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From The President’s Pen...From The President’s Pen...
New  changes  are  taking  place  in  the
Veterinary Wound Management Society
and change is good!

what's new?

First of all,  the society has a new web
address: www.vwms.net! Not only is this
a  new  address,  but  it  also  offers  the
society an email forwarding service and
a new Gmail account, so that members
can  contact  board  members  past  and
present  with  a  variety  of  questions
involving wound cases and the society
itself.  In  addition  to  this,  we  will  also
launch our first pursuit into the realm of
social  media.  This  will  occur  with  the
creation of a Facebook page dedicated
to  information  and  news  involving  the
Veterinary Wound Management Society.
So  as  cliché  as  it  sounds,  like  us  on
Facebook. These efforts are essential to
achieving  the  mission  of  the  society.
These  changes  are  in  efforts  to
encourage and retain membership, and
ultimately  it  is  these  same  members
(you  and  I)  that  aid  in  making  this  a
wonderful and worthwhile society. 

Yet there are those that still need more
encouragement.  Membership  in  the
VWMS also provides for a 20% discount
on the following texts:

Hopefully,  this  then  provides  the
encouragement people need and we will
be fortunate enough to have them join
us.  Now it  is  understandable that  time
can pass quickly,  but fret not,  because
for those past members who may forget
and have yet  to renew membership,  a
final message will  be provided in place
of  the  Summer  newsletter.  We  are
considering this as a one-time exception
to the VWMS constitution, which reads
as such:
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Veterinary Wound Management Society Newsletter


Access to archived proceedings from VWMS continuing education programs


Voting privileges in the Veterinary Wound Management Society
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Dues will be assessed on 
January 1 of each year and 

will cover membership 
through December 31 of 

that year.  A member 
delinquent in payment of 

dues by March 1 will forfeit 
his/her membership, will not 

exercise a vote or hold 
office, and will not be listed 

in the Membership 
Directory.  In such cases, the 
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the Board of Directors as a 

new member.  Past-
Presidents are exempt from 
payment of dues following 
retirement from the Board 

of Directors.
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what are we doing to 
encourage others?

Still we need to bolster the ranks. To do
so we are now offering free membership
to  veterinary  students,  veterinary
technician  students,  interns,  and
residents.  Please  pass  along  this
valuable information to those individuals
and have them please download and fill
out  the  initial  membership  application
form located under the membership tab
on the website and send the completed
form  attached  in  a  message  to
membership@vwms.net.  They will  also
have  to  proceed  through  the  PayPal
portion  of  the website  to  complete the
enrollment process (at no charge). 
 

so why does my membership 
matter?

Membership is vital to the success and
development of the VWMS. It  provides
the vehicle for the society to accomplish
all  facets  of  our  mission.  It  provides
collaboration.  Members  provide
contributions  to  each  and  every
newsletter.  Furthermore,  current
members  (those  same  interns  and
residents) will be future members, 

committee  members,  and  board
members. In the near future, a vote will
be necessary for the upcoming treasurer
and president-elect positions. Obviously
we  need  your  membership,  and  we
need  your  vote  as  well.  This  is  your
opportunity to aid in shaping the future
of the VWMS. All of this will further 

enhance your personal experience with
the society as well  as benefit  those in
the society. But more importantly, it will
benefit  our  patients  and  clientele.
Please join us. Thank you.

Jude T. Bordelon, DVM, MS, DACVS
President, VWMS 
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Wounds Heal... Sometimes Despite What We Do!

Aylin Atilla, DVM, DACVS
Faculty of Veterinary Medicine

University of Calgary
Alberta, Canada

A  6  year  old  MN  greyhound  was
presented  on  July  15th for  treatment
after being bitten by a Great Dane.  A
large  degloving  injury  was  created  by
the bite, leaving a flap of skin with the
base over the right dorsal scapular area
and the point at the ventral left scapular
area.  

Initial  bloodwork showed a PCV of 67.
Analgesia  was  supplied  with  a
continuous  rate  infusion  of
fentanyl/lidocaine/ketamine  and  the
wound was evaluated.  The wound area
was  lavaged,  and  the  skin  flap  was
sutured back in place.  A hole in the flap 

was  used  to  apply  an  improvised
version of negative pressure, using wall
suction instead of  a dedicated vacuum

unit.  Initial  culture  revealed  an
enterococcus  that  was  believed  to  be
susceptible to enrofloxacin. The patient
was  switched  from  cefazolin  to
enrofloxacin  at  the  time  we  got  the
culture. 

Within two days after presentation,  the
entire skin flap had died and had to be
removed.  On  July  20th,  NPWT  was
stopped  because  the  suction  was  too
inconsistent to be useful.  The vacuum
level was supposed to be maintained at
125mmHg,  but  fluctuated  greatly,
sometimes  reaching  200.   The  wound
did not  appear  to be progressing well,
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If you have a particular 
noteworthy case please submit 
details and pictures concerning 

that case for inclusion in our 
future newsletters!

(Min. 500 words).

The mission of the Veterinary Wound Management Society is to advance the 
art and science of animal wound management, thus promoting excellence in 

the field.
Toward this purpose, the Society will:

Membership:
Associate  and  affiliate  into  one  organization,  doctors  of  veterinary 
medicine,  veterinary  technicians,  veterinary  students,  and  other 
individuals  engaged  in the  practice  of,  or who  have  special  interest  in, 
the field of veterinary wound management.

Research:
Encourage  research  and  scientific  progress  relating  to  prevention, 
diagnosis,  and  therapy of wounds in animals, to include studies in 
comparative medicine and medical literature.  

Education:
Promote  education  by  the  communication  and  dissemination  of 
knowledge  relating  to  wound  management.  This  would  include 
establishing or participation in  an  annual  conference(held during the 
North American Veterinary Conference)  focusing  on  clinical  case  and 
research  presentations  of  current  concepts  in wound  management. 
Additionally, we encourage VWMS members to disseminate information 
through publication  in veterinary  medical  and  comparative  medical 
literature.

Service:
Strive to provide service to the public using current wound management 
medications, materials, and techniques.

Fig 1. Patient at the time of presentation.
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so  treatment  was  switched  to  regular
wet  to  dry  bandages  with  sugar.   On
July  23rd,  the  wound  appeared  to  be
ready for partial closure.  

Unfortunately,  the  partial  closure
dehisced completely.   Another bacterial
culture was taken and returned positive
for MRSP, susceptible to amikacin and
doxycycline. Treatment with doxycycline
was  commenced.  The  appearance  of
the wound again improved, and closure
was attempted a second time on August
8th.    

An advancement  flap from caudal  and
rotational  flaps  from  cranial  along  the
neck were performed and were able to
close  a  significant  amount  of  it.   A
penrose drain was placed at that time as
there  was  a  large  pocket  on  the  right
side  of  the  wound.  In  addition,  the
patient  had developed decubital  ulcers
over  both  elbows  which  were
addressed.  

Another  culture  was  taken  which
revealed a Methicillin susceptible staph
that  was  only  resistant  to  doxycycline.
All antibiotics were stopped at that time.
The patient was not being too active and
there  really  was  not  an  excessive
amount of tension on some of the areas
that had fallen apart.   

Treatment  with  aminocaproic  acid  was
briefly attempted as a large amount  of
bruising  had  developed  (in  the  initial
days) and the PCV had dropped to mid-
30's.   The patient's  albumin had been
trending low but he was eating well  at
home - mixed adult and puppy food.   

At  that  time,  treatment  with  topical
Manuka  honey  was  started.   Another
partial  closure  was  performed,  and  a
running  suture  was  placed  across  the
rest  of  the  wound  in  an  effort  to
pretension  the  skin  and  cause
mechanical  creep.   The  closure  was
tightened slightly after being allowed to
settle  for  one  week.  However,  this
caused  the  running  suture  to  start

cutting through the skin without exerting
any tension, at which point the running
suture was removed.

Treatment  with  topicals  and bandaging
continued.   In  October,  the  practice
obtained  a  loaner  VAC  machine  from
KCI and applied it  to  the wound for  a
weekend.   We  had  numerous  issues
with the machine over the weekend so it
was only used for 3 days.  At that point,
the owners decided to give their dog up
to  a  rescue.   Because  of  financial
constraints, and the fact that the patient
was  happy  and  doing  well,  it  was
decided to continue with some treatment
that the foster family could do at home.
Every  day  they  were  tasked  with
bringing  him  into  a  bathub  or  shower
and  doing  warm  hydrotherapy  on  the
wound  to  cleanse  and  help  remove
exudate.   Then  they  applied  either
honey  or  topical  silver  sulfadiazene  to
the wound and a non-stick Telfa pad on
top and finally a t-shirt.  

Fortunately,  the  patient  has  healed
completely.   The  VAC  may  have  had
some effect in stimulating his wound to
start  healing  and  in  getting  the  skin
edges to adhere, but there is no way to
prove its efficacy in this case.  This case
is  definitely  a  good  reminder  that
sometimes it is good to take a step back
and  go  back  to  the  basics.   And  that
wounds heal – sometimes despite what
we do!
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Fig 2. First attempt at partial closure on July
23rd.

Fig 3. Wound area prior to second attempt at
closure on August 8th.

Fig  4.  Second  attempt  at  closure,  one  day
postoperatively.

Fig  5.  Partial  dehiscence of  second closure
attempt - a few days postop.

Fig 6. Post-treatment with Manuka honey; just
before placement of running suture to attempt
to reduce wound area with mechanical creep.

Fig  7.  Running  suture  a  few  days  after
tightening;  observe  how  suture  is  cutting
through the skin with little reduction in wound
area.

Fig  8.  Appearance  of  wound  at  the  end  of
November; approximately 4 1/2 months after
presentation and after all attempts at surgical
closure have ceased.

Fig  9.  Appearance  of  wound  at  the  end  of
January;  approximately  6  1/2  months  after
presentation.
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Regional Limb Perfusion for Adjunct  Therapy 
in Equine Distal Limb Wounds

Logan Potts, DVM
Brock Veterinary Clinic

Lamesa, Texas

Equine wounds often lend themselves to
infection  through  communication  with
synovial  structures  such  as  tendon
sheaths, bursas, and joints. In addition,
wounds of the distal limb of horses are
often  left  to  secondary  closure  or
second  intention  healing  due  to
environmental  contamination  and  time
elapse  before  presentation  to  a
veterinarian.  Subsequently,  cellulitis  or
synovitis  is  a  common  sequela  that
often  requires  adjunctive  regional
antibiotic  administration.  The  use  of
regional limb perfusions (RLP) in horses
offers the advantage of having antibiotic
levels  exceed  that  of  systemic
administration  directly  at  the  site  most
needed  without  the  systemic  side
effects1.  This column is presented as an
overview of the technique of performing
a RLP for  adjunct  treatment  of  equine
distal limb wounds.

Regional limb perfusions offer antibiotic
delivery  to  the  distal  limb  taking
advantage of diffusion of antibiotics via
pressure gradients and venous capillary
architecture2.  Its use in horses was first
described in 1990 to aid in the treatment
of orthopedic infections2. The diffusion of
antibiotic  delivery  has  been  described
by either  intravenous (IVRLP) or  intra-
osseous  (IORLP)  routes  of
administration.   The  IV  route  of
administration  offers  the  advantage  of
not  having the added cost  of  an intra-
osseous canula and not having to gain
access to the parent bone of interest1,3.
However, the disadvantages of IV route
include  difficulty  in  finding  a  vessel  to
catheterize,  trauma to  the  vessel  after
repeated catheterizations,  and possibly
causing  cellulitis  of  the  limb  or
thrombosis  of  the  vessel1,3.    The
advantages of the IO route includes less
trauma of repeated catheterization of a
lower  limb  vessel;  however,  studies
have shown that it is difficult to maintain
a  tight  perfusion  seal  at  the  bone
interface, resulting in leakage of desired
antibiotics,  and  that  gaining  access  to
parent bone may induce more trauma2.

Regardless of route, the site of injection
is aseptically prepared and a tourniquet
is  placed  on  the  limb.  Traditionally,  a
tourniquet is usually placed around the
mid  diaphyseal  area  of  a  distal  limb
proximal  to  the  injection  site.  Other
techniques  describe  the  use  of  two
tourniquets with the second being below
the  area  of  interest4.    The  kind  of
tourniquet  varies  with  clinician
preference  with  some  preferring  a
pneumatic  tourniquet,  while  others  the
Esmarch  or  elastic  tourniquet.
Pneumatic  tourniquets  offer  the
advantage  of  maintaining  a  known
constant  pressure  exerted  on  the  limb
and  the  application  of  more  even
pressure around the limb4. 

The  down  side of  this  device includes
the  cost  and  maintenance  of  the
tourniquet and the possibility of causing
pain  to  the  patient  due  to  higher
pressures.  Alternatively, when using an
Esmarch  or  elastic  tourniquet  one
benefits from the ease of use, but  can
potentially  cause  undesired  pressure
effects on underlying soft tissue due to
improper placement of the tourniquet on
the  limb.   In  a  recent  study,  when
comparing  pneumatic  vs.  Esmarch
tourniquets,  less  systemic  antibiotic
concentration was found when using an
Esmarch tourniquet when compared to
a  pneumatic,  resulting  in  a  higher
antibiotic  concentration  at  the  desired
location4.
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Fig 1. RLP being performed on a horse.  Note
the bicycle inner tube tourniquet, with a gauze
pad  providing  pressure  on  the  saphenous
vein.

Fig  2.  Intravenous  (upper  photo)  vs
intraosseous  (lower  photo)  routes  for  RLP.
On the upper photo, note the roll gauze being
used to provide direct pressure on the vein.
In the lower photo, note the specially modified
cannulated  screw  with  Luer  adapter  for  IO
injections. 

Fig 3. Another tourniquet option for RLP is the
use  of  a  pneumatic  tourniquet  as  shown
above.



  
Equipment  for  the  perfusion  includes
patient  sedation,  either  a  butterfly
catheter  or  over  the  needle  indwelling
catheter,  IV  extension  set  if  using  an
indwelling  catheter,  syringe,  and
antibiotic  of  choice.  Antibiotic  selection
is  best  when  based  on  culture  and
sensitivity  of  the  wound  or  synovial
aspirate;  however,  many  clinicians
empirically  treat  based  on  common
isolates  most  often  cultured.  Common
antibiotics  of  choice  are
aminoglycosides,  3rd generation
cephalosporins,  and  beta-lactams2.
Although  no  reported  dose  has  been
found to be most effective, it appears to
be  common  practice  to  infuse  from
500mg to  2g  of  antibiotic  1,2.  After  the
antibiotic  is  chosen  it  is  commonly
brought  to  a  total  volume  with  0.9%
NaCl , Lactated Ringers, or sterile water.
Like  the  antibiotic,  the  optimum  total
volume  to  be  infused  is  not  known.
Studies have shown good results using
anywhere from 20 to  250 mL1,2.  It  has
been reported that with higher volumes
the pressure of the perfusion increases
and  the  diffusion  of  the  antibiotic  also
increases1. As a side note, when using
IORLP, studies have shown that the total
infusate volume should be given in small
quantities (5-6mls) due to resistance of
bone marrow microcirculation3.
 
After completion of the RLP, the injection
site should be lightly bandaged to help
decrease  vessel  hematoma  formation
with the use of gauze or light bandage
material  if  using a disposable catheter.
The tourniquet  should  remain  in  place
for  optimal  perfusion.  Length  of  time
before  removal  of  the  tourniquet  has
been debated, but studies have shown
that  with  up  to  2  hours  of  tourniquet
placement  no  undesired  tissue  effects

have occurred1,2,5. However, 30 minutes
appears  to  be  enough to  gain  optimal
perfusion1,5. In a recent study the use of
a topical non-steroidal anti-inflammatory
over the catheterization site has helped
maintain vessel integrity during periods
of repeated catheterization6.
 
In short, the uses of RLP as an adjunct
treatment to equine distal limb wounds
have  shown  to  aid  in  treatment  of
complicated  wounds.  Understanding
that RLP is not a standalone treatment,
its  use  combined  with  other  wound
management  strategies  has  shown
good results. 
 
tips & tricks

• Sedation in standing horses
• Rolled  gauze  under  the

tourniquet  helps  to  act  as  a
stent to dilate vessels 

• Bicycle inner  tube split  in  half
makes a great tourniquet

• Lower  perfusate  volume  in
foals 

• Use  a  topical  NSAID  over
vessels  after  completion  of
RLP

• Catheterize eins due to spasm
and  toxic  effects  of  arterial
endothelium
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Fig  4.  Supplies  for  RLP:   Topical  NSAID
cream  for  post-treatment  application  to
catheter site; pad of 4x4 gauze to put over the
vein  to  be  infused,  tourniquet  made  from a
bicycle  inner  tube,  gauze pressure bandage
for post-treatment application to catheter site,
antibiotic  solution  to  be  infused  (diluted  to
proper volume), and butterfly catheter.

Fig  5.  Patient  with  a  septic  tendon  sheath,
being treated with RLP


