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Background 

At least 20% of venous leg ulcers (VLUs) can be classified as hard-to heal wounds, defined as ulcers that have not responded 
to compression therapy, >10cm2 in size or >6 months old1. It has been shown that an advanced treatment using amelogenin 
(an extracellular matrix protein) with compression has initiated healing when compared to patients treated with compression 
alone2. These ulcers often have high bacterial loads and infection in these wounds is problematic and may delay healing even fur-
ther, but topical silver dressings have been shown to be effective in their management 3. This study demonstrates that if wound 
infection occurs during treatment with amelogenin adjunctive treatment with silver dressings can be considered.  

Purpose 
The aim of the evaluation was to investigate whether amelogenin (Xelma, Mölnlycke Health Care) treatment in conjunction 
with topical silver dressings is as effective in promoting healing and controlling infection  as they are when used as standalone 
treatments.

Methods 
Patients were identified as having hard-to-heal VLUs using the generally accepted prognostic criteria outlined above and wound 
infection. These patients were treated with amelogenin according to the manufacturer’s instructions. Wound healing and infection 
were monitored throughout the treatment period. 

Results

Three patients were treated with both amelogenin and an adjunctive silver dressing. The wound healing 
and infection data show that the use of amelogenin in conjunction with a silver dressings was successful 
in initiating a healing response and treating the infection. In addition, the combination of the two therapies, 
in some instances, seems to increase wound healing compared to monotherapy with either amelogenin or 
silver preparations.  

Figures 1 – 5 progress of healing in patient 1
Figures 6 –11 progress of healing in patient 2 
Figures 12 –13 progress of healing in patient 23

Conclusions
The combined use of amelogenin therapy and a topical silver dressings to initiate a healing response in hard-to-heal VLUs  
does not affect the efficacy of either product, but together may provide a synergistic effect that is beneficial to healing.    

Table 1 Summary of Results for 3 patients

Patient 1 - male aged 87 years old, had a leg ulcer that had been present for 66 
years. The patient suffered a post-thrombotic syndrome after an appendecto-
my and dermatitis due to oedema. ABPI was 0.65 a mixed arterial/venous ulcer 
was identified with secondary infection. On presentation the wound was showing 
moderate levels of exudate, painful to the touch and 3.5 cm x 1.7 cm in size prior 
to treatment with Xelma.   

Treatment History - the patient had been treated with different types of 
compression therapy (Class 1, 2 and 3 stockings). A variety of different 
antibacterial dressings had been used (Acticoat, Aquacel Ag and flamazine) 
in conjunction with topical anti-septics (Iodosorb) and systemic anti-biotics 
(Amoxicillin and Trimethroprim Sulpha)   to treat a wound infection 
(Gram negative). Prednisolone was also used to treat localised inflammation. 
Vascular surgery, skin transplantation and pinch grafts were unsuccessful 
with this patient.

Results – After 18 treatments with Xelma and Aquacel Ag the wound 
reduced in size to 0.7 x 1.7 cm, pain and exudate were reduced. De-
spite being treated with topical silver dressings, systemic antibiotic 
treatment with amoxixillin was required during the evaluation to treat 
wound infection. Three months after the evaluation was stopped the 
wound was still showing signs of improvement. Figures 1 – 3 show 
healing progression of this wound during treatment with Xelma and 
Aquacel Ag.

Patient 2 – female aged 83 years old, had a leg ulcer for 2 years, but had 
presented with recurrent venous ulcerations several times prior to this that 
had healed. ABPI was 1.1 but a mixed arterial/venous ulcer with secondary infec-
tion was suspected due to clinical findings. On presentation the wound was exu-
dating highly, painful to the touch and 11.0 cm x 6.0 cm in size prior to treatment 
with Xelma.  

Treatment History – the patient had been treated with compression therapy 
(Class 2 stockings) and Acticoat. In conjunction with the anti-bacterial 
dressings, systemic anti-biotics (Clindamaycin and Ciproflaxin) were used 
to treat a wound infection (Pseudomonas).

Results – After 18 treatments with Xelma and Aquacel Ag the wound 
reduced in size to 4.0 x 5.0 cm, exudate was reduced and pain nil. 
Treatment with Ciproflaxin (days 1 - 14) and one course of Dalacin (af-
ter 3 months) was required during the evaluation to treat wound in-
fection. Five months after the evaluation was stopped the wound was 
nearly healed. Figures 4 – 6 show healing progression of this wound-
during treatment with  Xelma and Aquacel Ag.

Patient 3 – female aged 84 years old, had a leg ulcer for 2 years, but had 
presented with recurrent venous ulcerations several times prior to this that 
had healed. ABPI was 0.65 a mixed arterial/venous ulcer was identified with 
secondary infection. She refused vascular surgery. On presentation the wound 
was exudating highly, painful to the touch and 10.0 cm x 5.0 cm in size prior to 
treatment with Xelma.  

Treatment History – the patient had been treated with compression therapy 
(Class 2 stockings) Acticoat and VAC therapy. In conjunction with the anti-
bacterial dressings, a systemic anti-biotic (Clindamaycin) was used to treat 
wound infection (Pseudomonas and Staphylococcus).

Results – After 6 treatments with Xelma and Acticoat the wound 
demonstrated a reduction in size to 45 cm2. The patient then devel-
oped a wound infection and unfortunately due to a mis-communica-
tion Xelma treatment was stopped by another clinician and the wound 
then proceeded to get worse.
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