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Background

Antimicrobial resistance (AMR) is a growing concern in

Objectives

To translate evidence-based recommendations®

Infection increases the
risk of hospitalization,
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. . : : 11 - - - - o , 4.
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antimicrobials prophylactically, while 37.2% did not follow . Enruﬁtmﬂcﬂm : ' o host reaction " ip'mi"giﬂm mhé Infection; malodour, friable granulation tissue and delayed (WIfl 3), with bony deformity, loss of protective sensation,
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 AMS-aligned early IPC and treatment with MBDs

and their importance in the
context of IPC and AMS
along with key statements
scored using a Delphi based
approach can be explored

Outcome: excellent healing once necrosis and bioburden/ biofilm addressed Outcome: wound healed, no antibiotics required

Figure 3. Evidence-based pathway to guide decision making for AMS in DFRU? *For both cases, written informed patient consent was obtained to use anonymised clinical data and images

Four pathways covering:

CLINICAL . . ) : .
= PATHWAY'S » Closed surgical incisions * Diabetes-related foot ulcers fuljitgslzr:ggthe full international _ The AMS-DRFU pathway aids early management of bioburden and infection while reducing Proactively incorporating MBDs into DFRU wound care protocols early, before antimicrobials
* Hard-to-heal wounds * Venous leg ulcers J Conclusions inappropriate use of active antimicrobial agents, reserving antibiotics for severe infections, thus are indicated, supports a positive shift in best-practice, resulting in effective IPC and
Figure 2. Summary of International minimising the potential for AMR and strengthening AMS across DRFU care. treatment, allowing wound healing to progress.
guideline on AMS and the role of
MBDs in wound care?®
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