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OVERVIEW OF TREATMENT OPTIONS

Suspected deep sternal
wound infection

Prompt action
• Irrigation and debridement
• Tissue cultures 
• Antibiotic therapy

Possible advantages
• Improves patient outcomes
• Increases sternal salvage rate
• Stabilises sternum during treatment and

enables early extubation
• Allows identification of infecting

organisms

V.A.C.® TherapyTM as a bridge to
sternal closure
• Initial therapy for 48 hours   

Wound tissues appear
viable and cultures are

negative

Consider the
following option:
• Definitive surgical

closure

Following adequate V.A.C.®

TherapyTM  consider these
options:
• Delayed primary closure 
• Delayed flap reconstruction

and closure

Viability of wound
tissues is questionable

and/or cultures are
positive

These guidelines are not intended as a
guarantee of results, outcome or
performance of the V.A.C.® TherapyTM

system. They are recommendations to
help clinicians establish treatment
protocols for the use of V.A.C.®

TherapyTM in the management of deep
sternal wound infections.

As with any application, follow all
appropriate manuals and reference
guides as to product use and operation.
The treatment of deep sternal wound
infection using V.A.C.® TherapyTM does
not preclude the use of other surgical
techniques to manage infection, or the
use of antimicrobial therapy.

Always consult the relevant section of
this booklet and any other product
labelling and instructions prior to
initiating V.A.C.® TherapyTM. Contact
your local KCI representative 
if you have any questions about
operation or use. For further
information visit www.kci-medical.com
or www.kci1.com

Note: This document is only intended
for distribution and use in operating
geographies of KCI International,
excluding the USA.

TREATMENT OPTIONSWOUND ASSESSMENT AND 
INFECTION MANAGEMENT

Reassess wound and
check cultures 

Discontinue V.A.C.®

TherapyTM

Continue V.A.C.®

TherapyTM

OUTCOME

Primary closure*
*NB: In highly selected cases, primary closure
may be considered if the surgeon judges that
no infection is present and tissues are viable. 
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This booklet provides a practical guide to the use of Vacuum Assisted Closure (V.A.C.®

TherapyTM), as an adjunctive therapy, in the management of postoperative deep sternal
wound infections. The information presented was agreed by an international consensus
group with representation from the US and Europe in the fields of cardiothoracic surgery,
plastic and reconstructive surgery, vascular surgery, paediatric cardiovascular surgery and
general surgery. The group convened in the Netherlands in May 2006 to develop the
guideline content using group discussion and anonymous interactive voting. In addition,
further input was received from specialists in the field unable to attend the consensus
group meeting. The recommendations are based on current evidence or, where this is not
available, the majority consensus opinion of the international group of experts.
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32 2.  V.A.C.® THERAPYTM IN STERNAL WOUND INFECTIONS 

MANAGEMENT OF DEEP STERNAL WOUND INFECTIONS
Deep sternal wound infection (mediastinitis) is associated with poor patient outcomes.
This may result in considerable morbidity and mortality*, prolonged hospital stay,
increased intensive care unit (ICU) use and the need for multiple surgical procedures.
The cost associated with postoperative mediastinitis can be up to two to three times
that for uncomplicated surgery (Loop FD, Lytle BW, Cosgrove DM, et al. Sternal wound
complications after isolated coronary artery bypass grafting: early and late mortality,
morbidity, and cost of care. Ann Thorac Surg 1990; 49(2):179-86).

The involvement of a cardiothoracic surgeon with appropriate expertise is
essential in the management of deep sternal wound infections. These are
complex wounds, involve major organs and complications can be life threatening. 

RECOGNISING STERNAL WOUND INFECTIONS
The diagnosis of deep sternal wound infection can be complex, and relies on a combination
of a high index of suspicion, good clinical judgement, rapid and appropriate investigation
including laboratory parameters and the presence of positive wound cultures.

Superficial infection of sternotomy wounds, involving subcutaneous tissue, but which
does not penetrate down to the underlying steel wires, bone or cartilage, may progress to
deep infection. Depending on the size/extent of wound dehiscence, V.A.C.® TherapyTM

may be considered in superficial sternal infections as an adjunct to therapy. 

Deep sternal wound infection can present with a stable or unstable sternum, and
with or without the presence of osteomyelitis. 

Terms including sternitis, mediastinitis, wound infection and wound complication have all
been used in the past to describe deep sternal wound infections following surgery.
Definitions and classifications for deep sternal wound infections are described elsewhere
(Bruce J, Russell EM, Mollison J et al. The measurement and monitoring of surgical adverse
events. Health Technol Assess 2001; 5(22):1-194. El Oakley R, Wright JE. Postoperative
mediastinitis: classification and management. Ann Thorac Surg 1996; 61(3):1030-06).

1. INTRODUCTION

V.A.C® TherapyTM is the controlled application of continuous or intermittent topical
negative pressure across the entire wound surface using a specialised wound dressing
to help promote wound healing. V.A.C.® TherapyTM uses T.R.A.C.® (Therapeutic
Regulated Accurate Care) technology to monitor and maintain the target pressure at
the wound site, which helps to deliver consistent therapy. 

MECHANISMS OF ACTION OF V.A.C.® THERAPYTM

V.A.C.® TherapyTM helps promote wound healing via a number of mechanisms, some
of which are characterised in laboratory studies and others, which are recognised, in
part, in the clinical setting (Banwell PE, Musgrave M. Topical negative pressure therapy:
mechanisms and indications. Int Wound J 2004; 1: 95-106). 

The application of V.A.C.® TherapyTM may result in:
■ transmission of micromechanical forces to the underlying tissue. These forces can

induce micro-deformations of the tissue and may activate intracellular signalling
pathways, resulting in increased cell proliferation and migration

■ stimulation of angiogenesis and promotion of wound contraction via remodelling
of collagen fibrils 

■ increased local blood perfusion. This can lead to a reduction in local oedema and
removal of excess interstitial fluid

■ physical and biochemical changes in the wound environment, which may
contribute to the increased granulation tissue formation that has been observed
during V.A.C.® TherapyTM

■ reduction in inhibitory substances. This may help to clear bacteria from the wound
environment, and may remove toxic compounds such as inhibitory mediators and
matrix metalloproteinases, thereby enhancing wound healing 

■ a moist wound environment. V.A.C.® TherapyTM provides a closed wound
environment and makes use of an adhesive semi-occlusive drape that retains
moisture and allows gas exchange. This drape also helps to prevent tissue
dehydration and wound contamination.

*Mortality rates in deep sternal wound infections using conventional treatment

• Five percent mortality rate reported by Milano CA, Georgiade G, Muhlbaier LH et al. Comparison of
omental and pectoralis flaps for post-sternotomy mediastinitis. Ann Thorac Surg 1999; 67: 377-80.

• Forty-six percent mortality rate (using open wound packing and debridement) reported by Sutherland
RD, Martinez HE, Guynes WA et al. Postoperative chest wound infections in patients requiring
coronary bypass: a controlled study evaluating prophylactic antibiotics. J Thorac Cardiovasc Surg 1977;
73: 947.

Notice to users: To help reduce the potential risk of serious or fatal injury, always consult a
physician, and read and follow all instructions for use, including V.A.C.® TherapyTM Safety
Information, Dressing Application instructions, V.A.C.® TherapyTM Unit instructions and
V.A.C.® TherapyTM Clinical Guidelines prior to each use. For additional information, please
visit the website at www.kci-medical.com/www.kci1.com.
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V.A.C.® TherapyTM should NOT be used:
■ without adequate surgical investigation, irrigation and debridement of the wound
■ in the presence of undebrided necrotic tissue or eschar 
■ where the patient has untreated/undebrided osteomyelitis 
■ where there is excessive or uncontrolled bleeding 
■ where the patient has a chest or pulmonary malignancy, or malignancy in the wound 
■ when experience or knowledge of the method is inadequate.

Special care should be taken in any of the following circumstances:
■ where there are exposed blood vessels, organs or nerves (adequate protection is

required using overlying fascia, tissue or other protective barrier, e.g. one or more
layers of a non-adherent vapour permeable interposed dressing) 

■ where the patient has vascular anastomoses, including coronary artery bypass grafts
■ where the patient has weakened, irradiated or sutured blood vessels or organs
■ where it is difficult to achieve haemostasis
■ when the patient has a bleeding disorder, i.e. coagulopathy (manage by packing the

wound and monitoring to assess appropriateness of V.A.C.® TherapyTM) 
■ when the patient is receiving concomitant therapy with anticoagulant medication 
■ where the wound contains bone fragments or sharp edges that could puncture

protective barriers, vessels or organs (manage by debriding the sharp edges and
protecting with one or more layers of a non-adherent interposed dressing)

V.A.C.® THERAPYTM IN SPECIAL CONSIDERATIONS
In addition to the special circumstances listed above, the following have been identified
as special considerations requiring particular expertise.

Paediatric patients and neonates 
■ the potential for haemodynamic effects is more significant. In the case of

haemodynamic compromise, pressure settings may be reduced
■ lower pressure settings (e.g. 50-75mmHg) may be recommended in neonates and

infants  
■ to avoid the problems of skin retraction and heart compression, it is important not to

overpack or oversize the foam dressing.

Post-cardiotomy syndrome   
In post-cardiotomy syndrome the closure or even approximation of the sternal halves
impairs cardiac filling and contraction. It is necessary to leave the sternum open for a few
days, according to clinical judgement. In such cases V.A.C.® TherapyTM can be used as a
temporary closure technique, usually after 24 hours, when bleeding is controlled and the
patient is haemodynamically stable. Delayed closure using V.A.C.® TherapyTM provides a
closed wound environment. It can also create a splinting effect of the chest, which may
contribute to respiratory stability. 
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Clinical features of mediastinitis may be masked by postoperative pain or concomitant
infection. Mediastinitis should be suspected in the presence of any or all of the following:
■ fever (i.e. above 38oC) and leucocytosis in the absence of local signs or symptoms
■ wound discharge (found in 70-80% of cases)
■ wound pain and tenderness
■ sternal instability/dehiscence 
■ dyspnoea after respiratory causes have been ruled out
■ wound cellulitis and wound fluctuance (evidence of fluid beneath incision)
■ positive blood culture or wound culture in combination with one of the above.

The principles of treatment for deep sternal wound infections include early recognition and
prompt treatment of infection (see Overview of treatment options, inside front flap).
Thorough irrigation and appropriate debridement will be necessary, after which initiation of
V.A.C.® TherapyTM may be considered.

CRITERIA FOR USING V.A.C.® THERAPYTM

If the patient meets the standard criteria for using V.A.C.® TherapyTM (see V.A.C.® TherapyTM

Clinical Guidelines) , V.A.C.® TherapyTM should be used where the patient has a deep sternal
wound infection with consideration of the following indications, contraindications and
special circumstances.

V.A.C.® TherapyTM should be:
■ considered in the management of deep sternal wound infections –  i.e. standard

treatment
■ considered where deep infection is either suspected or confirmed (after appropriate

debridement)
■ initiated as early as possible, after surgical investigation, irrigation and debridement,

together with targeted antibiotic therapy of the underlying infection and drainage.

The application of V.A.C.® TherapyTM in deep sternal wound infections may have
the following benefits:
■ re-establish sternal stability and permit sternal salvage
■ promote formation of granulation tissue and wound closure
■ enable patients to be extubated and mobilised early
■ decrease long-term mortality compared to conventional treatment options (Sjögren J,

Nilsson J, Gustafsson R et al. The impact of vacuum-assisted closure on long-term
survival after poststernotomy mediastinitis. Ann Thorac Surg 2005; 80:1270-75).  
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DRESSING APPLICATION TECHNIQUE
In addition to general recommendations for dressing application technique, the
following offers specific suggestions for the use of V.A.C.® TherapyTM in the
management of deep sternal wound infections.

1. Wound assessment and infection management
The first application of V.A.C.® TherapyTM should take place in the operating room
under general anaesthesia, following a comprehensive examination of the patient.

The decision to use V.A.C.® TherapyTM should be made by the lead clinician.
Patients should be assessed on an individual basis.

■ Remove all foreign bodies including free suture materials and wires, where
appropriate. 

■ Take cultures from appropriate sites, as directed by the lead clinician, to identify the
organism of the underlying infection. Tissue samples are better than swabs.

■ The underlying infection should be subject to active management including surgical
intervention and tailored antimicrobial therapy as deemed appropriate by the lead
clinician.

Haemostasis needs to be assured, and clinically relevant coagulopathy
identified and corrected. Bleeding should be investigated.

2.  Debridement 
■ Thoroughly debride the wound of necrotic tissue, all eschar and hardened slough.

Particular care is required to avoid injury to the heart, vascular anastomoses or other
vital structures.

■ Remove soft tissue, bone and costal cartilage that are clearly necrotic or infected as
thoroughly as possible. 

■ Irrigate the debrided wound with normal saline or other solution as directed by the
lead clinician.

■ Assess the wound for any significant persistent bleeding. 
■ Check and eliminate all bone fragments and irregular or sharp sternal edges in

contact with the heart (see Special care, p5). If necessary, and it is technically safe to
do so, the heart and lungs should be freed from the sternal edges (this should only
be performed by a surgeon with experience in this procedure). 

The use of bone wax is not recommended.

6

Fluid overload and systemic inflammatory response syndrome (SIRS)
Excessive fluid in the tissues and cavities (pleural/pericardial) causes the microcirculation to
be significantly impaired. V.A.C.® TherapyTM may be helpful in decreasing tissue fluid
overload and increasing the microcirculation. 

DISCONTINUING THERAPY
V.A.C.® TherapyTM should be stopped immediately and the dressing removed in
the following circumstances: 
■ the patient develops new onset cardiac arrhythmias/dysrrhythmias, hypotension or

low cardiac output state (where appropriate) 
■ the patient cannot tolerate the therapy because of pain (reducing pressure or

repositioning the dressing may alleviate pain) 
■ the patient is persistently septic (requires exploration/re-evaluation) 
■ onset or sudden increase in bleeding.

If there is a sudden increase in bleeding for any reason, or if frank blood is seen in
the tubing or in the canister, stop V.A.C.® TherapyTM, take measures to stop the
bleeding and seek attention from a surgeon with appropriate experience
immediately. 

2. V.A.C.® THERAPY™  IN STERNAL WOUND INFECTIONS



98

5.   V.A.C.® Drape application
■ Clean and dry the periwound area: if skin is moist as a result of perspiration, oil or

body fluids, a degreasing agent may be required.
■ For patients with fragile or excoriated periwound tissue, a protective, thin-layered

dressing (liquid barrier film), a hydrocolloid dressing or a vapour-permeable adhesive
film dressing may be applied.

■ Size and trim the V.A.C.® Drape to cover the foam dressing, with an additional 2-
5cm border to avoid skin irritation.

■ Avoid covering chest tube exit sites with the drape. 
■ If necessary, use more than one piece of drape to cover the area.

6. T.R.A.C.® Pad and tubing application 
■ Create a T.R.A.C.® Pad opening in the drape. Lift the drape with your thumb and

forefinger and cut a 1-2cm round hole.  
■ Apply the T.R.A.C.® Pad directly over the hole in the drape.
■ Apply gentle pressure around the T.R.A.C.® Pad to ensure complete adhesion.
■ If air leaks develop (e.g. around the exit site of the drainage tubes), additional drape

can be applied to create a seal.
■ If there is excess wound fluid or at the discretion of the lead clinician, one T.R.A.C.®

Pad can be placed in the upper (cranial) part of the wound and a further T.R.A.C.®

Pad placed in the lower (caudal) part of the wound. Connect the two tubes using a
Y-connector. 

7.  Commencing V.A.C.® TherapyTM

■ If appropriate, use a trial pressure setting of 50mmHg
to check for compression of the foam dressing into the
wound. 

■ If the foam is not flat (i.e at the level of the skin),
manipulate or add additional foam and repeat. 

■ Repeat the trial procedure. If the foam is at the level of
the skin, the negative pressure can then be increased to
125mmHg. In neonates and infants, a lower pressure
setting (e.g.50-75mmHg) may be recommended.

For patients with sternectomies or sternotomies, the continuous therapy
setting is recommended throughout the treatment period to help stabilise the
chest wall. The splinting effect may promote comfort for patients and may
facilitate extubation.
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3. Protection of the underlying structures
■ Protect the heart and any exposed blood vessels/

anastomoses, nerves or other organs using one or more
layers of a non-adherent interposed dressing. The
number of layers and type of non-adherent porous
material used is a decision that should be made by the
lead clinician. If possible, the interposed dressing should
be placed under the sternal edges by at least 1-2cm, and
especially under the left sternal portion. 

Protection of the underlying structures is possibly the
most important component of V.A.C.® TherapyTM

application in this wound type. Structures may shift on
application of V.A.C.® TherapyTM, potentially causing
contact between the heart and the sternal edges. The non-
adherent interposed layer and positioning of the foam
dressing is intended to protect the heart and prevents
adhesions and injury (i.e. cardiac rupture) during therapy.

4.   V.A.C.® foam dressing application
■ Cut the foam (V.A.C.® GranuFoam®), trimming it to fit

between the sternal edges, but 1.5 times broader than the
sternal gap, to allow for volume reduction when the
vacuum is applied. Note: the width of GranuFoam® is
usually sufficient to fit between the edges of an adult
sternum; to fit, turn on its side and cut to depth required.

■ Place the foam strip deep into the wound to extend just
below the lower edge of the sternum. Use sufficient foam
so that when the foam contracts it is at the level of the
posterior table of the sternum, and no higher. This prevents
the heart from rising up above this level and from coming
into contact with the posterior sternum.

■ Apply an additional layer of GranuFoam® subcutaneously
to cover the entire wound. This layer should be trimmed to
the shape of the wound. Allow a 2cm margin over the
surface of the skin, to allow for volume reduction during
vacuum application. 

■ Use more than one piece of foam if the wound is larger
than the largest dressing available. If required, ensure that
adjoining pieces of foam are in direct contact with one
another to provide even distribution of negative pressure.

■ Count the pieces of foam and record this information in the
patient’s records.
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V.A.C.® Drape

T.R.A.C.® Pad

V..A.C.® dressing should be
flat at the level of the skin
when therapy is commenced

Non-adherent, 
interposed  
dressing layer

V.A.C.®  
GranuFoam®

Right ventricle

Additional V.A.C.® GranuFoam® layer

Right ventricle

Non-adherent  
dressing layer 

A second layer of V.A.C.®
GranuFoam® should be
trimmed to the shape of the
wound.

A non-adherent, porous,
interposed dressing layer is
used to protect underlying
structures

The first layer of V.A.C.®
GranuFoam® is placed
between the sternal bone
edges to seal the gap.



Note: Laboratory parameters may be checked daily to monitor the wound. In some
centres, serum C-reactive protein (CRP) levels are used and the wound considered free of
infection when the serum CRP level is 50-70mg/L and decreasing, without other tissue
injury or infection elsewhere (Gustafsson R, Johnsson P, Algotsson L et al. Vacuum-
assisted closure therapy guided by C-reactive protein levels in patients with deep sternal
wound infections. J Thorac Cardiovas Surg 2002; 123: 895-900). 

V.A.C.® TherapyTM should be discontinued when the desired outcome has been
achieved for the patient as defined by the lead clinician (i.e. resolution of
infection and good granulation tissue in wound bed). A decision to restart
V.A.C.® TherapyTM if there is wound deterioration should be made at the
discretion of the lead clinician.

OPTIMISING THERAPY 
Obtaining maximum benefit from V.A.C.® TherapyTM relies on the treatment of the
underlying and associated wound aetiology, effective wound management strategies
(e.g. nutritional support), together with appropriate and safe use of the technology.
When V.A.C.® TherapyTM is used, this should be in combination with antibiotics
(according to local protocols) and be implemented as early as possible after appropriate
debridement. The consensus group identified the following tips for optimising therapy:

■ Exercise high index of suspicion. Decide early to open the sternum if there is any
clinical concern.

■ Avoid reopening spaces that have been closed when inspecting the wound at
dressing changes. Exercise caution where new granulation tissue has formed. 

■ Ensure meticulous irrigation, drainage and debridement prior to initiating V.A.C.®

TherapyTM.
■ Use a non-adherent interposed dressing between the sternum and heart to protect

underlying structures. 
■ Ensure sufficient foam to stabilise the sternum and protect underlying structures from

bony edges.
■ Ensure the width of the foam fits perfectly between the sternal edges. 
■ Use a negative pressure setting of 50mmHg at the start of the first application to

ensure sufficient foam and check haemodynamic stability before increasing to target
pressure levels.

■ Use photographic documentation of the wound to accurately evaluate progress. 
■ Create a specialist multidisciplinary team, or seek advice from those who are

experienced in the use of V.A.C.® TherapyTM in deep sternal wound infections.
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DRESSING CHANGES AND REPEAT APPLICATIONS
The manufacturer currently recommends that dressing changes should be repeated
every 48 hours or more often (i.e. every 12-24 hours) in the presence of infection.

■ Change the V.A.C.® dressing as directed by the lead clinician. 
■ Depending upon the individual clinical circumstances, dressing changes may be carried

out in the operating room under general anaesthesia, in the ICU using sedation as
required, or at the bedside.

■ At each dressing change, inspect all tissues, debride any necrotic and/or avascular areas,
repeat cultures if appropriate and ensure adequate haemostasis. In addition, check there
are no sharp edges and the posterior sternum is free from other tissues. 

■ Ensure all foam pieces have been removed.

Care must be taken when removing the dressing as there may be increased sternal
instability.  

MONITORING THE PATIENT AND THE WOUND
■ Regularly monitor the patient and the wound and tailor therapy as appropriate. 
■ Ideally, the same person should carry out the evaluation throughout the treatment

period. Photographic documentation of wound healing may be helpful.
■ If no response/improvement in the wound is observed within one to two weeks,

reconsider treatment including targeted antibiotic therapy and further debridement.
Consider other treatment modalities (e.g. pectoralis flap to reset the sternum).

■ Overall outcomes may be improved when KCI-trained wound care professionals are
involved in supporting clinicians using V.A.C.® TherapyTM.

The progress of wound healing should be monitored regularly:
■ The wound should begin to change colour and become a deeper red as perfusion

increases and there is evidence of granulation tissue formation. 
■ As the wound forms new granulation tissue, new epithelial growth should be seen at the

wound edges.
■ The volume of wound exudate should decrease.
■ Wound exudate may change in appearance from serosanguinous to serous or no

secretion.

*Based on manufacturer’s recommendations

Table 3.1: Recommended settings for infected sternal wounds* 

Cycle Target pressure V.A.C.® Dressing 
GranuFoam® change interval

Continuous for duration I25mmHg Every 48 hours (12-24
of therapy hours in presence of infection)
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The Impact of Vacuum-Assisted Closure™ on
Long-Term Survival After Post-Sternotomy
Mediastinitis

AUTHOR: Johan Sjögren, Johan Nilsson, Ronny Gustafsson, Malin Malmsjö & Richard Ingemansson 

JOURNAL: Annals of Thoracic Surgery 2005;80:1270-1275

Inclusion criteria
• Positive culture

• Clinical signs of post sternotomy
mediastinitis

• Reoperation with removal of the
sternal wires is required

Exclusion criteria
• Negative substernal tissue cultures at

the first revision

• Superficial sternal wound infection

Survival at 30 days, 1, 3
and 5 years. 

Risk factors for mediastinitis

46 developed
mediastinitis 

V.A.C.® Therapy™

4827 patients,  1 center

4781 without
mediastinitis

(control group)

BACKGROUND 
• Post-sternotomy mediastinitis after coronary artery bypass grafting is reported to be a strong predictor for

poor late survival when using conventional wound-healing therapies1.
• The risk of late death is reported to be two to three times higher in patients suffering from mediastinitis

after cardiac surgery compared with patients without mediastinitis

PURPOSE
The goal was to compare the long-term survival after mediastinitis treated with V.A.C.® Therapy™ with that of
patients without mediastinitis. A second goal was to identify risk factors for developing mediastinitis.

METHODS
• 4827 patients underwent isolated coronary bypass grafting in the Lund University Hospital between January

1999 and September 2004, of which 46 developed mediastinitis.

• The 46 patients developing mediastinitis were treated with V.A.C.® Therapy™, but without additional 
tissue flaps

• Actuarial survival was compared with the log-rank test.

• Univariate and multivariate analysis were used to identify risk factors for developing mediastinitis
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No difference in survival between patients with mediastinitis treated with V.A.C.®

Therapy™ and patients that did not develop mediastinitis

aSerum creatinine > 200µmol/L (2.27 mg/dL)
BMI = body mass index; CI = confidence interval; LVEF = left ventricular ejection fraction; OR = odds ratio

Results and Conclusions

The Information presented is only intended for distribution and use in operating geographies of KCI International
and is not intended for use in USA.

Unless otherwise indicated, trademarks and services marks herein are the property of KCI, its affiliates, and licensors.
The V.A.C.® system is subject to patents and/or pending patents.
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V.A.C.® THERAPY™ + MEDIASTINITIS NO-MEDIASTINITISp = 0.81

100% 97.5% 92.9% 96.5% 89.2% 92.1% 89.2% 86.9%

Survival in patients with mediastinitis treated with V.A.C.® Therapy™ compared to patients
without mediastinitis

CONCLUSIONS
• The present study suggests similar long-term survival between patients with V.A.C.® Therapy™-treated

mediastinitis and patients without mediastinitis after isolated CABG.

• Risk factors for developing mediastinitis were found. The independently identified risk factors  were similar to
those found in previous studies.

• Despite the fact that risk factors for developing mediastinitis were significantly higher in the V.A.C.®

Therapy™ group, the mortality was not increased.

• V.A.C.® Therapy™ minimizes the effect of mediastinitis on late survival after coronary artery bypass grafting.

1Braxton, J. H. et al. Mediastinitis and long-term survival after coronary artery bypass graft surgery. Ann. Thorac. Surg. 70, 2004-2007 (2000).

Risk factors for mediastinitis (percentage of patients)

Risk factor           Mediastinitis +
V.A.C.® Therapy™

Control
(no-mediastinitis) p Value

LVEF <30% 21.7 7.9 0.003

Diabetes mellitus 23.9 6.6 <0.001

Obesity (BMI >30) 47.8 19.1 <0.001v

Three-vessel disease 93.5 64.8 <0.001

Renal failurea 13 1.9 <0.001

Properative dialysis 4.3 0.7 0.05

Heart Failure 30.4 14.3 0.004

NYHA class III/IV 60.9 43.7 0.02

Procedure time 216 ±47 (minutes) 197 ±50 (minutes) 0.005        
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