
EDITORIAL

Topical antiseptics in wound
care: time for reflection

Next year is the centenary of the death of
Lord Joseph Lister which is being celebrated by
the Royal College of Surgeons of Edinburgh,
8–11 February 2012. It was Lord Lister who
left us the legacy of antiseptic surgery in
the 1860s which was largely replaced by the
principle of aseptic surgery a few decades
later. The antiseptic principle was devised
after Lister learnt of Pasteur’s experiments,
which showed that bacteria were the cause
of spoilt wine, and the public engineers
of Carlisle, who had used phenol to treat
their stinking sewage. His introduction of a
carbolic spray significantly reduced the risk
of, what was then, almost certain mortality
after progression of infection after treatment
of open fractures (1). Although phenol is now
considered to be far too toxic, the pre-operative
ritual of the modern antiseptic ‘‘scrub’’ of the
surgical team’s hands and patients’ skin is still
a critical step in operative surgery (2). It is
critical that the use of antiseptics as topical
antimicrobials is not confused with the use
of disinfectants (3) (such as EUSOL, Milton
or Dakin’s solution) which are much more
cytotoxic and should be reserved for cleaning
surfaces or sterilising baby feeding bottles,
although some plastic surgeons anecdotally
argue that these hypochlorites are able to
efficiently prepare the beds of chronic wounds
prior to skin grafting.

The use of aqueous topical antiseptics for
irrigation of contaminated, or open, wounds
and lavage of soiled cavities, particularly the
peritoneum, has fallen out of favour because
of a clinically unsubstantiated fear of toxicity,
mostly based on experimental and laboratory
based data. It has to be remembered that anti-
septics have been used in wound management
in several forms for centuries; this has included
the use of silver and more recently iodine, in
its various forms, chlorhexidine and polyhex-
amethylene biguanide (PHMB). In currently

available dilute solutions, which are used for
wound irrigation, and in modified forms, such
as the pyrrholidone–iodine preparations, in
film, paste and bead dressings, little clinical
evidence of toxicity has been reported (4–10).

Disappointingly, the trend away from anti-
septic use in wound care has also been strength-
ened by unhelpful meta-analyses which claim
that the evidence-base is too weak to justify
the cost of topical antiseptics in chronic wound
care, particularly the widely appraised silver
and polyhexamethylene biguanide dressings
(information which falls into the hands of our
procurement managers who are always ready
to quote the findings of meta-analyses which
are used to give ‘‘gold standard’’ evidence
based medicine and make inappropriate deci-
sions on wound dressing choices!). Although
the clinical evidence base of the value of
antiseptics is strong there is a lack of appro-
priately powered, randomised clinical trials
(RCTs), probably related to the heterogene-
ity of wounds, difficulties of recruitment and,
of course, their cost. The Cochrane Collabora-
tion has made several unhelpful analyses into
the field of wound care but always come up
with ‘‘more research is needed’’ (11,12). Some
otherwise adequate studies have squandered
opportunities, and considerable grant fund-
ing, to show that antiseptic dressings do not
enhance healing. Their role is to reduce coloni-
sation and prevent progression to infection.
The VULCAN study examined the role of sev-
eral silver dressings in clean, healing venous
ulcers; this was inappropriate and included no
microbiology (13,14).

The use of topical antimicrobials, specifically
the use of antiseptics rather than antibiotics,
must be regarded as logical for many reasons.
All open wounds become contaminated but
if this is unchecked through inadequate con-
trol or a missed underlying pathology, this
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can progress to ‘‘critical’’ colonisation (or pre-
infection); finally leading to local and systemic
infection which usually does need antibiotic
therapy. The rise of antibiotic resistant organ-
isms, meticillin-resistant staphylococci in par-
ticular, together with the acute decline of new
antibiotic research and introduction, is a major
reason to revisit the use of topical antiseptics.
In addition to controlling the progression of
colonisation through a reduction of bioburden,
there is evidence that antiseptic lavage and
antiseptic dressings can also reduce the risk
of biofilm formation, aid in debridement, pre-
pare the wound bed prior to healing and act in
infection prevention (15).

A further development, of increasing con-
cern, is a theoretical concept currently being
presented that antiseptics may lead to the
development of widespread antimicrobial
resistance of pathogenic organisms; not only
to antiseptics but also to antibiotics. This is
extremely unlikely as the disruptive mech-
anisms of antiseptics on micro-organisms’
cellular metabolism are multifactorial; unlike
the many types of antibiotic action which
are very specific and relate to transmissi-
ble resistance. No such resistance has been
seen to human pathogens after prolonged and
widespread antiseptic use over many decades.
In some Scandinavian countries, antiseptic irri-
gants and dressings are inappropriately being
banned from use in wound care formularies.
The EU Scientific Committee on Consumer
Safety has undertaken an extensive review of
antimicrobial resistance related to the phenolic
antiseptic triclosan (the most studied antisep-
tic overall) and found no evidence of human
pathogen resistance, although in fairness they
did suggest that its non-medical use ought to
be more restricted (16). Triclosan is the antimi-
crobial currently incorporated into surgical
sutures, whose efficacy is being supported by
increasing numbers of RCTs (17,18). The find-
ings clearly relate to the whole group of topical
antimicrobials which are classed as antiseptics.

Antiseptic use is an established, effective ele-
ment of wound care which cannot be ignored.
When part of protocols/guidelines, of which
there are many national and international
examples (19–25), it is cost effective and has
a considerable evidence base. There should be
a reversal of the trends away from antiseptic
use, in all aspects of acute and chronic wound

care, because of the perceived extra cost of anti-
septics and hypothetical concern of their ability
to induce resistance. Antiseptics have much to
offer in open wound care, lavage and dress-
ings, impregnated incise drapes and coated
antimicrobial sutures and devices.

Professor David Leaper
International Wound Journal
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