Dressings With Soft Silicone Technology In The Management Of Paediatric Wounds: Results Of An Observational Study
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INTRODUCTION Table 2: Wound demographics at baseline Table 3: Dressing types removed at baseline Table 4: Pain severity scores (VAS and equivalents) reported for paediatric patients in the published literature
One of the most important criteria for a wound dressing Is to be atraumatic on removal in order to minimise trauma and Burn (n=10) Pain severity scores
pain'. This cou.lc be sa.id to be e;pecially Important in children..Cliniciar.ws heed to be vigilant iIn managing paediatlfic | Absorbent cellulose dressing Hydrogel Intervention(s) (mean. unless stated Details of analgesia used
wounds, especially during dressing changes (when the perception of pain is normally greatest). Due to the small size of Wound tvoe Surgical (n=11] | | | | | .
paediatric wounds and the difficulties associated with dressing unusually shaped wounds in awkward locations, clini- yP Traumatic (n=13) Cavity dressing Protease modulating matrix dressing . = Coft il dress 14 No inf . ded
clans need access to highly conformable dressings. Film dressing Silver-coated barrier dressing drns ot >llconhe aressing | 0 Information provide
Other* (n=2) Paraffin gauze b4
Mepilex® Border Lite (Molnlycke Health Care, Gothenburg) is an advanced wound dressing that relies on an adhesive Wound duration (mean [min-max]) 8.9 (1-60) davs Foam dressing Silver sulphadiazine cream l Burns Soft silicone dressing | 3.8 Narcotics (analgesic costs significantly lower in
technology (Safetac®), involving the use of ‘soft” silicone, a material that adheres readily to intact dry skin but does not | y Gauze (plain / impregnated with iodophor / paraffin Soft silicone wound contact dressing Silver sulfadiazine 4.6 patients treated with soft silicone dressing)
stick to the surface of a moist wound and does not cause damage on removal. The nature of the bond that forms be- Proportion of viable tissue (mean [min-max] 89 5 (30-100] % Honey (dressing / gel Surgical synthetic adhesive tape 8 Burns: Lipidocolloid dressing | 0.1 - 1.1 Morphine or other analgesia (not specified) at
tween this type of dressing and the skin surface allows the dressing to be removed without causing trauma or pain or ' . . acute: 21 4% of dressing changes
damaging delicate new tissues at the wound margin? A study was undertaken to evaluate the use of this soft silicone . . o ~ Hydrocolloid dressing chronic
dressing in manadind paediatric wounds / skin iniuries cannula insertion site (n=1); skin lesion post-herpes zoster (n=1)
J JINI P ] | 9 Burns Not specified 0.0 - 5.9* All patients received either fentanyl (intranasall
AIME or morphine (oral)
RESULTS AND DISCUSSION 10 Burns Hydrocolloid dressing | 2.4 No information provided
: L. . . . . , . . . B1ocomposite dressing | 2.4
Primary objective Figure 1: Pain assessment tool based on the Visual Analogue Scale (VAS) and the Wong-Baker Faces Scale Thirty-six patients (male, n=23; female, n=13) with a mean age of 7.6 years (range 9 days - 15 years) and a variety of . . . . .
To evaluate how pain, during and in-between dressing changes, is affected by the introduction of the soft silicone dress- wound types/skin injuries satisfied the criteria for inclusion in the study (Table 2) 11 Burns Jistraction methods 2.8-2.0 No information provided
ing on different types of paediatric wounds/skin injuries. Standard care (no dis- | 5.5
A variety of different wound dressings were removed at baseline (Table 3). traction

Secondary objective *median

To assess trauma levels, healing of the wounds/skin injuries, condition of surrounding skin, and in-use characteristics of - — 6 Pain severity Secondary parameters
the dressing ©0 (o)
Faces ~— ~— . . - o . . . N | _
~__ — Mean pain severity scores were statistically significantly lower (p < 0.003) at the first dressing change than at baseline e Over 99.5% of the soft silicone dressing changes were reported to be atraumatic.
METHODS (Figure 3], e Over half (55.6%) of the wounds healed within the study period (mean 14.5 days, range 4-42 days)

. . . . . . o . . . e The mean proportion of viable tissue at the final visit (99.5%) was statistically significantly higher than at baseline
Design Notpziin l'tt\{ery | Tingeling  Little bit Acing  Stinging  Banging Feeflsl Pa;n tggllcng WO',”St Analgesia use at dressing change was only reported for 2/36 (5.6%) patients. 90.7%) (p = 0.01]
. L . . . . . awfu u ain _ . . _ . . . . .
The investigation was designed as an observational study which included both in- and out-patients. e e pain SOTe control zver e The proportion of patients exhibiting healthy/intact skin around their wounds increased from 75% at baseline to 91.6%
The low pain severity scores compare favourably to those reported in the published literature for other dressing types at final visit.
Inclusion / exclusion criteria and pain-relieving strategies (Table 4), even though analgesia usage appears to have been greater in some of the pub- e The soft silicone dressing efficiently handled exudate levels: there were no reports of exudate leaking through the
See Table 1 Arrow lished studies dressing.
e Conformability, ease of use, ease of removal, patient comfort, and overall experience with the dressing were rated as
Treatment regime 3,0 W At baseline “good” to “very good” at the vast majority of the nurses’ final visit evaluations (Figures 4-7).
The wounds/skin injuries were dressed with the soft silicone dressing (combination with other dressings was acceptable - | | e No dressing-related adverse events were reported.
if, in the opinion of the investigators, there was clinical justification to do so). Dressing changes were performed when Score 0 1 2 3 4 5 6 7 8 9 1 0 2 2,5 O At flrstdress.mg change
judged necessary by the investigators. Each patient was followed for six weeks or until the wound/skin injury had healed, = 50 At last dressing change Figures 5-7: Finger amputation wound before (Figure 5), during (Figure 6) and after (Figure 7) treatment with the soft
whichever occurred earlier. At any point during the study, the investigators had the option of discontinuing treatment with v ’ silicone dressing, demonstrating the flexibility and conformability of the dressing and the excellent outcome achieved
the soft silicone dressing If, in their opinion, the dressing was no longer appropriate for a particular patient. O 15
(Vo) /
-
Assessment " 10 | | | Figure 5 Figure 6 Figure 7
At each dressing change, pain severity before and during dressing removal was rated by both the patient and the inves- g' ' Figure 3: Mean pain severity scores T R e ————
tigator on a scale from zero (no pain at all] to 10 (worst pain ever]. To facilitate this, a pain assessment tool, based on the T 05 recorded (baseline, first and final vis- b
Visual Analogue Scale (VAS)3 and the Wong-Baker Faces Scale4, was used (Figure 1). Additionally, the investigator had | N N | | s it) prior to/during dressing change Wi
the option of using the Faces, Legs, Activity, Cry and Consolability (FLACC) Behavioral Pain Assessment Scaleb for quan- Figure 2: Faces, Legs, Activity, Cry and Consolability ([FLACC) Behavioral Pain Assessment Scale 00 . [patient and nurse evaluations)
tifying pain behaviors in patients who were not able to verbalise the presence or severity of pain (Figure 2). Pain severity Pain prior to Pain at dressing  Pain at dressing
levels reported at baseline (i.e. associated with a variety of different dressing types) were compared with those reported dressing change [ t'",emtoval | removal [r;”"se
at the first dressing change [i.e. after the introduction of the soft silicone dressing). The latter were then compared to the PAHENt SEOTE >Eore
pain severity scores relating to the use of dressings and pain-relieving strategies on paediatric patients that have been
reported in the published literature. 0 1 2 100
. . . . , n B Very good
Other variables measured at dressing changes included: signs of trauma to wound/skin injury and surrounding skin, the Face No.partlcular Xpression of O;casmnal Jrmace or frown, Frequgnt 0 constant quiver- v O Good
. . . . . 7 . . . smile withdrawn, disinterested iIng chin, clenched jaw c 80
proportion of viable/non-viable tissue, the quantity and appearance of exudate, odour, and clinical signs of infection. At 8_ Bad
the final dressing change, both patients and nurses completed simple questionnaires to rate the dressing performance. Legs Normal position or relaxed Uneasy, restless, tense Kicking, or legs drawn up % 0
: ) i | irmi Ifti - o o
Table 1: Inclusion / exclusion criteria Activity Lymogt;. quietly, normat qu;Jhwrtmng, shifting back and Arched, rigid or jerking ° CONCLUSION | | - | | - |
S S POSILIoN, MOves €asity orth, tense o) These results provide further evidence of the ability of dressings with soft silicone adhesive
INCILSION CrILErIa SXCHUSION CRIteriS Cry No cry (awake or asleep) Moans or whimpers; Crying steadily, screams or c technology to minimise trauma and pain and demonstrate their ability to overcome the
. . . — occasional complaint sobs, frequent complaints U . . : : c : ST
| Patients/parents/quardians who were likely to have had diffi- L | | clinical challenges associated with the use of dressings on the wounds / skin injuries of
Patients aged <16 years . Reassured by occasional < Figure 4: Nurses evaluations ., :
culty following the protocol - y al . . paed|atr|c patients.
Wounds/sKin imuries that the . . — Consolability Content, relaxed touching, hugging or being Difficult to console or comfort - atfinal visit
ounds/skin injuries that the investigators deemed suitable |\ allergy/hypersensitivity to the dressing components talked to, distractible

to be dressed with Mepilex Border Lite

Severe underlying disease that, in the opinion of the investi-

gators, may have interfered with treatment. Each of the five categories (F) Face; (L) Legs; (A) Activity; (C) Cry, (C) Consolability is scored from 0-2, which results in a total

score between 0 and 10.

Signed informed consent

This study was undertaken with full ethical approval and in accordance with the Declaration of Helsinki. This study was sponsored by Molnlycke Health Care, Gothenburg, Sweden
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