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BACKGROUND AND PURPOSE
Chronic wounds fail to move through the reparative process in an orderly, timely fashion.1 This
complex process includes cytokines which are stimulated by the immune system. Wound patients
with compromised immunity often become stalled in the inflammatory phase of healing. A component
of Active Leptospermum Honey* (ALH) stimulates cytokine induction from human monocytes.2 ALH
is also effective in debriding chronic venous leg ulcers.3

CASE DISCUSSION
A pictorial case study of immune compromised patients with full-thickness wounds were treated
with ALH as the primary dressing:
Cases
65+ female, diabetes,
PAD, history
pelvic radiation.

Wound etiology,
location & duration

Past
Management

Treatment Plan

Pt response &
time frame

Coccyx, Stage 3 pressure
ulcer, 7 months.

Barrier ointment

An offloading sitting
cushion. ALH gel daily.
Changed to every
other day at week 4.
Serial debridement.

Closed 8 weeks, pain
score decreased.

An offloading sitting
cushion. ALH gel daily.
Serial debridement.

Closed 8 weeks, pain
score decreased.

55+ male,
new diabetes,
ICU for ARF.

Coccyx, Stage 3 Pressure
ulcer, 1 month. Dense
slough.

Wet-dry gauze.

75+ female,
Inflammatory Arthritis,
chronic steroids.

Trauma, full-thickness,
left leg, 1 month. Chronic
DVT LLE.

Antibiotic
ointment.

Compression stockings. Closed 4 weeks.
ALH gel daily. Weekly
serial debridement.

Closed 1 month.

Antibiotic
ointment.

ALH gel daily to
debride x1 week,
prior to dermagraft.

Left toe closed after
1 week. Rt foot and
toe fully debrided.

Antibiotic ointment,
non-adherent pads
changing daily since
the injury.

Compression stockings.
ALH gel daily covered
with non-adhesive
foam dressing. Weekly
serial debridement.

Healed in 2 months
with decreased pain.

Neuropathic, right great
toe, patient reports many
months.

Garlic and
bandages.

40+ male,
uncontrolled
diabetes, resolving
cellulitis RLE.

3 Neuropathic, right foot
& great toe, left 2nd toe;
1 month. Dense slough.

60+ female,
rheumatoid arthritis
with immunsuppression.

2 full thickness skin
tears on the left
anterior leg over the
tibial bony prominence.

CONCLUSION
These 6 patients with compromised immune systems from varied co-morbid conditions achieved
wound closure in acceptable healing times using ALH as the advanced primary wound dressing.
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*MEDIHONEY® Active Leptospermum Honey Dressing, Derma Sciences, Inc., Princeton, New Jersey.

59 y/o White male. PMH: Newly dx DMT2, recent hospitalization for pneumonia with respiratory failure
on ventilator. Diagnosed with DM while in the hospital. History of depression and anxiety.
Wound History:
Developed a full thickness PU over the coccyx while in ICU. Wound present for 1 month. Patient
reported excruciating pain with sitting. He was being treated with saline wet to dry dressings.
Treatment:
Wound measured 3 cm x 1.5 cm x 0.2 cm on initial visit. 90% densely adhered slough. Daily dressing
changes were initiated with ALH gel covered with gauze. Started air filled cushion for sitting. Patient
returned one week, pain score decreased from 6/10 to 4/10 in 1 week and to 0/10 after 2 weeks. Serial
sharp debridements over 3 weeks. Patient was able to attend a 6 hour DM class and sit through entire
class (used his seat cushion).
Outcome:
Followed up in 3 weeks, due to patient’s traveling. It was another 3 weeks for final visit when wound
closed within 2 months.

June 24

CASE 5

July 08

August 19

RIGHT MEDIAL FOOT

42 y/o white male. PMH: DMT2 uncontrolled with neuropathy. HTN, depression, ETOH and tobacco abuse.

Compression stockings.
ALH gel daily. Serial
debridement. Refused
DM footwear, lymph
treatment.

45+ female,
uncontrolled
diabetes, untreated
leg lymphaedema

CASE 2

Wound History:
3 weeks prior to initial visit, patient mowed 2 lawns on hot afternoon. After mowing, he found large
blood blister on right medial foot, blisters between right toes 2 & 3, 3& 4 and 4 & 5, open wound on the
plantar surface of the right great toe and an open wound on the plantar surface of the left 2nd toe.
Treated at home for 7 days with abx ointment, the wounds then became infected. The patient was
hospitalized for 2 days for IV Abx, and received treatment orders for betadine ointment and elevation.
Also dx chronic fx of the right great toe with MRI, no osteomyelitis.
Treatment:
Initial visit, all wounds 100% covered with densely adhered slough and fibrin, which included:
– Right medial foot wound measured 1.3 cm x 5.2 cm x 0.5 cm
– Left 2nd toe measured 1 cm x 0.3 cm x 0.2 cm
– Right great toe wound measured 1 cm x 1 cm x 0.2 cm
– Right lateral 4th toe measured 1.5 cm x 1.3 cm x 0.1 cm
– Right medial 5th toe wound measured 1.5 cm x 1.0 cm x 0.1 cm

Sept. 29

Oct.10

Oct. 21

PLANTAR SURFACES OF LEFT SECOND AND RIGHT GREAT TOES

Unable to remove any of the fibrin or slough with sharp debridement. Consulted with the patient
about using a total contact cast to offload the right foot. Initiated ALH gel to all of the wounds with
daily dressing changes to promote debridement and control bacteria, covered with gauze. Initiated
medium level compression stocking and Darco wound shoe on right foot. Pt was still on oral Abx with
4 days left on dose.
Outcome:
Patient returned to clinic in one week;
– Right foot/toe wounds debrided to red, bleeding tissue easily
– Left 2nd toe wound closed
– Right great toe wound measured 0.6 cm x 0.4 cm x 0.2 cm
– Right medial foot wound measured 1.1 cm x 5.5 cm x 0.5 cm.
Started total contact cast with collagen dressing to open right foot/toe wounds.
Sept. 23

Oct.3

Oct. 21.

Oct. 3

Nov. 16

Dec. 8

CASE 6
60 y/o white female. PMH: Rheumatoid arthritis with chronic steroid and immunomodulator drugs for
control, ETOH and tobacco abuse, history of poor healing, HTN, COPD and varicose veins. Patient does
not wear compression; recently diagnosed with GI ulcers.
Wound History:
1 month prior to initial wound clinic visit, patient fell while walking upstairs causing 2 full thickness
skin tears on the left anterior leg over the tibial bony prominence measuring 9.8 cm x 2.8 cm x 0.4 cm
and 1.5 cm x 1 cm x 0.4 cm. Patient was treated with topical Abx ointment and non-adherent pads
changed daily since the injury. She had been on oral Abx also.
Treatment:
Wounds are 100% covered with fibrin, slough and the wounds have rolled edges with friable
periwound skin. Serial sharp debridements. ALH gel was initiated to both wounds and then covered
with non-adhesive foam dressings, which were changed every other day. Started medium level
compression stocking.
Outcome: Wounds closed within 2 months.

