2003 Aged care extra question

Old man with 10cm pressure sore, deep, eschar in the center, can express pus from underneath.  No surrounding erythema.  Pt is apyrexial.  Best treatment?
a) saline irrigation and dry dressing
b) IV antibiotics
c) Topical antibiotics
d) Calcium alginate dressing
e) Topical antiseptics
From the Uptodate information provided below about the treatment of  pressure ulcers, it seems as though the right answer would be topical antibiotics. However there must be more to the question as the eschar needs to be debrided unless it’s  a heel ulcer ( not 10cm) . Saline irrigation seems ok but not a dry dressing, rather it needs a wet dressing. IV A/Bs are for systemic infection. Clcium Alginate does not appear in the uptodate section on ulcers, and topical antiseptics are counterproductive because of their effect on fibroblasts.

UPTODATE

Nutritional status — Several small clinical trials have suggested that an increase in dietary protein intake promotes the healing of pressure ulcers [27,28]. In one study of 28 malnourished patients in a nursing home who had truncal pressure ulcers, there was a significant decrease in ulcer surface area in patients receiving liquid nutritional formulas that contained 24 percent protein versus those consuming 14 percent protein [28]. The change in total ulcer area correlated with both dietary protein and caloric intake per kg body weight. Protein intake of 1.0 to 1.2 g/kg/day is generally recommended for all patients with pressure ulcers [9].

Other oral supplements, in particular vitamin C, have not consistently been shown to be of benefit in the treatment of pressure ulcers [29]. Nevertheless, nutritional deficiencies that are diagnosed should be corrected. (See "Assessment of nutrition in the critically ill").

Tissue pressure — Patients should be positioned to minimize or avoid all pressure on the wound. In addition, specialized beds may assist with pressure sore healing in some patients. The efficacy of specialized beds has been illustrated in a number of randomized clinical trials. In a study of 65 hospitalized patients with pressure ulcers, for example, 31 patients were given an air-fluidized bed and repositioned every four hours, while 34 patients received conventional therapy with an air mattress covered by a foam pad and repositioning every two hours [27]. The latter group also used elbow or heel pads as needed. Pressure ulcers showed a median decrease in total surface area on the air-fluidized beds while increasing in size on conventional therapy (-1.2 versus +0.5 cm2). The difference was even greater in patients with large ulcers (30 INCLUDEPICTURE "http://www.utdol.com/application/images/characters/ge.gif" \* MERGEFORMATINET 


7.8 cm2) at baseline; the median total surface area change was -5.3 and +4.0 cm2, respectively. In another report of 84 nursing home residents with pressure ulcers, subjects treated with a low-air-loss bed were 2.5 times more likely to heal compared with those using a foam mattress [].

Nevertheless, a consensus on the use of these specialized beds does not exist, in part due to their high cost. The costs become particularly significant when considering that treatment for at least two months is typically required [31]. In addition, most pressure ulcers can be successfully managed without the use of a specialized bed.

Specialized beds may be most appropriate for select patients in whom rapid healing of the pressure ulcer is critical in meeting overall treatment goals (eg, a patient with a severe ulcer who could be discharged home once the ulcer resolved). A static support surface such as a foam, air, or water overlay may be used if the patient can assume a variety of positions without bearing weight on the ulcer. A dynamic support surface should be considered when the patient cannot assume such positions or if the pressure ulcer does not show evidence of healing. A low air-loss or air-fluidized bed may be necessary for patients who have large ulcers at multiple sites on the body that make positioning difficult.

Wound debridement — Necrotic tissue promotes bacterial growth and impairs wound healing. Thus, wound debridement is an important element of pressure ulcer treatment. Four approaches to debridement are available; they are often used in combination [32].
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 Mechanical debridement includes the use of wet-to-dry dressings, hydrotherapy, wound irrigation, and scrubbing the wound with gauze. These approaches are best for wounds that contain thick exudate, slough, or loose necrotic tissue. Wet-to-dry dressings will remove both nonviable and viable tissues; caution is required in their use. Moistening the dressing before removal should be avoided since it will limit the debriding effect.
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 Sharp debridement involves the use of a scalpel or scissors. It may be performed in the operating room or at the bedside. This is the most rapid form of debridement; it is indicated when there is evidence of cellulitis or sepsis. Sharp debridement is also used to remove thick eschar and when there is extensive necrotic tissue. The exception is patients with heel ulcers covered by a thick, dry eschar, in whom removal is often not recommended [26].
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 Enzymatic debridement using the topical application of agents such as collagenase, papain, fibrinolysin, and deoxyribonuclease is effective in promoting the growth of granulation tissue [33,34]. These agents are particularly useful in long-term care settings and in patients who may not tolerate surgery [26]. Cross-hatching of the wound with a scalpel is required prior to the application of enzymatic agents on eschars. A small randomized trial comparing collagenase with fibrinolysin/deoxyribonuclease found no difference in efficacy between the two therapies [35].
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 Autolytic debridement uses an occlusive dressing to cover a wound so that necrotic tissue is digested by enzymes normally present in wound tissue. This often works best on wounds with minimal exudate. It should not be used in the presence of infection.

Debridement should stop once necrotic tissue has been removed and granulation tissue is present.

Treatment of wound infections — Wound healing is impaired by the presence of infection with more than 100,000 bacteria per gram of tissue [36,37]. Infection is usually recognized by the presence of purulent exudate, surrounding erythema, foul odor, tenderness, and systemic signs; the presence of these signs is an indication for antimicrobial therapy. Wound swab cultures often reveal polymicrobial growth, making it difficult to distinguish colonization from true infection. Curettage of the ulcer base after debridement, needle aspiration, or tissue biopsy are more reliable for identifying the pathogenic organisms, but are not usually necessary unless the ulcer does not respond to topical antimicrobials.

Topical antimicrobials, including gentamicin, silver sulfadiazine, and mupirocin, are effective in reducing bacterial levels and improving the appearance of infected ulcers [36,38]. This was illustrated in a prospective, randomized study of 40 hospitalized patients with pressure ulcers [38]. Bacterial counts were reduced to 100,000 or less per gram of tissue in all 15 patients treated with silver sulfadiazine cream during the three week study, compared with 79 and 64 percent of those treated with saline and a povidone-iodine solution, respectively. The ulcers treated with silver sulfadiazine cream also responded more rapidly.

A two-week trial of topical antimicrobials may be considered in wounds that do not appear infected but are not clinically improving. On the other hand, topical antiseptics such as povidone-iodine, sodium hypochlorite, or hydrogen peroxide should be avoided since they may be toxic to fibroblasts. Systemic antibiotics are reserved for serious infections resulting from pressure ulcers (eg, bacteremia or osteomyelitis).

Maintaining a moist wound environment — Wound fluids may contain tissue growth factors that facilitate reepithelialization. Thus, pressure ulcer healing is promoted by dressings that maintain a moist wound environment while keeping the surrounding intact skin dry [39,40]. A moist wound environment is promoted by loosely packing the wound with saline moistened gauze that is not allowed to dry, although occlusive dressings are equally effective and reduce the nursing time required for wound care [41,42].

Over 100 brands of dressings are currently marketed. Most can be divided into one of several broad categories; there are no clear recommendations for use of one dressing versus another [43], although varying circumstances may favor one dressing over another:
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 Transparent films provide an effective barrier for retaining moisture; they are good secondary dressings when combined with another product for full thickness wounds or may be used alone for partial thickness wounds.
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 Hydrogels are designed to maintain a moist wound bed and can be used for deep wounds with little exudate.
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 Alginates are highly absorptive and are useful for wounds with significant exudate.
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 Hydrocolloids generally provide an effective barrier for retaining moisture and are useful for promoting autolytic debridement; they come in a variety of sizes and shapes for use on different parts of the body.
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 Collagen dressings may promote the development of new granulation tissue.
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 Foams are also highly absorptive and useful for wounds with significant exudate
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 Cavity fillers may be beads, foam, gels, or ointment that maintain a moist environment while filling dead space.
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 Silver dressings come in a variety of forms and provide broad-spectrum antimicrobial coverage in the setting of a moist wound environment.

In addition, one study of patients with grade III and IV pressure ulcers found that sequential use of a calcium alginate dressing for four weeks followed by a hydrocolloid dressing for four weeks was preferable to a hydrocolloid dressing alone for eight weeks [44]. The rationale for the sequential approach is that the calcium alginate dressing helps with wound debridement, which results in improved tissue granulation. In this study of 110 elderly (average age 83.5 years) patients on a geriatric hospital ward, the mean absolute surface area reduction (SAR) was significantly larger in the sequential treatment group than in the hydrocolloid dressing alone (control) group (7.6 cm2 versus 3.1 cm2 at eight weeks) [44]. Similarly, at eight weeks significantly more patients in the sequential therapy group had a 40 percent SAR than controls (75 versus 59 percent). It should be emphasized that these were patients with grade III and IV ulcers with less than 50 percent granulation tissue at baseline.

A study of 65 nursing home residents with stage 2 or 3 pressure ulcers that were not covered by eschar or necrotic tissue found no difference in healing outcomes for wounds treated with collagen and a gauze cover versus treatment with a hydrocolloid [43].

Pain control — Pressure ulcers can be painful and this pain may not respond well to oral medications at doses low enough to avoid side effects. Topical opioid preparations have shown some ability to relieve pressure ulcer pain in small randomized, controlled trials [45,46]. One of these, a crossover study in five patients, used 1 mL of injectable morphine sulfate (10 mg/mL) mixed in 8 g of Intrasite gel applied topically once daily and covered with a Tegaderm dressing [46].

Surgery — Most pressure ulcers are successfully managed using the basic principles of wound care cited above. Two studies from large nursing home chains have collectively followed over 1,000 pressure ulcer patients [47,48]. Over 70 percent of patients with a stage 2 pressure ulcer, 50 percent with a stage 3 ulcer, and 30 percent with a stage 4 ulcer were ulcer-free at 6 months. In patients followed for two years, 77 percent of stage 4 ulcers had healed.

Nevertheless, surgery is still necessary in some patients, particularly in those whose quality of life would be markedly improved by rapid wound closure. A variety of operative procedures are available, including direct closure of the wound, skin grafts, skin flaps, musculocutaneous flaps, and free flaps [26,49]. Procedure selection depends upon patient characteristics, ulcer site, and available surgical expertise.

Procedures may last for up to three hours and result in considerable blood loss: patients must be medically stable prior to surgery. In addition, ulcers should be free of devitalized tissue and patient factors predisposing to pressure ulcer development should be corrected where possible. Smokers should be encouraged to stop since continued smoking may result in higher rates of recurrence [50].

Operative repair often results in wound closure, although the long-term efficacy is less certain. Ulcer recurrence rates of 13 to 61 percent have been reported [50-52]. Thus, the role of operative repair is still uncertain for many patients. The decision to perform surgery depends upon patient preference, treatment goals, risk of recurrence, and quality of life considerations.

A fecal diversion via surgical colostomy is occasionally considered to promote wound healing. However, this procedure may be associated with a high complication rate in frail elderly patients and is of questionable efficacy [53].

