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INTRODUCTION 

Acute wounds progress through a complex series of 

biochemical and cellular events described as the phases 

of wound healing: Hemostasis, inflammation, 

proliferation, and remodeling.1  

 Wounds requiring reconstruction are usually large with 

extensive soft-tissue loss.2 A skin graft is a segment of 

dermis and epidermis that is separated from its blood 

supply and donor site and transplanted to another 

recipient site on the body. The integration of these grafts 

to the recipient area consists of 3 phases: plasmatic 

imbibition (during first 24 hours), inosculation 

phase(starts after 48 hours) and capillary in growth phase 

until blood flow established from 4th to 7th day.  

Grafting of skin originated in India among the 

kumhar’s/potter’s about 3000 years ago.3 Skin grafting 

were described in the mid-to-late 19th century, including 

Reverdin’s use of the pinch graft in 1869;  Ollier’s and 

Thiersch’s uses of the split-thickness graft in 1872 and 

1886, respectively; and Wolfe’s and Krause’s use of the 

full-thickness graft in 1875 and 1893, respectively. 

Around the world, Brown and McDowell reported using 
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thick split thickness grafts (0.01-0.022-inch) for the 

treatment of burns in 1942.4 

Bolster dressing 

Bolster dressings are traditionally applied to splint the 

graft to the wound bed. In this technique a bolster is 

placed on the graft. This bolster is typically made using a 

nonadherent dressing layered on top with a soft, pliable, 

and absorbent material such as cotton balls or sterile 

gauze. NPWT has been advocated as a potential solution 

to some of these issues.5-7 

Negative pressure wound therapy (NPWT) 

NPWT also known as VAC (vacuum assisted closure) is 

one of the newest methods of dealing with complicated 

healing.8 The technology consists of the application of a 

dressing, usually foam or gauze, on the wound, which is 

then connected through tubing to a vacuum pump. The 

area is sealed with an adhesive film and the pump 

delivers a controlled negative pressure across the wound 

bed. NPWT is the application of sub atmospheric 

pressure to a wound to remove exudate and debris, via an 

integrated system consisting of a suction pump, separate 

exudate collection chamber, and dressing, over specific 

wound.  

The aim of NPWT is to facilitate wound healing, promote 

granulation of the wound bed using a negative pressure of 

60-125 mmHg on the wound bed.  

The vacuum draws out fluid from the wound, reduces 

soakage from the wound, reduces bacterial load, 

increases blood flow and promotes growth of the 

granulation tissue. The dressings used for the technique 

include open-cell foam dressings and gauze, sealed with 

an occlusive dressing intended to contain the vacuum at 

the wound site.  

Sub atmospheric pressure technique (VAC) has become 

popular in use since it was originally described by 

Morykwas et al.9 Combination of both SSG and negative 

therapy may result in increased wound healing rates and 

has become a well-recognized procedure for skin graft 

application and immobilization. However, the benefit of 

perioperative TNP application to SSG and, indeed, the 

mechanisms whereby TNP exerts its effects remain 

contentiously debated.10,11  

Negative pressure wound therapy (NPWT) has 

revolutionized the management of open wounds by 

mechanisms of bacteria clearance, moisture elimination, 

oedema reduction, and angiogenesis stimulation and 

result in a substantial decrease in wound surface area in a 

porcine model.12 

The present study was being planned to see the 

percentage of graft take, wound infection, hospital stay 

and need for redo SSG. 

METHODS 

Study design  

The study was a comparative study carried out at 

Command Hospital (western command) Chandimandir 

on patients presenting to or referred to this hospital who 

will meet the inclusion criteria. A total of 60 patients 

were enrolled in the study after a written informed 

consent. The patients were divided into the control group 

(split skin graft immobilized by traditional bolster 

dressings.) and study group (split skin graft immobilized 

by negative pressure wound therapy. 

Randomization  

Randomization was done using computer generated 

numbers. 

Study period  

Study took place from 1st March 2019 to 29th February 

2020. 

Ethical approval 

Ethical approval taken from the Ethical committee at 

Command hospital, Chandimandir under Chairmanship 

of Brigadier (Dr.) RDS Ahluwalia. 

Inclusion criteria 

Patient of any age group with wound which was 

amenable to wound debridement and SSG cover. Wound 

size >25 cm2  

Exclusion criteria 

Wounds with exposed major blood vessels or those in 

which hemostasis has not been achieved. 

Hemodynamically unstable patients. Wounds in patients 

who have vascular injury or those with signs of ischemia. 

Immunosuppressed patients or patients with significant 

co morbidities impairing wound healing. Grossly infected 

wounds.  

Technique  

Patients who meet the inclusion criterion were enrolled 

into the study. They were explained about the study by 

means of discussions. 

Informed and written consent was taken from the enrolled 

patients or the parents of minors for the study. The 

patient details, any known comorbidities, etiology and 

duration of the wound were noted. Detailed history of the 

disease and wound was taken followed by thorough 

general examination, systemic examination and local 

examination of wound. Investigations according to the 
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disease aetiology was done and results was recorded in 

the proforma.  

Initial debridement of wound will be done surgically 

followed by dressing of betadine-saline. Once healthy 

bed of granulation is seen, SSG was applied. After SSG 

was laid, patients were divided into the control group 

[SSG immobilized by traditional bolster dressings 

(TBD)] and study group (SSG immobilized by NPWT). 

In the traditional bolster dressing group, the SSG was 

secured to the recipient site using bolster dressing. In this 

technique a bolster is placed on the graft.21,22 This bolster 

is typically made using a nonadherent dressing layered on 

top with a soft, pliable, and absorbent material such as 

cotton balls or sterile gauze. Based on the location of the 

injury, bed rest, a sling, or a splint was used to keep the 

area immobilized.23,24 

In the NPWT group, the SSG was secured to the recipient 

site using circumferential staples, followed by placement 

of a nonadherent dressing.25,27 The VAC sponge was cut 

to match the contour of the wound and secured to the 

surrounding skin. Continuous negative pressure was 

ensured by connected tubing through a vacuum pump in 

form of a portable unit (VAC Ulta; KCI International, 

San Antonio, TX) and the suction pressure would be kept 

at -125 mmHg.28 During the postoperative period, the 

affected area was immobilized. Creation of effective 

negative pressure confirmed by watching of collapsed 

foam and absence of any gushing sound of air leak.29,30 

The dressings in both groups were opened and percentage 

of graft take assessed in presence of senior plastic 

surgeon on 5th postoperative day and further on 7th and 9th 

day. Wound examined and details of wound were noted 

in the proforma and photographs were taken. 

Statistical analysis 

Data analysis was performed using statistical analysis 

tool SSPS statistics. Categorial data was reported as 

percentage. Comparison of categorial data was done with 

the help of Chi Square or fisher’s exact test. A two side p 

value less than 0.05 was considered significant. 

RESULTS 

Study titled “compare outcomes between application of 

negative pressure wound therapy (NPWT) to split skin 

grafts versus split skin graft immobilized by traditional 

bolster dressings (TBD)” was conducted at Command 

Hospital, Chandimandir on 60 patients from 1st March 

2019 to 29th February 2020. 
 

Table 1: Summary characteristics of the study. 

Characteristics NPWT Traditional bolster dressing P value 

N (total =60) 30 30 1 

Age (years) 52.73 45 0.106 

Sex (male/female) 24/06 22/08 0.541 

Diabetes 13.33% 6.67% 0.39 

Mean days of admission (days±SD) 14.1±4.28 18.63±8.57 0.006 

Post SSG duration of stay (days±SD) 9.9±0.61 13.03±1.4 0.001 

Grafted area (cm2) (mean±SD) 105.63±22.4 80.55±18.66 0.14 

% of graft take at 5th day follow-up (%±SD) 83.16±4.1% 78.12±3.76% 0.014 

% of graft take at 7th day follow-up (%±SD) 89.83±4.12% 84.334.66% 0.026 

% of graft take at 9th day follow-up (%±SD) 96.33±5.3% 92.67±5.24% 0.038 

Complications in graft failure 6.67% 13.33% 0.019 

Need for redo SSG 6.67% 10% 0.046 
 

 

Figure 1: Gender profile. 

 

Figure 2: Age profile. 
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Demography 

In NPWT group, there were 2 subjects <10 years, 15 

subjects within 10-40 years and 13 subjects >40 years. In 

TBD group, there were 3 subjects <10 years, 14 subjects 

within 10-40 years and 13 subjects >40 years. There was 

no statistical difference between the groups in age 

distribution and hence both groups were comparable. 

In INPWT group, there were 24 males and 6 females. In 

TBD group, there were 22 males and 8 females. Chi 

square test was applied and p value of 0.541 (>0.05) was 

derived indicating no statistical difference between the 

groups. 

 

Figure 3: Etiology distribution. 

Chi square test was applied and p value of 0.422 (>0.05) 

was derived indicating no statistical difference between 

the groups. 

 

Figure 4: Site of wound. 

Chi square test was applied and p value of 0.06 (>0.05) 

was derived indicating no statistical difference between 

the groups 

Graft uptake 

In present study, graft take on day 5th with NPWT group 

was 83.16±4.1% and graft take by TBD group was 

78.12±3.76%. P value of 0.014 (<0.05) was derived 

indicating statistical difference between the groups. 

 

Figure 5: Graft uptake. 

Graft take on day 7th with NPWT group was 

89.83±4.12% and graft take by TBD group was 

84.33±4.66%. P value of 0.026 (<0.05) was derived 

indicating statistical difference between the groups. 

Final graft take on day 9th with NPWT group was 

96.33±5.3% and graft take by TBD group was 

92.67±5.24%. P value of 0.038 (<0.05) was derived 

indicating statistical difference between the groups. 

Post-split skin graft days 

In present study, In NPWT group, mean post SSG days 

were 5.6±1.2 days. In TBD group, mean post SSG days 

were 7.4±1.4 days. P value of 0.03 (<0.05) was derived 

indicating statistical difference between the groups. 

 

Figure 6: Number of post SSG stay. 
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In NPWT group, mean Post SSG days were 9.9 days. In 

TBD group, mean Post SSG days were 13.03 days. t test 

was applied and p value of 0.001 (<0.05) was derived 

indicating statistical difference between the groups. 

Need for redo split skin graft 

In present study, 6.67% of cases required redo SSG in 

NPWT group and 10% of cases required redo SSG in 

TBD group. In a study by Llanos et al, SSG with vacuum 

therapy had revision rate 8.5% and SSG with traditional 

dressing had revision rate 14%. 

 

Figure 7: SSG bolstered with traditional bolster 

dressing: A) SSG applied over wound; B) SSG 

bolstered with traditional bolster dressing; C) final 

look on wound on 9th day. 

 

Figure 8: SSG bolstered with traditional bolster 

dressing: A) post RTA wound after applying SSG; B) 

SSG secured with traditional bolster dressing; C) 3rd 

look on SSG on 9th day. 

 

Figure 9: SSG bolstered with NPWT VAC dressing: 

A) look of wound after SSG; B) SSG bolstered with 

NPWT VAC machine; C) 3rd look of SSG with NPWT 

on 9th day. 

 

Figure 10: SSG bolstered with NPWT VAC dressing: 

A) A case of # shaft tibia, fibula right leg; B) look of 

wound with SSG; C) SSG bolstered with NPWT 

through VAC machine; D) 3rd look of SSG with 

NPWT on 9th day. 

DISCUSSION 

This study was conducted at Command Hospital, 

Chandimandir on 60 patients from 1st March 2019 to 

29th February 2020. 

In NPWT group, there were 10 subjects within 10-40 

years and 20 subjects >40 years. In TBD group, there 

were 3 subjects <10 years, 14 subjects within 10-40 years 

and 13 subjects >40 years. 

Chi square test was applied and p value of 0.76 (>0.05) 

was derived indicating no statistical difference between 

the groups. 
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Graft uptake 

In present study, graft take on day 5th with NPWT group 

was 83.16±4.1% and graft take by TBD group was 

78.12±3.76%. Graft take on day 7th with NPWT group 

was 89.83±4.12% and graft take by TBD group was 

84.33±4.66%. Final graft take on day 9th with NPWT 

group was 96.33±5.3% and graft take by TBD group was 

92.67±5.24%.  

In a study by Petkar et al, final graft take by NPWT 

group was 95.5±4.33 % and graft take by TBD group was 

86.7±6.71%. 31 

Study by Moisidis  et al observed that at 2 weeks, wounds 

that received a topical negative pressure dressing had a 

greater degree of epithelialization in six cases (30 

percent), the same degree of epithelialization in nine 

cases (45%), and less epithelialization in five cases (25%) 

compared with their respective control wounds, Although 

the quantitative graft take was not significant, the 

qualitative graft take was found to be significantly better 

with the use of topical negative pressure therapy 

(p<0.05). Topical negative pressure significantly 

improved the qualitative appearance of split-thickness 

skin grafts as compared with standard bolster dressings.32 

Scherer LA observed that VAC group required 

significantly fewer repeated STSGs [1 (3%) versus 5 

(19%); p=0.04). Two additional graft failures occurred in 

the no-VAC group. Study concluded that data suggesting 

a negative-pressure dressing over an STSG site may 

improve overall graft survival, as measured by fewer 

episodes of repeated grafting.33 

Pyo et al observed that VAC therapy reduced graft loss 

and improved graft success rate due its close contact 

ability. The patient was satisfied with the ease of dressing 

and handiness. In addition, patients and medical staff 

have satisfactory results due to increased mobility during 

hospitalization.34 

Blackburn et al and Argenta et al found that it is a useful 

than bolster dressing in sites which are difficult.6,35 

Argenta et al also reported that there is better and faster 

engraftment of Integra over exposed tendon, bone, joint, 

and bowel with use of VAC.35 

Hence, present study observations corroborate with 

findings of other contemporary studies in its finding that 

graft take was significantly higher in NPWT group than 

in TBD group. 

POST-split skin graft days 

In present study, In NPWT group, mean post SSG days 

were 5.6±1.2 days. In TBD group, mean post SSG days 

were 7.4±1.4 days.  

In a study by Petkar et al, Post SSG days were 8±1.48 

days in NPWT group and 11±2.2 days in TBD group 

after surgery. Each of these differences was found to be 

statistically significant (p<0.001).36 

Hence, result of present study was comparable with other 

studies in the observation that post SSG days were 

shorter for NPWT group. 

Duration of hospital stay 

In present study, total hospital stay in NPWT group was 

13.47±4.3 days, where as in TBD group it was 16.9±5.8 

days. P value of 0.01 (<0.05) was derived indicating 

statistical difference between the groups. 

Study by Llanos et al observed that total length of stay 

was 13.5 days (range, 11-22 days) in the NPC group 

versus 17 days (range, 10-31 days) in the control group 

(p=0.010). This difference maintained its statistical 

significance (p<0.001).37 

Hence, result of present study was comparable with other 

studies in the observation that hospital stay days were 

shorter for NPWT group. 

A study by Hynes et al concluded that split-thickness 

skin grafts in combination with negative pressure 

dressings were the most effective and appropriate means 

of treating axillary defects such as severe hidradenitis 

suppurativa following their surgical excision.38 

Complications  

In present study, 1 graft developed infection and 1 graft 

developed seroma in NPWT group. In TBD group, 2 

graft developed seroma and 2 graft developed infection. 

There was statistically significant difference between the 

groups. 

In a study by Petkar et al, no complications were 

observed in the NPWT group where as in TBD group, 3 

cases of graft infection were noted. In a study by Saiiq 

et al, no complications were observed in the NPWT 

group where as in TBD group, 2 cases of graft infection 

were noted.36 

Present study corroborates the findings of majority of 

other studies by demonstrating a better adherence of the 

graft to the bed leading to less complication in NPWT 

group. 

Need for redo split skin graft 

In present study, 6.67% of cases required redo SSG in 

NPWT group and 10% of cases required redo SSG in 

TBD group.  
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In a study by Llanos et al, SSG with vacuum therapy had 

revision rate 8.5% and SSG with traditional dressing had 

revision rate 14 %.37 

Result of present study concurs with the findings of other 

studies in that need for redo procedure was significantly 

less in NPWT group when compared to TBD group. 

Limitation of the study was that this study was a single 

centre study. 

CONCLUSION 

Application of negative pressure wound therapy on split 

skin graft is beneficial in terms of better graft uptake, 

lesser infection, shortened post graft hospital stays and 

shorter hospital stays. Need for redo SSG is reduced in 

negative pressure wound therapy on split skin graft. The 

findings from present study suggests that negative 

pressure wound therapy dressing speeds up the process of 

graft take and it is particularly useful when the graft site 

is anatomically challenging, the graft bed is highly 

contoured, and the grafting conditions seem less-than-

ideal for complete graft take. So, this study advances 

knowledge and understanding in the field of negative 

pressure wound therapy in terms of better graft uptake 

and less complications. 

Recommendations 

This study recommends for more use of NPWT in terms 

of better graft uptake and less complications and the need 

for such local studies and hence allow more meaningful 

comparison of results in local population. Study also 

recommends the conduct of a multicentre local study to 

confirm and improve upon result. 

ACKNOWLEDGEMENTS 

I express my deep sense of gratitude to my guide, 

Brigadier (Dr.) Surajit Basu, SM, Consultant (surgeon) 

and reconstructive surgery, then HOD, Department of 

surgery, Command Hospital (WC), Chandimandir for his 

valuable guidance, encouragement and support 

throughout this work.  My special thanks to Major 

General (Dr.) C. K. Jakhmola, Brigadier (Dr.) R. D. S. 

Ahluwalia, Brigadier (Dr.) Sandeep Bhandari, VSM, 

Lieutenant Colonel (Dr.) Aman Arora, Lieutenant 

Colonel (Dr.) V. K. Pandey and late Lieutenant Colonel 

(Dr.) Rajat Dutta for always encouraging and supporting 

me when I needed the most.  

Funding: No funding sources 

Conflict of interest: None declared 

Ethical approval: The study was approved by the 

Institutional Ethics Committee 

 

 

REFERENCES 

1. Orgill DP, Manders EK. The mechanisms of action 

of vacuum assisted closure: more to learn. Surgery. 

2009;146:40-51. 

2. Mohsin M, Zargar HR, Wani AH, Zaroo MI, Baba 

PUF, Bashir SA, et al. Role of customised negative-

pressure wound therapy in the integration of split-

thickness skin grafts: a randomised control study. 

Indian J Plast Surg. 2017 Jan;50(01):043-9. 

3. M Kenkel Jeffery, Barton Fritz DG, eds. History of 

skin grafts. In: Selected readings in Plastic surgery. 

Stanford Medicine; 2004  

4. Mcdowell F, Valone Ja, Brown JB. Bibliography 

and historical note on plastic surgery of the nose. 

Plast Reconstr Surg. 1952;10(3):149-85.  

5. Argenta LC, Morykwas M, Marks M. Vacuum-

assisted closure: state of clinic art. Plast Reconstr 

Surg. 2006;117:127-42. 

6. Dainty LA, Bosco J, Mcbroom J. Novel techniques 

to improve split thickness Skin graft viability during 

vulvo-vaginal reconstruction. Gynecol Oncol. 

2005;97:949-52. 

7. Weinfeld AB, Kelly P, Yuskel P. Circumferential 

negative-pressure dressing (VAC) to bolster skin 

grafts in the reconstruction of the penile shaft and 

Scrotum. Ann Plast Surg. 2005;54:178-83. 

8. Ulianko J, Janek J, Laca Ľ. The use of negative 

pressure wound therapy in the fixation of split-

thickness skin grafts. Rozhl Chir. 2017;96(1):18-24.  

9. Morykwas MJ, Argenta LC, Shelton-Brown EI. 

Vacuum-assisted closure: a new method for wound 

control and treatment: animal studies and basic 

Foundation. Ann Plast Surg. 1997;38:553-62. 

10. Wackenfors A, Sjogren J, Gustafsson R. Effects of 

vacuum-assisted closure therapy on inguinal wound 

edge microvascular blood flow. Wound Repair 

Regen. 2004;12:600-6. 

11. Chen SZ, Li J, Li XY. Effects of vacuum-assisted 

closure on wound Microcirculation: an experimental 

study. Asian J Surg. 2005;28:211-7. 

12. Jones SM, Banwell PE, Shakespeare PG. Advances 

in wound healing: topical negative pressure therapy. 

Postgrad Med J. 2005;81:353-7. 

13. Robbins S, Cotran RS, Kumar V, Abbas AK, Fausto 

N, Zacharias MC, et al, eds. Robbins and Cotran 

Pathology pathological bases of diseases. In: 

Pathology Pathological bases of Diseases. 7th edn.  

Rio de Janeiro: Elsevier; 2005:1592.   

14. Nayak BS, Sandiford S, Maxwell A. Evaluation of 

wound healing of ethanolic extract of 

Morindacetrifolia L leaf. Evid Based Complement 

Alternat Med. 2009;6:351-6 

15. Henry G, Garner WL. Inflammatory mediators in 

wound healing. Surg Clin North Am. 

2003;83(3):483-507. 

16. Houlton JJ, Hom DB. Approaching delayed-healing 

wounds on the face and neck. Fac Plast Surg Clin. 

2013;21(1):81-93. 



Agrawal N. Int Surg J. 2023 Aug;10(8):1317-1324 

                                                                                              
                                                                                              International Surgery Journal | August 2023 | Vol 10 | Issue 8    Page 1324 

17. Soo C, Shaw WW, Zhang X. Differential expression 

of matrix metalloproteinases and their tissue-derived 

inhibitors in cutaneous wound repair. Plast Reconstr 

Surg. 2000;105(2):638-47 

18. Townsend CM Jr, Beauchamp RD, Evers BM, 

Mattox KL, eds. Sabiston, Textbook of Surgery. 

20th edn. Vol. 2. Elsevier- Health Sciences 

Division; 2016;68. 

19. Blume PA, Key JJ. Skin grafts. In: Dockery GL, 

Crawford EC, eds. Lower Extremity Soft Tissue and 

Cutaneous Plastic Surgery. Philadelphia: Saunders; 

2004:157-171.  

20. Emerick KS, Deschler DG. Incidence of donor site 

skin graft loss requiring surgical intervention with 

the radial forearm free flap. Head Neck 

2007;29:573-6.  

21. McGregor AD, McGregor IA. Fundamental 

techniques of plastic surgery and their surgical 

applications, 10th edn. Churchill Livingstone: 

London; 2000. 

22. Rothstein AC. Skin grafting techniques. J Am 

Podiatr Med Assoc. 1983;73:70. 

23. Polk HC. Adherence of thin skin grafts. Surg 

Forum. 1966;17:487-9.  

24. Hauben DJ, Baruchin A, Mahler A. On the history 

of the free skin graft. Ann Plast Surg. 

1982;9(3):242-5. 

25. Davis JS. The story of plastic surgery. Ann Surg. 

1994:113:641. 

26. Smahel J. The healing of skin grafts. Clin Plast 

Surg. 1977:4(3):409-24. 

27. Brady JG, Grande DJ, Katz AE. The purse strijg 

suturing in facial reconstruction. J Dermatol Surg 

Oncol. 1992;18(9):812-6. 

28. Greeley PW. Collective review the full thickness 

skin grafts. Plast Reconstr Surg. 1952;9:64-7. 

29. Sawada Y, Yotsuyanagi T, Ara M, Sone K. 

Experiences using silicone gel tie-over dressing 

following skin grafting. Burns. 1990;16:353-7. 

30. Adams DC, Ramsey ML, Marks VJ. The running 

bolster suture for full-thickness skin grafts. 

Dermatol Surg. 2004;30(1):92-4. 

31. Llanos S, Danilla S, Barraza C, Armijo E, Piñeros 

JL, Quintas M, et al. Effectiveness of negative 

pressure closure in the integration of split thickness 

skin grafts: a randomized, double-masked, 

controlled trial. Ann Surg. 2006;244(5):700. 

32. Moisidis E, Heath T, Boorer C, Ho K, Deva AK. A 

prospective, blinded, randomized, controlled clinical 

trial of topical negative pressure use in skin grafting. 

Plast Reconstr Surg. 2004;114:917-22. 

33. Scherer LA, Shiver S, Chang M, Meredith JW, 

Owings JT. The vacuum assisted closure device: a 

method of securing skin grafts and improving graft 

survival. Arch Surg. 2002;137(8):930-4. 

34. Pyo SB, Sung KY, Joo HS, Song JK, Lim SY. 

Vaccum-assisted closure therapy in split-thickness 

skin graft on the wound on the contours of the body. 

J Wound Manage Res. 2017;13(2):35-9. 

35. Blackburn JH 2nd, Boemi L, Hall WW, Jeffords K, 

Hauck RM, Banducci DR, et al. Negative-pressure 

dressings as a bolster for skin grafts. Ann Plast 

Surg. 1998;40(5):453-7. 

36. Petkar KS, Dhanraj P, Kingsly PM, Sreekar H, 

Lakshmanarao A, Lamba S, et al. A prospective 

randomized controlled trial comparing negative 

pressure dressing and conventional dressing 

methods on split-thickness skin grafts in burned 

patients. Burns. 2011;37:925-9. 

37. Llanos S, Danilla S, Barraza C, Armijo E, Piñeros 

JL, Quintas M, et al. Effectiveness of negative 

pressure closure in the integration of split thickness 

skin grafts: a randomized, double-masked, 

controlled trial. Ann Surg. 2006;244(5):700-5..  

38. Hynes PJ, Earley MJ, Lawlor D. Split-thickness skin 

grafts and negative-pressure dressings in the 

treatment of axillary hidradenitis suppurativa. Br J 

Plast Surg. 2002;55(6):507-9. 

 

 

 

 

 

 

 

 

Cite this article as: Agrawal N. Comparative study 

of outcomes between application of negative pressure 

wound therapy to split skin graft versus split skin 

graft immobilized by traditional bolster dressing. Int 

Surg J 2023;10:1317-24. 


