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Patient’s Surname

Name of proposed procedure or course of treatment

Cryotherapy (Freezing)

Cryotherapy is the use of Nitrous Oxide to freeze the tissue containing the verruca virus (Human Papilloma virus HPV). It 
generally requires a few treatments and is the least time-consuming. Cryotherapy also aims to trigger an immune 
response against the verruca(e). The verruca(e) will be frozen using a spray method or probe placed onto the affected 
tissue after removal of any hard skin overlying the lesion. The application will usually take the form of three times 
20/30-second applications and can be uncomfortable. The tissue is left to thaw out between applications which takes 
approximately 1 minute, and then the subsequent applications are made.

Swift Microwave Therapy

Swift Microwave Therapy is a new technology, developed in the UK, which has been licensed for the general treatment of 
skin lesions in Podiatry and Dermatology. Swift® uses microwave energy which is delivered through a special probe 
applied to the skin to treat the affected tissue. Like many treatments for skin lesions, some minor discomfort may be 
experienced. Before treatment your podiatrist may decide to reduce the lesion with a blade. Pain levels vary from person 
to person but most people undergoing Swift liken it to a pain similar to an injection or a scratch, lasting 2 - 3 seconds 
then quickly subsiding. 

Salicylic Acid

Salicylic Acid is a chemical that breaks down the skin. When applied directly onto the verruca(e) it creates a macerated 
white appearance allowing the infected skin cells to easily be removed. Treatment can be time consuming with visits 
every 7-14 days. The foot should also be kept dry for at least the first 48 hours to allow the chemical to work sufficiently. 
Some padding will be applied around the verruca(e) to prevent the chemical from spreading into the healthy tissue and a 
small amount of paste will be put onto the verruca(e). This should be painless.

Intended benefits of treatment or procedure

Pain relief

Resolution or improvement in symptoms

Resolve infection

Risks of procedure or treatment

Pain

Swelling

Infection

Scarring or discolouration of the skin

Blistering

Dermatitis

Continued

First name Date of birth

Recurrence

Need for further treatment

Transfer problem
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I have explored the patient’s circumstances and I note the following matters which may be relevant to the patient’s 
decision making:

Name of proposed procedure or course of treatment

I am satisfied that the patient has capacity.

I am satisfied that the patient does not have capacity to give consent.

I have recorded the reasons for reaching that conclusion in the patient’s 
clinical records and consent is to be signed by parent or guardian.

I have discussed the benefits and risks of the following available
alternative treatments. 

I have answered any concerns the patient has and explored their reasons 
for deciding to proceed with this treatment.

I have advised the patient of the anticipated recovery period and of any 
restrictions which apply during that period.

I have recorded the key aspects of my discussions with the patient in the
clinical records.

The patient has received the following written information:

Verrucae treatments at Lindsey Ebbs Podiatry explained

Swift Microwave Therapy for verrucae

Signed

To be completed by the patient

I agree to the treatment selected on page 1

Signed

Print name Date

Print name Date


