
WOUND – OSTOMY – CONTINENCE  



Ostomy 
  Pre-op stoma siting and education 
  Post-op evaluation of stoma and self care 
   management  
  Troubleshooting re: pouching issues 
 
Wounds  
  Assessment, outline treatment plan, 

evaluation of all wound types  
  



 Consults can be nurse, physician, patient or 
family driven  

 Jessica Whittal ET Nurse at Ouellette Site ext. 
33254 or cell no. 519-995-8728  

 Eleanor Bardgett ET Nurse at Metropolitan 
site ext. 52423 or cell no. 519- 995-0863 



 Following ET consult recommendations for 
treatment will be outlined in 2 ways  

  1. The physicians order sheet – hand written      

       recipe   

  2.  Wound order set that will be placed in the  

       physician order section of the chart  

 Recommendations require MRP approval   



 A designated space with multiple resources to assist 
nurses with Pressure Ulcer and Skin Tear prevention, 
treatment and management  

 Wall will include the following resources  
◦ Poster  
◦ Skin and Pressure ulcer Management flowchart   
◦ Braden Score Interventions Protocol  
◦ Skin and risk assessment pressure redistribution algorithm 
◦ Therapeutic Support Decision tree  
◦ Tips to reduce the incidence of skin breakdown due to incontience  
◦ Management of perineal skin irritation due to incontinence  
◦ Heel protector algorithm  
◦ Heel Poster  
◦ Take the Pressure Off- patient and caregiver’s guide to pressure 

ulcer prevention pamphlet 
◦ Pressure Ulcer and Skin tear protocols  
 



Pressure Ulcer Staging 

 Outlines all stages of pressure ulcers - Stage 
1-4, unstageable and suspected deep tissue 
injury includes descriptions and interventions  

 

Skin Tear Guideline 

 Outlines categories, risk factors, prevention 
techniques and management strategies (also 
see new skin tear order set) 

 

 



Pressure Ulcer and Skin Tear Prevention  with Treatment Protocols 

RISK ASSESSMENT
On admission each patient should be assessed using the Braden Pressure Ulcer Risk Assessment Tool to determine the risk of developing a pressure ulcer.  Each patient is then  reassessed daily and when the patient condition changes.  If a patient score of 18 or less is obtained, there is a risk for pressure ulcer development.  Implement the appropriate prevention protocols based on the Braden Score 
Interventions.  Consult with Interdisciplinary team members as appropriate to determine an individualized patient preventive management plan.   

ASSESSMENT
For all patients with pressure ulcers, assessment of the ulcer should be completed on admission and at every  dressing change.  Documentation of the assessment (wound characteristics) should be completed on the Wound Assessment Record.   Wound Measurements should be completed on admission and then weekly and documented on the Wound Assessment Record.  The weekly measurements 
will be completed every Wednesday - “Wound Wednesday”.  Notify the physician immediately if the ulcer displays clinical signs or symptoms of infection, i.e. increased erythema, edema, localized warmth, or if the patient presents with a fever.  

PRESSURE ULCER STAGE ILLUSTRATION GOALS TREATMENT CONSIDERATIONS

SUSPECTED DEEP TISSUE INJURY
Purple or maroon localized area of discolored intact skin or blood-filled blister
due to damage of underlying soft tissue from pressure and/or shear.  The area 
may be preceded by tissue that is painful, firm, mushy, boggy, warmer or 
cooler as compared to adjacent tissue.  It may be difficult to detect in 
individuals with dark skin tones. 

•To prevent further breakdown
•To protect the skin against moisture and friction
•To protect the skin against contamination 

•Remove the cause of pressure, friction, shear
•Turning and repositioning at least q2h
•Provide appropriate pressure redistribution surfaces or  devices (eg.
offloading mattress, seating surface, offloading boot for heels)
•Keep skin intact
•Provide a moisture barrier or skin sealant (eg. Cavilon Barrier Cream – thin 
layer only q24h, 3M No Sting Barrier q24h)
•If protective dressings are required a silicone based foam should be the 
choice – e.g.  white Mepilex Foam 

•Do not massage area when applying barriers or sealants
•Observe area closely for any changes (e.g. opening)
•Watch for signs and symptoms of deterioration (e.g. erythema, odor, pain 
and/or fever)

STAGE I
Intact skin with non-blanchable redness of a localized area usually over a bony 
prominence.  Darkly pigmented skin may not have visible blanching; its color 
may differ from the surrounding area.  The area may be painful, firm, soft, 
warmer or cooler as compared to adjacent tissue.  

•To prevent further breakdown
•To protect the skin against moisture and friction
•To protect the skin against contamination

•Apply Cavilon Barrier Cream daily to skin to moisturize and protect. If there 
are greater than 6 incontinent episodes per day apply BID.
•Apply No Sting Liquid Barrier Film wipes to bony prominences q72h prn to 
protect from friction, shear and moisture.  Consider using in high friction areas 
such as heels and elbows.
•If it is a high friction/shear area, a Tegaderm Transparent Film dressing may 
be applied and left in place for up to 7 days

•Do not massage reddened skin when applying cream
•When removing Tegaderm use small counter lateral pulls across the skin to 
stretch and gently release the dressing 
•Remember to date the dressing once applied 

STAGE II
Partial thickness loss of dermis presenting as a shallow open ulcer with a red 
pink wound bed, without slough.  May also present as an intact or 
open/ruptured serum-filled blister.  Presents as a shiny or dry shallow ulcer 
without slough or bruising.

•To protect the skin against contamination
•To provide moist wound environment
•To protect periwound skin from  excessive moisture
•To promote migration and epithelialization of wound edges 

•For minimally draining ulcers:  Tegaderm Absorbent Acrylic – change q 3 – 7 
days and prn:  Hydrogel (0.9% sodium chloride) – apply thinly to ulcer bed to 
donate moisture and maintain moisture balance, cover with appropriate cover 
dressing  e.g.  gauze (needs to be changed daily), silicone based foams – e.g. 
Mepilex/Mepilex Border (if dressing can be left on for a minimum of 3 days) 
•For moderately draining ulcers:  Tegaderm Absorbent Acrylic – change q 3 – 7 
days and prn : silicone based foams – e.g. Mepilex/Mepilex Border (if dressing 
can be left on for a minimum of 3 days)

•Acrylic dressings and films can either be used alone or together with a 
Hydrogel to promote autolytic debridement of slough-filled ulcers)
•Consider using 3M No Sting Liquid Barrier Film around intact periwound skin 
and to border Acrylic/Transparent film to protect and create waterproof 
barrier
•Do not apply acrylic dressings on feet without consulting skin care nurse/ET 
nurse first
•Do not apply Acrylic dressings to infected or diabetic ulcers

STAGE III
Full thickness tissue loss.  Subcutaneous fat may be visible but bone, tendon 
or muscle are not exposed.  Slough may be present but does not obscure the 
depth of tissue loss.  May include undermining and tunneling 

•To promote a moist wound environment and create a balanced environment 
for wound healing
•To promote autolytic debridement and protect against contamination
•To absorb excess exudate and fill dead space of wound 
•To protect wound from injury to allow the healing process to occur 

•Ribbon gauze/gauze sheets: may be impregnated with other products like 
hydrogels, Iodosorb ointment, antibiotic creams etc., needs a cover dressing, 
frequency of dressing change is q 12 - 48 hours
•For yellow, sloughy draining ulcers where autolytic debridement is the goal: 
Mesalt hypertonic saline impregnated gauze ribbon/sheets placed into the 
wound dry, Iodosorb ointment and hydrogels can be used – all of these 
treatments require a cover dressing, change daily
•For heavily draining ulcers: Calcium alginate dressing – Tegaderm Alginate –
dressing is placed in dry, once it has reached maximum absorptive capacity it 
turns into a solid gel material allowing for non-traumatic removal with 
irrigation of normal saline, requires a cover dressing, change q 1 – 3 days 
depending on amount of exudate and characteristic of wound
•For heavily draining superficial ulcers or as a cover dressing – silicone based  
foam dressings, Mepilex and Mepilex Border can be used and changed q 1 – 3 
days depending on the amount of exudate and characteristic of wound

•If packing with normal saline moistened ribbon gauze, this is not considered a 
continuously moist dressing, therefore frequency of dressing changes can 
increase to q 8 – 12 hours
•Mesalt hypertonic saline gauze should not be used on pink granulation tissue, 
consult ET nurse before using Mesalt
•Calcium Alginate dressings (sheets or rope) should be placed in the ulcer dry 
and once maximum absorption has been reached it will form a solid gel 
material that needs to be removed/irrigated with normal saline
•Mepilex foams have a silicone base that holds to skin but allows for non-
traumatic removal as there is no adhesive properties, Mepilex white foam 
requires securing with tape or kling wrap
•Do not use 3M No Sting Barrier wipes under Mepilex products

STAGE IV
Full thickness tissue loss with exposed bone, tendon or muscle.  Slough or 
eschar may be present on some parts of the wound bed.  Often includes 
undermining and tunneling.  Can extend into muscle and/or supporting 
structures (eg.  fascia, tendon or joint capsule) making osteomyelitis possible.  
Exposed bone/tendon is visible or directly palpable.  

•To absorb excess exudate and protect wound from injury in order to promote 
healing process

•See Stage III • See Stage III

UNSTAGEABLE
Full thickness tissue loss in which the base of the ulcer is covered by slough 
(yellow, tan, gray, green or brown) and/or eschar (tan, brown or black) in the 
wound bed.  Until enough slough and/or eschar is removed to expose the base 
of the wound, the true depth, and therefore stage, cannot be determined.  
Stable (dry, adherent, intact with out erythema or fluctuance) eschar on the 
heels serves as “the body’s natural “biological” cover” and should not be 
removed. 

•To remove non-viable, devitalized tissue from wounds with adequate vascular 
supply in order to ensure wound healing
•To select method of debridement most appropriate to the patient’s condition 
and goals
•To secure wound dressings in order to reduce periwound stripping

•Products that may be used to remove necrotic or sloughy tissue are the 
following: Mesalt Hypertonic Normal Saline impregnated gauze (see under 
Stage III/IV ulcer treatments); Hypergel 20% Normal Saline Hypertonic 
hydrogel – applied to black necrotic tissue followed by a cover dressing, 
change q 24 hours 
•Use minimal tape for securing dressings and where possible secure with kling
wrap, if frequent dressing removal is required consider using other securing 
devices  e.g.  Montgomery straps, hydrocolloid sheets on skin and securing 
tapes to these sheets that can be left in place for up to 7 days 

•These products cannot be initiated without physician and/or skin care 
nurse/ET nurse’s guidance and recommendations
•Vascular flow to limbs should be verified prior to attempting to debride dry 
non-infected eschar – consult physician for orders
•When using the above products, protect the surrounding periwound skin 
from increased drainage during debridement process with barrier products 
e.g.  3M No Sting Barrier, foam, vaseline – as autolytic debridement occurs, 
wound drainage will increase
•Observe limb wrapped in kling gauze as ulcerated areas can arise as edema 
and other factors cause increased pressure to dependent areas 

WOUND CLEANSING

For general wound cleansing Normal Saline is recommended, unless other solutions are specifically ordered.  “Normal saline is an effective cleansing 
agent when delivered to the wound site with adequate force to agitate and wash away surface debris and devitalized tissue that may harbor bacteria” 
(Bryant  and Nix, 2007), serving as a preventive measure.  Wounds should be cleansed with saline at each dressing change.  Irrigation is the chosen 
method of saline delivery for wound cleansing.  Irrigation of a wound with a deliver pressure of 8 – 12 pounds per square inch (psi) should ensure 
adequate removal of surface debris.  Each wound should be irrigated with 100 ml  of saline to ensure adequate cleansing.  This can be facilitated with 
the single use sterile saline 0.9% filled irrigation bottles available on all units.  In the case of the tunneled wound it may be necessary to use a soft  
rubber catheter attached to a syringe to ensure saline reaches the entire length for adequate cleansing.

“The use of topical antiseptics should be reserved for wounds that are non healable or the local bacterial burden is a greater concern than the 
stimulation of healing”, (Sibbald, Williamson, Orsted, Campbell, Least, Krasner, 2000).  Consult with Wound Specialist/ET Nurse where topical 
antiseptics may be indicated.  

WOUND PACKING 

The purpose of packing a wound is to fill dead space and avoid the potential of abscess formation by premature closure of the wound (Bryant and Nix, 
2007).  Packing material should make contact with the entire wound base and edges to stimulate tissue to move from the distal portion of the wound 
in toward closure.  Packing material should be conformable and placed loosely into the area to allow for tissue movement, over packing wounds can 
lead to pressure on the tissues which can lead to additional tissue damage.  

Packing material should always be one continuous piece. 

A SKIN TEAR IS A TRAUMATIC WOUND THAT FREQUENTLY OCCURS WITH 
EXTERNAL FRICTION AND/OR SHEARING FORCES THAT SEPARATE THE 
EPIDERMIS FROM THE DERMIS (PARTIAL THICKNESS WOUND) OR SEPARATE 
THE EPIDERMIS AND DERMIS FROM THE UNDERLYING STRUCTURE (FULL 
THICKNESS WOUND).

RISK FACTORS:
•Advanced age
•Compromised nutrition
•Cognitive impairment (dementia)
•Impaired mobility
•Impaired sensory perception
•Dependency
•Multiple medications
•Prolonged use of steroids
•Dry skin/dehydration
•Presence of ecchymoses (bruising or petechiae)
•Disease processes (Renal failure, CHF, CVA, Liver failure)
•Presence of friction, shearing, pressure
•Immature skin (premature infants)
•History of skin tears

PREVENTION TECHNIQUES:
•Assess fragile skin daily
•Caution should be used when bathing, dressing and 
transferring patients 
•Avoid contact that will create friction or shearing forces (use 
lift sheets to avoid dragging patients across the mattress 
during turning re-positioning 
•Cover fragile skin with long sleeves and pants
•Avoid soaps that dry out skin and use moisturizers 
•Creams provide more moisture than lotions
•Maximize nutrition and hydration
•Avoid direct adhesive contact with fragile skin
•Tension should not be used when applying dressing wraps
•Always remove dressings away from the attachment of the 
skin tear 
•Ensure adequate lighting to minimize trauma from 
equipment or furniture 

MANAGEMENT TIPS:

•Highly Exudating Wounds: Approximate edges if possible.  Cover with white Mepilex foam dressing.  
Use Tegaderm Alginate under Mepilex foam if skin tear is bleeding.  Use lightly wrapped kling instead 
of tape to secure the foam.  Depending on the volume of drainage, the Mepilex may be left in place for 
up to 7 days.  

•Lightly Exudating Wounds: Approximate edges if possible.  Control bleeding.  Cover with Tegaderm
Absorbent Acrylic.  Put Cavilon Barrier Wipe on periwound and allow to dry thoroughly before 
application.  Can be left in place for up to 21 days, remove sooner if signs and symptoms of infection 
present or volume of exudate is spreading out toward the edges of the dressing.  *Note*  If the 
periwound skin appears  too delicate to withstand an adhesive dressing, once bleeding is controlled 
cover area with white mepilex foam and change every 5 – 7 days. 

 

SKIN TEAR CLASSIFICATION CHART

If a skin tear results in spite of the prevention 
techniques used, follow the management tips below  
after you have completed your assessment 
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I just admitted a patient. What is expected of 
me regarding pressure ulcer prevention? 
 

◦ Step by step guide on expected interventions 

◦ List of actions based on whether a pressure ulcer is 
present, not present or develops while in hospital  

◦ Suggest additional algorithms based on risk  

 





My patients Braden score is ___,  

What interventions do I implement ?  

 
◦ Interventions based on Braden score (mild, 

moderate, high and very high risk) 

◦ Interdisciplinary consult  criteria  

 



BRADEN SCORE INTERVENTIONS 
 

Windsor Regional Hospital Inclusion Criteria 

 

 All patients are assessed every 24 hours. 

 If a pressure ulcer formation develops, institute Wound Assessment Record and notify physician. 

 

INTERDISCIPLINARY CONSULTS                                                                                                                       
Dietician:                            To evaluate nutritional and fluid support if:  
                                            ●  NPO/clear fluids or IV’s >72 hrs.  ● Eats < 50% of food on tray in 72 hrs.  

                                            ●  Tube feedings, TPN 

 

Enterostomal Therapist:     ●  For patients with difficult incontinence needs and/or perineal/generalized skin compromise                                          

                                        

Occupational Therapist:     ●  For assistive devices for activities of daily living 

                                            ● To assess and suggest positioning techniques and devices to aid with limb/body   

                                                positioning and prevention of contractures/foot drop and skin breakdown 

 

Physiotherapist:                  ● To assess patient for gait training/ambulation techniques if mobility/activity                           

                                               scores 1-2 

                

Social Work/CCAC           ● To assist with discharge planning 

 

Guidelines by Level of Risk 
 

MILD RISK ( Score 15 – 18 ) 
1. Assessment of skin integrity daily 

2. Maintain skin integrity 

3. Establish and follow a turning schedule (turn and re-position every 2 hours), if indicated 

4. Maximize activity level, mobility and range of motion 

5. Protect heels (off load from mattress surface), if indicated 

6. Manage/improve nutritional status 

7. If other major risk factors present, advance to next level of risk 

 

MODERATE RISK ( Score 13 – 14 ) 
1. Implement all interventions for mild risk 

2. Avoid positioning patients directly on bony prominences (hips, ankles, heels, scapula etc) 

3. Prevent contact between bony prominences (e.g. knees) 

4. Maintain the head of the bed <30 degrees except for meals/medications or if contraindicated 

5. Use assistive devices/techniques to facilitate patient movement (eg. Turning sheets, trapeze, lifts, transfer boards) 

6. Apply protective measures to LIMIT/ CONTAIN /PROTECT skin exposure to moisture due to incontinence, perspiration or 

wound drainage (fecal/urinary collection devices, moisture barrier ointment, pastes). 

7. Consider consult to dietician  

8. Assess patient for need for support/specialty surface 

9. If other major risk factors present, advance to next level of risk 

 

HIGH RISK ( Score 10 – 12 ) 
1. Implement all interventions for both mild risk and moderate risk 

2. Increase the frequency of turning and facilitate 30 angle lateral turns with devices, unless contraindicated 

3. Supplement turning with small shifts in position, unless contraindicated 

4. If position changes are contraindicated, assess for proper support surface/specialty bed selection 

5. Obtain Dietician consult 

 

VERY HIGH RISK ( Score <9 )  

*IMPLEMENT INTERVENTIONS FROM ALL RISK LEVELS*  
 

OUTCOME GOALS 
 Achievement/maintenance of intact tissue integrity 

 Reduction of the incidence of new or recurrent pressure ulcers 
 



Does my patient need a specialty mattress? 
 

◦ Algorithm based on risk factors for pressure ulcer 
development  

◦ Also includes interventions to implement based on 
assessment  

◦ Directs reader to the therapeutic support decision 
tree for mattress selection  

 





Yes, my patient needs a specialty mattress. Which 
one do I choose? 

◦ AtmosAir 9000 choice for prevention and treatment 
of pressure ulcers 

◦ Therakair Visio/First Step All-In-One  for moisture 
control and edema  management.  

◦ Mattress choices for bariatric population  

◦ WRH does own several AtmosAir 9000 mattresses, 
check to see if one is available before renting   

 





 My patient is incontinent. Which products 
do I use to prevent skin breakdown? 

 

◦ Recommended products based on number of 
incontinent episodes  

◦ All products available in WRH 

◦ Directs reader to guidelines for perineal skin 
irritation if  improvement is not seen 

◦ Also reminder to consider fungal/ yeast infection if 
patient has a rash  





I used the tips to prevent breakdown, and my 
patients skin is not getting better, now what? 

 

◦ Next steps if previous protocol was not effective  

◦ All products available at WRH 

 





 What about heel ulcers? What specific 
intervention should we implement for this 
problem? Do they need one of those heel 

boots? 
 

◦ Algorithm specific to  heel ulcers 

◦ Guidelines for heel protectors/boots 

◦ Heel ulcers continue to be a major problem!!!!  

 

 





 

 

 

Reminder !!!!!  

Check your patients heels !!!!! 





What resources do we have to help educate 
patients and families on the importance of 

pressure ulcer prevention? 
 

◦ Educational pamphlet for patients and families on 
treatment and prevention of pressure ulcers  

 



 Recently approved by MAC 

 Should be implemented for all patients with 
stage 1 & 2 PU and skin tears  

 Requires a physician to sign off 

 Only need to consult the ET for stage 3 and 
higher or if no improvement in the condition 
of the wound despite appropriate  
interventions  
 







Wound Care Record  

   - daily documentation of wound status 

   - to be kept with the bedside chart   

 

RL6 reporting  

   - if a pressure ulcer develops while the 

     patient is in the hospital it should be 

     entered into RL6                                    



 Has been trialed at Ouellette Campus and 
used on several units at Met Campus  

 Compliance has been an issue !!! 

 Should be used for documentation for all 
types of wounds  

“Wound Wednesday”  

  - wound measurements should be completed       

  and documented on the wound care record     

  every Wednesday after initial documentation  



How to Measure a Wound 

 

Resource:   Medline  

 

Steps to be taken in performing this skill: 
 

1. Use a disposable centimeter ruler. 

2. Measurement consistency is the key. 

3. There are two ways to measure.   

 

Measurement Procedure #1 

The top of the wound is toward the patient’s head.  The bottom of the wound is toward the 

patient’s feet.   

 Length is measured in cm from head to toe at the longest point. 

 Width is measured in cm perpendicular to the length at the widest point 

 
Measurement Procedure #2 

 Measure the length at the longest plane, regardless of its orientation to the patient.   

 Measure the width perpendicular.  

 

 

 

 

 

 

 

 

 

 

 

 

Record the measurements you obtain on the wound care flow sheet. 

Wound measurements should be completely once a week on the same day each week. 



. 

 

 

Depth is always measured using the deepest part of the wound, perpendicular to the 

surface of the skin.   

 

  
 

Insert a cotton tipped applicator.  

 

Grasp the applicator with the thumb and the forefinger, level with the surface of the skin.   

 

Measure against a centimeter ruler.   

 

 

 

 
 

 

Document the depth on the wound care flow sheet.   

Depth should be measured once a week on the same day each week. 
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Admitted w ith Wound:   Yes (Y)  No (N)

Indicate Site # (see reverse)

Wound Care Record 
Guidelines:                                                                                                                                                                                                                

Complete on admission then weekly and if a deterioration is noted in the wound.                                                                                                                                     

Complete the boxes with your initial or the information requested.                                                                                                                                      

Notify the ET if the wound has increased size, increased drainage, increased periwound erythema or odour.                                                                                                                                                                  

Document initial at the bottom of the column  



Wound Measurement 

Length 

Width 

Depth 

Undermining 

Tunnel 

Exudate Colour Consistency Description 

Sanguineous Red Thin watery Bloody 

Serosanguineous Light red/pink Thin watery Blood mixed with clear fluids 

Serous Clear Thin watery Clear fluid absence of blood, pus, debris 

Purulent Yellow/green Thick, opaque Pus, cloudy, viscous, often malodorous 

Exudate Amount

Heavy/Copious

Moderate

Scant/Light

None

Periwound Skin 

Erythema 

Induration 

Callous 

Maceration 

Wound Bed 

Necrotic 

Slough 

Epithelialization 

Granulation 

Moist yellow/whitish or green/gray tissue, can be stringy, thin or thick

Pink or beefy red tissue with a shiny, moist, granular appearance.

New pink/shiny tissue (epidermis) of the skin that grows in from the edges or as islands on the 

ulcer surface.

Description 

Hardening of the tissue, sometimes elevated and extends out from the wound margins. 

Softening of the skin caused by extended contact with excess fluids.  Skin looks white, wrinkled 

and waterlogged.

Build up of hardened dead skin, usually on feet.  Can occur around an ulcer.  May indicate 

repeated prolonged pressure or gait changes.

Redness of the skin usually caused by vasodilation, infection or injury.

Description 

Thick, black leathery crust 

Wound Tissues are dry

Mark Location of the wound(s) with a number 

Description 

Definitions 

Extension of wound under peri-wound margins, can go in any direction. Indicate location using 

clock method (i.e., 4 cm undermining from 6:00 to 8:00 o'clock)

Deepest area of wound base 

Widest measurement 

Longest measurement 

Description

Wound tissues filled with fluid-involves >75% dressing

Narrow extension of wound in one direction from wound bed. Indicate location using clock 

Wound tissues wet, drainage involved 25-75% dressing

Wound tissues moist, drainage <25% dressing

Left
Right



 Found under programs and services under “E”  

 Comprehensive Resource site addressing 
wound and ostomy care  

 Includes list of specialty wound care products 
in alphabetical order and their instructions 
for use  

 



 Mode of Action – promotes wound healing by 
secondary or tertiary intention by reducing 
edema, promoting granulation tissue 
formation and perfusion, and removing 
exudate and infectious material  

 KCI - Vacuum Assisted Closure  

  ET oversees all cases  



KCI VAC ULTA 



 VAC Dressing Applications  




