Technical Guide ‘

HYDROCOLLOI
DRESSINGS SUITABLE FOR
JLCERS?

AR

DIABET

C FOOT

)

Caroline Mclntosh is Senior Lecturer in Podiatry, Centre for Health and Social Care Research, University of Huddersfield, West Yorkshire

The controversy surrounding the use of hydrocolloid dressings on diabetic foot ulcers (DFUS) has
stemmed from reports of infection and other adverse events. This article reviews the literature

and evidence for and against the use of hydrocolloids for this type of wound and questions
whether anecdotal reports and the inappropriate application of dressings has led to this confusion.
Recommendations for how and when to use hydrocolloid dressings on DFUs are also presented.

Hydrocolloids are a particular
category of wound dressings
that are widely used in clinical
practice to manage a number
of different wound types (Figure
7). Pudner (2001) advises that
they should be used for necrotic
or sloughy wounds to promote
wound debridement as their
occlusive nature facilitates
autolysis (the body’s natural
process of breaking down dead
or devitalised tissue).

Hydrocolloids are also
indicated for granulating and
epithelialising wounds. They
contain gel-forming agents,
such as gelatin, so when the
dressing comes into contact
with wound exudate it absorbs
fluid and forms a gel which
creates a moist healing
environment (Heenan, 1998).
Generally hydrocolloids are
suitable for light to moderately
exuding wounds and are
unsuitable for heavily exuding
wounds as they are unable to
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absorb large amounts of wound
fluid (Pudner, 2001).

It is clear that hydrocolloids
have many beneficial properties
to warrant their use in modern
wound care (Table 1), however,
much controversy exists
regarding their use for diabetic
foot ulcers. This has largely
stemmed from subjective
reports of infection associated
with their use (Foster et al,
1997) and adverse events, such
as contact dermatitis (Seheiz

et al, 1996) which has been
directly attributed to their use.

This article aims to review
the literature and make
recommendations for clinical
practice regarding the use of
hydrocolloids on the diabetic
foot.

Hydrocolloids and DFUs

There is limited evidence within
medical literature to determine
whether hydrocolloids are

safe to use on the diabetic
foot (Figure 2). The evidence
that does exist is largely
contradictory, based on
subjective reports of clinical
experience or small studies
that do not provide conclusive
evidence.

One randomised controlled trial
compared adhesive zinc oxide

Properties of hydrocolloid dressings

» The occlusive nature of the dressing promotes a moist
environment, a recognised requirement for optimal
healing (Winter, 1962)

» All hydrocolloids have an outer waterproof layer that
is impermeable to bacteria (Figure 1)

» The inner hydrocolloid layer, seen in Figure 1,
interacts with wound exudate to form a gel which
promotes autolysis

» The occlusive nature of the dressing is thought to
stimulate new tissue formation

»Hydrocolloids provide thermal insulation enabling the
wound bed to remain near body temperature

(Hegnan, 1998; Pudner, 2001)




tape with Duoderm (ConvaTec,
Deeside) — a hydrocolloid
dressing — in the management
of necrotic diabetic foot ulcers
(Apelqvist et al, 1990). Fifteen
of the 44 patients in the study
showed an increase in the area
of necrosis during the five-week
study, 10 of whom had been
treated with the hydrocolloid
dressing. However, the sample
size investigated was small

and limited to individuals with
necrotic foot ulcers, thus
excluding other types of diabetic
foot wounds.

Knowles et al (1993) undertook
a retrospective study on the
use of Granuflex hydrocolloid
dressing (ConvaTec, Deeside)
and other dressings in the
treatment of diabetic foot
ulcers. Information was
collected on 250 ulcers that
required 2,316 dressing
changes.

Their findings suggest that
healing and infection rates were
similar in the Granuflex group
when compared with the other
groups. They concluded that
Granuflex is equally effective
and safe to use as other
dressings commonly used on
diabetic foot ulcers. Gill (1999)
reviewed the literature on the
use of hydrocolloids on the
diabetic foot and suggested
that the concerns regarding
the use of hydrocolloids on
DFUs has largely centred on
subjective reports of adverse
events, which often arose due
to the inappropriate use of
these dressings.

Gill (1999) recommends that
practitioners should base
dressing choice on careful wound

assessment and a thorough
knowledge of dressing properties,
in addition to local policy.

Key considerations before
selecting a hydrocolloid for a
DFU should include:

» Assessment of the viability of
the surrounding skin before
application as the skin can be
vulnerable to tearing when the
dressings are removed

» Assessment of signs of infection.
Foster et al (1997) reported eight
cases of wound deterioration
following application of
hydrocolloid dressings on DFUs.
However, dressings were left
in situ for 5—7 days, which Gill
(1999) argues is an inappropriate
use of the dressing. While
there is a recognised need for
further studies to investigate
hydrocolloid use and infection
rates in DFUs, in the absence of
such evidence it is suggested
that caution should be exercised
in the presence of infection
(Heenan, 1998; Gill, 1999;
Pudner, 2001)

» As hydrocolloids contain
gelatin, a derivative of animal
products, it is important to
establish whether the patient
has any religious or cultural
preferences which might
mean they are unwilling to
consent to the application of
the dressing

»If in any doubt about the
suitability of hydrocolloid
dressings for a patient, always
seek advice from your local
tissue viability nurse specialist
before commencing treatment.

Applying hydrocolloid
dressings

When applying a hydrocolloid on
a DFU it is important to address
the following:
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Figure 4a. To remove the hydrocolloid,
gently lift the edge of the dressing.

Figure 4b. Use a gentle upward pulling
motion to reduce the seal of the dressing
on the skin.

» Ensure the correct size of
dressing is chosen. Pudner
(2001) suggested that leakage
will occur if the dressing is too
small. A clear margin of 2cm
from the wound edge should
be achieved

» Ensure the skin is dry
before application to ensure
adherence

» Any backing should be
removed (Figure 3), before the
dressing is smoothed onto
the skin

» A secondary dressing is not
required.

Removal of dressings

Frequency of dressing change
should be judged clinically on
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the level of wound exudate.
Pudner (2001) advises that
hydrocolloids can alter
appearance as they absorb
exudate and can give a visual
indication of the need for a
change of dressing. Removal of
the dressing is best achieved
by gently lifting an edge of

the dressing (Figure 4a) and
pulling carefully in an upwards
motion to reduce the seal of
the dressing on the skin (Figure
4b) and minimise trauma to the
wound bed and surrounding
skin.

It is not uncommon after initial
application of a hydrocolloid
dressing for the wound to
increase in size and the patient
should be made aware of this
to avoid unnecessary concern.
Such an increase is usually
only noticeable on removal of
the initial dressing (Pudner,
2001). Additionally, a slight
malodour and gel residue are
often reported after dressing
removal which can resemble
pus (Pudner, 2001). While this is
normal, it is not surprising that
the inexperienced practitioner
might confuse this with infection,
which may have contributed

to the previous reports of
adverse events associated with
hydrocolloid use on DFUs.

Controversy currently exists

in published literature on the
use of hydrocolloid dressings
on DFUs with some sources
reporting adverse events while
others support their use. It is
suggested that hydrocolloids
can be used safely on DFUs,
providing that they are used
on appropriate wounds after a
thorough patient assessment,

the wound is superficial with
no signs of infection, there
is low to moderate exudate
and dressings are changed
frequently. WE
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