks,
then review.

Wound moisture known
as exudate is normal
part of wound healing
and drying ouimpedes
the healing process. High
levels of moisture can
breakdown new wound

The type and amount of
wound exudate:
f Type
1 Serous
 Haemoserous
1 Purulent
1 Haeompurulent

1 Amount

Mechanicdly debrideto distribute
YR NBRdzOS GKS g
response to produce moisture and
remove any dry skin.
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tissue and macerate the 1 Heavy

surrounding skin. 1 Moderate
1 Minimal
T None

E | Lack of new healthy Measure the width, Mechanically debride encrusted
tissue at the wound edge| length and depth of the | exudate at the wound edges. Asse
or the presence of rolled | wounds (including why the edge is not progressing e.
edges indicates wound | undermining/tunnelling. | devitalised tissue, moisture
healing isnot progressing imbalance, biofilms or infection.
normally. Protect the delicate edge tissue.

S | The wound management| Theappearancef the Address the cause of the skin issus
strategy may affect the | surrounding skin: Mechanically debride dry skin and
surrounding skin 1 Healthy protect the skin from further
condition, which in turn  Dry damage. Encourage salare where
affects the wound healing ! Macerated possible.
process. 1 Hyperhydration

1 Oedema
1 Erythema

Further details, education and skills relating to T.I.M.E.S is includédridof the Wound Care
Alliance Educational Programme.

Documentation

High standard, consistent documentation can guide objective setting, care planning and
evaluation/reassessmehtDocumentationof a holistiovound assessmérand a management plan
should take place at each dressing change including each parameter in the generic wound
assessment minimum data set. Ttewiews should determine whether the patient and the wound
are improving, deteriorating or unchanged; checkiing progress against the objectives of
managemerntt Any adjustments to the management plan should be fully documented.

Drawings and/or photography can illustrate the wound iidthe assessmenif photographyis

used local photgraphy guidancand policeshould be adhered to at all tinseOnly take

photographs when consent has been given and according to local guidelines (which may include who
is permitted to take photographs and requireathcamera users are registered)

Recommendations for photography is as follows, however local Trust/organisation photography
guidance should be adhered to:

1 Take a minimum of two photographs: one to situate the wound on thdyland one closer

to the wound

9 Store and transfer photographs to other devices and into patient records according to local
guidelines
Only take photographs using devices approved for the purpose
Include references/scales for size and colour in the photograply. a disposable paper
ruler marked in centimetres and millimetres
1 Include the date and an anonymised unique patient identifier, e.g. written on a piece of
paper,in the field of the photograph
Check that the photographs are in focus while with the patient and retake if sages
Take photographs at the initial holistic wound assessment, at scheduled holistic wound
reassessments and if therg a major change in the wound
1 Be aware that some patients may not wish to see photographs of their wound

= =

= =
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Antimicrobial Guidelines

Eviderte concerning the efficacy of topical antimicrobial agents in the management of wounds
remains equivocal Reports of resistance to antimicrobial agents are limited but misuse of these
products must be avoideddanaging wound infedbn is costly for the patient and to the health
economy, and a structured approach to assessment and management of the patient as well as
correct use of antimicrobials is essential to ensure safecé¥e and persostentred carg

Antimicrobials including silver dressings should be used in an appropriate and structured manner for
limited periods with clear clinical treatment objectives.

.84l LINY OGAOS NBO2YYSYRFIGA2ya T2NJ (KSvedkLILINR LINA |
OKI ffSyasSQ ¢ K SibBdresid cad BetaasEsedhieir ®eFshoaild be based on an

accurate and detailed holistic assessment and then monitored and controlleereforeit is

recommended thaantimicrobial agerd are used in accordance with tRathway folWound

Infection with areviewof the antimicrobial agent requirementsndertaken after two weeks(as a

minimum). Doncaster and Bassetlaw Primary Care have a Antimicrobial Guideline that can be

referred to; https://www.bassetlawccg.nhs.uk/publication/699%oncasterand-bassetlaw

antimicrobialguidelines

Diabetic Foot Ulcers Guidance

For successful treatment of Diabetic Foot Ulcers (DFU) it is essential that an assessment is

undertaken to determine the underlying causative factors, and where possibleatie removed

2NJ Y2RATASR® 5C! Qa | NB OZANEAdK 8, Bowgv& die@chdbd &K A O 2 NJ A
mix of both and are often complicated by-omrbidities and lifestyle factors such as

Hyperlipichemia, Obesity, Cardiovascular Disease, Chronic Kidney Disease, tobacco smoking, minimal
physical activity and poor glycaemic control.

Diabetic patients with foot ulcers should be referred to the Podiatry Foot Prote&@omiceat
Cantley Health Centrior assessment as per Doncaster diabetic guidelines, unless presenting with
critical limb ischaemia and/ or spreading systemic infection where urgent referral to vascular/
hospital admission is required. The Podiatry Foot Protection Service is foriafitpatith diabetic
foot complications requiring treatments such as regular debridement, wound care, offloading and
insole therapy.

Compression Guidance

Compression is used to manag®nditionsassociated with chronic venoissufficency, including
post-thrombotic syndrome yvaricose veins, venous eczerlippdermatoscleosis, and swelling in the
legsassociatedvith pregnancit It isalso effective as padf an integrated, multifacetedpproach
to managindower limb wounds and oedema, ashais been dmonstrated to help improve skin
integrity, restore limb shape and enhanpatient quality of lifé2

Compressiomptions vary irdegrees otompression, fabric, stiffnessize, lenth, and whether they

are closed or opeioe. For example hosiery kits, hosiery, wraps and bandages. ekiegythe

greatest degree of compression at the ankle, and the level of compression gradually decreases up
the leg'.

A ful Lower Limb Assessment (see Lower Limb Assessment PathwApaendix 12 and 3),
including an Ankl@rachial Pressure Index reading should be completed prioortgpeession bang
appliect. Compression should continue for as long as there is evidence of venous djseasest
cases this is liong (exc. pregnancy).
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https://www.bassetlawccg.nhs.uk/publication/6999-doncaster-and-bassetlaw-antimicrobial-guidelines
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Many brands of compression garments and bandages are available. The recommended degree of
compression and compression garment or bandage type needed depends on the condition being
treated. The healthcare professional completing the Lower Limb Assessnilentigate the most
suitable product based on the assessment in line Wipipendix 2 Please nte all requirements for

flat knit garments must be reviewed and assessed by TVALS prior to ordering.

Made to mesurecompression garments should only be selected if the patient has had their leg
measurements checked in the past six months and none of the standard sizes are appropriate.
Patients treated with compression hosiery should be reviewed every 3, 6 or athendepending

on their risk factorg (#ppendix Jprovides guidance on this

Compression hosiery for the sole prevention of DVT for travellers is not available on NHS
prescripion and patients should be advised to purchase class 1 below knee stockings or proprietary
GFEfAIKG a2014a¢ e

Pathways

Clinical pathways (CPWs) are a common component in the quesptove the quality of health. b
Clinicalpathways aim to ehance the quality of carky gquideingthe user through the evidence
based decisioimaking, translating clinical practice recomndgations into clinical processgahich
in turnwill:

Shortenthe duration of the process with faster diagnosis

Increasecoherence of care between different professionals provides

Reducethe risk of opposing opinions and therapies

Avoid duplication

Increasethe oppatunity for patient empowerment

Reducing therisk of errors

Enable cost effectiveness

Increasing job satisfaction.

=A =4 =4 =4 -4 -8 -8 9

NB: Awound type/diagnosis dedicated pathwais to befollow on the first isnstancelf one is not
availble then follow the tissue tpe pathways.

NB: Only prescibe and provide a 14 day supply of dressings and products unless the patient has a
long term concernvative plan in place where there will be no change to the products required.

NB: If the named product on this pdtway is not available a temporary second line product is
available to use. This can be found within the main text of the Doncaster Wide Wound Care
Formulary Document.
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Pathway for Wound Cleansing

Prontosan Wound Irrigation Solution User Guide

|—| Yes |4—| Has the wound been present for more than 14 days? I—pl

Wound Cleansing Policy

| Does the wound meet the criteria set within the

10 minukes.

0 Somik gauTe with .. B Apply soaked
Prontosan Wound | gEuDe to the wound
Irrigation Solution. and leeee in situ for

8 Remove gaame
Bnd use B clean

[genme o cleanse
‘the surrcunding sXin.

maechanicsl debridement of ChIonic wounds.

& Consiger using Promtosan Debridement: Pad £0 S upport e soft

@ Durmpen the Debridement @ Appey ight pressure, @ Irrigate the
pad using Frontossn Wound  using dirosar or ‘wound with
Irrigation Solution couering TweEping motions over Frontossn

the microfibee side of the mress of slough and ‘Weound Irnigation
pad. debris for 2 -3 minutes,  Solution

@ Appiy dressing

& Rengoess the wound Bt every dressing

=5 per Wound Cars chang=.
Formaary.
Irth ks pathivay 1 tamponry seend Ing prodikt
avallabie o uza This 2 ba foundw khin tha main taxt of tha Doncasber Wide Wound Cans
Fommutary Dooumsnt.

Lomdoe: Wounds UK
- thom S Inagriy Taw s

Dwmiozed
Uipwted fera 2072 For svian form 2004

Nol

1

Are any of following factors associated with increased risk of wound infection present?

Characteristics of the individual

= Poorly controlled diabetes

= Prior surgery

= Radiation therapy or chematherapy

= Conditions associated with hypoxia and/or poor tissue perfusion (e.g. an@emia, cardiac or respiratory disease,
arterial or vascular disease, renal impairment, rheumatoid, arthritis, shock)

= Imvmune system disorders{e.g. acquired immune defidency syndrome, malignancy)

= Inappropriate antibiotic prophnylaxis, particularly in acute wounding

= Nutritional deficiencies

= Aloohol, smoking and drug abuse

Characteristics of the wound

Acute wounds Chronic wounds Both wound types

= Contaminated or dirty wounds = Degree of chronicity/duration of = Forsign body (2.g drains,
= Traumna with delayed treatment wound sutures)

= Haematoma

= Necrotic wound tissus

= Impaired tissue perfusion

= Increased exudate or
moisture.

= Large wound area

= Deep wound

= Anatomically locaved near a site of
potential contamination (g
perineum or sacrum).

= Pre-existing infection or sepsis

= Spillage from gastro-intestinal tract

= Dperative factors (e.g. long surgical

= procedure, hypothermis, blood
transfusion).

Characteristics of the environment

= Hospitalisation {due to increased risk of exposure to antibiotic resistant organisms)
= Poor hand hygiene and aseptic technigue

= Unhygiznic erwironment {e.g. dust, unclean surfaces, mould,/mildew in bathrooms)
= Inadequate management of moisture, exudate and cedema

= Repeated trauma (e.g. inappropriate dressing removal technigue).

Prontossn irfgation Soluticn smpules are single use and should be
& wound.

isl solution which is indicated for use on wounds thatare st risk of local,

PProntossn irfgation solution bottles and gel should be labelled with the date of opening and discarded within 8
weeks of opening.

to

+

No
-

Cleanse wound in accordance with local normal saline or water as per you local Wound
Manag Practice. R at every dressing change.

International Wound (Wi wouna iin clinical practios. Wounds International 2016
Developed by the Skin Integrity Team 2017, reviesed June 2022 version 4. For review Juns 2024,
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Skin Care Pathway for Incontinence Associated Dermatitis (IAD) and Moisture Associated Skin
Damage (MASD)

NHS [NHS

'hPﬂlhlﬁH'f CARE Rotherham Doncaster Doncaster and Bassetlaw
cm ﬁFWW‘m“ Doncaster and South Humber Teaching Hospitals
Chiniend Commbiinning Gresp HHS Foundation Trar: HHS Foundation Trst

Skin Care Pathway for Incontinence Associated Dermatitis (1AD)
and Moisture Associated Skin Damage (MASD)

Incontinence Associated Dermatitis (IAD) Moisture Associated Skin Damage (MASD)
is damage to the skin caused from contact of urine and/ is damage to the skin caused by prolonged contact of
or faeces. A combination of urine and faeces causes maisture to the skin surface.
severe skin irritation that can quickly result in the skin
breaking down.
Riskfactors Risk factors
= The skin will be maore vulnerable to pressure, shear and » Excessive moisture due to perspiration
friction » Excessive moisture due to wound leakage
= Muoisture due to urine and/or fascas, with more than 2 « Bariatric patients
episodes of incontinence per day. » Medidnes eg. steroids, antibiotics,
immunosuppressants.

é'EU}d {ﬁt

Management Plan

= Assessand treat reversible causes of incontinence Management Plan

= Implermnent the Pressure Ulcer Prevention and = Assess and treat pyrexia
Management Care Plan = Assess and treat wound exudate

= Implernent Skin Care Regime as below = Implemeant Skin Care Regime as below

= Report JAD using IR1 = Report MASD usimg IR1

= Assess, dress and document the areas of IAD within the « Assess, dress and document the areas of MASD within
Wound Care IFOC within SystmOne/EMIS Web. the Wound Care IPOC within SystmOne/EMIS Web.

o Step 1 Undertake a full patient assessment to establish a diagnosis of Incontinence Associated
Dermatitis (LAD) or Moisture Associated Skin Damage (MASD).

@ Step 2 cleanse PROSHIELD FOAM and SPRAY Incontinence Cleanser
+ Cleanse areas of skin at risk after avery episode of incontinenca
+ Remove faeces/urine where applicable - Do not rinsa off, pat dry with dry wipea.
wpr wr .
Type 7 Stool Bristal Stool Intact skin | | Broken skin |
Chart) wyr wpr
- . .
9 Step 3 Protect PROSHIELD PLUS PROSHIELD PLUS PROSHIELD PLUS
and Restore | skin protectant Skin protectant Skin protectant
Apply a thick layer to Apply a thin layer once Apply a thick layer to
affected areas after each per day as a minimum, to affected areas after each
episode, of incontinence. protect and restore the episode, of incontinence.
skim and reduce risk of
skin breakdown.

Secondary Care:
If there is no improvement after 7 days, or if advice is required refer to the Skin Inhbrltyﬁun (5IT).

Primary Care:
Refer to TVALS if deterioration noted or no improvement after 7 - 10 days.

If the named product on this pathway is not available a temporary second line preduct is available to use. This can be found
within the main text of the Doncaster Wide Wound Care Formulary Document.

Reference: BeekmanD et al. (2015] Proczedings of the Gobal WD Expert Paned. Inco rtinence Asociated Dermatitic Prewrtion Fareesrd Woaureds [tz ruational
Dewedoped by Skin IntzgrityTesm. Lanuary 2007 Update June D112, mengesd togetherthe Prrru:faldSenmda'g reemian Y3 For miew June 204,
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Pressure Ulcer Product Selection

INHS| [NHS | INHS |

"'hllﬁlllmtﬂE Raotherham Doncaster Doncaster and Bassetlaw
cm ﬁFM"“BT“ Doncaster and South Humber Teaching Hospitals
Clinical Commissianing Group HHS Foundation Trust HHS Fouredation Trust

Pressure Ulcer Product Selection

RED FLAG: If the pressure ulcer is on the foot and the patient has diabetes, neuropathy or ischemia please refer to the
Foot Ulcer Pathway rather than the below.

Category

Potential tissue damage Skin that is slow to blanche.

For sacral/buttock areals) with incontinence:

Category 1 Proshield Plus Skin Protectant.
Mon blanching erythema over a At every wash or 3 times daily.
beony prominencs or underneath
@ device. pr For all other areas:
ClearFilm Semi-Permeable Film Dressing.
Suspected Deep Tissue Maximum wear time 7 days.
Injury DTl / Depth OR
unknuwn. Barrier Protection Film
Purple loczlised area of . L. o
discolourstion. [&im to reclassify Daily application as a minimum.
within 14 days).
Moisture Levels
Catgory i it or woseres =R
Category 2 For sacral area with incontinence: __ Biatain
Partial thickness loss of Proshield Plus Skin Protectant silicone 3DFIT Foam
dermis. & shallow open ulcer. At every wash or 3 times daily. Maximum wear ime
For all other areas: Comfeel Plus Maximum 7 days. [dependent on
e wear time 7 days. exudate fevels).
Category 3 Less that 0.5cm depth: Comfeel Plus Less that 2om depth: Biatain Sili-
Full thickness skin loss. 0.5cm or more depth: con 3DFT Foam
subcutaneous fat may be cutimed Sorbact Ribbon and comfeel Plus More that 2cm depth:
visible . . Cutimed Sorbact Ribbon and
’ Maximum wear Gme 7 days. Biatain Silicon 3DEIT Foam
* (dependent on exudate levels) Moximum wear fime 7 days.
(dependent on exudate levels).
Category 4 cutimed sorbact Ribbon Cutimed Sorbact Ribbon and
Full thickness tissue boss with and Comfeel Plus Biatain Silicon 3DFIT Foam
exposed bone, tendon or Maximum weor time 7 doys. Adhesive Foom Maximum wear
muscla. {dependant on exvdate lovals). time 7 days.(dependent on
R exudate fewels).
Unstageable [ . For Blisters comfeel Plus Allevyn Life Silicone
Uncatagorsiable clearFilm Maximum wear Adhesive Foam
Full thickness tissue loss, Semi-Permeable time 7 days. Moximum wear ime 7 days.
where the depth of ulcer Film Dressing. (dependent on exu- (dependent on exudate levels)
is obscured by slough or Maoximum wear date leveis)
necrasis, or a fluid filled time 7 days.
Blister. g
[DBTH &im to reclassify Dur.lfeel Plus
within 14 days Mn_lmum wear
- - time 7 days.
RDASH/PCD Aim to reclassify
within 10 days) (dependent on
exudate levels).
Mucosal Pressure Ulcer Intrasite Gel & bespoke plan is required from a
Mucosal Pressure Ulcers Tier 4 service:
oocur when the mucous i 5
Skin 1 Te
membrane is damaged as a " rltqm\_r am
result of pressure (usually Tissue Viability .
a device): oral, nasal, anal, and Lymphoedema Service
genital, eyelids and round Tracheotomy Specialist Murses
trachy tubes.

If the named product on this pathway is not available a temporary second line product is available to use. This can be found within the
main text of the Doncaster Wide Wound Care Formulary Document.

Pelerante: Natianl Fraisurs Ules Sdetuery Panal, Eurcpean Pressus Ulser Advicry Pasalind Pan Pacilic Pressure Infury &llwsss [2009]) Presmtian asd Tr ol B Licars:
Cuslek raferencs gubde, Dwerlaged by P Skin intageity Taam 3 bror 2000 gt Jun 2022 Bram the Prasirs uioer product selection geide v, For seview lune 2024,
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Prevention of MedicaDeviceRelated Pressure UlceDRPU)

Rotherham Doncaster Doncaster and Bassetlaw
cm ﬂ’mem" Doncaster and South Humber Teaching Hospitals
Chnical Commikioning Gromg MHS Foun detion Trust MHS Foundation Trest

Prevention of Device-Related Pressure Ulcers (DRPU)

» Pressure Ulcars » Asignificant proportion +  Many devices are « All patients with a
that result from the use of Pressure Ulcers in made of plastic, rubber medical device are “at
of devices designed critically ill and or silicone, which can risk” of developing
and applied for immobile patients cause rubbing or create DRPU (NHS
diagnostic and are related to the pressure on the soft Improvement 2018).
therapeutic purposes use of devices tissues (Jaul, 2010)
are known as DRPU (Black et al, 2010)

. Assessment:

SELECT a device that has the ability to induce the least
degree of pressure and/or shear, ensuring that it is
correctly sized and fits appropriately.

Management
REPOSITION and/or offload the pressure from the
device every two hours as a minimum in order to provide
pressure relief if clinically safe to do so
Ensure the skin bemeath and around the device is kept
clean amd dry.
INSPECT the skin beneath and around the medical device
thres times a day.
Considerthe use of barrier protectants as a preventative
measure in order to minimise the risk of a DRPU
develaping:
| + ClearFilm « Barrier Film
‘ ., . + Proshield Plus  « KerraPro Silicone Pad.
x,- o Evaluation and referral:
{""' ESCALATE any skin changes to the Murse accountable for
Endotrachsal Tubs the patients care,
Ensure regular review of the use of barmier protectants to
Chast/Nack Tubing Abdominal Cathatars 6.9, Jawsllary =Nsure they are dinically appropriate.
=.g. FIcC PEG ag.wetch PatientInformation
{1 [ If the patient andfor care giver is able to undertake
Incontirence Pad self-prevention and management of a medical device
] T provide them with recommendations following an holistic
A assessment for repositioning, inspection and escalation.
 / @* i REPORT all pressure ulcers via:

| ES ot Tkl Plaster Cast DETH « Skin Integrity Datix/'Dashboard.
Cannula and RDaSH « Safeguarding IR1 System.
Artarial Lins « SytsmOne.
Primary Care « SystrnOne/EMIS Web.,

DO CUMENT accordingly:
1 DETH

F

CPARBIPAPMIY  Hsaring Al

MNaoratal nasal prongs

02 Mask and Masal

r
£

*

Skin Inspections

Repositioning schadule.

Skin Integrity Wound Assessment amd
Care Plan.

SytsmiOne,

Give consideration to informed

refusal and patients mental capacity to
make informed choices,

' Primary Care = SystmOne/EMIS Web.
\_.p MEB:Should the patient be too unstable to have any
Footwear aspects of the DRPU prevention plan carried out, this
Bavmslopad by must be documented.

_I_'Il:I]:__

*

Anti-Embelism | RDaSH
Stockings Extarnal Fixatien

*

-
-
1

BracafSplirt

in Inte gy
5k lEl-g""'-"'l'_']»*‘ Team If the named product on this pathway is not availablea
temporary sacond line product is available to use. This
- can be found within the main text of the Doncaster

ared |
izra. dml (20 ny Wesarel Blanascamant. Black atal. [3075) ntem aiorl | of Wand Grre. Wide Wound Care Formulary Docurment.
Eurcpaan Pransurs Ulcar Ackisery Panal [3019) Pravardicn and T oF By Wcare Chnical Practica G uidalina.

Wemimbar 2008, Updite lune 2032 WE. For rview lure J024.
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Pathway forMedical Adhesive Related Skin Injurié@ARSI)

INHS |

INHS |

meufcms Rotherham Doncaster Doncaster and Bassetlaw
cm ﬁrnﬂm«ls"ﬂ' Doncaster and South Humber Teaching Hospitals
Clinfoal Gommisslaning Group NHS Foundation Trust NHS Foundation Trust

Pathway for Medical Adhesive Related Skin Injuries (MARSI)

Definition - MARS] (Medical Adhesive Related Skin Injuries) are defined as skin damage related to the use of medical adhesive products
such as tapes, wound dressings, stoma products, electrodes, medication patches and wound closure strips (JWC Intemational Consensus
Document 2020).

Examples of devices that canse MARSI
Imtrinsi crisk facters Extrimsic risk factors {Medical Adhesive Related Skin Injuries)

= Extremes of age (neonates and the elderly) « Drying of the skin due to harsh = Stoma produ ds = Urethral catheter fixators
« Dehydration deansers, excessive bathing, low . Cannula dressings « Adhesive dressings andta pes.
« Malnutritian humidity et « Electrodes
« Dermatologicl conditions = Prolonged exposure to moisture
« Underlying medical conditions that affecttheskin: - Certain medications e.q. kong TepTips
- Dighetes term use of corticosterids = Uz emollients on dry skin as per the local formulary
- Infection « Radiation therpy = Oy use a medical adhesive if absobitely necesary
- Renal insufficiency + Photo damage or exposure to « Trytominimise the number of times that an adhesive medical device
- Immunasuppression ultraviolet light S - e
- Chronic venous insufficiency - Tape/dressing/device removal - Err.-'a.l.r-zm-zFhmr.—-:{:nendgmualu-nimmanemg.lldtpu.:st:mi
+ Repeated taping. « Considerusing a barrier film.
+ Oedema.

e Gwe | Teamemt |

Medhanical Epidermal skin stripping « Remowal of adhesive tape or dressing. » Remiwal of ane or more of the layers of the epidermis.
Damage is often shallow and irregular in shape,

« Skin may appear shiy.

« Dpensores may be accompanied by red
skin and blister farmation.

Tension injury or blister
.i“

« Skin swells or stretches under an unyielding adhesive tape or dressing.

= Poorap plication of a medical adhesive tape or dressing.

« A joint oranather area of movement is cowered with an unyielding tape.

= Injury caused by a shear force (s=paration of the epidermis and dermis).

« Followingthe Pattray forWound Cleansing and apply a Ungo Tul Absorb Boarder (can stay in
place for 7 days or as per enudate levek)

=

« Skin aut or saape (shearing)

Skin tear

- Rubbing friction).

-

-

Dermatitls  lrritant contact dermatitis « Response to contact with a chemicalinitant in -«

' ] the adhesive.

= 5kin damage resulting in prolanged
acaumulation of maisture under an adhesive
dressingtape or dressing.

-

-

Folliculitis « Prolongedaccumulation of meisture and heat -
under an adhesive can attrad baderia, which
might proliferate inan enclosed erviranment,
resulting inan inflammatory response inthe

Fair fallicle.

« The skin is pulled away and the layers of the skin
separate.

This @n cuseatype 1, type 2, or type 3 skin tear.
Follow the Upper body or Lower leg Skin Tear Pathway

The skin isinflamed and @n become

blistered, dry, thickened or cracked

Stop using the product that has caused the reaction.
Cleansethe skinas per the Pathway for Wound
Cleansing and apply emallients as per local guidance
Injury caused by shear force,

Skin appears wrinkled and white!
grey. Softening of the skin increases its permeability
and susceptibility to infection.

Appears as small inflamed elevations of
the skinamund the hair follide. These can present as
papules or pustules.

If the named product on this pathway is not available a temporary second line product is available to use. This can be found within the main text of the Doncaster

Wide Wound Care Formulary Docurment.

Refarenca - Intemational Consereus Documant 2020 Gukdsline to the prevert lon of Mad | Adhssive - Rabited Skn injuries, Joumal of Wound care. 29, (3], 51-524.
Dersdopad by Skin Imtegrity Team. Updated Juna 2022 W3, For review June 2024,
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