
PRESSURE ULCERS CHAPTER: 89
Pharm 2013, HP
Recommended flags in TC:1162-1164, 1169, 1171
	TREATMENT CONSIDERATIONS/ THERAPEUTIC TIPS

· Staging of pressure ulcers: Stage 1 – nonblanchable erythema of intact skin, usually over bony prominence; 

             Stage 2- partial thickness skin loss involving epidermis, dermis or both; 

             Stage 3- Full thickness ulceration, subQ fat may be visible; 

             Stage 4- full thickness ulceration with exposed bone, tendon, fascia, muscle or joint capsule.

· Slough (yellow, tan, gray, green or brown) or eschar (tan, brown or black) may be present and cover the base of the ulcer. 

· Pressure ulcers will not heal unless causative factors are corrected.

· Causative factors may include: Local- pressure, esp. over bony prominence, dry skin, excessive moisture, friction, shearing forces. Systemic- circulatory disturbance, malnutrition, prolonged immobilization, sensory deficit, smoking.

· Pressure relief is cornerstone of both prevention and tx of pressure ulcers. 

· Labs: Prealbumin (2 day half-life) is a more sensitive indicator of nutritional status then albumin (21 day half-life, hydration status affects test). 

· Stage I and II pressure ulcers should show evidence of healing within 1-2 weeks, Stage III and IV within 2-4 weeks. 



	PREFERRED DRUG CLASS/ DRUG (where appropriate) with INTERACTIONS, DOSING SUGGESTIONS etc.

Pressure ulcer therapy, see Figure 1, pg 1164 for flow chart

Wound Debridement (check vascular status of patients with lower leg ulcers before debridement)
Sharp debridement: with scissors or scalpel, electocautery may be used for hemostasis or absorptive xerogel (Algosteril) (functions as a procoagulant), use dry dressing for 6-24 hrs, remove, then follow with a moist dressing. Used for thick, adherent eschars, extensive devitalized tissue or urgent care for infected ulcers.
Autolytic debridement: synthetic dressings such as hydrocolloids and hydrogels, digest devitalized tissue, best used for uninfected wounds, patients who cannot tolerate other methods. Periwound protection impt, use skin sealants or barrier ointments.
Mechanical debridement: wet-to-dry dressings, hydrotherapy, wound irrigation. Used for removing eschar.

Proper irrigation pressure is obtained using a 35mL syringe with a 19-gauge angiocatheter or a single-use 100mL saline squeeze bottle. 
Enzymatic debridement: apply enzyme-impregnanted dressings to wounds. Used in long-term care facilities and in home care on uninfected ulcers. 
Wound Cleansing
Irrigation with normal saline (most common), Ringer’s lactate, sterile water or noncytotoxic wound cleansers may be used.
Warm to room temperature, irrigate with 100-150mL of solution, pat dry surrounding skin for proper adherence of dressing.

Wound Dressings pg169 

Dressing choices for pressure ulcers, see Figure 2, pg 1171 for flow chart
Transparent film dressings: Bioclusive, Opsite, TegaDerm (superficial wounds, abrasions, partial-thickness wounds).

Gauze dressings: Adherent 4x4 gauze, Non-adherent: Release, Telfa (partial- or full-thickness wound with necrotic debris or covered with antibiotic ointment).

Hydrocolloid dressings: Comfeel, DuoDerm, Restore (partial- or full-thickness wounds, esp superficial).

Hydrogel dressings: Duoderm gel, Intrasite gel, Normlgel, Nu-Gel (full-thickness wound with or without undermining).
Xerogel dressings: Algosteril, Aquacel, Kaltostat, Sorbsan (full-thickness wound with slough, with or without undermining).

Foam dressings: Allevyn, Cutinova, Mepilex, Lyofoam (full-thickness wounds with exudate).
Enzymatic dressings: Collagenase (wounds with eschar).

Negative pressure wound therapy (NPWT)- a new technology that promotes wound healing by draining/removing infectious material or other fluids through continuous or intermittent (5mins on/ 2 mins off) negative pressure. Use for Stage III or IV pressure ulcers if unresponsive to other tx.


	Treatment of Infections
For inapparent infection (increased bacterial burden but no signs of infection) consider:
     2-week trial of topical antibiotics for clean pressure ulcers that are not healing or produce excessive exudate after 2-4 weeks

     of optimum care. 
Infected pressure ulcers: may lead to cellulitis (surrounding erythema or swelling greater than 2cm), bacteremia, sepsis or osteomyelitis (a probe can be inserted into bone). 
     Start systemic antibiotic therapy. 
     To quantify bacteria levels do a culture swab, tissue biopsy or needle aspiration. Swab wound bed, not eschar, slough, 

     exudates or edges. 
Treatment of Pain 
Administer analgesics prior to wound examination or manipulation (change of dressings).
Potential topical medications include the lidocaine 5% patch or eutectic mixture of local anesthetics (EMLA) consisting of lidocaine 2.5% and prilocaine 2.5%.

Consider pain reducing properties of dressings such as hydrogels and hydrocolloids. 

	RED FLAGS/ COMMON INTERACTIONS ASSOCIATED WITH THIS DISEASE/ DRUGS FOR THIS DISEASE

· Assess concurrent medical issues that may impair wound healing: peripheral vascular disease, diabetes mellitus, immune deficiencies, collagen vascular disease, malignancy, malnutrition, psychosis and depression. 
· Medication history: steroids or immunosuppressives may impair wound healing, 

· Caution with drugs that decrease level of consciousness/sensory perception (eg. shedatives, analgesics). 

· Do not use antiseptic agents, hydrogen peroxide or skin cleansers on ulcers as they are toxic to wound tissue. 
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