Treatment of infected wounds with
Anabact 0.75% w/w Metronidazole Gel
A pivotal trial assessing the effectiveness of metronidazole was published by Finlay et al:
J Pain Symptom Manage. 1996; 11(3):158-62.
The effect of topical 0.75% metronidazole gel on malodorous cutaneous ulcers
Finlay IG, Bowszyc J, Ramlau C, Gwiezdzinski Z.
Abstract
The unpleasant smell of infected fungating tumours and benign cutaneous ulcers is a
distressing clinical problem, known to be associated with anaerobic infection. Topical
metronidazole 0.8% gel has been shown to decrease smell from fungating malodorous
tumours. This study was conducted to assess prospectively the subjective and
bacteriological response to 0.75% metronidazole gel to decrease smell from these lesions
and to assess whether bacterial contamination of the tubes of gel occurs during use. Fortyseven patients with benign or malignant cutaneous lesions associated with a foul smell
were assessed for smell, pain, appearance, and bacteriological profile before entry and at
7 and 14 days. Forty-one (95%) of the 43 patients assessed at 14 days reported decreased
smell. Anaerobic infection was initially found in 25 (53%) of patients and was eliminated
in 21 (84%) of these. At review after 7 days, patients reported less pain from the lesions.
Discharge and associated cellulitis were also observed to decrease significantly.

General application of Anabact 0.75% w/w Gel
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Squeeze gel on
to the wound.

Gently spread over the wound
with gloved finger or spatula.

Apply non medicated
dressing to the wound.

Dry dressing application of Anabact 0.75% w/w Gel
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Squeeze ample gel
on to the dressing.

Apply gel side of
dressing to the wound.

Fix dressing in position with
tape, bandage, stockinette
or as appropriate.

Anabact 0.75%
w/w Gel is the only
metronidazole gel with
a licence for treatment
of malodorous
fungating tumours,
gravitational ulcers and
decubitous ulcers.

As most topical
Metronidazole gels
are only licensed
for the treatment of
Rosacea it is important
to prescribe Anabact
0.75% w/w Gel by
brand name.

Anabact 0.75% w/w
Gel should be used
with non-absorbent
and non-adherant
dressings only.

Always follow your local Wound Assessment and Management Guidelines

Treatment of infected wounds with
Anabact 0.75% w/w Metronidazole Gel
✓

ANABACT 0.75% w/w Gel is the only Metronidazole Gel available in
15g, 30g & 40g sizes for convenience of use and reduced wastage

✓

54% cheaper gram for gram than the market leader

(C&D monthly
pricelist 2018;59(8))
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Abridged Prescribing Information – Anabact 0.75% w/w Gel
Presentation: A pale yellow water based clear gel containing 0.75% w/w metronidazole for topical application.
Uses: For the treatment of malodorous fungating tumours, gravitational ulcers and decubitus ulcers.
Dosage and Administration: Adults and Elderly: Clean the wound thoroughly. Apply the gel over the complete
area and cover with a non adherent dressing. Use once or twice daily until the odour has been completely
eradicated. Children: Not recommended for children under 12 years of age. Contra-indications: Known
sensitivity to metronidazole, Bronopol, hydroxybenzoic acid esters, hydroxyethylcellulose, phosphoric acid
or propylene glycol. Special warnings and Precautions for Use: Strong sunlight should be avoided because
metronidazole is unstable under ultraviolet light. Contact with the eyes should be avoided. Anabact 0.75% w/w
Gel contains Bronopol which can cause local skin reactions such as contact dermatitis; propylene glycol which
may cause skin irritation, and hydroxybenzoic acid esters that may cause allergic reactions (possibly delayed).
Side Effects: Dryness of the skin, local stinging or irritation have been reported during treatment with
metronidazole topical gel. Legal category: POM. NHS Price: 15g £5.64, 30g £7.89, 40g £15.89.
Marketing Authorisation Number: PL 16794/0006. Marketing Authorisation Holder: Cambridge Healthcare
Supplies Limited, Unit 1 Chestnut Drive, Wymondham, Norfolk, NR18 9SB. Date of Preparation: Sept 2019

Information about this product, including adverse reactions, precautions,
contra-indications and method of use can be found at: www.cambridge-healthcare.co.uk
Prescribers are recommended to consult the summary of product characteristics before prescribing. Adverse events
should be reported. Reporting forms and information can be found at www.mhra.gov.uk/yellowcard.
Adverse events should also be reported to Cambridge Healthcare Supplies Ltd.

Cambridge Healthcare Supplies Ltd,
Unit 1 Chestnut Drive, Wymondham, NR18 9SB, UK
Tel: +44 (0) 1953 607856 Email: enquiries@cambridge-healthcare.co.uk
ANA02/1810b

GUIDE TO INFECTED ULCERS
Target wound infection
and odour with

Anabact 0.75% w/w Gel
(containing metronidazole)

For the treatment of malodorous
✓ Gravitational ulcers
✓ Decubitus ulcers
✓ Fungating tumours

Clinically shown to rapidly reduce pain and
infection, as well as discharge and smell1
Significant reduction in odour between
3 and 7 days2
Treatment at a lower cost than similar products

Clinicians are faced on a regular basis with:
• Leg Ulcers (venous/arterial/mixed aetiology)
• Pressure Ulcers
ALL ARE SUSCEPTIBLE
TO INFECTION
• Diabetic Foot Ulcers
What is a Leg Ulcer?
A leg ulcer is defined as the loss of skin below the knee
on the leg or foot, which takes more than 2 weeks to
heal. Venous leg ulceration (VLU) is due to sustained
venous hypertension, which results from chronic venous
insufficiency and/or an impaired calf muscle pump. Leg
ulcers are susceptible to infection.
Signs of infection can be:
• increased pain and/or increased swelling
• redness of skin around the ulcer
• unpleasant-smelling discharge from the ulcer

What is a Pressure Ulcer?
Pressure ulcers are caused when an area of skin
and/ or the tissues below are damaged as a result of
being placed under sufficient pressure or distortion
to impair its blood supply. Typically they occur in a
person confined to a bed or a chair, as a result they are
sometimes referred to as ‘bedsores’, or ‘pressure sores’.
The skin may not be broken at first, but if the pressure
ulcer gets worse, it can form:
• an open wound or blister (Category 2)
• a deep wound that reaches the deeper layers of the skin (Category 3)
• a very deep wound that may reach the muscle and bone (Category 4)

What is a Diabetic Foot Ulcer (DFU)?
A foot ulcer can be defined as a localised injury to the
skin and/or underlying tissue, below the ankle, in a
person with diabetes. Foot complications are common
in people with diabetes. It is estimated that 10% of
diabetics will have a diabetic foot ulcer at some point
in their lives. Patients with a loss of sensory neuropathy
will have decreased awareness of pain and other
symptoms of ulceration and infection3. Around 56%
of DFUs become infected and overall about 20% of
patients with an infected foot will undergo a lower
extremity amputation4.
Always follow your local Wound Assessment and Management Guidelines

Suitable Treatment Options

Characteristics of chronic wounds such as leg
ulcers, pressure ulcers and diabetic foot ulcers
Malodour and Infection
Malodorous wounds are often
polymicrobial, that is they contain both
anaerobes and aerobes5, and the level
and type of bacteria present will affect the
wound environment. Anaerobic bacteria
that cause infection generate odour by
emitting compounds such as putrescine or
cadaverine. The odours emanating from
such infected wounds will be obvious to
anyone in close proximity to the patient6
and the odour is often described as acrid.
Traditionally, it was solely the presence of
odour that was seen as a sign of infection;
however, a sudden increase in exudate
levels may also indicate infection and can
be associated with malodour7.
Always follow your local Wound
Assessment and Management
Guidelines

Malodour and devitalised tissue
In chronic wounds, such as pressure
ulcers, leg ulcers, diabetic foot ulcers and
fungating wounds, the odour may also
be due to tissue degradation. Devitalised
tissue can play host to anaerobic and
aerobic bacteria, increasing the risk of
infection. Necrotic wounds tend to have a
more offensive odour than clean wounds.
Exudate
Wound exudate is produced as a normal
part of the healing process to prevent the
wound bed from drying out. Fluid in the
wound bed also helps tissue-repairing
cells to migrate and provides essential
nutrients and growth factors for wound
healing. In a wound that is progressing
normally, exudate production generally
reduces over time, but in chronic wounds
exudate is believed to prolong the
inflammatory phase and be detrimental to
healing. This exudate contains high levels
of harmful substances that break down
the cell-supporting extracellular matrix. By
managing the amount of fluid produced,
the detrimental effects of wound exudate
can be minimised.

Extracts from: Holloway S. Recognising and treating the causes of chronic malodorous wounds.
Professional Nursing Times 2004, 19(7):380-384
Gardner S. Managing high exudate wounds. Wound Essentials, 2012, 7(1)

Management strategies
Management of patients with malodorous and infected wounds often calls for the
practitioner to be resourceful in using topical treatments and have knowledge of various
dressings available and their application. The main treatment aim must be to prevent/
eradicate infection, reduce pain and promote healing, which may require the use of one or
a combination of the following:
•
•
•
•
•

Topical antimicrobials or metronidazole
Debridement/cleansing
Dressings
Systemic antibiotics
Management of exudate
www.cambridge-healthcare.co.uk

Treating malodorous infected wounds should focus on the eradication of the
cause of infection and containment of the malodour.
Potential treatment options are discussed below:

Metronidazole Gel -Successful reports of
treatment of malodorous wounds using
metronidazole gel first appeared in the late
1970s8. Metronidazole works by preventing
bacterial replication through binding the
bacterial DNA. Studies using metronidazole
gel for treating malodorous wounds,
reported reduced odour between 1 and 30
days, with a significant improvement within
the first week of treatment1, 2, 9, 10, 11, 12
Dressings - Commonly used advanced
dressings include:
• Alginate dressings, which are highly
absorbent. The alginate forms a gel when
in contact with the wound surface, which
helps clear out the wound, prevents it from
drying and protects it from harmful bacteria
and potential infection2.
• Film dressings, which are permeable to
water vapour and oxygen but not to water
or micro organisms.
• Foam dressings, which normally contain
hydrophilic polyurethane foam and are
designed to absorb wound exudate and
maintain a moist wound surface.
• Hydrocolloid dressings, which are
occlusive and usually composed of a
hydrocolloid matrix bonded onto a vapour
permeable film or foam backing. This
matrix forms a gel that provides a moist
environment when in contact with the
wound surface. Hydrofibre alternatives have
been developed that resemble alginates,
are not occlusive and are more absorbent
than standard hydrocolloid dressings.
• Hydrogel dressings, which consist of
cross linked insoluble polymers and up to
96% water. They are designed to absorb
wound exudate or to rehydrate a wound,
depending on wound moisture levels.

Debridement - is a process that occurs in
all wounds and is crucial to encouraging
healing: damaged and dead tissue, debris
and bacteria are removed from the wound,
minimising infection risk and encouraging
healthy granulation tissue to form, which aids
healing. Assessment must always be carried
out before a decision for interventional
debridement is made.
Odour-absorbing dressings - Containment of
the malodour is mostly achieved through the
use of odour-absorbing dressings including
those containing activated charcoal. The
activated charcoal is produced by carbonising
a suitable cellulose material. This increases
the effective surface area of the fibres and
thus their ability to remove malodours that
are held there by weak electrical forces. It
is important to completely seal the edges
around the dressing to prevent the escape of
odiferous agents.
Medicated treatments - Malodour can also
be managed through chemical control of the
causative pathogenic micro-organisms. Past
treatments have included various antiseptics
such as hydrogen peroxide, Eusol and acetic
acid, but these have been shown to have
a limited or even adverse effect on wound
healing. These treatments have largely been
superseded by the use of topical metronidazole
gel and/or other antibiotic oral preparations.
Alternative treatments - Honey has
antimicrobial properties and research has
confirmed its antibacterial potency. This is
thought to occur not only through reducing
osmolarity but also through the slow release
of hydrogen peroxide, mediated by wound
exudate and through additional plantderived
chemicals that have antibacterial properties.

Always follow your local Wound Assessment and Management Guidelines

