	
	
	



PPNO List Serv Query Summary


Chan, Angela		Mackenzie Health                            angela.chan@mackenziehealth.ca	
Contact for further information:

Date of Summary: 17 August 2020

Abbreviated Question (as it will appear on search results page)

Our Wound, Skin and Ostomy team are currently reviewing our practice for Vacuum Assisted Closure (VAC) therapy and are interested in the following:
 
1. Could you kindly share your policy related to VAC Therapy?
1. Is your organization using newer VAC therapies such as veraflow, incisional and/or disposable VAC?
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Responses: 



Please cut and paste responses from emails into the table, save and send summary table to PPNO List Serv. Allow 3 weeks for responses to filter in before sending final version.

	Responder Info
	Responses 
	Attachment(s)*
 

	Amy Gargal
amy.gargal@mahc.ca
Muskoka Algonquin Healthcare
	We’ve recently started veraflo and JUST had our first prevena. We do not yet have policies including these.  We do use the VIA system to send patients home with.

	


	Shona Kroeker RN, BScN, PME
Clinical Educator for -  Mental Health, Complex Care, Palliative, Rehabilitation, Stroke, & Willett Site
District Stroke Educator
Brant Community Healthcare System
200 Terrace Hill Street
Brantford On, N3R 1G9
(519) 751- 5544 ext 2702
shona.kroeker@bchsys.org 

	We are currently rewriting our policy on VAC treatment as they are outdated.
Looking forward to this summary. 

	

	Stacey Sim RN, BScN, MHS
Clinical Educator-
Woodstock Hospital
310 Julianna Dr
519-421-4233 ext 2729

	Please find attached our VAC policy.
We use the Acelity Vac’s.

	


	Shelley Tees, RN, HBScN, MClSc-WH
Clinical Coordinator/CNS - Wound care and Limb Preservation Service
 
Thunder Bay Regional Health Sciences Centre
980 Oliver Road
Thunder Bay, Ontario, P7B 6V4
Phone: 807 684-6255
Pager: 807 624-4971
email: teess@tbh.net

	At TBRHSC we currently use NPWT, incisional NPWT and Cleanse choice veraflow NPWT.  We also use some disposable units for regional patients to get home sooner. 
Our current NPWT policy is attached.

	


	Sarah Picco, BScN, MN, GN(C)
Hôtel-Dieu Grace Healthcare  -  Director, Rehabilitation and Restorative Care | 
T: 519.257.5111  x 72242
F: 519.257.5444
C: 519.564.1902
1453 Prince Rd. Windsor, Ontario N9C 3Z4
	See attached.
	



	Melissa Monardo OT Reg. (Ont.) 
Health Disciplines Professional Practice Leader
Interprofessional Practice
Lakeridge Health 
T. 905.576.8711 ext.33876
C: 905.252.6617
mmonardo@lh.ca


	I can advise that our outdated policy is in the midst of being updated so we cannot share at the moment. I did also hear back from our wound care nursing team who advised:
“we do use Prevena incisional VAC’s and PICO NPWT. We do use VAC Veraflo but not very often.”
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Q MUSKOKA ALGONQUIN Policy/Procedure Pressure-Related Injury (Wound) Management

HEALTHCARE Name:
Manual: Nursing Number:
Section: General Effective Date: 01 OCT 2014
Pages: Revision Date: 25 OCT 2018
Policy

Pressure-related injury/wound management at MAHC will reflect the Canadian Association of
Wound Care (CAWC), also known as Wound Canada, Ontario Clinical Quality Standards, and
National Pressure Ulcer Advisory Panel (NPUAP) guidelines and reference materials.

Scope

The policy pertains to all staff members and physicians at Muskoka Algonquin Healthcare
(MAHCO).

Policy Statement

Primary goal is the prevention of pressure-related injuries, and/or preventing further tissue
damage of pre-existing pressure-related injuries, with a main focus related to treating the
etiology.

Definitions

A pressure injury is localized damage to the skin and underlying soft tissue usually over a bony
prominence or related to a medical or other device. The injury can present as intact skin or an
open ulcer and may be painful. The injury occurs as a result of intense and/or prolonged pressure
or pressure in combination with shear. The tolerance of soft tissue for pressure and shear may
also be affected by microclimate, nutrition, perfusion, co-morbidities and condition of the soft
tissue.

Procedure

General consultation with a member of the MAHC Pressure-Related Injury/Wound Management
Team (Appendix 5) is strongly recommended. OT-Rehab team member can provide assistance
with advanced features surface selection, mobility and associated devices etc. Dietitian (RD) will
provide individualized nutrition assessment, initiate interventions to optimize oral intake (eg:
food preferences, menu marking, nutritional supplements) and make recommendations for
nutrition support (enteral / parenteral) as appropriate.

Pressure-related injury/wound management will follow basic pressure-related injury/wound
management guidelines (Appendix 1).

Therapeutic independent nursing interventions focus on the prevention of pressure-related
injuries, and in the management of skin tears. Stage 2 or greater pressure-related injuries require
written (prescriber) orders for management products. Superficial skin tears can be managed
safely & effectively with transparent films, clear acrylic, or foam dressings. The dressing choice
is to be based on the amount of exudate.
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MAHC Pressure-Related Injury/Wound Management Team RNs may provide written
suggestions related to the management of pressure-related injuries. The MAHC Pressure-Related
Injury/Wound Management Team RN must be confident in their knowledge, skill, judgement
and critical thinking abilities, and accept responsibility and accountability associated with
identifying, implementing, evaluating and revising a pressure-related injury management plan,
including appropriate dressing and product selections.

The written suggestions, excluding VAC Therapy orders, made by the MAHC Pressure-Related
Injury/Wound Management Team RN must be co-signed by the most responsible
physician/prescriber within 24 hours, or the written suggestions are to be discontinued. VAC
Therapy orders must be in direct collaboration with the most responsible physician at the time
the VAC Therapy will be initiated. (Appendix 3 & 4)

RNs and RPNs may implement wound management suggestions as written by a MAHC
Pressure-Related Injury/Wound Management Team RN.

Braden Score
The Braden Score identifies patients at risk for developing pressure-related injuries. This score
has six key criteria with a total score of 23.

Patients scoring 18 or below are “at risk™ for developing pressure-related injuries. Once
identified as “at risk”, appropriate interventions are to be implemented. Appendix 2 provides a
non-inclusive list of suggestions related to specific Braden Score criteria.

Braden Scores must be completed on admission, with changes in the patient’s condition, and on
a weekly basis.

Specialized equipment (e.g. support surfaces, VAC therapy) may need to be rented, and will
require the Manager or delegate approval. (Appendix 6) Pre-existing high risk patients will be
flagged with “Alert Code” in Cerner to indicate previous special equipment use.

Pressure-Related Injury Management Assessment & Documentation
All suspected pressure-related injuries are to be assessed, including staging, on admission and at
the time they are initially noted. (Appendix 8)

Each pressure-related injury requires an individual assessment, and subsequent documentation
on the Incision and Wound Power Form.

MAHC Care-set for pressure-related injuries must be activated. This will also provide patient
demographics through Multi Patient Task List-Wound Notification, which is essential for data
collection and monthly stat reporting. (Appendix 7)

Product Availability
General use pressure-related injury dressings and products will be available on each Nursing
unit, including VAC therapies (Appendix 1, 3 & 4). Advanced dressings and products will be
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available through consultation with a pressure-related injury Lead- Acute & Critical Care areas,
and/or Complex Continuing Care area.

An automatic substitution list will be provided to each Nursing Unit that will reflect the current
available products. (Appendix 1)

Documentation
1. MAHC Careset

e Pressure-related

e Negative Pressure therapy (eg VAC)
Braden Score
Activities of Daily Living
Integumentary system
Incision and Wound

Nk

Cross Reference N/A

Notes

This material has been prepared solely for the use at Muskoka Algonquin Healthcare. Muskoka
Algonquin Healthcare accepts no responsibility for the use of this material by any person or
organization not associated with Muskoka Algonquin Healthcare. No part of this document may
be reproduced in any form for publication without permission of Muskoka Algonquin
Healthcare.

References / Relevant Legislation

Acelity- KCI VAC Therapy (2018) ® VAC Therapy Clinical Guidelines

Canadian Association of Wound Care (CAWC), also known as Wound Canada (2018)
Health Quality Standards Ontario: Wound Care Quality ® Pressure Injuries e Diabetic Foot
National Pressure Ulcer Advisory Panel (NPUAP)

RNAO BPG: Assessment and Management of Pressure Injuries for the InterProfessional
Team, 3rd edition (May 2016)M

Dietitians of Canada, Practice Based Evidence in Nutrition (PEN), Wound Care and
Pressure Injuries. www.pennutrition.com (accessed October 2018)

Nk W=

2

Related Documents

https://www.in.gov/isdh/files/Braden Scale.pdf

http://mahc-
spl/dept/clined/Shared%20Documents/Wound%20Management/Cerner%20Process%20r

elated%20t0%20Pressure%20related%%20Injury%6200r%20Wound%20Management%20

v2.pdf
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http://mahc-
spl/dept/clined/Shared%20Documents/Wound%20Management/pressure%20ulcer%.20sta

ging%20guide.pdf

http://mahc-
spl/dept/clined/Shared%20Documents/Wound%20Management/Pressure%20related %20

wounds%620and%20Skin%20Tears%%20%20%20WOW%20card.pdf

Appendices
Appendix 1 — Pressure-Related Injury/Wound Management Guidelines

Appendix 2 — Braden Score Interpretation

Appendix 3 — KCI- Vacuum Assisted Closure (VAC) Therapy

Appendix 4 — Acelity-KCI VAC Therapies Worksheet

Appendix 5 — MAHC Pressure-Related Injury/Would Management Team
Appendix 6 — Most Common Standard Surface / Rental Surface

Appendix 7 — Rental Surface

Appendix 8 — Pressure-Related Injury Management Assessment & Documentation
Appendix 9 — Pressure Ulcer Staging Guide
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Appendix 1 — Pressure-Related Injury/Wound Management Guidelines
product usage (2018)

Product choice is based on the stage of the pressure related wound and the amount of exudate.
Written (prescriber) order is required for product use on Stage 2 or greater No evidence of healing in 2 weeks, change to
an alternate product.

Product category Trade name on Indications
MAHC product list
Prevention Cavilon e  Skin barrier
(order not required) InterDry Ag e Between skin folds
Vaseline e Prevent or reduce maceration
Mepilex Border Sacrum, e Minimize the effects of friction, shear, and

Mepilex Border Heel

pressure
Advanced surfaces e Re-distribution of pressure, reduces friction
and shear
Antimicrobials Mepilex Ag e Reduce superficial microbes &/or bacterial
lodasorb burden on wound beds of stage 2 or greater

e Tend to discolour the tissues and over-use
may be detrimental to the healing process;

Inadine or Silcryst?7 maximum 2 weeks is recommended.
wound consult indicated
Calcium alginate Biatain e Absorbs excess exudate
Clear acrylic Tegaderm Absorbent e Absorbs up to moderate exudate

Can extend borders using Tegaderm
transparent film dressings; do not cover
the center core

Films, Membranes Tegaderm e Protection
e Securement
Foams Mepilex e Absorbs exudate
e with or without border
e Lite is thinner, absorbs up to moderate
amount of exudate
e Vaseline to periwound
e Can extend borders using Tegaderm
transparent film dressings; do not cover
the foam center
e Not for cushioning support (eg on heels;
consult with PT & OT)
Highly absorbent Mesorb wound consult required
dressing
Hydrogel Intrasite e Adds moisture for dry wounds
e Removes slough, bioburden, bacterial
burden within wound bed
(intrasite gel, Mepitel, “telfa” nonadherent
gauze, Mepilex Border)
Hypertonic Hypergel wound consult indicated
Mesalt wound consult indicated
Negative pressure KCI VAC wound consult maybe indicated
wound therapy
(NPWT)
Non-adherent Mepitel e Protects vulnerable tissues (new wound,
synthetic healing wound, burns, interface for VAC
foam etc)
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Appendix 2 — Braden Score Interpretation

> Patients with a total score of 18 or less are considered to be at risk of developing pressure

related injuries

> Assess for other major risk factors such as advanced age, fever, poor dietary intake of
protein, edema, mean arterial pressure below 70, tachycardia. Consider advancement to next

level of risk
At Risk Moderate Risk High Risk Very High Risk
(below 18) (15 to 18) (13 to 14) (12 or less)
- Assess the need to assist - Follow Protocol for “At - Follow Protocol for - Follow Protocol for
person to turn in bed Risk” people “Moderate Risk” people “High Risk” people
And: And: And:

- Mobilize as much as person
is able - Turning Schedule - Pressure reduction - Should be on Pressure

(including active/passive range
of motion)

- Manage moisture

perspiring —remove blankets if
too warm

-dress appropriately

-check incontinence products
frequently

- minimize skin exposure to
wound drainage

- Manage Nutrition:

- Manage friction and
shearing
- no coverings over wheelchair
cushions other than
manufactured covers
- care when lifting person in bed
- use lift sheet or mechanical lift
to prevent dragging
- if head of bed is elevated, raise
foot of bed to prevent sliding
(however this position puts
pressure on coccyx therefore
cannot be maintained for a long
period)

- Pressure Reduction (change
position, appropriate seating,
observe for reddened areas)

- Support surface if person is
confined to bed and/or chair.

- Consult PT/OT for assistance
and ADP assessment as
required.

(do not leave person in bed
in a position greater than
30° for extended periods of
time)

- Pressure Reduction
support surface

- air mattress, Roho type
chair cushions)

- Protect Heels

- prevent heels from
contacting bed surface, gel
boots, )

- Braden Scale weekly on:

- Manage Nutrition:

mattress/Air mattress
especially if high risk level
with uncontrolled pain or
severe pain exacerbated
by turning

- Braden Scale at least
weekly on:

- Manage Nutrition:

- Special Instructions on
care plan re:

reduction/Air mattress

- Turning Schedules
essential

- Close observation for
any reddened skin areas
when turning, bathing
etc.

- Braden Scale twice
weekly on:

- Manage Nutrition:

- Special Instructions on
care plan re:
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Appendix 3 — KCI- Vacuum Assisted Closure (VAC) Therapy

1. Physician order reviewed to ensure specific orders written for:

a) mmHg pressure

b) intermittent or continuous mode

c) frequency of dressing changes (typically Mon- Wed-Fri)

d) if silver VAC dressing required
To promote wound healing (granulation, circulation to area) it is suggested that
125mmHg pressure be delivered in continuous mode

2. Measure and document the wound size and stage

3. Secure VAC canister into VAC unit, maintaining sterility of canister tubing
end Plugin VAC unit

4. Cleanse the wound bed and surrounding areas using 50 to 100 mL of sterile water or
sterile normal saline via irrigation method

5. Protect the periwound and any area where the base for the SensaTrac pad will be located

with a single layer of VAC drape included in the VAC dressing package or with clear
transparent film dressings (Tegaderm)
7. If wound bed appears dry, consider protecting the wound bed with one layer of a silicone
based sterile non-adherent contact layer (eg Mepitel)
Do not use contact layers that are impregnated with another material (eg Jelonet,
Adaptic) or contain fibers that can be separated in the presence of exudate (eg, Telfa,
Prima Pad)
8. Choose the most appropriate VAC foam and cut to fit using sterile technique:

a) Simplace granufoam is appropriate for most wounds as it can provide seamless

wound bed coverage and the base for SensaTrac pad to be placed
Or Granufoam (several different sizes)

b) White foam: tunneled areas
VAC foam being placed into the wound bed should be cut slightly smaller than the actual
wound dimensions to promote healing.
Granufoam can be cut to no less than half its original depth.
VAC foam, typically white foam, should be cut slightly shorter and narrower than the
actual tunneled area to promote the advancement of the wound edges that is required
for healing.
9. Secure the sterile VAC drape or sterile (Tegaderm) clear transparent film dressing(s) over
the VAC foam, periwound and surrounding area
Follow the directions on the VAC drape regarding the order for removing each layer of the

drape.

10. Identify the location for the SensaTrac pad to be placed, avoiding areas that may cause
pressure on the patient and SensaTrac pad.

11 Cut the VAC drape for the placement of the SensaTract pad, and securely adhere the

SensaTrac pad to the VAC drape.

If reinforcing the SensaTrac pad edges with (Tegaderm) clear transparent film dressings,
ensure there are only 2 layers overlapped, as excess overlapping can alter the mmHg
pressure that is actually delivered, and do not cover the center aspect of the SensaTrac pad

12. Attach the SensaTrac pad to the canister tubing and securely lock in place
13. Turn the VAC unit ON and set therapy parameters (intensity, mmHg, mode etc)
14. Turn therapy ON
Monitor for the VAC dressing to compress and that the leak seal is in the green section
15. 15 to 30 minutes prior to dressing change turn the VAC unit OFF to de-compress the

dressing, this will decrease the patient discomfort as it tends to decrease the tissue
adherence to the foam

16. Quick reference guides are available; located on Nursing units, SharePoint:
Clinical Education department site- Wound Care folder- VAC file
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Appendix 4 — Acelity-KCI VAC Therapies Worksheet

Identify: Wound Type [ | Surgical [ | Pressure related Injury [ _]other
Location Stage

Consults

[ ] Surgeon [ ] Pressure-Related Injury Team RN [ ] Dietician

Wound Bed Prep
[ ] Wound bed interface non-adherent silicone (eg Mepitel)
[ ] Dry or fragile wound bed
[ ] Multiple layers to protect underlying structures, hardware, or closure device (eg staples)

[ ] Secondary Intention [ 1 Wound closure [ ] Incision Management
[ ] Post-op Split Thickness Skin Graft or Flap [] other

Periwound Prep
X VACdrape [ ]non-alcohol based skin barrier (eg Cavilon)

VAC Therapy Parameters Setting
1. Pressure
[] 75 mmHg [[]100 mmHg [[] 125 mmHg (preferred)
[ ] 150 mmHg (suggested with white foam) [] range mmHg to mmHg

note:If there is frank bleeding, bile or stool noted in the tubing or canister, or if there is new
evidence of wound infection, stop therapy and notify MRP immediately.

2. Mode
[ ] Continuous (preferred0)

note: 1. Initial application with all wounds; always for grafts/ flaps, incision management
2. Required for VAC ULta Vera Flo

[ ] Intermittent or DPC [ ] 5 minutes on/ 2 minutes off
] minutes on/ minutes off

note: Switch to continuous therapy if unable to maintain a seal or leakage occurs

3. Type of Foam
a) Hydrophobic foams: [ ] Simplace granufoam (preferred) [ ]medium [ ]small

[ ] Granufoam large [ ] White (required for tunnels) [_] Silver
b) [ ] Simplace hydrophilic foam for VAC Ulta Vera Flow™ Therapy
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Dressing Change
X Three times a week (preferred: Monday- Wednesday- Friday)
1. Discontinue therapy a minimum of 15 minutes prior to dressing change
2. Maximum of 72 hours between dressing changes
3. Remove VAC dressing and apply a traditional dressing if VAC therapy pressure is not
in use for more than 2 hours

note: Maximum of 2 layers Tegaderm or VAC drape (additional layers contributes to leakage)

Wound measurement
X Prior to initial application
X Weekly

Cannister
X Document exudate amount & characteristics every shift
X Change weekly and prn

Activate MAHC Caresets
[ ] Pressure-related injury (wound)

X Negative Pressure Wound Therapy
note: Required documentation include Incision & Wound Power Form and NPWT Power Form

[ ] VAC Ulta VeraFlo™ Therapy (only for in-patients)
note: All orders above are also required

1. Instillation Solution:
[ ] 0.9% Sodium Chloride [ ] Polyhexamethylene Biguanide [ _]Other

X Instillation volume mL

2. Identify instillation volume threshold
a) Prior to initiation of therapy

X Document initial: minimal limit volume mL and upper limit volume mL
b) Weekly

X Document minimal limit volume mL and upper limit volume mL

X Revise above orders as indicated

3. Settings:

Soak time [_] 15 minutes [] 20 minutes [ ] minutes

VAC therapy time [ ] every 2 hours [ ] every 4 hours [ ] every ____ hours

note: If leakage occurs, decrease soak time and instillation volume, or increase pressure
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Appendix 5 - MAHC Pressure-Related Injury/Wound Management T eam

Dietician

Pharmacist

HDMH

OT- Megan
Cuncins

OR- Jane Radey
ICU- Kim Schmitz

MedSurg- LesleyAnne Earl, Sheri Keates, Kathy MacDonald, Amy McEachern, Shannon
Nestler, Tammy Payne, Udo Rohmann, Cestlavie Valencia, Terrilynn Willis

SMMH

OT- Mike O’Driscoll

OTA- Alison Fraser-Robson

OR- Heather Mcintosh

CCU- Cindy Chilton, Kristin Cazabon

MedSurg- Helen Coe, Kelly Fraser, Becky Gallagher, Diane Haber, LouAnne Parish,
Samantha Kerr, Jasmine Major, Sandra Marshall, Courtney Rasenberg, Ruth Shaw, Kelly
Warren, Lucia Yu
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Appendix 6 — Most Common Standard Surface
AccuMax Quantum™ VPC

e an affordable therapy solution for patients at moderate risk of skin breakdown

e non-powered Controlled Release™ valve technology provides dynamic pressure
redistribution to help prevent and manage skin breakdown without the need for a blower,
pump, or power source.

e Controlled Release™ valve technology automatically adjusts during patient movement to
deliver consistent pressure redistribution therapy.

e Patented Heel Pillow™ is designed to reduce interface pressure in the sensitive heel area.

e A viscoelastic foam topper is designed to increase patient comfort and envelopment for
lower interface pressure.

e Optional control unit provides powered Alternating Pressure (AP) for additional therapy.

e |If alternating pressure redistribution is needed, the AccuMax Quantum VPC surface with
AirPort can also be used with the CU2 pump. (flat deck models only)
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Appendix 7 — Rental Surface
Indication: Braden 18 or less, with or without an existing pressure related injury, co-morbidities Initiated by: OT
assessment, RN, RPN
e requires Manager or Clinical Lead approval
e email sent to purchasing, Manager, Clinical Lead, OT
e surface being brought to specific nursing unit organized through purchasing & housekeeping

Indications Features
Theracare Visio ® Prevention e optimal range of skin temperature and humidity
e upto135kg ® Stagel e pulsation therapy mimics the body’s natural movements to

e low air loss therapy

e pressure, shear stress
and friction relief

e manages the skin’s
microclimate and

improve blood and lymph flow, thereby increasing oxygenation
and reducing edema.

e [nstaFlate™ maximises mattress firmness for easy patient
placement and care

improves blood and e Mattress deflation release for CPR
lymph flow e Alarms help to identify problems during operation
o
< | First Step All in One e Stage2or e Pulsation therapy to improve blood flow
® upto500Ibs gr_ez?\ter e GORE® Medical Fabric keeps skin cool and dry and acts as a fluid
* lowairloss therapy * minimal self- and bacteria barrier
minimizes tissue repositioning,

e Smart Surface Technology employs infrared light emitters and

i immobile
deformat.lon and receivers that continuously measure the patient's depth of
pressure induced . . . .
. immersion to create a customized pressure profile for each
discomfort .
. patient
e turning therapy
reduces interference
pressure
Synergy e Prevention e Alternating pressure therapy provides pressure redistribution for
e up to 600lbs e Stage1 the prevention and treatment of pressure injuries
e low air loss therapy e Individual air cushions have adjustable pressure to suit individual
for moisture control patient
helps keep the skin e Waterproof and vapor permeable ticking
’g cool and promotes a e Max inflate provides uniform firmness to accommodate caregiver
o dry healing procedures and safe transfers
% environment e 2.5" foam base provides support in the event of a power failure
(0}
o
...g P500 e Stage 2 or e addresses shear, friction, and pressure, and keeps the patient cool
3 e standard of care greater and dry o
— for safe skin and e Minimal self- e Advanced Microclimate technology wicks away heat and
g patient comfort. positioning, moisture
o immobile e weight-based pressure redistribution adjusts to patient’s weight
— and position
p

e One button turn assist and max inflate aid caregivers when
repositioning patients

e Bed exit system to notify caregivers when patients have exited
from the bed

e Integrated x-ray cassette facilitates portable x-ray procedures
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Appendix 8 — Pressure-Related Injury Management Assessment & Documentation
A. Cerner Process

All pressure related injuries/wounds need to have the following:

1. Activate the PowerOrder for the MAHC Wound, Pressure Related Care Set, and the MAHC
WoundVac CareSet for wounds with VAC Therapy, and fill in the details for each area

a) Skin assessment: every shift and prn

b) Dressing: identify the location, specific dressing in use, frequency of dressing changes
etc. e.g. Lt heel- Mepilex Border Heel, change weekly & prn.
> Prevention measures can be initiated without physician or NP orders for Stage 1 and
suspected deep tissue injuries.
> Physician or NP orders are required for dressings on stage 2, 3, 4 and unstageable
wounds.
Note: if the dressing orders change remember to change it in the PowerOrders

c) Wound Notification: automatically generates information required for data collection.
> Identify the details and reason if an actual wound consult is being requested

2. Document on the Incision & Wound Powerform every shift
> identify each time the dressing is changed by completing the details for each column

Note if:
o VAC therapy in use, complete the documentation columns for negative pressure power
form
o Dressing is not changed every day- document the condition of the tissue surrounding the
dressing and dressing itself every shift

B. Educational Opportunities
Please register through MedWorxx LMS to attend a pressure related wound and/or VAC therapy

session
Last Reviewed Date: 10/25/2018 00:00:00 Signing Authority: Director of Clinical Services and
Nursing
Next Review Date: 10/25/2019 00:00:00 Version: 1.0
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Appendix 9 — Pressure Ulcer Staging Guide

Pressure Ulcer Staging Guide
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.

Further description:

The area may be painful, firm, soft, warmer or cooler as compared to adjacent
tissue. Stage | may be difficult to detect in individuals with dark skin tones. May
indicate “at risk” persons (a heralding sign of risk)

Stage Il:

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.

Further description:

Presents as a shiny or dry shallow ulcer without slough or bruising®

This stage should not be used to describe skin tears, tape burns, perineal
dermatitis, maceration or excoriation.

*Bruising indicates suspected deep tissue injury

Stage Il

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.

Further description:

The depth of a stage Ill pressure ulcer varies by anatomical location. The bridge of
the nose, ear, occiput and malleolus do not have subcutaneous tissue and stage Il
ulcers can be shallow. |n contrast, areas of significant adiposity can develop
extremely deep stage Il pressure ulcers. Bone/tendon is not visible or directly
palpable.

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. Offen include undermining and
tunneling.

Further description:

The depth of a stage |V pressure ulcer varies by anatomical location. The bridge of
the nose, ear, occiput and malleolus do not have subcutaneous tissue and these
ulcers can be shallow. Stage |V ulcers can extend into muscle and/or supporting
structures (e.g., fascia, tendon or joint capsule) making osteomyelitis possible.
Exposed bone/tendon is visible or directly palpable.

Un-stageable

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.
Further description:

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
without erythema or fluctuance) eschar on the heels serves as “the body’s natural
(biological) cover’ and should not be removed.

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.

Further description:

Deep tissue injury may be difficult to detect in individuals with dark skin tones. Evolution may
include a thin blister over a dark wound bed. The wound may further evolve and become
covered by thin eschar. Evolution may be rapid exposing additional layers of tissue even with
optimal treatment.

Copyright: NPUAP 2007 “‘Reproduction of the National Pressure Ulcer Advisory Panel (NPUAP) materials document does not imply endorsement by the NPUAP
of any products, organizations, companies, or any statements made by any organization or company.” Wound Care Education Institute - www.wcei.net
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WOODSTOCK HOSPITAL

CLINICAL PRACTICE POLICY and GUIDELINE

Page 1 of 3
UNIT 13: DRESSINGS AND WOUND CARE
Subject: Negative Pressure Therapy (VAC)
Approval: NAC- June 27, 2019 Date:_November 2009
Review, Revision Date:
May 2019
Level: Interdependent

Specific to: RN, RPN

Background

Negative Pressure Therapy (Vacuum Assisted Closure - VAC) promotes wound healing
by delivering negative pressure to a wound site. This causes the wound edges to draw
together while removing infectious materials, reducing edema and promoting the
formation of granulation tissue. Therapy can be delivered intermittently or continuously.

Purpose
To provide guidelines on the assessment for and provision of Negative Pressure
Therapy.

Policy
1. Upon receipt of a doctor’s order for VAC therapy, follow the steps below:
a. Ensure a Wound Assessment has been completed within past 24 hours
b. Wound Assessments are to be completed every week. Healing is reviewed
weekly by the Nurse with Physician
c. If the patient’s discharge plans include returning to the community with VAC
therapy, a referral to Southwest Local Integration Health Network (SW LIHN)
should be entered in the early stages of hospitalization
d. If client does not meet initial targets for healing, the Wound Care Nurse or
Nurse in collaboration with physicians and the Director of Patient Care will
reassess appropriateness of continuing with VAC Therapy

Practice Guideline
Do not place foam dressing of VAC directly in contact with healthy skin, exposed blood
vessels, anastomotic sites, organs or nerves.

VAC Therapy contraindications:

This document is published as part of an electronic document repository.
The user is responsible for referencing the most recently published electronic version.





Clinical Practice Policy — Negative Pressure Therapy

A fistula to organs or body cavities
Untreated osteomyelitis
Malignancy or cancer in the wound
Non-enteric and unexplored fistulas
Necrotic tissue with eschar present

PO T®

Precautions:
Clients who:

a. Are receiving anticoagulants; or
b. Experience active bleeding

Process:

1.

2.

3.

A computerized Physician order must include pressure settings, foam type and

frequency of change

Staff will identify their own learning needs and access appropriate resources as

needed

VAC units are housed in the Central Equipment Depot (CED). VAC units are

labeled hospital owned or rental. Please ensure the hospital owned units are

used prior to rentals

a. Ifarental unitis to be used complete Form 17-164(E) and scan or email to
Acelity and to Purchasing

b. Form 17-164(E) is to be completed for any internal transfers and when the
unit is returned to CED

Notify SW LHIN 24 hours in advance of patient discharge to ensure equipment is

accessible and order completed

Ensure Acelity and Purchasing is notified immediately, by email (Acelity) and

phone call, upon removal of Negative Pressure Device and return VAC to CED

for cleaning. Sign in returned VAC to CED

Patients are not to be transferred to another facility or discharged with a VAC in

place. Remove VAC and dress wound accordingly

Should the need arise, the vendor representative is available:

a. To teach nurses the protocol if applicable
b. For consult or to address issues

This document is published as part of an electronic document repository.
The user is responsible for referencing the most recently published electronic version.
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CROSS REFERENCES: (PAT-5-172) Wound Care Practice Guideline

1.

PURPOSE
To standardize the management of wounds where Negative Pressure Wound Therapy (NPWT) is
indicated and to ensure safe initiation and maintenance of NPWT according to best practice guidelines.

POLICY STATEMENT

These guidelines will be followed by all health care staff providing wound care. NPWT can be helpful to
accelerate the formation of granulation tissue, improve perfusion through removal of excess interstitial
fluid, reduce bacterial colonization and enhance epithelial migration.

SCOPE

The physician is responsible for writing orders to initiate, maintain and discontinue NPWT.

NPWT dressing application can be performed by a registered nurse (RN), registered practical nurse
(RPN), nurse practitioner (NP), resident, physician assistant, or physician.

INDICATIONS/CONTRAINDICATIONS

Contraindications for NPWT are:

1. Malignancy of the wound

Untreated osteomyelitis or wound infection

Nonenteric or unexplored fistulas

Do not place dressings into blind/unexplored tunnels

Known allergies or sensitivity to acrylic adhesives

Placement of negative-pressure dressings directly in contact with exposed blood vessels, organs, or

nerves

Anticoagulation

Active bleeding or difficulty in achieving hemostasis

Absence of blood supply

0. Note: Necrotic tissue: debridement, including bone if osteomyelitis is present, is necessary prior to
the application of NPWT.

o gk wN

B oo~

Indications for NPWT are:

1. When a wound is not progressing in the expected time frame
2. Control of excessive exudate

3. Awkward size or location for standard dressing application

4. Reduce size to achieve surgical closure
5
6

Reduce frequency of dressing changes.
Can be utilized for the following wound types:
e Diabetic foot ulcers
e Pressure injuries
e Surgical wounds
e Grafts and flaps
Traumatic wounds

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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Partial-thickness burns

Pilonidal sinus wounds

Necrotizing fasciitis

Wound Dehiscence

7. More recently, the use of NPWT over closed surgical incisions has been shown to reduce rates of
surgical site infections (SSI), seroma/haematoma and dehiscence, and to improve scar quality

8. NPWT being suggested as the ‘gold standard treatment’ for open abdominal wounds and dehisced
sternal wounds

5. DEFINITIONS
Negative pressure wound therapy(NPWT): applies controlled subatmospheric pressure to mechanically
stress the tissues to remove exudate and reduce periwound edema, increase local microvascular blood
flow/ test vascularity, promote formation of granulation tissue, reduce complexity/size of the wound,
optimize the wound bed prior to and following surgery and reduce complexity and length of surgical
wound closure procedures.

VAC: trade name for the non-disposable equipment we presently utilize at the hospital, offering -75 to
-150 mmHg of negative pressure, intermittent or continuous suction.

Veraflow: the trade name for NPWTi

NPWTi : is a NPWT system that delivers negative pressure coupled with automated, controlled delivery
and removal of solutions to the wound bed.

Abthera: a specific NPWT dressing applied to an open abdomen with exposed organs that is unable to
be closed temporarily.

Prevena: disposable, incisional NPWT dressing which can be applied to a surgically closed wound for
up to 7 days. Ideally should be applied in the operating room (OR) under sterile conditions. These
disposable dressings cannot be altered or cut. The disposable pump runs at preset -125 mmHg.

PICO: disposable, silicone foam dressing that provides -80 mmHg of negative pressure over a wound
or incision for up to 7 days

PRO/ PRO to Go: disposable NPWT system which can run from 10 — 40 days at -125 mmHg, utilizing
foam and drape dressings.

Intensity setting: how quickly the target pressure is reached after initiation of therapy

6. PROCEDURE
6.1 Assessment:

1. Confirm order for NPWT including therapy settings (negative pressure, intensity, continuous or
intermittent), foam type, frequency of dressing changes, contact layer (if required) and instillation
solution if applicable.

2. A complete wound assessment including measurements will be performed by the clinician initiating
the treatment, prior to the initial application of NPWT and at every dressing change during therapy.

a. Measurements include length (longest length from head to toe), width (perpendicular to length)
and depth(in deepest location).

b. Undermining or tunneling noting location and size (documented by using the clock method, 12
o’clock is always the head).

c. Evidence of bone, muscle or tendon exposure.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
Hospital iNtranet.
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d. Appearance of wound bed, percentage of tissue types i.e. 50% pink/red, 20% yellow, 30%
black.
Amount and type of exudates.
Presence of odor after cleansing.
Type and number of foam pieces removed/inserted/applied.
Type and number of other dressing materials used in the wound i.e., Adaptic x 3.
i. Client tolerance to procedure.
Documentation will be in the nursing intervention or in the physician’s progress notes.
Monitoring Therapy
a. Visually check dressing every 2 hours to ensure:
i. Foamis collapsed

ii. Therapy is active

iii. Clamps are open, and tubing is not kinked

iv. Canister is not full
Note: If system is not operating effectively, refer to manufacturer’s guidelines for troubleshooting or
vendor’s clinical support line.
Images should be taken every 1-2 weeks during treatment for the patients chart with a hospital
approved camera, as long as patient/substitute decision maker consent is obtained.

—sQ o

6.2 Application Procedure:

1.

11.

12.
13.

14.

Ensure wound bed is clear of necrotic devitalized tissue. If wound bed is not 50% pink/red tissue,
debridement is recommended by a trained clinician, or Cleanse Choice foam dressings may be
utilized.

Collect supplies including:

a) Vac ULTA machine (see Appendix A)

b) Sterile dressing tray and sterile gloves

c) Appropriate VAC foam dressing size

d) Canister (change q 7 days or when full)

e) Sterile scissors

f)  Contact layer if required (exposed bone, tendon, muscle, or extreme pain on removal)

g) Skin barrier

h) Appropriate personal protective equipment (PPE)

Asceptic technique will be used.

Don PPE as required per routine practices and additional precautions.

If edges of wound are defined and no immeasurable tunneling or undermining is present, cleanse
wound bed well with normal saline (NS) or solution specified by physician.

Dry periwound skin well, then use barrier spray to protect and let dry.

Set up sterile field, open supplies, and don sterile gloves.

If periwound skin is fragile or macerated, apply strips of drape to frame the wound and protect the
periwound skin from further damage. Moldable stoma rings can also be used to protect periwound
skin.

Cut and apply the non-adherent contact layer if applicable (exposed tendon, muscle or bone)

. Cut the desired negative pressure foam to allow the foam to be placed in the wound without

overlapping onto intact skin and at a height that is flush or higher than the periwound skin once
vacuum is applied. Note: Do not cut over the wound, fragments may fall into wound bed.

Cut a piece of drape large enough to cover the foam plus 3 to 5 cm of intact periwound skin, peel off
layer number one, apply without stretching the drape, and obtain an occlusive seal.

Remove layer number two and application tab if applicable (blue strip)

Pinch transparent drape where the TRAC pad will be situated, and cut a hole 2.5 cm diameter
through the drape.

Remove backing of TRAC pad and place opening in track pad directly over the hole in drape.

Note: Consider which way the tubing will lay to prevent interference with mobility and avoid pressure
related damage. Remove blue tab.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
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15.
16.

17.
18.
19.
20.

21.
22.

Insert canister into VAC Ulta.

Turn on power and select desired therapy from options:

a. VAC or Veraflow or Prevena or Abthera.

Set therapy settings per PPDO or physicians orders.

Check a good seal was attained.

Secure tubing as required.

Record number of foam pieces and dressing change date on label supplied, place on top of the
dressing.

Doff PPE, perform hand hygiene.

Record date and number of pieces of foam and other dressing materials used in nursing
intervention/notes or physician progress notes.

6.3 Dressing Removal procedure:

oglrwNE

™~

NPWT dressings will be changed every 72 hours or earlier per physician order.

NPWT dressings should be changed every 5-7 days if applied over a skin graft or dermal substitute.

Incisional NPWT dressings can be changed every 7 days.

Dressing should be removed if negative pressure has been off for a period exceeding 2 hours.

Provide pain management prior to dressing change and allow time for it to take effect.

For unmanageable pain during dressing changes, consider consulting the Acute Pain Service (APS)

and Wound Care.

PICO/Prevena removal:

a. Turn off therapy

b. Perform hand hygiene and don gloves

c. Gently stretch the transparent drape horizontally and remove slowly while supporting the
exposed skin

d. Remove dressing in line with sutures or staples

e. Remove gloves, and perform hand hygiene

8. Granufoam dressing removal:

a. Administer analgesia as ordered

b. Turn therapy off and close tubing clamps 15-30 min prior to removal

c. Instillation of warm Normal Saline (NS) down the dressing tubing and then clamping for 15-30
min prior to removal can also aid in a non-traumatic removal process.

d. Stretch drape horizontally while supporting exposed skin

e. Ensure the correct number of foam pieces are removed from wound.

9. Canisters should be changed weekly or when full.

6.4 Instillation Therapy:

arwBOE

Wound Care should be consulted for use of instillation with NPWT.

Normal Saline will be the solution of choice unless otherwise indicated by the physician.

Veraflow cassette is required to support/administer solutions on the left side of VAC machine.

Fill Assist will be utilized if instillation volume is not specified by ordering physician.

When fill assist is on, it will verify a good seal, then prompt you to start instilling solution. When you
visualize the foam darkening with fluid around the edges, you stop instillation, it will show you your
instilled volume, subtract 10 ml, this will become your programmed instillation volume. This can be
changed if required by utilizing the “Therapy settings” button, then pressing “Advanced settings” and
making necessary alterations.

Should leakage problems not be correctable, and wound care support is not available, convert
Veraflow therapy to VAC therapy and continue with NPWT alone until assistance is available. If
VAC alone is not functioning, discontinue therapy as the dressing should not sit in a wound for
longer than 2 hours off suction.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
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6.5 Discontinuation of NPWT should be considered when:

6.6

The goal of therapy has been met, uniform granulation tissue with little depth to wound bed.
No response or improvement in the wound is observed within two weeks.

Contraindications are present.

Extreme pain.

Excessive bleeding.

Client is unable to tolerate or declines plan of care.

Safety considerations:

1.
2.

Do not place foam directly over organs, blood vessels or nerves.
If troubleshooting the equipment fails:
a. NPWT foam dressing will need to be removed if negative pressure is off longer than 2 hours
b. Moist NS gauze/packing will be applied to the wound if not specified in physician order.
c. Physician will be notified of removal.
d. Consider consulting wound care to assist.
Physician will be notified if wound drainage exceeds 500 ml in 30 minutes
If frank red blood or bowel contents are observed in VAC tubing or canister, stop NPWT and notify
physician immediately.
VAC machines are not safe for the MRI suite. VAC dressings may remain in place disconnnected as
long as it is no longer than 2 hours.
Avoid circumferential dressing applications, if necessary, use multiple smaller pieces of drape over
one continuous piece and monitor circulation/distal pulses frequently.

6.7 Special considerations:
1. Pediatric NPWT recommendations:

a. When setting up for a pediatric NPWT dressing, fill the 500 ml canister with the following
volumes of NS or sterile water. This will allow for more accurate measurement of fluid/exudate
loss and provide early warning of a rapid or large fluid loss (i.e., significant bleed).

Volume of sterile water/NS for pre-filling the 500 ml canister

AGE VOLUME (ml)
Neonate 475
Infant 450
Child (2-12 years) 400
Adolescent 350

b. Consider starting with the lowest recommended pressure, because children generally tolerate
this better.

Recommended negative pressures for children

AGE NEGATIVE PRESSURE (mmHgQ)
Neonates and infants -25t0 -75
Children and adolescents -751t0 -125

2. Bridging two wounds: (see video on the iNtranet — Clinical videos)

a. Ensure that ALL intact skin between the two wounds is protected by clear drape prior to applying
foam.

b. Fill wound(s) with Granufoam and place an additional strip of foam over the draped intact skin
between the wounds, ensure contact with foam from both wounds.

c. Cover wound and connecting foam with drape, cut 2.5 cm hole in the desired location for the
track pad application.

d. Set up VAC as previously described.

*Bridging wounds of different etiologies (or infected to non-infected ) is not recommended.

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the
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3. Tracking NPWT to alternate location There are wounds in difficult locations where the track pad
could cause increased pressure on the wound or the tubing could cause further breakdown under
the patient. In these situations, placing the track pad in an alternate location can assist, i.e. sacral
wounds can have the track pad place on the top of the thigh to prevent tubing breakdown under the
buttocks. See video on our iNtranet — Clinical videos.

a. Ensure that ALL intact skin where foam will be applied is protected by clear drape_prior to
applying foam.

b. Drape should protect intact skin from the edge of the wound to the desired location of track pad

c. Medium spiral foam works well for this method.

d. Fill the wound with foam and then continue the foam strip over draped intact skin to the chosen
location for track pad.

e. Cover wound and tracking foam with drape, cut 2.5 cm hole where the track pad will be applied.

4. Spinal Cord Injury: In the event a patient experiences Autonomic Dysreflexia (sudden changes in
blood pressure or heart rate in response to stimulation of the sympathetic nervous system),
discontinue NPWT and notify the physician.

5. Periwound Skin: To protect periwound skin, a skin barrier should be used at minimum. If
periwound skin is fragile or friable, protect with additional drape, hydrocolloid or barrier ring.

6. Diagnostic testing with NPWT dressing in place:
a. VAC dressing will not impede radiographic images
b. VAC dressing is safe to go into MRI
c. VAC Silver foam may impede radiographic images.

6.8 Trouble shooting:

1. Check drape for any lifting edges, put pressure on any areas to re-establish suction, patch with
drape. If unable to determine where the air leak is, a stethoscope to listen can help.

2. If aleak is detected, reinforce with extra drape or Tegaderm. (*drape is meant to provide some
evaporation, so do not apply more layers than necessary to maintain a seal, maceration may occur)

3. Check tubing to ensure no kinks or clots are present.

4. Ensure VAC canister is fully engaged or alarm will sound

5. A connector is included in every Prevena incision management system kit that will connect Prevena
dressing to the VAC Ulta if the Prevena canister fills too quickly or is not providing sufficient negative
pressure.

6.9 Disposal : All disposable NPWT machines should have batteries removed and disposed of per hospital
protocol, the devices should be sent down to Biomedical for disposal.

7. RELATED PRACTICES AND/OR LEGISLATIONS
Any practices, legislation, etc. that influence, govern or are associated with this policy

8. REFERENCES
Henderson V. et al. (2010) NPWT in every practice made easy. Wounds Canada,1(5).

KCI. (2010) VAC therapy, Clinical Guidelines. A reference source for clinicians. KCI

Orsted, H.L. t al.(2018) Best practice recommendations for the Prevention and Management of wounds.
Wounds Canada.

Principles of best practice: Vacuum Assisted Closure in paediatrics and young people: a consensus
document. London: MEP Ltd, 2009

World Union of Wound Healing Societies Consensus Document (2018). Surgical wound dehiscence:
improving prevention and outcomes. Wounds International
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VAC
ULTA

sign out
process

-
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-

Bring patient label for
the sign out binder on

\ 4

APPENDIX A

VAC
ULTA

return
process

A 4

-

1. Date of initiation
2. Unit number (#1-7) OR VFVR/IVFVS #
3. Apply Patient Label

4. Sign in appropriate area

K***Notify you manager upon initiation of therapy j

Record in the 3C VAC binder
(Located in the bubble):

R

Identify:

If VAC is owned (grey case, numbered 1-7)
2. If VAC is rented (no case, number VFVR/VFVS ...)

***Notify your manager upon discontinuation of therapy

A 4

\4 v A 4
4 #1 N #2 ) For OR
OWNED RENTAL staff only
VAC’s VAC Ensurg
(Grey (In plastic PACU is
cases # 1- bags with aware of the
7) serial renta}l _umt, SO
*Please numbers receiving unit
use first VFVS or Caflrlgtr)rm
VFVR #)

manager

A 4

G RENTAL is used:

1.

~

Notify unit Manager or
designate ASAP

2. Manager to complete
billing paperwork

*this is the only way a
replacement VAC will be

received.

/

~

f #1
OWNED VAC

1. Wipe down
with antiseptic
wipes

2. Place backin
grey case

3. Returnto 3C

4. Record return
date in VAC
sign out binder

on 3C j

\ 4

\ 4

/ #1 \ 4 For OR A
RENTAL VAC staff only
1. Wipe down * Ensure
machine with PACU is
antiseptic aware of
wipes the rental
2. Place cord and unit
machine in remoya.|, o)
clear plastic receiving
bag and bring . unit can
to shipping and inform their
receiving manager
3. Record return \ ),
date in VAC
sign out binder
on 3C

J

Y

/h‘ RENTAL is used:

~

1.

2.

\_

Notify Manager or
designate ASAP
Manager to complete
billing paperwork
otherwise you will
continue to be charged
for rental.

)

This material has been prepared solely for use at Thunder Bay Regional Health Sciences Centre (the Hospital). The Hospital accepts no
responsibility for use of this material by any person or organization not associated with the Hospital. No part of this document may be reproduced in
any form for publication without permission of the Hospital. A printed copy of this document may not reflect the current electronic version on the

Hospital iNtranet.
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Vac Wound Trouble Shooting Overview FINAL.docx
V.A.C (Vacuum Assisted Closure)  Nursing Responsibilities

1.  Refer to the pictures below for instructions on checking the machine.  Every 2 hours the nurse should check the machine as follows.  

· Machine is ON (See Red Arrows).  

 



· V.A.C. Ulta machine check that the arrows are rotating (See Blue Arrow).  





· ACTIVAC machine check that the knob is rotating (See Turqoise Arrow).





· Settings for pressure type and amount are according to ‘Vacuum Assisted Closure Device Order Set’ which can be found in the Physician’s orders (See Green Arrow).





· Check the contents of the canister and tubing.   If there is active bleeding as noted by bright red drainage in the canister or tubing, immediately stop the V.A.C. Therapy and notify the Physician.  



· If the canister is full and requires changing, see the V.A.C manual that is supplied with the machine from the rental company for instructions on how to change it  (See Orange Arrow).





· IF THE V.A.C. MACHINE HAS NOT BEEN WORKING FOR 2 HOURS OR MORE, REMOVE THE VAC SPONGE AND DRESS THE WOUND WITH NORMAL SALINE PACKING AND DRY DRESSING.



2.  The VAC ULTA machine can be plugged in at all times.  If it is disconnected from the electrical source, the battery life is 6 hours.  It takes 4 hours to completely recharge the battery.   



3.  The ACTIVAC machine can be plugged in at all times.  If it is disconnected from the electrical source, the battery life is up to 14 hours.  It takes 6 hours to completely recharge the battery.
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Figure 1 V.A.C. ULTA Screen
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Figure 2 V.A.C ULTA Machine
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Figure 3 ACTIVAC Screen
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Figure 4 ACTIVAC Machine





                                                                                                                        





V.A.C. ALARMS AND TROUBLE SHOOTING





		ALARMS

		TROUBLE SHOOTING SUGGESTIONS

If you are unable to solve the problem with the suggestions below,  refer to the manual that comes with the machine.



		Battery Critical Alarm

		1. Connect therapy unit to wall outlet using the appropriate power supply to recharge battery. An Amber light next to the bottom-left of the screen will indicate charging is underway.

2. To maximize battery life, keep the unit plugged in.



		Blockage Alarm

		1. Ensure both clamps on the dressing and canister tubing are open.

2. Ensure that the tubing is not kinked, crimped or blocked in any way.

3. Lower therapy unit and tubing to or below wound level.



		Canister Not Engaged Alarm

		1. Ensure connector between dressing tubing and canister  

tubing is properly locked

2. Ensure canister is fully engaged. 



		Canister Full Therapy Alarm

		1. Check if canister is full by comparing the level of fluid to the graduated marks on the canister.

2. If the canister is full, change canister.



		LEAK ALARM

		1. Ensure connector between dressing tubing and canister tubing is properly locked.

2. Ensure canister is fully engaged.

3. Press Seal Check (See Purple Arrow in Diagram) and apply light pressure around the dressing to use the Seal Check Tool to help identify leaks and location of leaks.  When you press over the leak, the Seal Check Alarm will have a changed sound.

4. Use excess drape material or Tegaderm to seal leak area.



		Low Pressure Alarm

		1. Ensure both clamps on the dressing and canister tubing are open.

2. Ensure tubing is not kinked, crimped, or blocked.

3. Lower therapy unit and tubing to or below wound level.

4. To prevent this alarm, ensure that a 2.5 cm hole has been cut in the drape, when dressings are being changed.
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VAC Order Set.pdf
HOTEL-DIEU
estt GRACE 1888
HEALTHCARE

Page 1 of 1
Allergies/Height/Weight: See Allergy Form

DATE/TIME

NOTED Vacuum Assisted Closure Device Order Set
INITIALS

Consult
[] Consult ET/Wound and Ostomy Specialist

Wound Management

Location of Wound for Vacuum Assisted Closure Device (VAC):
X If V.A.C. system becomes non-functional for greater than 2 hours, soak off sponge and redress wound
with NaCl packing/dry dressing until VAC system is operational
X] For acute sanguineous drainage in tubing/canister, stop VAC and notify physician immediately for orders
X For any troubleshooting of alarms or questions call KCI 1-800-668-5403
Dressing Change
X Turn off pump 1 hr prior to dressing removal, may instill NS into sponge to aid removal if necessary
X] Soak off sponge with NaCl with each dressing change
X Irrigate wound with NaCl with each dressing change
X] May use Mepitel or other non-adherent dressing underneath foam as required to ease removal of sponge
X Apply Skin Prep to intact periwound skin to protect at each dressing change
Or
[] Other:
Frequency of Dressing Changes
[] Every Monday, Wednesday, Friday
[] Other (specify):
Foam
[] VersaFoam (white)
[] GranuFoam (black)
[] Other (specify):
Pump
[] InfoVAC (moderate to heavy exudating wounds)
[] ActiVAC (ambulatory)
[] Other (specify):
Pressure Settings
[] 125 mmHg
] Other (specify):
[] Continuous Setting
[] Intermittent Setting. 5 minutes on and 2 minutes off
Canister Changes
[] Change canisters when full or minimally weekly

Physician Signature: Date: Time:

C/8/Vacuum Assisted Closure Device/MD/04-2015/V2 z PatientOrderSets







