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Introduction
Negative Pressure Wound Therapy (NPWT) is the controlled 
application of sub-atmospheric pressure to a wound using an 
electrical pump (Kloth, 2002). Negative pressure (suction) is 
delivered to the wound, affecting blood flow to the wound and 
disposal of cellular waste from the lymphatic system, which 
increases the rate of granulating tissue (Miller, Brown and 
McDaniel, 2005).

Recent innovations have demonstrated that moistened gauze 
(a non-adherent porous wound dressing) can be used as an 
alternative interface through which NPWT is applied. The 
moistened gauze is placed in the wound together with a 
silicone drainage tube, positioned adjacent to or inserted in the 
dressing. The wound is sealed with an occlusive dressing that 
contains the sub-atmospheric pressure applied to the wound 
site during NPWT, thereby promoting wound healing (Evans 
and Land, 2001). 

The following case study demonstrates this alternative NPWT 
technique using the VENTURI™ NPWT system from Talley 
Medical.

Case Study
A 61 year old man presented with a history of renal failure 
stage 3 and cancer of the bowel. The patient was admitted to 
hospital for surgery to remove the cancer in his large bowel. 
Post-operative complications caused the wound to dehisce 
and the decision was made to proceed with NPWT.

Aims and Objectives

The aims and objectives of NPWT in this case were as 
follows:-

 Removal of excess exudate from the wound

 Provision of a moist wound environment

 Removal of slough

 Decrease a wound’s bacterial burden

 Reduction in tissue oedema

 Promotion of white cells and fibroblasts within the wound

Method
The wounds were irrigated with normal saline and surrounding 
skin patted dry. Next, a single layer of moistened gauze was 
bridged directly across both wounds. Moistened gauze was 

used to fill in the tunneling. The intact skin was protected with 
hydrocolloid when bridged. A flat silicone drain was cut to 
length, 0.5 - 1.0cm from the edge of the wound to allow for 
contraction and then placed on top of the moistened gauze 
in the lower wound (wound B). A second layer of moistened 
gauze was placed over the drain and bridged across to the 
other wound (wound A). The moistened gauze was built-up to 
skin level. Hydrocolloid paste was positioned under the exiting 
drain onto the skin and then additional paste was positioned 
on top, sandwiching the drain to maintain a secure seal. The 
wound was then covered with a transparent dressing, creating 
a sealed moist environment. The drain tubing was attached 
to the VENTURI™ drainage canister connection tubing, and 
the power unit switched on. The gauze is ‘puffed’ before the 
pump is activated, but as NPWT is applied it collapses and 
compresses the wound bed (Chariker, Jeter et al, 1989). The 
pressure was set to 80mmHg. Exudate was removed through 
the drain into the sealed drainage canister.

Results
Prior to commencing NPWT the abdomen was photographed. 
Measurements of the wounds were as follows:-
Wound A: 9cm length x 1.5cm width x 1.5cm depth
Wound B: 9cm length x 5.5cm width x 2.5cm depth

Tunneling was recorded at the base of the wound measuring 
2cm in depth.

The District Nurses performed the first dressing change after 
48 hours and redressed the wound every 72 hours. 
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Results (continued)

Day 7: The wounds had begun to decrease in size and 
measured as follows:- 
Wound A: 8.5cm length x 1.0cm width x 1.0cm depth
Wound B: 7.5cm length x 4.5cm width x 2.0cm depth

Day 21: The surface area of the patient’s wounds had changed. 
Healing of wound A had progressed to the point where NPWT 
was not required, so therapy on this wound was ceased. An 
absorptive filler and foam was used to dress the wound. The 
wound measurements were now as follows:-
Wound A: 8.0cm length x 0.7 width x 0.3cm depth
Wound B: 6.0cm length x 3.5cm width x 1.0cm depth

Day 25: NPWT was also discontinued on Wound B on day 
25. Both wounds had responded well to NPWT and showed 
considerable reduction in length, width and depth, with 
granulation tissue visible. The wound measurements were 
now as follows:-
Wound A: Healed
Wound B: 5.0cm length x 2.5cm width x 0.5cm depth

The patient started with radiotherapy treatment.

Discussion
Implementing Negative Pressure Wound Therapy to promote 
wound healing has many benefits including efficiency and 
ease of use.  The technique of incorporating moistened 
gauze and a silicone drain has proved successful for this 

patient. Throughout the study the patient did not remark on 
any pain during dressing changes and the gauze was removed 
intact, with no adherence to the wound bed.

The VENTURI™ NPWT system uses pressure settings of 
60-80mmHg. The use of lower vacuum levels is supported in 
literature. Usupov and Yepifanov (1987) report that, to avoid 
tissue damage, pressure should not exceed 80mmHg. In 
addition, Wackenfors et al (2004), suggests that low negative 
pressure may minimise possible ischaemic effects, especially 
in soft tissue and lower pressures reduce the effects of hypoxia 
and improve reperfusion.

Conclusion
In this case study the post-surgical dehisced wounds were 
successfully treated with the VENTURI™ NPWT system 
from Talley Medical. In addition, it has demonstrated that the 
bridging technique can treat more than one wound.

Incorporating the use of moistened gauze and a silicone drain 
as an alternative interface highlights that no single entity holds 
the mandate for NPWT.

References
Chariker, M.E., Jeter, K.F., Tintle, T.E., Bottsford, J.E. (1989) Effective 
management of incisional and cutaneous fistulae with closed suction 
drainage. Contemporary Surgery Vol. 34, 59-63.

Evans, D., Land, L. (2001) Topical negative pressure for treating 
chronic wounds. Cochrane Database Syst Rev. 2001;(1):CD001898

Kloth, L. C. (2002) 5 Questions and Answers about Negative Pressure 
Wound Therapy. Advances in Skin and Wound Care. 15: (5) 226-229

Miller, M.S., Brown, R., McDaniel, C. (2005) Negative pressure wound 
therapy options promote patient care. BioMechanics 12: (9) 49-57

Usupov, Y.N., Yepifanov, M.V. (1987) Active wound drainage. Vestnik 
Khirugii  4:42-45

Wackenfors, A., Sjogren J., Gustafsson, R. and Malmsjo, M. (2004) 
Effects of vaccum-assisted closure therapy on inguinal wound edge 
microvascular blood flow.  Wound Repair and Regeneration 12:600-
606

Talley Medical products are manufactured to comply with BSI, IEC, UL and other European safety standards.  Talley Medical design and manufacture products to conform to the requirements of ISO9001:2000, ISO13485:2003 
and Directive (93/42/EEC) Annex II (excluding Section 4).  Every care has been taken to ensure that the information contained in this brochure was correct at the time of going to press.  However, Talley Medical reserves 
the right to modify the specification of any product without prior notice in line with a policy of continual product development.  Our standard terms and conditions apply.      Talley Group Limited 2007.  All rights reserved.

TALLEY GROUP LIMITED
Premier Way, Abbey Park Industrial Estate, 
Romsey, Hampshire SO51 9DQ England 

Tel: (0)1794 503500    Fax: (0)1794 503555    e-mail: sales@talleygroup.com
www.talleygroup.com

12/2007

©

Talley Medical would like to thank the following for their 
involvement in this case study: Pam Pirrie, Clinical 

Nurse Specialist in Tissue Viability; District Nurses in 
Lincolnshire PCT, North West Cluster 

Day 14 

WOUND A WOUND B

Day 21

WOUND A
WOUND B


