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considered to be palliative and at 
end of life. 

The wound was 4.0 x 2.0 cm 
in size, very superficial, and 
contained some exudate (see 
Figure 1). At the time of the 
assessment, she was using a foam 
pressure-relieving mattress and 
a wheelchair with an offloading 
cushion and fitted back. Her 
main complaint at the time of 
assessment was significant pain 
at the site of her wound both 

while in the chair and in bed. 
Since there were some concerns 
that infection was causing her 
pain, a course of amoxicillin 
875 mg/clavulanic acid 125 mg 
for two weeks was started. It was 
changed to ciprofloxacin 250 mg 
for two weeks once the culture 
came back growing pseudo-
monas. Upon completion of her 
antibiotic therapy, the wound 
was smaller and drier than 
before, but the pain persisted. 

What was the cause of the 
pain, and how would you 

treat it? What factors need to be 
considered when setting goals of 
care?

A referral to the palliative 
care team to help with pain and 
symptom relief came with a rec-
ommendation for the initiation of 
gabapentin and hydromorphone. 
Given the limited time that the 
patient’s son and daughter felt 
they had with their mother, they 
were concerned about the side 
effects of confusion and drowsi-
ness that accompanied adequate 
pain control. 

The Patient
A 95-year-old female, with a left-
sided meningioma leading to 
right-sided weakness and right 
lower limb paresis causing her 
to be bed-bound, was seen in 
a long-term care ward for what 
was assessed to be a stage 2 
pressure injury in the sacral area 
(see Figure 1) that began 10 days 
prior. Due to general decline, 
and respiratory issues including 
aspiration pneumonia, she was 
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Figure 1: The Patient’s Sacral Ulcer
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Her wound was healing well on 
her current foam mattress; how-
ever, the pain did not abate. Her 
care team, including nurse, occu-
pational therapist, primary care 
physician and geriatrician/wound 
care physician, discussed the use 
of an air-flow bed as a trial to see 
if it would help with pain in the 
sacral area. Once the bed was in 
place, the patient had a profound 
and virtually immediate improve-
ment in pain. Clinicians were able 
to decrease the amount of hydro-
morphone to 0.5 mg at supper-
time and 1 mg at bedtime. This 
allowed her to be more awake 
and interactive with her family 
during the day. She continued to 
take acetaminophen throughout 
the day and pregabalin at bed-
time. 

Treating the Patient and 
the Cause, Not Just the 
Wound
Pressure injuries can be very 
painful. Over time, aging skin 
loses integrity, with flattening of 
the epidermal-dermal junction 
and thinning of these layers (see 
Figure 2). The amount and length 
of mature elastic fibres within the 
dermis increases, and trans-epi-
dermal water loss occurs that 
impacts the skin’s ability to resist 
compressive forces.3,4

Skin contains more sensory 
nerves than any other organ in 
the human body.5 These nerves 
are activated by acute trauma 
or sustained pressure, inflamma-
tion, damaged nerve endings, 
infection, shearing forces with 
dressing changes, debridement 
and other topical treatments.6 

Ulceration and pressure injury 
can erode tissue planes, creat-
ing inflammation and irritated 
nociceptive nerve terminals. This 
occurs with mechanical, chemical 
or thermal insults to the skin. 
When new nerve terminals are 
regenerating, they send out sig-
nals that may cause heightened 
sensitivity to pain in the wound 
(primary hyperalgesia) and in 
the surrounding skin (secondary 
hyperalgesia).7

Damage to these nerves may 
cause a neuropathic-type pain, 
and attempts to control this 
type of pain involve tricyclic 
antidepressants such as nortrip-
tyline and amitriptyline, sero-
tonin-norepinephrine re-uptake 
inhibitors such as duloxetine 
and venlafaxine, or alpha2-delta 
ligands such as pregabalin and 
gabapentin.8 Unfortunately, these 
medications can cause significant 
drowsiness in older adults, and 
their anti-cholinergic properties 

can precipitate a delirium in 
more frail populations. 

Other analgesics used in the 
treatment would be acetamino-
phen, non-steroidal anti-inflam-
matory drugs (NSAIDs), or 
opioids. Acetaminophen is a 
reasonable first-line choice as its 
side-effect profile in the elderly is 
minimal as long as liver function 
is intact. It may, unfortunately, not 
be adequate to control severe 
pain in this population. NSAID 
medications have more contra-
indications in older adults so 
therefore have a more limited 
role and should be used with 
caution. Opioids are often the 
chosen agent, but drowsiness can 
be a limiting side effect, as it was 
in this patient’s case. 

The Importance of the 
Bed Choice
It can at times be difficult to 
access higher-end beds, so it 

Figure 2: Histological Sections from Skin Biopsy of 19-year-old (A) and 
74-year-old (B). 

These photographs demonstrate flattening of the epidermal-dermal 
junction and thinning of these layers. E = epidermis, D = dermis, Dp = pap-
illary dermis, Dr = reticular dermis.1,2
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was important to involve the 
physician, occupational therapist 
and wound care nurses to advo-
cate for the patient within the 
hospital setting to receive the 
alternating air-flow mattress. This 
type of mattress, until recently, 
was perceived as a treatment for 
those with stage 3 wounds or 
worse. The significant improve-
ment in pain that occurred with 
a change in mattress argues for 
the use of this type of mattress as 
a pain-management therapy in 
itself and it should therefore be 
considered in any wound stage 
where pain is a significant com-
plaint or issue. 

The Positive Outcome
In the case of this patient, we 
were pleased that the change 
in mattress resulted in such 
remarkable pain relief. Her family 

reported that she was reasonably 
coherent and comfortable for her 
final days, which allowed them 
to spend quality time with her 
before her passing two months 
later. 

Through a multi-disciplinary 
approach, we were able to find 
a solution to our patient’s pain 
that had the fewest side effects, 
keeping in mind that the goal 
of patient care was comfort and 
quality time with her family. 

References
1. Mine S, Fortunel NO, Pageon H, 

Asselineau D. Aging alters functionally 
human dermal papillary fibroblasts 
but not reticular fibroblasts: A new 
view of skin morphogenesis and 
aging. PLOS One. 2008;3(12):e4066. 
Available from: https://journals.plos.
org/plosone/article?id=10.1371/jour-
nal.pone.0004066.

2. Kurban RS, Bhawan J. Histologic 
changes in skin associated with 

aging. J Dermatol Surg Oncol. 
1990;16(10):85–91. 

3. Robert C, Lesty C, Robert AM. Ageing 
of the skin: Study of elastic fiber 
network modification by comput-
erizes image analysis. Gerontology. 
1988;34(5–6):291–96.

4. Wilhelm KP, Cua AB, Maibach HI. Effect 
on transepidermal water loss, stratum 
corneum hydration, skin surface pH, 
and casual sebum content. Skin Aging. 
1991;127(12):1806–09.

5. Thomas S. Pain and wound man-
agement. Community Outlook. 
1989;12(July):11–15. 

6. Pieper B, Langemo D, Cuddigan J. 
Pressure ulcer pain: A systematic 
literature review and national pres-
sure ulcer advisory panel white 
paper. Ostomy Wound Manage. 
2009;55(2):16–31.

7. Popescu A, Salcido RS. Wound pain: 
A challenge for the patient and the 
wound care specialist. Adv Skin 
Wound Care. 2004;17(1):14–20.

8. Gilron I, Baron R, Jensen T. Neuropathic 
pain: Principles of diagnosis and treat-
ment. Mayo Clin Proc. 2015;90:532.

IODOSORB unique 4 in 1 action overcome 
multiple barriers to healing, allowing you to 
take control of chronic wounds: 

• Effective deslougher2-5

• High absorption capacity1,3-8

• Provides sustained release of iodine.9,10 (in-vitro).
IODOSORB can last for up to 72 hours.11

• Proven to disrupt and eradicate mature
biofilm12,13 (in-vitro)

References 1.MaloneM,et al. The prevalence of biofilms in chronic wounds: a systematic review and meta-analysis of published data.J Wound Care 2017;26:20-25 2.Smith & Nephew Research Centre Work Report  #WRP- TSG015-07-003. 3..Phillips, P. L. 
et al., Effects of Antimicrobial Agents on an (in vitro) Biofilm Model of Skin Wounds. ADVANCES IN WOUND CARE (2010) 1: 299-304. 4.Sundberg J and Meller R. A retrospective review of the use of cadexomer iodine in the treatment of chronic wounds. 
Wounds (1997), 9(3): p 68-86. 5.Holloway GA, Johansen KH, Barnes RW et al., Multicenter trial of cadexomer iodine to treat venous stasis ulcer.  West J Med, (1989 Jul), 151, p35-38.6.Ormiston MC et al., A randomised comparison of cadexomer iodine and 
a standard treatment in out-patients with chronic leg ulcers. In Cadexomer Iodine JA Fox, H Fischer eds. (1983) 63-69. 7.Moberg S et al., A randomised trial of cadexomer iodine in decubitus ulcers. J Am Geriatrics Soc. (1983).31 p462-465. 8.Lindsay G et 
al., A study in general practice of the efficacy of cadexomer iodine in venous leg ulcers treated on alternate days. Acta Therapeutica (1986) 12, p141-148 9. Drosou A, Falabella A, Kirsner MD.  Antiseptics on Wounds: An area of controversy.  Wounds (May 
2003), Vol 15 no 5, p149-166. 11. Hansson C. The effects of cadexomer iodine paste in the treatment of venous leg ulcers compared with hydrocolloid dressing and paraffin gauze dressing. Int J Dermatology (1998) 37: p390-396. 12.Troeng T et al., In Cadexomer 
iodine. Fox JA, Fischer H (eds) (1983) p43-50.13.Johnson A. A combative healer with no ill effect. IODOSORB in the treatment of infected wounds.  Professional Nurse (Oct 1991) p60-64.1 4.Skog E et al.,  A randomised trial comparing cadexomer iodine and 
standard treatment in the outpatient management of chronic venous ulcers. Br J Dermatology (1983) 109, p77-83. 15. Drolshagen C and Schaffer D. Use of absorbent antimicrobial and viscous hydrogel to manage ulcers secondary to peripheral vascular 
disease. Poster presented at the (1999) Symposium on Advanced Wound Care, Anahiem. 16. Salman H and Leakey A. A report to Smith & Nephew Medical Ltd. The (in vitro) activity of silver Sulphadiazine and cadexomer iodine against recent clinical isolates of 
methicillin-resistant Staphylococcus aureus, methicillin-resistant coagulase-negative staphylococci and Pseudomonas aeruginosa. Report number 194-03-01 (March 2001).17.Mertz PM et al., Can Antimicrobials be effective without impairing wound healing? 
The evaluation of a cadexomer iodine ointment. Wounds (1994), 6(6), p184-19
Smith & Nephew Inc, 2280 Argentia Rd, Mississauga, ON L5N 6H8, Canada, T 1-800-463-7439, F 1-800-671-9140 |  ™Trademark of Smith & Nephew | All Trademarks acknowledged | ©February 2019 Smith & Nephew | IODO-ADS-1902EN (CA88366)

To learn more about IODOSORB:             visit www.smith-nephew.com/canada contact your local Smith & Nephew representative

78% of all chronic wounds contain biofilm1. 
Act with certainty. IODOSORB™

0.9% Cadexomer Iodine

Supporting healthcare professionals

https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0004066
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0004066
https://journals.plos.org/plosone/article?id=10.1371/journal.pone.0004066
http://www.smith-nephew.com/canada


Powered by

. . . from virtually anywhere!
The Wounds Canada Institute offers a wide range of ed-
ucational programs to help you reach your full poten-
tial and fulfill your continuing education requirements. 
Regardless of your role in health care, you will find a 
program that suits your needs. View the full program 
list at www.WoundsCanadaInstitute.ca.

Click here to learn more and register online. 

PRIMARY CARE  •  PHYSICIANS  •  SURGEONS  •  DERMATOLOGISTS  •  NURSE PRACTIONERS  •  SPECIALISTS

View the full program list at www.WoundsCanadaInstitute.ca.

Advance your career . . .

http://www.woundscanada.ca
http://www.WoundsCanadaInstitute.ca
https://www.woundscanada.ca/wci-home

