
The holistic management  
of chronic wound pain

Pain is a frequent symptom of patients with chronic wounds and contributes to suffering and reduced 
quality of life. Wound care professionals need to understand the potential causes and mechanisms of pain 
that are experienced by a patient with a chronic wound and provide the most appropriate interventions. 
A previous article published in Wounds UK considered the deleterious effect on wound healing that may 
occur from pain-induced psychological distress (Soon and Acton, 2006). In this article, the interventions 
and procedures that can be considered for managing pain in people with chronic wounds are described.

Clinical PRACTICE DEVELOPMENTClinical PRACTICE DEVELOPMENTClinical RESEARCH/AUDIT

61Wounds UK, 2007, Vol 3, No 1

 Claire Acton

Claire Acton is Tissue Viability and Vascular Nurse  
Specialist, Surgical Directorate, Queen Elizabeth II  
Hospital, Greenwich, London

The pain experienced by a patient 
with a chronic wound can vary 
in nature and can have many 

causes (Hollinworth, 2005). The pain 
may be associated with traumatic wound 
procedures, for example during wound 
debridement or dressing changes. This 
is usually short-lived (acute) and is a 
result of tissue damage. Such pain has 
been described as non-cyclic, if the 
procedure causing the pain is a single 
or an infrequent traumatic procedure, 
or cyclic if it is a regular occurrence 
(Krasner, 1995). Wound pain may also be 
persistent (chronic) and not associated 
with tissue trauma, for example, as a 
result of ongoing pathology, wound 
infection or chronic inflammation. Cyclic 
or non-cyclic pain is typically nociceptive 
in nature, with the pain diminishing and 
disappearing once the procedure causing 
the trauma has stopped. Persistent pain 

may also be nociceptive in nature due to 
continual stimulation of nociceptors in 
areas of ongoing tissue damage (Ashburn 
and Staats, 1999), but it can also persist 
long after the tissue damage that initially 
triggered its onset has resolved. This type 
of pain, which is a result of damage or 
dysfunction of nervous tissue, is called 
neuropathic pain.

Patient-focused care
Pain is the symptom that patients with 
chronic wounds find most distressing. 
Dressing changes are the most frequently 
cited cause (Price, 2005). However, there 
are many other individual factors to 
consider and dressing changes must be 
placed within the context of total pain 
management. The patient, and not just the 
wound, should be the focal point of care 
(Price, 2005).

In the past, little attention was been 
given to the psychological and social 
needs of patients when carrying out 
wound care (Hollinworth and Hawkins, 
2002). Emphasis has generally been on 
wound assessment and choice of dressing 
rather than the assessment of the patient 
as a whole, for example their attitudes 
to the wound, the inconveniences it 
causes them, and the disruption it has 
on their everyday lives because of the 
pain and discomfort it causes (Benbow, 
2006). Providing psychological support 
to help patients cope with the wound-
related pain and emotional problems that 

may result is an important component 
of caring for the patient as a whole. 
Unfortunately, it is an area that has 
received little attention in clinical research 
(Hollinworth and Hawkins, 2002; Benbow, 
2006).

Psychological aspects of pain
Because chronic pain is unrelenting, it 
is likely that stress, environmental and 
affective factors may be superimposed 
on the pain that arises from the original 
damaged tissue and contribute to its 
persistence and intensity (Loeser and 
Melzack, 1999). Persistent pain can 
profoundly affect a patient’s mood, 
personality and social relationships 
(Ashburn and Staats, 1999). People 
with persistent pain typically experience 
concomitant depression, sleep 
disturbance, fatigue, and decreased overall 
physical functioning. Patients who are 
threatened by pain may suffer fear, anxiety 
and worry. Those with marked fears of 
pain may avoid the behaviour which 
causes the pain, e.g. avoiding movement 
or procedures that trigger the pain, which 
may increase disability and make matters 
worse. These patients may also exhibit 
anger, frustration, feelings of hopelessness 
and helplessness. 

Relieving pain with analgesics, for 
example, is only one of the many 
issues that must be addressed in the 
management of a patient with persistent 
pain. Patients may be helped by providing 
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them with information which can help 
them to understand their pain, and by 
encouraging them to take an active role 
in its management (Eccleston, 2001). The 
goal of therapy is to control pain and to 
rehabilitate the patient so that they can 
function as well as possible (Ashburn 
and Staats, 1999). All the dimensions of 
the patient’s condition should be treated. 
Behavioural and psychological therapies, 
such as cognitive behavioural therapy 
(CBT) should be integrated, wherever 
appropriate, into an interdisciplinary 
approach to treatment. Patients with 
chronic pain may require referral to a 
pain team if it is recalcitrant or difficult to 
control (Grey et al, 2006). However, its 
management should be considered the 
responsibility of all health professionals 
involved with the patient, such as 
doctors, nurses, psychologists, physical 
and occupational therapists, vocational 
counsellors and pharmacists.

Pain assessment
Many factors influence a patient’s 
sensation of pain, and it is difficult to 
objectively assess pain levels. Healthcare 
professionals need to take the time 
to engage and listen to patients. 
Understanding the patient’s pain 
experience, and the effects it has on their 
daily lives, is essential for identifying the 
most appropriate means for managing 
their pain and providing supportive 
measures. Because many patients find 
it difficult to describe their pain, giving 
them descriptive words to choose from 
and using a pain-measuring tool can help, 
and if used on a regular basis will enable 
the patient’s progress to be monitored, 
thereby assessing the effectiveness of 
interventions. Changes in the level of 
pain may indicate a need to reassess 
the choice and timing of analgesics 
and/or other interventions used for 
managing the pain (World Union of 
Wound Healing Societies [WUWHS], 
2004). All assessments made should be 
well documented to ensure effective 
communication between healthcare 
professionals and to maintain continuity 
of care for the patient which in itself will 
enhance the outcomes.

No single pain measuring scale 
is suitable for all patients; the choice 
will depend on the individual patient’s 

needs and circumstances. However, 
once chosen, the same scale should 
be used for subsequent assessments 
(WUWHS, 2004).

The following are suggested 
key elements of pain assessment 
(Doughty, 2006):
8 When and for how long the pain 

is experienced: this will identify 
particular procedures that cause or 
exacerbate the pain, and whether or 
not the pain is acute or persistent

8 Type of pain: to identify whether the 
pain is nociceptive or neuropathic, or 
mixed in nature 

8 Severity: establish the severity using 
an established rating scale, such as 
the Numeric Pain Intensity Scale, 
the Visual Analog Scale, or the Faces 
Rating Scale

8 The impact of pain on the patient: 
to identify the consequences of 
pain for their daily lives (e.g. sleep, 
walking and work)

8 Factors which increase or decrease 
pain: these can give important clues 
to the wound aetiology (e.g. to 
differentiate between venous and 
ischaemic ulcers)

8 Relief rating: assessment of scores 
after receiving analgesia can give a 
useful measure of interventions for 
pain management

8 Related adverse effects: to identify 
treatment-related adverse side 
effects, to enable appropriate 
measures to be taken to reduce 
their impact, such as giving alternative 
treatments, or treatments to alleviate 
the side effects.

Unfortunately, the value of using a 
valid pain assessment tool appears to 
be unrecognised by many healthcare 
professionals. Results from an 
international survey, exploring wound 
care practitioners’ understanding of pain 
and trauma at dressing changes, found 
that pain assessment was considered a 
low priority, with greater reliance being 
put on body language and non-verbal 
cues (Moffatt et al, 2002).

Treatment of pain
Pain in wounds can be caused, or is 
influenced by, many factors. These include 
disease processes, treatments and 

wound care procedure, types of wound 
management products used, emotional 
and social issues, and professional issues 
(Hollinworth, 2005). Treating all aspects 
of pain may not be possible, but it 
is important that as many factors as 
possible are considered and addressed.

Clearly, treating the underlying 
pathology causing the wound is 
desirable and is an effective strategy for 
removing pain resulting from chronic 
wounds. However, in many cases the 
prospect of eradicating the underlying 
cause of the wound (e.g. venous 
insufficiency in leg ulcers or malignancy 
in fungating lesions) may be difficult, 
if not impossible. Therefore, other 
means of alleviating wound pain are 
required to relieve the pain symptoms. 
Infected wounds can be the source of 
inflammation and pain and eliminating 
the infection by use of appropriate 
antibiotics should help with this. 

A regimen for relieving pain and 
associated stress should be developed 
for each individual patient, and may 
include several elements. Analgesics 
and/or psychological and other non-
drug therapies can be considered on 
a continual or intermittent basis for 
relieving persistent or procedural pain, 
respectively. As pain is particularly 
associated with dressing changes, care 
should be taken to adopt regimens for 
removal and replacement of dressings, 
and cleaning/debriding the wound, that 
minimise trauma to the wound. Ideally, 
the dressings in contact with the wound 
and surrounding skin should be easy 
to remove without causing additional 
damage to the wound and the sensitive 
surrounding skin. Interventions to 
reduce stress and emotional problems 
that are frequently associated with pain 
should also be considered, whether by 
drug treatment, such as anxiolytics and 
antidepressants or psychosocial therapy 
such as counselling or CBT.

For extremely painful procedures, 
such as the debridement of deep ulcers, 
it may be necessary to consider general 
anaesthesia, local neural blockade, spinal 
analgesia, general anaesthesia or the 
use of mixed nitrous oxide and oxygen 
(Entonox).
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Analgesics and anti-inflammatory drugs
Analgesics are the most common 
intervention for relieving pain, and can 
be given systemically on a continual 
basis for persistent wound pain. 
However, adverse effects, particularly 
with opioids, can be problematic. 
Systemic or topical analgesics or local 
anaesthetics can also be considered 
for reducing procedural pain. Because 
of the inflammatory nature of many 
chronic wounds, use of non-steroidal 
anti-inflammatory drugs (NSAIDS), such 
as ibuprofen, can also be considered 
with or without other analgesics 
(Popescu and Salcido, 2004). It should 
be remembered that if systemic drugs 
are used for treating procedural pain, 
sufficient doses should be used and 
sufficient time allowed for the drug to 
take effect.

In the absence of specific clinical 
trials in wound care, experience from 
treatment of chronic pain arising 
from other diseases can be used to 
guide choice for persistent wound 
pain. For pain that is nociceptive 
in nature, whether it arises from 
traumatic procedures or inflammation, 
analgesics should be considered and 
used promptly. Choice depends on 
the intensity of the pain. The World 
Health Organization has developed 
a three-step ladder for managing 
cancer pain and chronic pain, which 
it claims is effective in about 90% 
of patients (WHO, 2006). This uses 
drugs of increasing potency alone or 
in combination depending on severity, 
and titrated until the pain is controlled. 
Non-opioids (aspirin, paracetamol or 
NSAIDs) are used in the first instance 
for mild pain; then mild opioids, such 
as codeine, for moderate pain; and 
strong opioids, such as morphine, 
diamorphine, or fentanyl, for severe 
pain. Adjuvants are recommended in 
addition. These are not themselves 
analgesics, but they enhance the effect 
of analgesics by treating side effects of 
opioids (for example, anti-emetics or 
laxatives) or treating other symptoms 
associated with pain, such as anxiolytics. 
Whatever analgesic drug is chosen, it 
is important that they are given in the 
appropriate dose and on a regular basis 
to control chronic pain, in accordance 

with their licensed doses and monitored 
accordingly. Details can be found in their 
summaries of product characteristics, 
which can be accessed online at www.
medicines.org.uk.

Consultation with a pain specialist is 
advisable when opioids are required, in 
order to identify the optimum dose and 
form to use. The objective is to provide 
the necessary level and duration of pain 
relief, while minimising unacceptable side 
effects. A recent meta-analysis of opioids 
for non-cancer pain found them to be 
effective in relieving pain associated 
with a wide range of diseases, and for 
both nociceptive and neuropathic pain. 
However, they were associated with 
many adverse effects. Constipation, 
nausea, dizziness or vertigo, somnolence 
and drowsiness, vomiting, dry skin, 
itching or pruritus, and sedation all 
occurred more frequently with opioids 
than with placebo (Furlan et al, 2006). 

Neuropathic pain is often difficult 
to relieve, not just because of its 
severity, but because it is generally 
resistant to simple analgesics. Although 
opioids may help, alternative non-
analgesic treatments can be tried. These 
include local anaesthetics, gabapentin, 
pregabalin, tricyclic antidepressants, such 
as amitriptyline, and mixed serotonin-
noradrenaline reuptake inhibitors, such 
as venlafaxine (Gilron et al, 2006). 
A Cochrane review considered that 
carbamazepine, an anticonvulsant 
medicine, was effective for relieving pain 
caused by damage to nerves, either 
from injury or disease. However the 
trials supporting its use have been small 
(Wiffen et al, 2005). 

Opioid receptors are present 
in peripheral nerves, and become 
susceptible to the action of opioids 
during inflammation. In chronic wounds, 
where inflammation is generally 
present, topical opioids offer a means 
to relieve localised wound pain while 
minimising the risk of systemic side 
effects (Ashfield, 2005). A number of 
cases of the successful use of topical 
opioids have been reported, although 
there have been no well-controlled 
randomised studies. For example, 
Twillman et al (Twillman et al, 1999) 

reported immediate pain relief in seven 
out of nine patients with painful skin 
ulcers when 0.1% morphine-infused 
gel was applied. There are several 
other reports of the successful use of 
morphine or diamorphine topical gels 
(Flock, 2003; Abbas, 2004; Ashfield, 
2005), however, the number of people 
in these studies is small. Gallagher et al 
(2005) reported the use of methadone 
mixed with Stomahesive powder 
(ConvaTec, Ickenham). Sprinkling this 
mixture onto open wounds at the 
time of dressing changes was claimed 
to be effective for 24 hours or more, 
without adverse side effects. It should 
be remembered that opioids are not 
currently licensed for topical use in this 
way, and there is no good evidence to 
guide choice of dosage or any particular 
mode of delivery. 

Topical anaesthetics may be suitable 
for use before painful intermittent 
procedures. Use of eutectic mixture 
of lidocaine and prilocaine (EMLA) 
(AstraZeneca, Alderley Park) has 
been evaluated for the relief of pain 
occurring during debridement of 
venous leg ulcers in a number of 
studies. A Cochrane review concluded 
that EMLA did provide effective pain 
relief for venous leg ulcer debridement 
but the effect of the product on 
ulcer healing was unknown (Briggs 
and Nelson, 2003). Again the use of 
such anaesthetics topically in wound 
management is not licensed. No trials 
that address the treatment of persistent 
pain (between and at dressing changes) 
were identified. 

Limited evidence for the effectiveness 
of a foam dressing containing ibuprofen 
to reduce pain (Biatain-Ibu [Coloplast, 
Peterborough]) is available from two 
small studies. In a prospective case series 
study, 10 patients with painful chronic 
venous leg ulcers were treated for six 
dressing changes with Biatain-Ibu. The 
ibuprofen dressing demonstrated a 
reduction in pain intensity scores during 
the study, but this increased one week 
after discontinuing treatment (Flanagan 
et al, 2006). In another study — a small 
single-blinded crossover study of 12 
patients — use of the ibuprofen dressing 
was reported to be associated with a 
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statistically significant decrease in pain 
intensity compared with a placebo.  
Although having the advantage of 
convenience, the use of a proprietary 
dressing containing ibuprofen has 
limitations. It does not allow for dose 
modification of the NSAID or the use 
of other, and possibly more appropriate, 
dressing types depending on the wound 
characteristics. As with other topical 
pain-relieving strategies more extensively 
and appropriately powered studies are 
required to establish its side effect profile 
and identify its role in management of 
wound pain (Jørgensen et al, 2006).

Psychological and other non-drug therapies
Psychological factors are important 
modifiers of pain perception, and thus 
psychological therapies can complement 
other pain-relieving measures (Adams 
et al, 2006). These therapies focus upon 
emotional, cognitive and behavioural 
aspects of illness, addressing beliefs 
through education about their condition, 
reducing anxiety and stress by teaching 
stress management techniques, and 
improving personal control by teaching 
coping skills (Adams et al, 2006). There 
are a wide range of psychological 
approaches that can be considered, 
and these include psychophysiological, 
behavioural, cognitive behavioural and 
psychodynamic therapies. 

Cognitive behavioural therapy is 
well recognised as an intervention 
that can be helpful for a wide range 
of psychological problems, and is 
probably the most widely used therapy 
in pain management programmes. 
CBT attempts to change the negative 
thoughts and dysfunctional attitudes 
to foster more healthy and adaptive 
thoughts, emotions and actions in the 
patients (Ashburn and Staats, 1999). 
A systemic review and meta-analysis 
of 25 studies, including 1,672 patients 
with chronic pain (excluding headache) 
found significant benefits of CBT over 
both waiting list controls and alternative 
treatments with regard to measures 
of pain and several other (but not all) 
quality of life domains. Interpretation 
of the results is uncertain, because 
of the variations of study design and 
comparator treatments used in the 
included studies (Morley et al, 1999). 

Any CBT undertaken requires the 
patient to be an active participant 
in the process rather than a passive 
recipient so may not be suitable for  
all patients.

Relaxation techniques are a 
common component of multimodal 
chronic pain management, and 
have been suggested, among other 
interventions, as an option for managing 
wound pain (Krasner, 1995). However, 
there appears to be no good evidence 
for its effectiveness. A systematic 
review of randomised, controlled trials, 
including patients with malignant and 
non-malignant pain, failed to identify any 
significant benefits compared with other 
interventions for relieving chronic pain 
(Carroll and Seers, 1998).

Frenay et al (2001) compared 
hypnosis with stress-reducing strategies 
administered by a psychologist to 
alleviate pain during dressing changes of 
patients with 10 to 25% body surface 
area burns, as adjunctive treatments to 
analgesics and anxiolytics. Hypnosis was 
found to be more effective than the 
stress-reducing strategies at reducing 
anxiety before and during dressing 
changes. Although both treatments were 
considered to improve pain and patient 
satisfaction, there was no difference 
between them in these respects. 

Transcutaneous electrical nerve 
stimulation (TENS) is widely used 
in the treatment of many types of 
chronic pain, sometimes as a first-line 
treatment. However, a Cochrane review 
of 19 studies that met suitable quality 
inclusion criteria found insufficient 
evidence to draw any conclusions 
about its analgesic effectiveness for the 
treatment of chronic pain in adults. The 
reviewers considered that new trials 
of better design are needed before 
any evidence-based recommendations 
can be made for patients or health 
professionals for the treatment of 
chronic pain (Carroll et al, 2000).

There are many other alternative 
or complementary therapies that may 
have a role in the holistic management 
of chronic wounds. These include 
acupuncture, energy healing, physical 

therapy, distraction (e.g. using music), 
guided imagery, biofeedback, and 
mediation or prayer (Krasner 1995; 
Papantonio, 1998). There appears to 
be no robust clinical trial evidence 
to support the use of any of these 
therapies for relieving pain in wound 
care.

Wound care procedures
Dressing removal and wound 
cleansing are the most painful wound 
care interventions (Hollinworth and 
Collier, 2000; Kammerlander and 
Eberlein, 2002; Moffatt et al, 2002). 
Fur thermore, anticipation of a painful 
wound care procedure can lead to 
considerable apprehension and stress. 
Talking to patients about pain and 
how much they can expect, together 
with an explanation of whatever 
measures are in place to minimise 
pain will help reduce fear and anxiety 
(Briggs et al, 2002). 

There are a number of simple 
measures that can be used for reducing 
anxiety during painful procedures 
(Smith et al, 1997): 
8 Identify what the patient recognises 

as triggers of pain and pain reducers
8 Invite patient involvement to the 

extent desired by the patient
8 Encourage slow, rhythmic breathing 

during the procedure
8 Allow the patient to pace the 

procedure, offering ‘time outs’ that 
are requested through verbal or 
non-verbal communication. 

The opinion of an expert working 
group of the WUWHS was published as 
a consensus document Minimising Pain 
at Wound Dressing-Related Procedures in 
2004 (WUWHS, 2004). This document 
points out that preparation and planning 
of the dressing change procedures are 
key to effective pain management, and 
suggests the following measures:
8 Choose an appropriate non-stressful 

environment. Close windows, turn 
off mobile phones, etc

8 Explain to the patient in simple 
terms what will be done and the 
method that will be used

8 Assess the need for skilled or 
unskilled assistance, such as someone 
to simply hold the patient’s hand
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8 Be thoughtful in positioning the 
patient to minimise discomfort 
and avoid unnecessary contact or 
exposure

8 Avoid prolonged exposure of the 
wound, e.g. waiting for specialist 
advice

8 Avoid any unnecessary stimulus to 
the wound. Handle wounds gently, 
being aware that any slight touch can 
cause pain

8 Involve the patient throughout. 
Frequent verbal checks and use of 
pain tools offer real-time feedback

8 Consider preventive analgesia. 

In view of the pain and trauma that 
results from changing wound dressings, 
it is important to restrict dressing 
changes to those that are necessary. 
The desire to see what the wound 
looks like has to be balanced against 
the damage that may be caused to the 
wound and the surrounding skin by 
removing the dressing, and the pain and 
stress inflicted on the patient by the 
change procedure. Using an adhesive 
remover spray or wipe will significantly 
reduce pain of this type. It is used 
widely in stoma care and is becoming 
more popular in wound care. Use of 
non-adherent primary contact layers, 
which can be left in place at dressing 
changes, and require only the secondary 
absorbent layer to be removed, offers a 
useful means of reducing wound trauma. 
Mepitel (Mölnlycke, Dunstable) is an 
atraumatic soft-silicone non-adherent 
wound contact dressing, which can be 
left in place for up to 14 days (Platt et 
al, 1996; Bugmann et al, 1998; Terrill and 
Varughese, 2000). It allows exudate 
to pass through it, while maintaining a 
moist wound environment. Although 
Mepitel does not adhere to the wound 
bed, it does adhere to adjacent dry 
healthy skin (Pudner, 2001). When 
wet Mepitel becomes transparent and 
allows wound healing to be monitored 
with minimal trauma at intermediate 
dressing changes. 

Much of the pain and trauma 
occurring during dressing changes may 
be obviated by appropriate selection 
of dressings that allow moist wound 
healing and do not use aggressive 
adhesives (see next section); this avoids 

the often unsuccessful approach of 
soaking dressing in water or saline to 
effect removal (Hollinworth, 2005).

Pain to the wound and periwound 
skin during dressing changes can also 
occur as a result of applying wound 
irrigation and cleansing solutions. Use 
of irritant or allergic materials should 
be avoided where possible (Conway 
and Whettam, 2002). Although use of 
sterile normal saline is an appropriate 
cleansing solution, a review found that 
wound cleansing with water was no 
different from cleansing with normal 
saline, any other solution, or indeed no 
cleansing, with regard to rates of healing 
and infection (Fernandez et al, 2002). If 
tap water is used for wound cleansing, 
then the quality must be considered 
(Betts, 2003). The temperature of the 
solution should be warm, not only for 
comfort but to prevent the arrest of 
the healing process which can happen 
for some hours after a dressing change 
(McKirdy, 2001).

Choice of dressings
By careful selection of dressings much 
of the pain and trauma associated 
with wound dressing changes can be 
avoided. An international survey of 
wound care practitioners identified the 
following (Moffatt et al, 2002):
8 Dried out dressings and adherent 

products were the most likely to 
cause pain and trauma at dressing 
changes

8 Pain-free removal was considered 
the most desirable characteristic of 
a dressing

8 There appeared to be a close 
association between those dressings 
that caused wound trauma and 
those that caused pain

8 Gauze was the most likely to cause 
both pain and trauma and hydrogels, 
hydrofibres and alginates and soft 
silicones were the least likely

8 Use of atraumatic dressings was 
considered the most important 
strategy to avoid wound damage.

8 The most common strategy to 
manage pain was to soak old 
dressings, just ahead of selecting 
non-traumatic dressings and 
choosing dressings that offered pain-
free removal.

  Key Points

 8 Pain is a common, distressing 
feature of chronic wounds.

 8 Minimising wound trauma and 
pain should be a key objective 
for healthcare professionals 
involved in the care of patients 
with chronic wounds.

 8 Numerous therapies including 
analgesics and psychological 
measures should be considered 
for the reduction of pain.

 8 A holistic approach to pain 
assessment and management 
must be taken in patients with 
chronic wounds.

Many of these findings may reflect 
the continued use of gauze as a wound 
dressing in many centres, despite the 
current recommended practice of using 
dressings that promote moist wound 
healing.

Removal of dressings that have 
adhered to the wound destroys newly 
formed granulation tissue and newly 
formed fragile capillary loops that 
have penetrated the dressing material 
(Collier and Hollinworth, 2000). 
Although use of gauze is particularly 
problematic, patients continue to 
experience pain and trauma with the 
use of some of the modern wound 
dressings, many of which can adhere to 
the wound if they dry out. It is therefore 
necessary to choose a secondary 
dressing carefully when required as this 
could have an effect on the moisture 
level maintenance at the wound bed 
and the overall performance of the 
primary dressing.

Adverse irritant or allergic reactions 
to wound dressings or auxiliary wound 
care products can occur. If the skin 
reaction is a result of an allergic rather 
than an irritant reaction, it may only be 
seen after a few days or on repeated 
application. Identification of the agent 
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2003). However, they can also become 
strongly adherent and cause wound 
trauma on removal should they dry out, 
for example if the exudate level reduces. 
Hydrogel sheets and other non-adherent 
layers can also be used effectively for 
reducing adhesion to the wound and 
preventing damage and pain on removal.

Preventing trauma on removal from 
wounds and surrounding skin has led 
many manufacturers to modify their 
adhesive to reduce trauma on removal 
(Hollinworth, 2006). Soft silicone 
dressings were developed specifically 
with this in mind, and have low peel 
strengths to reduce damage to delicate 
periwound skin. Such dressings are now 
appropriately designated as ‘atraumatic’ 
dressings, and they are the first-choice 
dressing for preventing wound trauma. 
Mepitel was the first of the atraumatic 
dressings to be introduced. It consists 
of a flexible polyamide net coated with 
soft silicone. Mepitel has been shown to 
cause significantly less pain on removal 
from skin grafts, burns, surgical wounds, 
and traumatic wounds (Dahlstrøm, 
1995; Williams, 1995; Platt et al, 1996; 
Gotschall et al, 1998).This product 
also has been used successfully in the 
management of extensive mycosis 
fungoides (cutaneous T-cell lymphoma) 
of the face and scalp (Taylor, 1999). 
Further extensive evidence to support 
the use of soft-silicone dressings can be 
found in the reviews by Thomas (2003) 
and White (2005), and its safe use in a 
wide variety of wounds is reflected in a 
current clinical best practice statement 
(Independent Advisory Group, 2004). 

Conclusion and summary
Pain is a frequent cause of psychological 
distress in patients with chronic wounds 
and can severely affect quality of life. 
Minimising trauma and pain should be a 
key objective of healthcare professionals 
involved in the care of patients with 
chronic wounds, and a major factor 
in relieving psychological distress, at, 
between, or in anticipation of wound 
dressing changes. Evidence to support 
the use of therapies (analgesics or 
psychological therapies) to relieve 
pain in chronic wounds is limited and 
mostly comes from extrapolation of 
results from studies of the treatment of 

chronic pain in other diseases, and from 
expert opinion. It is recommended that 
a holistic approach should be taken to 
pain management. 

It is important to understand the 
causes of the pain and provide, where 
appropriate, interventions to minimise 
pain, before, during and after wound 
care procedures. Analgesics should be 
chosen to relieve acute and persistent 
pain and adjunctive use of psychological 
and other non-drug therapies 
considered. As dressing changes are the 
most frequent cause of pain in wound 
management, particular attention 
should be given to the selection of a 
dressing and dressing change regimen 
that reduce the likelihood of trauma to 
the wound and the skin surrounding 
it. Dressings that provide moist wound 
healing should be chosen. Soft silicone 
dressings are recognised as the 
dressings least likely to cause trauma to 
the wound and surrounding skin, and 
should be considered as the first choice 
for the treatment of painful chronic 
wounds.
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