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Acute Training Solutions
Wound Management - Dressing Selection Guidance

Wound Picture Description Treatment
objective Dressings

Granulation Process by which 
wound is filled with 
highly vascular fragile 
connective tissue

Keep wound moist, 
manage exudate + 
protect wound bed

Non-Adherent  
e.g. Atrauman

Epithelialising Process by which the 
wound is covered with 
new skin cells

Keep wound moist, 
manage exudate + 
protect wound bed

Non-Adherent  
e.g. Atrauman

Cavity A wound that will heal 
by secondary intention

Allow to granulate 
from the base of the 
wound to facilitate the 
process of contraction

Hydrofibre  
e.g. Aquacel  
for large cavities consider 
NPWTherapy (Ref to 
Wound Healing)

Necrotic 
heel

Devitalised, dead 
tissue

Allow auto- 
debridement and 
reduce risk of 
infection.
Relieve pressure

Topical Anti Microbial 
e.g. Inadine, Interpose 
Comfifast to secure, toe to 
knee, Float heels,  Incident 
form/RCA, Inform wound 
healing, Ref Podiatry +/- 
POVA/X-ray

Infected 
wound

Red, bleeding, 
friable, tissue, odour, 
increased exudate and 
pain.

Resolve and Treat 
Infection.

Topical Anti Microbial. 
Consider Silver dressings, 
i.e. Flamazine for 2 weeks 
and consider systemic 
antibiotics.

Necrotic 
wound

Devitalised,  dead 
tissue.

To facilitate autolysis, 
auto debridement and 
rehydration

Hydrocolloid e.g. 
Duoderm/ Comfeel
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Wound Picture Description Treatment
objective Dressings

Sloughy Dead yellow tissue 
(remember tendon 
and  bone may appear 
yellow)

Debridement and 
management of 
exudate.

Hydrofibre/secondary 
dressing or Hydrocolloid

Macerated Softening or 
sogginess of 
surrounding tissue 
due to high levels of 
exudate.

Protect skin to avoid 
further maceration. 
Consider increased 
dressing change.

Barrier to protect skin 
e.g. Cavilon to protect 
surrounding skin. 
Consider increased 
dressing change/higher 
absorbency dressing.

Pressuer
ulcer

Category 3-4 Pressure 
Ulcer

Debride area + 
promote granulation, 
Relieve pressure SKIN 
bundle

Refer to Wound Healing. 
Hydrofibre 
X-ray/bone scan. Incident 
form/ RCA. ?POVA. Ref 
Dietician

Project background

The correct dressing choice prevents further alteration in tissue and skin integrity enhancing patient comfort and reducing 
costs by decreasing nursing time and the use of supplies. It must be able to provide a moist environment, provide insulation, 
absorb excess exudate, be impermeable to bacteria and be  easy to remove.

Aims & objectives

Choosing an appropriate dressing tends to be an area which nurses find difficult to do; leading to a plethora of dressings 
being used resulting in inappropriate care from incorrect dressing selection which ultimately leads to a waste of resources 
and nursing time. 


