
Chronic Wound Care
"It's not the hole in the patient, it's the whole patient"

 
Wound healing is a fundamental process of life-it is as necessary as the
respiration of the lungs, the beating heart or the functioning of the
kidneys. Without the ability to heal, a scraped knee, a kitchen knife cut or
a second or third degree burn would become a permanent, debilitating,
life-threatening problem. Medical care would be impossible, for every
blood draw, IV or other intervention would leave our patient with yet
another painful, festering sore.
 
Yet, as vital as this process is, most of us go through our entire medical
training with no formal education on the healing process. The most
common medical physiology textbook, Guyton's, does not address this
process at all.
 
Healing is described as having four distinct but overlapping phases-
hemostasis, inflammation, proliferation and remodeling. If there is a
breakdown at any of these stages and the wound has not healed within
30 days, normal healing has failed and the wound has become chronic.
 
Once a wound has become chronic, standard wound care techniques will
not be effective. To get a chronic wound to heal, the underlying
conditions that are interfering with the normal healing process must be
determined and then treated. The wound itself will need specialized care,
debridement, moist wound environment and specialized dressings to
correct the altered wound environment. These principles apply regardless
of wound size; the biology is the same. The axiom for treating the
chronic wound is, "It's not the hole in the patient, it's the whole patient."
 
At an initial visit to NMMC's Wound Center, the patient will receive a
complete history and physical to identify underlying conditions that may
interfere with the healing process. Diagnostic tests, labs and imaging
studies will be ordered to access the patient's ability to heal and
determine the status of underlying conditions that may interfere with
healing. Biopsy of the ulcer may be indicated, depending upon the age of
the wound and its appearance. After evaluation, a plan of care can be
made.
 
Therapeutic techniques that can be used include compression wraps for
venous disease and lymphedema, offloading boots, shoes or casts for
diabetic and neuropathic ulcers. Supportive therapies may include
diabetes education, smoking cessation and cooperation with the patient's
other providers to address specific problems. Vascular interventions are
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frequently needed.
 
Throughout treatment, the wound's dimensions are measured to monitor
the improvement of the wound. If the wound does not meet specific
targets for improvement, advanced therapeutic techniques will be
initiated. These may include biological dressing materials, negative
pressure wound therapy devices (wound VACs) or hyperbaric oxygen
therapy.
 
Many wound care techniques are outdated. They may delay healing or
even make the wound worse. Leaving a wound open to air out or
"breathe" will delay healing. The exposed tissue desiccates and dies. The
dry environment prevents cell proliferation, cell migration and capillary
formation preventing normal healing. Strong antiseptics such as alcohol,
Betadine, Dakin's solution and peroxide should be avoided. They are quite
effective at killing bacteria but will also kill neutrophils, fibroblasts and
other human cell types. Their prolonged use will lead to an uninfected
non-healing wound. They may be used in diluted form for short periods of
time, usually less than a month, to treat a heavily contaminated but
uninfected wound.
 
Antibiotics also have a very limited role in a chronic wound. Seventy-two
hours after injury all open wounds are colonized. Unless three or four of
the classic symptoms of infection (induration, redness, warmth, swelling,
putrid odor, tenderness, crepitation, fluctuance, purulence or fever) are
present, the wound is not infected and antibiotics are not needed. Except
in a few specific circumstances, antibiotics have not been shown to help
healing if the wound is not infected.
 
Routine wound cultures are not needed, as all wounds are colonized
within three days of injury and the culture will be positive. Therefore, a
positive culture is not a reason to place the patient on antibiotics. Instead,
the diagnosis of a wound infection is made on clinical grounds, and the
decision to treat with antibiotics is based on this. Cultures are obtained to
guide antibiotic therapy. However, to be of use the wound culture must
be obtained using the Lewis technique. This begins with sharp
debridement of the wound to healthy viable tissue, removing all exudate,
slough and necrotic tissue. The debrided tissue is removed from the
wound. Then the culturete is placed on the freshly cleaned wound,
pressed down firmly and rolled 360 degrees. The traditional surface swab
of un-debrided wounds has been shown to be all but useless.
 
Diabetic foot ulcers (DFU) deserve special mention, although many
patients and providers consider them insignificant. Unfortunately, this is
wrong. DFUs have a 45% five-year mortality! They require specific
techniques-offloading, sharp debridement, callus removal, control of
infection and restoration of blood flow-to achieve healing. They frequently
require advanced therapies such an "instant" total contact cast, a total
contact cast, biological dressing (skin substitutes) and hyperbaric oxygen
therapy to heal.
 
The understanding of wound healing, both normal and chronic, has
progressed rapidly in recent decades. If your patients have wounds that
are unhealed for more than 30 days, consider referring them to the
NMMC Wound Center for treatment.
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