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INTRODUCTION
Negative pressure wound therapy (NPWT) with 
instillation and a dwell time (NPWTi-d) combines the 

dwelling of a topical wound solution. This adjunctive 
therapy has been shown to improve outcomes for 
complex patients with infected or contaminated 
wounds.1-3 At our institution, we have demonstrated 

coverage as compared with traditional NPWT (Kim, 
Attinger et al. 2014, Kim, Attinger et al. 2015).4,5  
However, our use of NPWTi-d had been used solely 
in conjunction with surgical excisional debridement.  
Our assumption had been that sharp debridement 
is absolutely necessary to remove nonviable tissue 
because NPWTi-d is not indicated for this action. 
With the advent of the V.A.C. VERAFLO CLEANSE 
CHOICE™ Dressing, this dressing may provide an 
additional wound cleansing option when surgical 
debridement is not possible or appropriate. 

There is a subpopulation of wound patients who are 
not candidates for excisional debridement and therefore 
cannot undergo either surgical or bedside debridement. 
The patient may be too high risk (due to comorbidities) 
for surgical debridement; the patient cannot tolerate 
sharp debridement at bedside; there may not be a 
surgeon available to perform excisional debridement; or 
there may be a lack of regular or prescheduled access 
to the operating room. In many cases, decubitus 
ulcers are managed exclusively by nurses or other 
healthcare providers who may be prohibited by state 
licensing or hospital regulations from performing 
sharp debridement. Therefore, default daily or twice 
daily dressing changes utilizing wet-to-wet or wet-to 
dry dressing changes with a variety of solutions are 
performed. Dressing changes in this manner are highly 

of work and in many occasions multiple individuals. This 
method would be acceptable if it clearly demonstrated 
good outcomes. However, there is no evidence for this 

In such an environment, the V.A.C. VERAFLO 
CLEANSE CHOICE™ Dressing may be a viable answer.  

VERAFLO™ Therapy using the V.A.C. VERAFLO 
CLEANSE CHOICE™ Dressing for the primary 
management of sacral ulcers.

PATIENT #1
A morbidly obese 54-year-old male with a BMI of 
45 and a past medical history of Type 2 diabetes, 
hypertension and bilateral lower extremity nonhealing 
wounds was admitted for multiple bowel perforations 
requiring small bowel resection at 3 sites, acute 
kidney injury, and klebsiella Pneumonia bacteremia. 
Postoperatively, the patient was on multiple 
vasopressors and started on a 2-month course of 

leaks with frank stool coming from the Jackson-Pratt 
drains, which persisted despite multiple revisions. 
Complications persisted with hernias, bowel 
obstructions and further perforations. This all resulted 

NPWT and multiple drains putting out bile-stained 

blood transfusions. Due to worsening of the lungs 

he was placed on the ventilator for the majority of his 
hospitalization. Over the next 5 days, the patient began 

ulcer, which was then sharply debrided and packed.  
One week into his hospitalization, the nurses noted a 
Stage IV, 12x10cm sacral ulcer with extensive necrotic 

and no bleeding, which was subsequently managed 
with betadine paint and acetic acid and shifting the 
position of the patient when possible. The patient 
then received V.A.C. VERAFLO™ Therapy with the 
V.A.C. VERAFLO CLEANSE CHOICE™ Dressing on 
this wound with 3 dressing changes (Figure 1, 2). The 
solution instilled was normal saline with a dwell time of 
20 minutes, followed by 2 hours of negative pressure 
(-125 mmHg). The patient was eventually discharged to 
a long term acute care facility on standard NPWT.

FIGURE 1.
presentation prior to initiating V.A.C. VERAFLO™ Therapy 
using the V.A.C. VERAFLO CLEANSE CHOICE™ Dressing. 
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PATIENT #2
This patient was a male with a history of Type 2 
diabetes, hypertension, coronary artery disease, 

residual right-sided weakness, chronic obstructive 
pulmonary disease, mild pulmonary hypertension and 
congestive heart failure ejection fraction of 40-45%.  
He also had a complicated history of prior retrocolic 
Billroth II for peptic ulcer with intraoperative course 
complicated by cardiac arrest and postoperative 
course complicated by duodenal stump leak and 
bleeding from transverse colon status post exploratory 
laparotomy, and placement of multiple drains and 
total parenteral nutrition. This patient presented with 
tachycardia concerning for sepsis following a recent 
protracted hospital course for abdominal pain. This was 

status post diltiazem drips, pneumoperitoneum and 
volume overload caused by duodenal stump leak status 
postoperative re-exploration and abdominal washout 
with placement of multiple drains and duodenostomy 
tube, as well as pulmonary embolism. This hospital 
admission was complicated by episodes of atrial 

respiratory failure, as well as sacral decubitus ulcers 
with polymicrobial infection (acinetobacter, methicillin 
resistant Staphylococcus Aureus, gram negative rods, 
Pseudomonas), as well as progressive altered mental 
status in the context of worsening oliguric/anuric renal 
failure. On initial evaluation, he was noted to have 
increased drainage from his abdominal Jackson-
Pratt drain; however, computerized tomography 
imaging revealed no new? intraabdominal collections. 
The same imaging did reveal extensive area of soft 

straddling the midline, posterior and inferior to the 
coccyx with concern for Stage IV sacral decubital ulcer 
infection and osteomyelitis of the coccyx. The patient 
received wet-to-dry dressings twice daily until we 
initiated V.A.C. VERAFLO™ Therapy using the V.A.C. 
VERAFLO CLEANSE CHOICE™ Dressing for 4 weeks 
(Figure 3-5).  The solution instilled was normal saline 
with a dwell time of 20 minutes, followed by 2 hours 
of negative pressure (-125 mmHg). The patient was 
eventually discharged to a long term acute care facility 
on standard NPWT. 

FIGURE 2.
change (POD 18). There is a clear reduction in nonviable 
tissue and the formation of granulation tissue as indicated 
by the areas of new bleeding.
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FIGURE 3.
deep sacral ulcer at presentation 
prior to initiating V.A.C. 
VERAFLO™ Therapy using the 
V.A.C. VERAFLO CLEANSE 
CHOICE™ Dressing. Note the 

tissue. The surrounding tissue 
also appears to be macerated 
with exudate in the wound. The 
wound also has an ischemic 
appearance.

FIGURE 4.
at the second dressing change 
(POD 14). There is a clear 
improvement in all qualities 
of the wound, including the 
removal of all nonviable tissue 
and the formation of granulation 
tissue, as indicated by the areas 
of new bleeding.

FIGURE 5. After four dressing 
changes, this photo depicts 

of discharge (POD 28). Note 

with healthy appearing tissue, 
including islands of granulation.

DISCUSSION

VERAFLO™ Therapy using V.A.C. VERAFLO CLEANSE 
CHOICE™ Dressings.  Both patients were very sick with 
a multitude of comorbidities, including poor nutritional 
and healing potential. Both patients received no excisional 
debridement throughout their treatment. It was clear to us that 

over the weeks of treatment. In our institution, these were ideal 
candidates for using the novel foam construct with instillation 
therapy. Although we have a surgical bias, some patients we 
encounter are not surgical candidates.  However, even in our 
institution, this novel foam may have a role in those patients 
in which operative debridement is not possible or appropriate 

coverage.

There is still a need to examine this foam dressing within the 

series that demonstrates its utility (Teot, Boissiere et al. 2017). 
We believe this dressing has a role and may expand the uses 
for NPWTi-d to include more complex hosts and complex 
wounds that for one reason or another cannot be excisionally 
debrided.  It is important to understand that the foam dressing 
should be used in concert with the V.A.C. VERAFLO™ Therapy 
System. The topical solution provides a medium for softening 
and hydrating the nonviable tissue and the foam facilitates the 
removal under negative pressure of thick wound exudates and 
other infectious materials.
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