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History

Honey was used extensively in wound care up until the 1960s

Usage declined with the introduction/common prescribing of 

antibiotics

Resurgence of topical antimicrobial dressings, in part due to the 

resistance of antibiotics

Activon ÈManuka Honey has no known resistance to bacteria



History Composition
Different types (floral sources)

Pure and blended

Complex substance

Predigested sugar (monosaccharideõs)

Glucose and fructose

Proteins

Fatty acids

Enzymes

Minerals

Vitamins

Water



Mode Of Action
Å Debride and Deslough

Å Antimicrobial

Å Malodour

Å Promotes granulatisation



Debride and Deslough

NICE Guidelines recommend the use of an autolytic debridement dressing where 

indicated



Osmotic Action

Decreases pH ς50% more O2 is provided to the wound bed



Malodour

Bacteria feeds from the sugar

By-product Lactic acids is created 

instead of sulphur and ammonia

Eliminates the odour rather than masks



Promotes Granulation
What a wound need to healé

Carbohydrates

Amino Acids

Proteins

VitaminsEnzymes

Oxygen



Benefits of a versatile dressing

Quicker healing time

Reduces resource burden

Less nurse time

Saves money

Less distress for patient

Patient comfort

Patient psychology

Natural, safe product



Clinical evidence
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Advancis Manuka honey in the treatment of a fungating tumour
Caroline Farrant , Wound Care Specialist Nurse. South Wiltshire Primary Care Trust (SWPCT)

There have been few studies in the UK which have 

accurately identified the number of patients treated 

with this type of wound, but according to Thomas 

(1992) patients with these wounds prove to have 

significant problems not least the issue of morbidity 

or burden on NHS resources.

The management of this type of wound is usually considered 

to be palliative (Grocott 1997) with goals of care aimed at 

providing a realistic quality of life and symptom control.

For clinicians fin

d

i ng dr essings that have the capabilities of 

dealing with the complexities of these wounds (Grocott 

1995) is an ongoing issue.

This study is aimed 

at evaluating the 

use of Activon 

TulleÈ (Advancis 

Medical); a gauze 

tulle with Manuka 

honey, as a 

primary dressing 

with an absorbent 

secondary 

pad (EclypseÈ 

- Advancis Medical). Whilst the nursing assessment was 

based on Roperõs (1985) Activities of Living, this study will 

concentrate on the wound care aspect and the management 

of odour and exudate.

Jason is a 39 year old gentleman who was originally diagnosed 

with non-Hodgkinõs lymphoma in 1994 following numerous 

operations for a non-healing abscess on his buttock which 

when biopsied finally confirmed the diagnosis. In the following 

years he had courses of radiotherapy and trips to London for 

various alternate treatments which also included the policies 

of the Bristol Cancer Centre (dietary and relaxation). He had 

declined any offer of chemotherapy. 

Jasonõs disease had progressed to lymphoedema of his 

left arm, a large fungating tumour on his left shoulder and 

multiple dry cutaneous lesions on his left lateral chest wall, 

left arm and around his left shoulder when he was referred 

to the district nurse team. He had declined referral to the 

local hospice and palliative care team and following admission 

for IV (intra-venous) antibiotics for an episode of AIE (Acute 

The tumour and 

lymphoedema had 

caused obvious 

distortion and 

subluxation of his 

left shoulder causing 

physical problems 

with movement and 

dressing. Initially his 

treatments consisted 

of a hydrofibr e, 

a carbon pad a 

silver impregnated 

charcoal dressing, 

surgipads (20cm 

x 40cm)x six a 

day, and tubifast 

(a haemostat was 

available if bleeding 

should occur) 

Infla

m

ma t or y 

Episode) of his 

lymphoedema 

declared he would 

not have any further 

antibiotics.

On examination 

he was found to 

have an excess of 

dry scales over his 

anterior chest wall, areas of erythema, multiple small lesions, 

grade II lympoedema and a grade III lesion with a large area 

of devitalised tissue, copious exudate and odour. He was pale 

and cachexic but denied being anaemic, the slightest exertion 

caused shortness of breath and he appeared weak and tired. 

but it was obvious that these dressings did not have the 

capacity to contain or manage the wound exudate or odour. 

On consultation Jason denied pain completely, but he was 

never able to tolerate any compression even crepe for his 

lymphoedema. He stated that the odour and exudate were to 

him the most distressing problems.

He then requested that honey be tried. Collier (1997) suggests 

that it is important to ensure that individual needs and wishes 

are addressed to promote autonomy and quality of life.  
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Activon TulleÈ (supplied by Advancis Medical) was therefore 

applied with an absorbent pad as a secondary dressing 

(EclypseÈ supplied by Advancis Medical). Jasonõs dressings 

continued to be changed daily. The dry crusts were treated 

with Dermol 600 and Dermol 500. Jason although asked 

verbally denied any drawing or stinging sensation when 

the Activon TulleÈ was applied. Despite the location of the 

tumour the dressing was easy to apply and easy to remove. 

Although observations have recorded that honey poses 

problems when liquifie

d

 (La wrence 1999). Initially on dressing 

change Jason would look ill and turn away although he 

denied feeling nauseated. Both Jason and the district nurse 

team scored the odour on assessment as strong despite 

the use of carbon. After one week the odour score was 

down to moderate and within the second the odour score 

went from slight to no odour. For Jason it enabled him to 

feel part of his family again and not feel ashamed. During 

the second week the wound had self debrided and exudate 

management continued to improve using EclypseÈ. From six 

surgipads (20cm x 40cm) per day the padding was reduced 

to one - the EclypseÈ. This was held in place using a made 

to measure retention vest (available from SDH) which Jason 

could manage despite his physical problems. No maceration 

was noted and it was felt that without the EclypseÈ dressing 

changes would have increased to two/ three times a day.

This fin

a

l  thought  can onl y begin to sum up what it must be 

truly like to live with this disease ôCan we begin to imagine 

what it must feel like for a patient to see part of his or her 

own body rotting and to have to live with the offensive smell 

from it,  see the reaction of visitors (including doctors and 

nurses) and know that it signifie

s

 a linger i ng deat hõ Do yle 

(1980).
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Advancis Manuka honey in the treatment of a fungating tumour
Caroline Farrant , Wound Care Specialist Nurse. South Wiltshire Primary Care Trust (SWPCT)

There have been few studies in the UK which have 

accurately identified the number of patients treated 

with this type of wound, but according to Thomas 

(1992) patients with these wounds prove to have 

significant problems not least the issue of morbidity 

or burden on NHS resources.

The management of this type of wound is usually considered 

to be palliative (Grocott 1997) with goals of care aimed at 

providing a realistic quality of life and symptom control.

For clinicians fin

d

i ng dr essings that have the capabilities of 

dealing with the complexities of these wounds (Grocott 

1995) is an ongoing issue.

This study is aimed 

at evaluating the 

use of Activon 

TulleÈ (Advancis 

Medical); a gauze 

tulle with Manuka 

honey, as a 

primary dressing 

with an absorbent 

secondary 

pad (EclypseÈ 

- Advancis Medical). Whilst the nursing assessment was 

based on Roperõs (1985) Activities of Living, this study will 

concentrate on the wound care aspect and the management 

of odour and exudate.

Jason is a 39 year old gentleman who was originally diagnosed 

with non-Hodgkinõs lymphoma in 1994 following numerous 

operations for a non-healing abscess on his buttock which 

when biopsied finally confirmed the diagnosis. In the following 

years he had courses of radiotherapy and trips to London for 

various alternate treatments which also included the policies 

of the Bristol Cancer Centre (dietary and relaxation). He had 

declined any offer of chemotherapy. 

Jasonõs disease had progressed to lymphoedema of his 

left arm, a large fungating tumour on his left shoulder and 

multiple dry cutaneous lesions on his left lateral chest wall, 

left arm and around his left shoulder when he was referred 

to the district nurse team. He had declined referral to the 

local hospice and palliative care team and following admission 

for IV (intra-venous) antibiotics for an episode of AIE (Acute 

The tumour and 

lymphoedema had 

caused obvious 

distortion and 

subluxation of his 

left shoulder causing 

physical problems 

with movement and 

dressing. Initially his 

treatments consisted 

of a hydrofibr e, 

a carbon pad a 

silver impregnated 

charcoal dressing, 

surgipads (20cm 

x 40cm)x six a 

day, and tubifast 
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available if bleeding 

should occur) 
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m

ma t or y 

Episode) of his 

lymphoedema 

declared he would 

not have any further 
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he was found to 

have an excess of 

dry scales over his 

anterior chest wall, areas of erythema, multiple small lesions, 

grade II lympoedema and a grade III lesion with a large area 

of devitalised tissue, copious exudate and odour. He was pale 

and cachexic but denied being anaemic, the slightest exertion 

caused shortness of breath and he appeared weak and tired. 

but it was obvious that these dressings did not have the 

capacity to contain or manage the wound exudate or odour. 

On consultation Jason denied pain completely, but he was 

never able to tolerate any compression even crepe for his 

lymphoedema. He stated that the odour and exudate were to 

him the most distressing problems.

He then requested that honey be tried. Collier (1997) suggests 

that it is important to ensure that individual needs and wishes 

are addressed to promote autonomy and quality of life.  

Continuedé
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The use of Activon TubeÈ & ActiliteÈ on a paediatric burn
Sharon Donnelly ð Sister Paediatric Practice Development, Burns & Plastic Surgery

Introduction

Many advances have been made in the management 

of burn injury in the past decade. Improvement of the 

wound healing environment with the use of honey 

dressings has greatly improved the healing of burn 

wounds. The case study demonstrates the use of 

Activon TubeÈ & ActiliteÈ (Advancis Medical) and how 

this addressed the patientôs needs whilst recognising 

clinical objectives.

Patient and wound

A 6 year old girl was admitted with a 2% fla

m

e  bur n to 

the right side of her neck and face. She had been at her 

grandparentõs garden earlier that evening when a firework 

exploded in a sideways direction towards her. This ignited her 

coat and she sustained mixed depth burns to her neck and 

face.

On initial assessment she was found to have a large white area 

which was insensate and leathery (see fig:  1). This area was 

surrounded by erythema. An anaesthetic review ruled out an 

airway injury and antibiotics commenced. 

On day 3 post burn the wound was reviewed again. A Lazer 

Doppler image indicated low blood flow to the centre of the 

wound (see fig

:

 2) and the decision was made to skin graft. 

Unfortunately the little girl developed a cough and theatre was 

delayed for 5 days. During this time Activon TubeÈ was applied 

to the wound.

Fig. 1

Fig. 2

When the child was clinically well the burn was debrided and 

a sheet graft was applied. The graft was reviewed at day 5 

post surgery (see fig:  3) and a further dressing using ActiliteÈ 

was applied until fully healed at day 7. 

Clinical objectives.

Å  Restore skin barrier

Å Prevent infection

Å Reduce painful dressing procedures

Challenges in wound management

Å Patient comfort

Å Location of the wound

Å Reduce frequency of dressing changes

Benefit

s

Å Less traumatic to the child at dressing changes

Å Easy to apply

Å Dressing maintained function and mobility

Conclusion

The goal of burn injuries in children is to prevent infection, 

limit painful dressings and promote healing; Activon TubeÈ and 

ActiliteÈ dressings achieved this.

Fig. 3
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The use of Activon TubeÈ on a Neonatal abdominal wound
Bernadette Reda - Neonatal Surgical Liaison Nurse, Birmingham Children's Hospital

Introduction 

In paediatrics, surgical wound infections rarely 

require intervention and heal well with minimal 

scarring, however in the pre-term neonatal 

population, there are many factors which may 

adversely affect the healing process. This case 

illustrates the management of an abdominal wound 

in the context of prematurity, poor lung function, 

infection and poor nutrition.

A baby boy born at 29+1 weeks gestation, weighing 1086g 

was transferred to a paediatric surgical centre at five and 

a half weeks of age (corrected age 34+5) with a diagnosis 

of intestinal obstruction. At laparotomy, with an upper 

transverse incision, a milk curd, obstructing the distal ileum, 

was identifie

d

.  Enterotomy was required to remove the 

obstruction and a right inguinal hernia was repaired at the 

same time.

Case Study

The laparotomy wound was closed with internal sutures 

and external steri-strips. The patient was transferred to the 

Neonatal Intensive Care Unit post operatively. 

Day 5 post-op 

Ventilation deteriorating, due to right side consolidation.

Abdomen distended, tender, bilious nasogastric aspirate.

Abdominal x-ray was reported as normal.

Bowels were opened.

Laparotomyl wound intact.

Temperature 37.4
oc

Drug therapy: antibiotics and analgesia. 

Day 6 post-op 

Ventilation improved, oxygen requirement reduced.

Abdomen less distended and less tender.

Minimal nasogastric aspirate and bowels continued to open.

Wide spread general oedema.

Apyrexial.

Abdominal wound: Steri-strips removed, surrounding skin 

erythematous, superfici al  dehi scence and exudat e pr esent. 

Abdomen immediately below wound very firm .  Wound left 

exposed.

Drug therapy: antibiotics changed in response to sensitivity 

results. Endotracheal tube swabs grew E. Coli.

Day 7 post-op 

Extubated, self ventilating in air.

General oedema reduced.

Abdomen: reduced erythema and no distension.

Abdominal wound: shallow cavity with slough on right side. 

The aim of wound management was to remove slough and 

exudate, encouraging healing from the base of the cavity 

and restoring the skin barrier. The concern was that the 

dehiscence would continue along the length of the whole 

wound.

The challenge was to use a dressing which could be instilled 

into such a small area effectively (small in actual terms but 

large in relative terms as the patient weighed 1600g at this 

stage) and at the same time protecting a wound in such close 

proximity to the nappy area. Pain relief was also important  

before dressing changes.

Initial wound management 

Hydrogel instilled into cavity, and covered with a secondary 

Hydrocolloid dressing. This has been our practice for infected 

surgical wounds. Our protocol is to seek advice from a 

Bacteriologist for appropriate antibacterial therapy and the 

Tissue Viability Team in diffic

u

l t cases.

Paracetamol given before dressing changes.

Daily dressing changes for 16 days. 

Day 20 post-op  

Day 23 post-op 

New small cavity left side of wound observed and a larger 

cavity right side of wound.

Minimal granulation, slough present, erythema. Subcutaneous 

sutures visible.

Wound swab ð normal skin organisms.

Treatment changed to ActivonÈ Manuka honey, covered by a 

secondary low adherence silicone dressing.

Daily dressing changes for 3 days.
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Day 24 post-op Day 25 post-op  

Reduction in size of cavities and area of erythema. No slough. 

Granulation progressing. Parents report no paracetamol 

needed for dressing changes since using low adherence 

dressing.

Day 26 post-op 

Dressing changes reduced to every 2 days.

Day 28 post-op  

Cavity left side healed. Cavity right side granulating. No 

slough.

Visible suture removed.

Short course Flucloxacillin to aid healing. 

Blood parameters and glucose levels normal. 

Dressing changes reduced to every 3 days.

Day 29 post-op 

Discharged home. Parents changing dressings with continuing 

support from Community Nursing Team.

The patient initially received parenteral nutrition via a 

peripherally inserted central line until full enteral feeds of 

breast milk were established by day 14 post-op. Weight gain 

remained poor throughout the healing process. Additional 

oral sodium chloride was given to improve nutritional 

support as the urine sodium was low.

Conclusion

This was a diffic

u

l t abdomi nal  w ound to manage in a pre-term 

baby with poor growth and post-op chest infection. Wound 

healing delayed discharge. Initially for 2 weeks the wound 

deteriorated with our usual wound management. On  

post-op day 23 the wound product was changed and on 

day 26 a marked improvement was seen. The frequency of 

dressing changes was reduced and by post-op day 29 the 

wound was suffic

i

ent l y healed to enable the patient to be 

discharged home, with parents managing the dressing changes.

Continuedé


