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CERERE DE PARTICIPARE

Catre Centrul pentru Achizitii Publice Centralizate in Sanatate

Stimati domni,
Ca urmare a anuntului/invitatiei de participare/de preselectie aparut in Buletinul
achizitiilor publice si/sau Jurnalul Oficial al Uniunii Europene, BAP Nr.67 din

26.08.2022; nr.ocds-b3wdpl-MD-1676966027819 privind aplicarea procedurii

pentru atribuirea contractului privind achizitionarea dispozitivelor medicale

(pansamente) conform Programului National pentru combaterea maladiilor rare -

"Epidermoliza buloasa”, pentru anul 2023 (repetat), noi, Tehnomedica SRL, am

luat cunostinta de conditiile si de cerintele expuse in documentatia de atribuire si
exprimam prin prezenta interesul de a participa, in calitate de ofertant/candidat,

neavind obiectii la documentatia de atribuire.

Data completarii: 01.03.2023
Cu stima,

Tehnomedica SRL

Director Tatiana Roibu

(semndtura autorizata)
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DECLARATIE
privind valabilitatea ofertei

Catre Centrul pentru Achizitii Publice Centralizate in Sanatate

Stimati domni,

Ne angajam sa mentinem oferta valabila, privind achizitionarea dispozitivelor
medicale (pansamente) conform Programului National pentru combaterea
maladiilor rare - "Epidermoliza buloasa”, pentru anul 2023 (repetat) prin
procedura de achizitie cererea ofertelor de preturi, pentru o duratd de 90 zile,
(noudzeci zile), respectiv pand la data de 06.06.2023 (ziua/luna/anul), si ea va
ramane obligatorie pentru noi si poate fi acceptatd oricand inainte de expirarea
perioadei de valabilitate.

Data completarii: 01.03.2023

Cu stima,
Tehnomedica SRL
Director Tatiana Roibu

(semndtura autorizata)
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CERTIFICAT
PRIVIND EXISTENTA CONTURILOR CURENTE

Prin prezentul, Mobiasbanca - OTP Group S.A., codul bancii (BIC): MOBBMD?22, confirma c3 compania
TEHNOMEDICA S.R.L. cod fiscal (IDNO) 1002600053256, detine urmatoarele conturi curente la Mobiasbanca - OTP
Group S.A., Sucursala. 26 Negruzzi:

1. MDL - MD65M0Q2224ASV98310887100
——— L8NSV Y6510887100
2. EUR- MD06MO2224ASV98311097100
— O 2oV Y6511097100
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Tel: 022-812-150
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LISTA FONDATORILOR
SRL. TEHNOMEDICA

Fondator unic: Roibu Tatiana

IDNP: date cu caracter personal



Data prezentarii 19.04.2022 13:56:22
Anexe la SNC
“Prezentarea situatiilor financiare”
Aprobat de Ministerul Finantelor
al Republicii Moldova

SITUATIILE FINANCIARE

pentru perioada 01.01.2021 -31.12.2021

Entitatea: SRL "TEHNOMEDICA"
Cod CUIIO: 37700778

Cod IDNO: 1002600053256
Sediul:

MD:

Raionul(municipiul): 102, DDF CENTRU
Cod CUATM: 0130, SEC.CENTRU
Strada:

Activitatea principala: G4646, Comert cu ridicata al produselor farmaceutice
Forma de proprietate: 16, Proprietate colectiva

Forma organizatorico-juridica: 530, Societati cu raspundere limitata

Date de contact:
Telefon: 022601102
WEB:

E-mail:

Numele si coordonatele al contabilului-sef: DI (dna) Popescu Ecaterina Tel. 069153407

Numarul mediu al salariatilor in perioada de gestiune: 5 persoane.

Persoanele responsabile de semnarea situatiilor financiare* Popescu Ecaterina

Unitatea de masura: leu

BILANTUL
Anexa 1
la31.12.2021
Sold la
Nr. cpt. Indicatori Cod rd. inceputul perioadei de Sfirsitul perioadei de
gestiune gestiune
1 2 3 4 5
ACTIV

ACTIVE IMOBILIZATE
I. Imobilizari necorporale
1. Imobilizari necorporale in curs de executie 010 0 0
2. Imobilizari necorporale in exploatare, total 020 319 255
din care:

021 0 0
2.1. concesiuni, licente si marci
2.2. drepturi de autor si titluri de protectie 022 0 0
2.3. programe informatice 023 0 0
2.4. alte imobilizari necorporale 024 319 255
3. Fond comercial 030 0 0
4. Avansuri acordate pentru imobilizari necorporale 040 2861138 3906847
Il. Imobilizari corporale
1. Imobilizari corporale in curs de executie 060 0 0
2. Terenuri 070 0 0
3. Mijloace fixe, total 080 2174915 1775960
din care:

081 1038156 929187
3.1. cladiri
3.2. constructii speciale 082 0 0
3.3. masini, utilaje si instalatii tehnice 083 34609 18080
3.4. mijloace de transport 084 1042950 806787



3.5. inventar si mobilier 085 0 0
3.6. alte mijloace fixe 086 59200 21906
4. Resurse minerale 090 0 0
5. Active biologice imobilizate 100 0 0
6. Investitii imobiliare 110 0 0
7. Avansuri acordate pentru imobilizari corporale 120 0 0
(10,060 1 101070 + 1. 80 # 4,090 + £ 100 4 110 + rd.120) 130 2174915 1775960
Ill. Investitii financiare pe termen lung
1. Investitii financiare pe termen lung in parti neafiliate 140 0 0
2. Investitii financiare pe termen lung in parti afiliate, total 150 0 0
din care:

151 0 0
2.1. actiuni si cote de participatie detinute in partile afiliate
2.2 imprumuturi acordate partilor afiliate 152 0 0
2.3 imprumuturi acordate aferente intereselor de participare 153 0 0
2.4 alte investitii financiare 154 0 0
Total investitii financiare pe termen lung 160 0 0
(rd.140 + rd.150)
IV. Creante pe termen lung si alte active imobilizate
1. Creante comerciale pe termen lung 170 0 0
2. Creante ale partilor afiliate pe termen lung 180 0 0
inclusiv: creante aferente intereselor de participare 181 0 0
3. Alte creante pe termen lung 190 0 0
4. Cheltuieli anticipate pe termen lung 200 0 0
5. Alte active imobilizate 210 0 0
Total creante pe termen lung si alte active imobilizate 220 0 0
(rd.170 + rd.180 + rd.190 + rd.200 + rd.210)
(0,050 + 1A1130 1 0160 + 10.220) 230 5036372 5683062
ACTIVE CIRCULANTE
1. Stocuri
1. Materiale si obiecte de mica valoare si scurta durata 240 4996 4996
2. Active biologice circulante 250 0 0
3. Productia in curs de executie 260 0 0
4. Produse si marfuri 270 1326025 491017
5. Avansuri acordate pentru stocuri 280 0 0
'(l;gfza‘ltg:t—:iggso + rd.260 + rd.270 + rd.280) 290 1331021 496013
Il. Creante curente si alte active circulante
1. Creante comerciale curente 300 1022910 2800290
2. Creante ale partilor afiliate curente 310 0 0
inclusiv: creante aferente intereselor de participare 311 0 0
3. Creante ale bugetului 320 6546 6546
4. Creantele ale personalului 330 0 0
5. Alte creante curente 340 0 0
6. Cheltuieli anticipate curente 350 13569 2114
7. Alte active circulante 360 31297
I11. Investitii financiare curente
1. Investitii financiare curente in parti neafiliate 380 700000 0
2. Investitii financiare curente in parti afiliate, total 390 0 0
din care:

391 0 0
2.1. actiuni si cote de participatie detinute in partile afiliate
2.2. imprumuturi acordate partilor afiliate 392 0 0
2.3. imprumuturi acordate aferente intereselor de participare 393 0 0




2.4. alte investitii financiare in parti afiliate 394 0 0
I;f;l}(l)n:(:;t;ga)fmanuare curente 400 700000 0
IV. Numerar si documente banesti 410 6916759 6867356
TOTAL ACTIVE CIRCULANTE
(rd.290 + rd.370 + rd.400 + rd.410) 420 10022102 10172319
.(rrg?;la ﬁcr.;IXZEO) 430 15058474 15855381
PASIV

CAPITAL PROPRIU
1. Capital social si neinregistrat
1. Capital social 440 5400 5400
2. Capital nevarsat 450 0 0
3. Capital neinregistrat 460 0 0
4. Capital retras 470 0 0
5. Patrimoniul primit de la stat cu drept de proprietate 480 0 0
(440 + 10.450 ¢ 10460 + 470 1 r.480) . 5400 5400
Il. Prime de capital 500 0 0
Ill. Rezerve
1. Capital de rezerva 510 0 0
2. Rezerve statutare 520 0 0
3. Alte rezerve 530 0 0
;rrzf?ic:e::;\.’sezo +rd.530) >40 0 0
IV. Profit (pierdere)
1. Corectii ale rezultatelor anilor precedenti 550 0
2. Profit nerepartizat (pierdere neacoperita) al anilor precedenti 560 14705486 12203358
3. Profit net (pierdere neta) al perioadei de gestiune 570 2864668
4. Profit utilizat al perioadei de gestiune 580 0
(ra.550 1 16560 + rd 570 + rd560) 590 14705486 15068026
V. Rezerve din reevaluare 600 0 0
VI. Alte elemente de capital propriu 610 0 0
(10,490 5 161500 + 14340 + 14,590 + rc. 600 + rd.610) 620 14710885 15073426
DATORII PE TERMEN LUNG
1. Credite bancare pe termen lung 630 0 0
2. Imprumuturi pe termen lung 640 0 0
din care:

641 0 0
2.1. imprumuturi din emisiunea de obligatiuni
inclusiv: imprumuturi din emisiunea de obligatiuni convertibile 642 0 0
2.2. alte imprumuturi pe termen lung 643 0 0
3. Datorii comerciale pe termen lung 650 0 0
4. Datorii fata de partile afiliate pe termen lung 660 0 0
inclusiv: datorii aferente intereselor de participare 661 0 0
5. Avansuri primite pe termen lung 670 0 0
6. Venituri anticipate pe termen lung 680 0 0
7. Alte datorii pe termen lung 690 0 0
TOTAL DATORII PE TERMEN LUNG 700 0 0
(rd.630 + rd.640 + rd.650 + rd.660 + rd.670 + rd.680 + rd.690)
DATORII CURENTE
1. Credite bancare pe termen scurt 710 0 0




2. imprumuturi pe termen scurt, total 720 0 0
din care:
721 0 0
2.1. imprumuturi din emisiunea de obligatiuni
inclusiv: imprumuturi din emisiunea de obligatiuni convertibile 722 0 0
2.2. alte imprumuturi pe termen scurt 723 0 0
3. Datorii comerciale curente 730 149510 288048
4. Datorii fata de partile afiliate curente 740 0 0
& inclusiv: datorii aferente intereselor de participare 741 0 0
5. Avansuri primite curente 750 0 0
6. Datorii fata de personal 760 977 100
7. Datorii privind asigurarile sociale si medicale 770 0 0
8. Datorii fatd de buget 780 197101 493807
9. Datorii fata de proprietari 790 0 0
10. Venituri anticipate curente 800 0 0
11. Alte datorii curente 810 0 0
TOTAL DATORII CURENTE
(rd.710 + rd.720 + rd.730 + rd.740 + rd.750 + rd.760 + rd.770 + 820 347588 781955
rd.780 + rd.790 + rd.800 + rd.810)
PROVIZIOANE
1. Provizioane pentru beneficiile angajatilor 830 0 0
2. Provizioane pentru garantii acordate cumparatorilor/clientilor 840 0 0
3. Provizioane pentru impozite 850 0 0
F 4. Alte provizioane 860 0 0
TOTAL PROVIZIOANE 870 0 0
(rd.830 + rd.840 + rd.850 + rd.860)
(0,620 7 1700 + .620 + rd.870) 80 15058474 15855361
SITUATIA DE PROFIT S| PIERDERE
de 1a 01.01.2021 pina la31.12.2021
Anexa 2
Perioada de gestiune
Indicatori Cod rd.
precedenta curenta
1 2 3 4
Venituri din vinzari, total 010 16620028 21962759
din care:
011 13778008 19347659
venituri din vinzarea produselor si marfurilor
venituri din prestarea serviciilor si executarea lucrarilor 012 2842020 2615100
venituri din contracte de constructie 013 0 0
venituri din contracte de leasing 014 0 0
venituri din contracte de microfinantare 015 0 0
alte venituri din vinzari 016 0 0
Costul vinzarilor, total 020 12527753 16833673
din care:
021 11595535 16054470
valoarea contabild a produselor si marfurilor vindute
costul serviciilor prestate si lucrarilor executate tertilor 022 932218 779203
costuri aferente contractelor de constructie 023 0 0
costuri aferente contractelor de leasing 024 0 0
costuri aferente contractelor de microfinantare 025 0 0
alte costuri aferente vinzarilor 026 0 0
Profit brut (pierdere bruta) (rd.010 - rd.020) 030 4092275 5129086
Alte venituri din activitatea operationala 040 986 1238
Cheltuieli de distribuire 050 0
Cheltuieli administrative 060 1569273 1518335
Alte cheltuieli din activitatea operationala 070 17430 79468




Rezultatul din activitatea operationala: profit (pierdere)
(rd.030 + rd.040 - rd.050 - rd.060 - rd.070) 080 2506558 3532521
Venituri financiare, total 090 1257613 365919
din care:
091 0 0
venituri din interese de participare
inclusiv: veniturile obtinute de la partile afiliate 092 0 0
venituri din dobinzi 093 0 0
inclusiv: veniturile obtinute de la partile afiliate 094 0 0
venituri din alte investitii financiare pe termen lung 095 0 0
inclusiv: veniturile obtinute de la partile afiliate 096 0 0
venituri aferente ajustarilor de valoare privind investitiile
! ) . 097 0 0
financiare pe termen lung si curente
venituri din iesirea investitiilor financiare 098 0 0
venituri aferente diferentelor de curs valutar si de suma 099 1257613 365919
Cheltuieli financiare, total 100 666851 603812
din care:
101 0 0
cheltuieli privind dobinzile
inclusiv: cheltuielile aferente partilor afiliate 102 0 0
cheltuieli aferente ajustarilor de valoare privind investitiile
) : . ’ 103 0 0
financiare pe termen lung si curente
cheltuieli aferente iesirii investitiilor financiare 104 0 0
cheltuieli aferente diferentelor de curs valutar si de suma 105 666851 603812
Rezultatul: profit (pierdere) financiar(a) (rd.090 - rd.100) 110 590762 -237893
Venituri cu active imobilizate si exceptionale 120 0 0
Cheltuieli cu active imobilizate si exceptionale 130 0 0
Rezultatul din operatiuni cu active imobilizate si 140 0 0
exceptionale: profit (pierdere) (rd.120 - rd.130)
Rezultatul din alte activitati: profit (pierdere) (rd.110 + 150 500762 237893
rd.140)
Profit (pierdere) pina la impozitare (rd.080 + rd.150) 160 3097320 3294628
Cheltuieli privind impozitul pe venit 170 410288 429960
Profit net (pierdere neta) al perioadei de gestiune (rd.160 - 180 2687032 2864668
rd.170)
SITUATIA MODIFICARILOR CAPITALULUI PROPRIU
de la 01.01.2021 pind la 31.12.2021
Anexa 3
Nr Sold la inceputul Sold la sfirsitul
d/c; Indicatori Cod rd perioadei de Majorari Diminuari perioadei de
gestiune gestiune
1 2 3 4 5 6 7
Capital social si neinregistrat
1. Capital social 010 5400 0 5400
( ( (
2. Capital nevarsat 020 0 0 0
) ) )
3. Capital neinregistrat 030 0 0 0
l.
( ( (
4. Capital retras 040 0 0 0
) ) )
5. Patlrlmonlul primit de la stat cu drept de 050 0 0 0
proprietate
Total capital social si neinregistrat
(rd.010 + rd.020 + rd.030 + rd.040 + rd.050) 060 5400 0 >400
Il. | Prime de capital 070 0 0 0
Rezerve
1. Capital de rezerva 080 0 0 0
2. Rezerve statutare 090 0 0 0
.
3. Alte rezerve 100 0 0 0
Total rezerve
(rd.080 + rd.090 + rd.100) 110 0 0 0




Profit (pierdere)
1. Corectii ale rezultatelor anilor precedenti 120 X 0 0 0
ghﬁg‘:fgrgfgz‘;i;izat (pierdere neacoperitd) al 130 14705486 0 2502128 12203358
. ZésPtri(l)Jfri]tenet (pierdere netd) al perioadei de 140 X 2864668 0 2864668
( (
4. Profit utilizat al perioadei de gestiune 150 X 0 0 0
) )
'(';fo;(')’:°gt.1('3’éeid:‘fﬂo +rd.150) 160 14705486 2864668 2502128 15068026
V. | Rezerve din reevaluare 170 0 0 0 0
VI. | Alte elemente de capital propriu 180 0 0 0 0
Total capital propriu
(rd.060 + rd.070 + rd.110 + rd.160 + rd.170 + 190 14710886 2864668 2502128 15073426
rd.180)
SITUATIA FLUXURILOR DE NUMERAR
de la 01.01.2021 pind la 31.12.2021
Anexa 4
Perioada de gestiune
Indicatori Cod rd
precedenta curenta
1 2 3 4
Fluxuri de numerar din activitatea operationala
Incasari din vinzari 010 17211991 23444192
Plati pentru stocuri si servicii procurate 020 13370873 18993827
mz“;ﬂigiltge angajati si organe de asigurare sociala si 030 554000 456668
Dobinzi platite 040 0 0
Plata impozitului pe venit 050 414542 331089
Alte incasari 060 2220519 1598942
Alte plati 070 5025576 3293285
(1010 16,020 - 16,030 - 1040 - 10,050 + 1060 - ra.070) | O%° 67519 1968265
Fluxuri de numerar din activitatea de investitii
Incasari din vinzarea activelor imobilizate 090 0 0
Plati aferente intrarilor de active imobilizate 100 0 0
Dobinzi incasate 110 0 0
Dividende incasate 120 0 0
inclusiv: dividende incasate din straindtate 121
Alte incasari (plati) 130 0 0
Fluxul net de numerar din activitatea de investitii 140 0 0
(rd.090 - rd.100 + rd.110 + rd.120 * rd.130)
Fluxuri de numerar din activitatea financiara
incasari sub formé& de credite si imprumuturi 150 630000 800000
Plati aferente rambursarii creditelor si imprumuturilor 160 830000 0
Dividende platite 170 2019064 2512000
inclusiv: dividende platite nerezidentilor 171
incasari din operatiuni de capital 180 0 0
Alte incasari (plati) 190 0 0
(& eh080 = ra.140 & 1a.200) 210 2151545 256265
Diferente de curs valutar favorabile (nefavorabile) 220 401419 -305668
Sold de numerar la inceputul perioadei de gestiune 230 8666885 6916759
(S:Ii,gion;r:‘;lz_;:‘) I: ::i;gl(i):)ul perioadei de gestiune 240 6916759 6867356
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pentru afaceri

GUVERNUL

REPUBLICII MOLDOVA

R

SERVICIUL FISCAL DE STAT

CERTIFICAT

privind lipsa sau existenta restantelor fata de bugetul public national

Din

on 28.02.2023

DATE DESPRE CONTRIBUABIL/MH®OPMALINA O HANOI OMNATENbLMKE

Codul fiscal/Numarul de identificare
duickanbHbIr Koa/VaeHTUGUKaLMOHHBIA HoMep

1002600053256

Denumirea
HavmeHoBaHue

SOCIETATEA CU RASPUNDERE LIMITATA TEHNOMEDICA

ATESTAREA LIPSEI SAU EXISTENTEI RESTANTELOR CONFORM DATELOR SISTEMULUI INFORMATIONAL
AUTOMATIZAT/I'IO,D,T_BEP)K,EI,EHI/IE OTCYTCTBUA NN HAJTNYNA HELLOMMKN COTTIACHO JAHHbIX
NHPOPMALMOHHOM ABTOMATU3MPOBAHHOW CUCTEMBI

La data emiterii prezentului certificat restanta fata de bugetul public national constituie/Ha gaty
BblauM JaHHOW CrpaBKM, HEAOUMKa Nepef, HaLMOoHasbHbIM NyBINYHbIM GIOMKETOM COCTaBASET

1,67 lei/nen

VALABIL PANA LA/OENCTBUTENEH OO 15.03.2023

Prezentul certificat este eliberat in temeiul Art. 131, alin. (5°) din Codul fiscal nr. 1163/1997,
in baza datelor furnizate de Serviciul Fiscal de Stat in Portalul Guvernamental al
Antreprenorului/CepTuduKaT BblaH B COOTBETCTBUM CO CT. 131, . (53) Hanorosoro kogekca
N21163/1997, Ha OCHOBaHUWM [aHHbIX, MPeaoCTaBNeHHbIX [OCYyQapCTBEHHOM HanoroBo
cnyx6om Ha MopTane lMpasuTenscTBa NpegnpuvHMMaTens

Generat si semnat de Portalul Guvernamental al Antreprenorului (https://mcabinet.gov.md) la 28.02.2023 20:09:28

Certificatul este descércat de pe Portalul Guvernamental al Antreprenorului (https://mcabinet.gov.md) si este
semnat electronic de catre posesorul acestui portal si are aceeasi valoare juridica ca si documentele eliberate
pe suport de hartie de catre organele cu atributii de administrare fiscala.

Verificarea autenticitatii semnaturii electronice poate fi realizata la adresa: https://msign.gov.md.

Prezentul certificat este semnat electronic in conformitate cu Legea nr. 124 din 19.05.2022 /
CepTnduKaT NoanmcaH 3NeKTPOHHOM NOAMNMChIo B COOTBETCTBUM ¢ 3akoHOM N2 124 oT 19.05.2022

CepTudukaT BbIrpyxeH ¢ MpasuTenscTaenHoro Moptana Mpeanpurnmarens (https://mcabinet.gov.md) 1
MOANMCaH 3NEKTPOHHOI MOANMCHIO Bnajienblia MOPTana W WMEeT TaKylo e IOpUAMHECKYIo Cuny, KaK u
[OKYMEHTbI, BbilaBaeMble Ha GyMare OpraHaMit HanoroBoM aMUHUCTPaLMM.

TMpoBepKy MOAMMHHOCTI BNEKTPOHHOI NOAMMCH MOKHO OCYLECTBTb Mo aapecy: https://msign.gov.md.




TEHNOMEDICA

str.Ciuflea, 38/1 MD-2001, mun. Chisinau, Moldova tel./fax: (022)601 102, 601 087
e-mail <tehnomedica_md@yahoo.com> <tehnomedicamd@gmail.com>

Catre Centrul pentru Achizitii Publice
Centralizate in Sanéatate

In atentia Grupului de lucru
al COP nr.ocds-b3wdp1-MD-1676966027819,

ID: 21074202

Declaratie privind disponibilitatea prezentarii mostrelor

Prin prezenta, declardm cd vom prezenta mostre in decurs de 10 zile de la solicitarea
autoritatii contractante pentru produsele oferite in cadrul licitatiei prenonate privind

achizitionarea dispozitivelor medicale (pansamente) conform Programului National pentru

combaterea maladiilor rare - "Epidermoliza buloasa”’, pentru anul 2023 (repetat).

Cu respect,

Director Tatiana Roibu
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TEHNOMEDICA

str.Ciuflea, 38/1 MD-2001, mun. Chisinau, Moldova tel./fax: (022)601 102, 601 087
e-mail <tehnomedica_md@yahoo.com> <tehnomedicamd@gmail.com>

Catre Centrul pentru Achizitii Publice
Centralizate in Sanatate

In atentia Grupului de lucru
al COP nr.ocds-b3wdp1-MD-1676966027819,

ID: 21074202

Declaratie privind inregistrarea dispozitivelor medicale

Prin prezenta, declaram ca produsele oferite in cadrul procedurii prenotate sunt
inregistrate in Registrul de Stat al Dispozitivelor Medicale a Agentiei Medicamentului si

Dispozitivelor Medicale.

PANSAMENT
ABSORBANT
ADEZIV PE BAZA MOLNLYCKE
DM000374561 | DE SPUMA DE MEPILEX® | HEEL 288100 | Suedia | HEALTH
POLIURETAN SI CARE AB
SILICON, PENTRU
CALCAI

TEHNOMEDICA | Rg04-

SRL. 000229 | 27-09-2022

Dovada inregistrarii dispozitivelor medicale se regaseste pe pagina web a Agentiei

Medicamentului si Dispozitivelor Medicale www.amdm.gov.md

Cu respect,

Director Tatiana Roibu
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TEHNOMEDICA

str.Ciuflea, 38/1 MD-2001, mun. Chisinau, Moldova tel./fax: (022)601 102, 601 087
e-mail <tehnomedica_md@yahoo.com> <tehnomedicamd@gmail.com>

Catre Centrul pentru Achizitii Publice
Centralizate in Sanéatate

In atentia Grupului de lucru
al COP nr.ocds-b3wdp1-MD-1676966027819,

ID: 21074202
Declaratie privind termenul de valabilitate

Prin prezenta, declardim ca termenul de valabilitate pentru produsele oferite in cadrul

procedurii prenonate privind achizitionarea dispozitivelor medicale (pansamente) conform

Programului National pentru combaterea maladiilor rare - “Epidermoliza buloasa’, pentru

anul 2023 (repetat), la momentul livrarii va constitui nu mai putin de 80% din termenul total al

produsului.

Cu respect,

Director Tatiana Roibu
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288100 Mepilex Heel

Soft silicone foam dressings

Product details

Size : 13cm x 20cm
Descriptive feature : Foam, Non-border, Soft silicone
Sterile : Sterile
Brand : Mepilex
Images
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Delivered items

288100-02

Sales released in: Argentina, Australia, Austria, Belgium, Bolivia (Plurinational State of), Brazil, Canada, Chile, China,
Colombia, Czechia, Denmark, Ecuador, Faroe Islands, Finland, Germany, Hong Kong, Hungary, India, Ireland, Italy,
Japan, Kazakhstan, Korea (the Republic of), Luxembourg, Malaysia, Mexico, Netherlands, New Zealand, Norway,
Peru, Poland, Portugal, Puerto Rico, Russian Federation, Singapore, South Africa, Spain, Sweden, Switzerland,
Thailand, United Kingdom of Great Britain and Northern Ireland, United States of America

Country of origin: Finland

Shelf life: 3 years

Sterilization method: EtO

Production Responsibility: Molnlycke Health Care Oy, PO Box 76, Saimaankatu 6, FI-50101 Mikkeli 10, Finland
Packing information: First packaging layer is a peel open sterile barrier, paper/plastic. Once opened the sterile barrier
cannot be closed again. Second layer is a cardboard dispenser box. Third layer is a corrugated board transport box.

Is suitable for Tray: No

Packing level Quantity GS1 Code / UDI- Width x Length x Vol Weight gross /
DI Height net

Piece 1 7332430680822

Find out more at www.molnlycke.com .-.'..

Mélnlycke Health Care AB, Box 13080, Gamlestadsvagen 3 C, SE-402 52 Géteborg, Sweden. Phone +46 31 722 30 00.
The MdlInlycke trademarks, names and logotypes are registered globally to one or more of the MélInlycke Health Care Group of

Molnlycke’

©2022 Molnlycke Health Care AB. All rights reserved.
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Packing level Quantity GS1 Code / UDI- Width x Length x Vol Weight gross /
DI Height net
Consumer pack 1 7332430718785
Dispenser box 5 7323190271405
Transport box 25 7323190271399  228x387x230 mm 20.3 1.4/0.4 kg
dm3
Pallet 1750 7323190271382  800x1200x1872 mm
Material
Animal tissues : No
Human blood derivatives : No
Natural rubber latex : No
Medicinal substances : No
Phthalates : No
Polyvinyl chloride : No

Product Composition Non-bordered Foam Products

Backing material Polyurethane film
Wound pad Polyurethane foam
Wound contact layer Silicone

Protective release liner Polyethylene film

Product Performance Non-bordered Foam Products

Characteristics Test Method Internal Test Requirement Product
Method Performance

Free Swell Absorptive Capacity EN 13726-1 T-1069 g/100 cm? Not specified 77.9
part 3:2

Free Swell Absorptive Capacity EN 13726-1 T-1069 a/g Not specified 12.5
part 3:2

Fluid Handling Capacity EN 13726-1 T-1068 g/10 Not specified 33.07
part 3:3 cm?/24 h

Absorbency EN 13726-1 T-1068 g/10 Not specified 6.81
part 3:3 cm?/24 h

Moisture Vapour Transmission EN 13726-1 T-1068 g/10 Not specified 26.26

Rate (MVTR) part 3:3 cm?/24 h

Find out more at www.molnlycke.com .-.'..

Mélnlycke Health Care AB, Box 13080, Gamlestadsvagen 3 C, SE-402 52 Géteborg, Sweden. Phone +46 31 722 30 00.
The MdlInlycke trademarks, names and logotypes are registered globally to one or more of the MélInlycke Health Care Group of

Molnlycke’

©2022 Molnlycke Health Care AB. All rights reserved.
2/35



Product data sheet 11 September 2022
==

Characteristics Test Method Internal Test Unit Requirement Product
Method Performance
Waterproofness EN 13726-3 T-1083 Pass/Fail >500 mm H2O for Pass
300 s

Conformability-Extensibility, MD ~ EN 13726-4 T-1086 N/cm Not specified 1.3
Conformability-Extensibility, CD ~ EN 13726-4 T-1086 N/cm Not specified 1.0
Conformability-Permanent Set, EN 13726-4 T-1086 % Not specified 0.4

MD

Conformability-Permanent Set, EN 13726-4 T-1086 % Not specified 0.3

CD
Technical

Dimension

Dimension text Dimension value

Product 13 cmx 20 cm

Product 5inx8in

Classifications

Regulation type(s) MDD Class lIb CFR Class | Locally Regulated Locally Regulated
CE Certificate Number : CE 01965
Find out more at www.molnlycke.com .-.'..

Mélnlycke Health Care AB, Box 13080, Gamlestadsvagen 3 C, SE-402 52 Géteborg, Sweden. Phone +46 31 722 30 00.
The MdlInlycke trademarks, names and logotypes are registered globally to one or more of the MélInlycke Health Care Group of

Molnlycke’

©2022 Molnlycke Health Care AB. All rights reserved.
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Regulation type(s) MDD Class lib CFR Class | Locally Regulated Locally Regulated

Intended use MDD : Mepilex is
intended for a
wide range of
exuding wounds
such as leg and
foot ulcers,
pressure ulcers
and traumatic
wounds, e.g. skin
tears and
secondary healing
wounds. Mepilex
can be used as a
protection of
compromised
and/or fragile skin
and may also be
used as part of a
prophylactic
therapy to help
prevent skin
damage, e.g.
pressure ulcers.

Intended Purpose : Mepilex is Mepilex is intended
intended for a for a wide range of
wide range of exuding wounds

exuding wounds  such as leg and
such as leg and foot ulcers,

foot ulcers, pressure ulcers
pressure ulcers and traumatic

and traumatic wounds, e.g. skin
wounds, e.g. skin  tears and

tears and secondary healing

secondary healing wounds. Mepilex
wounds. Mepilex  can be used as a
can be used asa protection of
protection of compromised
compromised and/or fragile skin
and/or fragile skin and may also be
and may also be  used as part of a
used as part of a  prophylactic

prophylactic therapy to help
therapy to help prevent skin
prevent skin damage, e.g.
damage, e.g. pressure ulcers.

pressure ulcers.

Conformity Annexes : I

Measuring Function : No

Find out more at www.molnlycke.com .o...

Mélnlycke Health Care AB, Box 13080, Gamlestadsvagen 3 C, SE-402 52 Géteborg, Sweden. Phone +46 31 722 30 00.
The MdlInlycke trademarks, names and logotypes are registered globally to one or more of the MélInlycke Health Care Group of

Molnlycke’

©2022 Molnlycke Health Care AB. All rights reserved.
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MOLNLYCKE HEALTH CARE

Mélnlycke Health Care sBnaeTca MexAyHapoLHOW KOMMaHWeW, MPOWM3BOASLLEN U3Aenns MeLUUMHCKOrO Ha3HayeHwus.
LleHTpanbHbIn odpuc komnaHum pacnonoxeH B LUseunn. Komnanus cTpykTypHo nofeneHa Ha ase busHec-rpynnbl: busHec-
rpynny xupyprudeckoro 6enb@ v ofexasl A9 nepcoHana onepaumoHHoit ¢ bpeHaamu Barrier® u Biogel® v 6usHec-rpynny
nepeBA30YHbIX CPEACTB.

BusHec-rpynna nepeBsi304HbIX CPeACTB CO3[AET, MPOU3BOAUT W NPeACTaBAseT Ha pblHKe WWPOKWA CeKkTp CPpeacTB Mo yxomy
33 paHamu nofd TakWMu TOprosbiMM Mapkamu, kak Mepilex®, Mepore®, Mepitel®, Tubifast®. OtnuuutensHoit depToit psaga
NepeBA30YHbIX CPEACTB ABNAETCS NMPUMEHEHWE B HWX 3aNaTeHTOBAHHOM TEXHOIOMUM MOKPLITUA U3 MATKOro cunukoHa Safetac®.
3T1 NepeBs304Hble CPEACTBA MakCUMasbHO AEMOHCTPUPYIOT CMOCOBHOCTU yMeHbLLEeHWst TpaBMbl U 60K NPU CMeHe NOBSA30K.

HALLA ®WJT0CODUNA

yXO):I, 3a paHoM — 2TO0 HAMHOTO 60ﬂbLL|e, 4eM MpPoCTO CMEHa NMOBA30K
Henb3s paccmaTpuBaTh yxo[ 3@ paHON, Kak MPoLEeCcC HaNoXeHNa NOBA3KM U ee 3aMeHbl BpeMs 0T BpeMeHU. To, 4TO NPOUCXOANT
nofJ NOBS3KOW M B CO3HaHUM NaLueHTa, ABNAeTCa faxe bonee CyLleCTBEHHbIM 41 NPOLECcCa 3aXMBAEHNS.

yXO):I, 34 paHoM OOJDKEH noanepXrBaTb eCTeCTBEHHbIM NpoLecC 3a>XXNBEHNA PaHbl

[MoHsATVe “paHa” MoxeT BbiTb onpefeneHo, Kak AedekT KOXM W MNofnexalinx TKaHel, Bbi3BaHHbIA MHOMMMU MPUYUHAMU.
PaznuyHble BUAbI paH TpebyloT pasanyHoro yxoaa, v Ans Toro, 4tobbl AOCTUYL ycriexa B eHeHWU paHbl, HE0OXoAUMO MMeTb
XOpOLWMeE 3HaHWS O caMOM npouecce 3axusneHns. ONTUManbHbIN yXo4 3a paHOW MoAfepXMBaeT eCTeCTBEHHbIN npouecc
3aXMBNEHMS WAAALLMM 1 0fHOBPeMEHHO 3 deKTUBHBIM cnocobom.

EcTtecTBEeHHOE 3aXMBNeHne pPaHbl OOCTUTAETCA TOJIbKO MPW LLeJTOCTHOM MoAxoge K 4eJsloBeKY
Xopowwi yxof, — 3T0 BO3MOXHOCTb MPOABKTL YeI0BEYECKOe YBaXeHWe K IOAAM, HY>XAAILWMMCH B HeM, OKPY>XWTb 1x 3aboTon
0 340poBbe nauuneHTa. Ecnun nauveHT noyyscTByeT 3ab0Ty 1 yBEPEHHOCTL B NPOPECCHOHANbHOM M NPOrPeCcCMBHOM yxole 3a
PaHoWN, NPOLECC BbI3LOPOBAEHNS 3aTPOHET NaLVeHTa B LieJIoM.

Otkpoiite pns cebs cucteMy yxona 3a paHamu Molnlycke Health Care 1 npoutute 06 accoptnmMeHTe:
www.molnlycke.com , www.molnlycke.ru



[MTPOLECC SAXKUBJIEHNA PAH -
TP CTALNW

BOCHAJIEHWE

Cragus BoOCManeHus HauyuHaeTcsl cpas3y Mocje HaHeCeHUs paHbl.
MaBHbIMW COCTABNAO MMM ITOM CTaAMU ABAAKOTCA reMocTas (KoHTponb
KpoBoTeYeHWa) u caHaums [yHuuToxeHve BakTepuii nerkouutamul.
B ocTpoit paHe BocnaneHue AanTca TpU-yeTbipe AHA. B xpoHuyeckoi
paHe gaHHas cTafua 3atarnsaeTcs. BaxHo noHUMaTk, YTo BocnaneHue
ABNSeTCH HeobXOAMMONM YacTbio npouecca 3axusneHus paH. bes

CTagnn BoCnaneHna 3aXXnBieHne HeEBO3MOXHO.

PEMNAPALA

Cragusa penapaumv HavMHaeTcs OAHOBPEMEHHO C 3aBeplleHMeM
OYMLLEHNS paHbl, B TO BpeMs, KOrAa CTagus BOCMNaseHus MnouTu
3aBepuweHa. Llenbio aTol cTagum siBNSeTCs BOCCO3[aHWe TKaHew, U
OHa NpofosXaeTcs, Noka paHa He byaeT 3akpbiTa.

BHoBb BOCCO34aHHas TkaHb NepBOHaYaNbHO MMEEeT po30BbIV LBET,
HO 3aTeM KpacHeeT, No Mepe GOPMUPOBAHUS KaNUANAPOB. TKaHK
npuobpeTatoT 6neck, “UBeT MAca”, NOABAKIOTCA TPaHYNALMM; OTCIOAA
TepPMUH “TpaHynauMoHHas TkaHb", N0 KOTOPON AaHHas CTagus MHOr4a

MOXeT Ha3blBaTbCH.

COSPEBAHWE

CTapns co3peBaHus, MHOTa Ha3blBaeMas CTaaneil peMoAeNMpoBaHns,
HauMHaeTcs C MOMeHTa 3aKpbiTWA paHbl W NpofonkaeTcs [0 rofa
n bonee. Pybeu, dopMmupyemblli B AaHHbIA nNepuod, MoaBepraercs
“pEeKOHCTPYKUMM™, MOTOMY YTO MepBOHAYAIbLHO BOSOKHWUCTas CTPYKTypa
pybua 6ecnopsgoyHa. Co BpemeHeM BoJsokHa cbnuxatotcs w
CTPYKTYpUpYytoTCS.

TkaHb pybua bnefHeeT, ynaolaeTcs U cTaHOBUTCS Boslee 3n1acTUYHON.
Pybew ctpemutcs npubnmnsmntecs K GU3NYeCKUM XapakTepucTMKam
MCXOAHOWV TKaHWU, HO 3TO HEBO3MOXHO. TkaHb pybua HUKOrAa He cTaHeT

TaKol e NpoYHol; oHa focTurHeT nuwwb 80% OT opuUrMHaNbHON.



OAKTOPbBI, BITMAKLLNE
HA SAXVBJTEHWE PAH

CyLLI,ECTByET MHOTO MECTHbIX N CMCTEMHbIX q)aKTOpOB, OKa3blBaOLMX BJIMAHNE Ha NMPOLLeCC 3aXXNBJIeHNA paH. BaxHo oco3HaBaTb,
4YTO OOUH NNn KOM6VIH8LI,VIH N3 HECKOJIbKNX ¢aKTOpOB MOXEeT NPNOCTaHOBUTL NpoLlecc. MHoruve nayneHThl 6y,EI,yT Oﬁ]’laﬂ,aTb O4HUM

NN HeCKoNbKNMIN CbaKTOpaMM, KOTOpble OKaXXyT BJIMAHNE Ha NPOLLeCC 3a>XNBNIeHUA paHbl.

CncreMHble GakTopsl

He,EI,OCTaTO‘-{HOG Nin HenpaswibHoOE NUTaHNe
He,EI,OCTaTO‘-iHaﬂ OKCUreHauwna

HeKOTOpre B bl J'IeKapCTBeHHOVI Tepanunmn
HeKOTOpre conyTcTBytowme 3aboneBaHns
Bospact

KypeHne

MecTHble ¢pakTOp®I

HepocTatoyHoe kpoBocHabxeHwme
NHuumpoBaHme paHbl

CyxocCTb paHb

Otex

HekpoTunyeckas TkaHb 1 MHOPOLHbIE Tena
HepocTaTouHas TeMnepaTtypa B 0bnactv paHsbl
Bonb




Bbl PAH

HEPHbIE, XXKEJITbIE N KPACHBIE PAHBI

OTKprTbIe pPaHbl MOTYT BbIrNAOETb MO-Pa3HOMY, B 3aBUCUMOCTWM OT CTagnu. Ka)K,EI,aFI CTaand Tpe6yeT OonpeneneHHoro pexvma

nprMeHeHna NepeBA304HbIX CpencTs, U An4d Ka)K,ELOIZ CTagnn KNo4eBbIM ABIAETCAH Bbl60p anaBMaTVI‘-{HOVI NnoBA3KN.

HEPHbIE PAHDI

YepHble paHbl cofepxaT CyxoW CTpyn wuau Apyrue
TBEpAble HekpoTudeckue Tkauu (0bblYHO MMeroT
JepHbIi LBeT, HO MOryT BbiTb XenTbiMu, cepbiMy,
kopuuHesbiMu 1 np.). Monbepute npoaykuuio ansa
NeyeHWs paH, KoTopas nogjepxusBaeT MpoLEecchl

oynuieHnd paHeBoM MOBEPXHOCTN.

KenTble paHbl cogepxaT XWUAKYI HeKpoTU4eckyto
TkaHb (oTTopratowmecs HekpoTnyeckre Maccsl). Paxa
MOXET MMeTb KOIMYeCTBO 3KCCYaTa OT yMEpPEeHHOro A0
bonbworo. MoabepuTte NpoayKkLMIO ANA NeYEHNs paH,
KoTopasi obnafaer abcopbupyolmMMmn cBOMCTBaMY,
3aMofiHAeT NoNoCTb paH, 3alluliaeT OKpyXatollyio

paHy KOXy v yBnaxKHsaeT paHy.

KPACHbIE PAHDI

K kateropum KpacHbiXx paH OTHOCHATCS  paHbl,
HaxofsLlMecs B CTaAun 3axvBneHns 1 obpasosaHus
rpaHynsumii, c snuTennsaumenn unm bes Hee. LiBeT paHbl
MOXeT OblTb 0T DielHO-pO30BOrO A0 SAPKO-KPACHOrO.
3Kkccypaumns paHbl MUHMManbHas WAWM OTCYTCTBYET.
[MonbepwTe npomykuMio ANS NeYeHUs paH, KoTopas:
YBI@XHWT paHy, 3alMUTUT HeXHble BHOBb 00pa3oBaHHble
TKaHW, 3aMN0JIHUT NONOCTb PaHbl, 3aLLUTUT OKPYXKaOLLYt0
KoXy ¥ obecneynT nopnepxaHne COOTBETCTBYHOLLENO

TeMnepaTypHOro pexwima.

ﬂeFKOpaHVIMaﬂ anuTenn3npytolLlanca paHa



Saretac

TECHNOLOGY

MPOAYKLUMA QA YXOOA 3A PAHAMY
C TEXHOJIOMMEWM SAFETAC

[TepeBsA304Hble cpefcTBa C TexHonornen Safetac® obecneumsatoT
MUHUMaNbHOE TPaBMMPOBaHWE paHbl U  CHWXeHWe boneBblx

OLLI,YLLI,GHVHZ rNnauneHTa rnpn cMeHe rNMoBA30K.

AccopTuMeHT npoaykunmn Safetace:
Mepitel®, Mepilex®, Mepilex® Ag, Mepilex® Border,
Mepilex® Border Sacrum, Mepilex® Lite, Mepilex® Border Lite,

Mepilex® Transfer, Mepiform®, Mepitace.



TEXHOJI0T A SAFETAC®

Safetac® - 370 3anaTeHTOBaHHasA TEXHONOIMS MATKONO CUANKOHOBOMO
nokpbiTna. [epeBsa3oyHble cpeacTBa ¢ TexHonormen Safetac® apko

npoAeMOHCTPpMpPpOBalin CBOE 3Ha4YNTE/IbHOE NMPenMyulecTBo, obecneunsas:

MuHUManbHoe TpaBMKMpOBaHWE PaHbl 234

MuHMManbHOe TPaBMMPOBaHME OKPY>XAIOLLLEN KOXM 2.3.4

MuHVManeHbIM BONEBOW CUHOPOM 1234

Bonee Toro, npvMeHeHne NepeBA30YHbIX CPeACTB € TexHonorven Safetac®

(Mepitel®) nposeMOHCTPUPOBaANO CHUXeHME 3aTpaT Ha JledeHner.

Saoretrac

TECHNOLOGY

\_ .

Ccblnkn:

1. Moffatt C J, et al. The European Wound Management Association (EWMA] position document on “Pain at wound
dressing changes”.

2. Dahstrom K K. A New Silicone Rubber Dressing used as a Temporary Dressing before Delayed Split Skin Grafting.
Scand J Plast Reconstr. Hand surg.1995;29:325-327.

3. Platt A J, et al. A Comparative Study of Silicone Net Dressing and Paraffin Gauze Dressing in skin-Grafted Sites.
Burns 1996;22:7:543-545.

4. Gotschall C S, et al. Prospective, Randomised Study of the Efficacy of Mepitel® on Children With Partial-Thickness
Scalds. Journal of Burn Care & Rehabilitation, 1998;19:279-283.

Safetac® technology. Less trauma. Less pain™.



MEXOYHAPOLHOE MCCJTELAOBAHNVE
[10 YXOLY SA PAHAMV

B oavHHaguatv ctpaHax Esponsl n CesepHoii AMepuki Bbino nposefneHo nccnefosanue! ¢ Lesbio onpefeinTb, Hackobko
npakTukylolme Bpayn obecnokoeHsl npobiemoit 6onn U TpaBMUPOBAHUS TKAHEI NPU CMeHe MOBA30K, @ TakXKe BbICHUTb,
Ha YTO OHW OPUEHTMPYIOTCA NpU Bbibope cnocoboB 1 CPeACTB NledeHns paH y CBOMX NaLWeHTOB.

N3 14 657 po3paHHbIX aHkeT Hbinn Bo3BpalyeHbl 3 918. ViccnepoBaHue nokasano, YTo rnasBHol 3ab0Toi npakTUKyOLWmMX

MeaNLMNHCKNX pa6OTHl/IKOB ABNAETCA NpefoTBpalleHne TpaBMbl U 6onn npn CMeHe NoBA30K.

r N

OCHOBHbIE TPEBOBAHNA K CMEHE TOBAS0K

340/0 [penynpexpaeHue
TPaBMUPOBaHUSA paHbl

250/0 [Tpepynpexpgexve bonesoro
CMHAPOMA Yy NaluuneHTa

220/0 [NpeoynpexneHune
pacnpocTpaHeHus MHPeKUNUH

’| 30/0 [MpepynpexaeHve NoBpexaeHns
OKPpY>aloLLen paHbl KOXM

60/0 Opyrue / bes oTseTa

Safetac® technology. Less trauma. Less pain™.



HAPYLUEHWE LEJTOCTHOCTW
SMNAEPMAJIBHBIX CJTOEB KOXW
[TPN CMERE TOBAI0K

[leped HavanoM nccnefoBaHus
A - Mepilex® Border, B - Biatain Adhesive®, C - DuoDerm ET®,
D - Allevyn Adhesive®, E - Tielle®

Mocne TPETbero CHATNA NOBA3KU
A - Mepilex® Border, B - Biatain Adhesive®, C - DuoDerm ET®,
D - Allevyn Adhesive®, E - Tielle®
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A - Mepilex® Border, B - Biatain Adhesive®, C - DuoDerm ET®,
D - Allevyn Adhesive®, E - Tielle®

C uenbto NpofeMoHCTpMpOBaTh bepexHoe NpuavnaHme
Mepilex® Border B cpaBHeHuM C afresvein Apyrux
caMokfealwmxca  noBA3ok, 6biNo  MpoBefeHo
nccnepnoBaHue ¢ npuBneveHvem 20 yenoBek co

34,0POBOW KOXEW.

Ha okpalweHHyl Koxy ObiM HakneeHbl MOAOCKM
Pa3NMYHbIX cCamokesLinxcs nosasok. Bce nonocku
CHMUManuce nocne 24-yacoBol akcnosnunn. Vimeno
MecTo 3 nofdobHbix Umkna. MNocne 3akNOYUTENBHOMO
UMKNa OUEeHMBANOCh OKpalWMBaHUE KOXW B MeCcTax
aaresunm.

Bce wuccnepyemble noBs3kW, 3a WUCKIOYEHMEM
Mepilex®Border, ymanunu npakTudyeckm BCe
oKpalleHHble cnou.

[MonyyeHHble pe3ynbTaTsl CBUAETENLCTBYIOT O TOM, YTO
Mepilex®Border B8 KOTOPOM NMpUMeHeHa TEXHONOMMSA
Safetac, aBngetTca pocTuxeHmem B obnacTu
MUHVMU3aLMM TPaBMUPOBAHWA OKpYyXalolel paHbl
KOXW MpPU CHATWUM NOBSA3KM.

MpuBefeHHas Auarpamma nokasbiBaeT KOJMYeCTBO
OKPALIEHHBIX C0EB KOXMW, YAANeHHbIX PasinyHbiMu
caMoknesWwmMncs noesskamm nocne TPex LMKIOB
HaNOXKEHUS U CHATUS B CPABHEHWMU C KOHTPOSIbHBIM
yyacTkoM [cpefiHue 3HadeHus).

KOHTpOJ’IbeIVI YHaCTOK KOXWN OCTaBajiCA He3aKpbITbIM,
MO3TOMY HEKOTOPbIE MOBEPXHOCTHbIE C/IOM 3anNnaepMnca
CTep/iMcb B MecCTe KOHTpOJsd, B TO BpeMd, KakK non

Mepilex® Border kpacutenb ocTanca Hem3mMeHeHHbIM.

Ccbinkn:

1. Dykes P. et al. Effect of Adhesive Dressings on the
Stratum Corneum of Normal Skin Journal of Wound
Care, 2001:10:2:7-10.

echnology. Less trauma. Less pain™.



bEPEKHAA ONKCALA HATIOBEPXHOCTV
KOXWN TMEPEBASOYHbBIX CPELCTB
C TEXHOJTOMMEW SAFETAC

\_ .

TpafMuUMOHHbIN afresvs OTpbIB KNETOK 3MUTENNS C NMOBEPXHOCTH KOXM BOKPYT paHsbl

é ) )

\ J

MArkui CUANKOHOBBIN aaresns ¢ TexHonoruen Safetac® He npouncxoaunT oTpbiBa KneTok anuTenuns
C MOBEPXHOCTU KOXM

CunukoHoBbI cnoi Safetac® vcknouMTENbHO MAMOK M BbICTUNEET HEPOBHOCTM MOBEPXHOCTW, CO3faBas OOLWMPHYK 30HY
abPekTMBHOMO KOHTaKTa € KoxXel. [1pu NpUNoXeHWM 0BLIYHOO YCUAUS ANA CHATWUS MOBA3KW, MATKWUIA CUIMKOHOBLIA CNON
nepepacnpegensieT ero no obLMPHOM NOBEPXHOCTM KOXM MOL MOBA3KON.

Bnarofaps aToMy, BO BpeMms CHATUSA MNOBA3KM C TexHonorven Safetac® nopor otpbiBa anupepmuca v bonesow nopor He
LOCTUraloTCsA NpW TOM e cune afareavun. 310 03HAYaET, UTO NMOBPEXAEHNE OKPY>KatoLLel paHy Koxu 1 Bonb Npu cMeHe NoBs3kK

ByLyT MUHUMaNbHBIMW.

MonpobHee o ToM, Kak MoBA3KM ¢ TexHonormen Safetac® cBOAAT K MUHUMYMY TpaBMUPOBaHMeE paHbl 1 Bob NauveHTa
ymTanTe Ha canTe www.safetac.com, www.molnlycke.ru

technology. Less trauma. Less pain™.



@Mepitel

SnacTuyHasa nonnamMugHas ceTka:

* CkBO3Has ceTyaTtas CTpyKTypa no3BonseT
HaHOCWTb CPEACTBa LJ19 MECTHOIO
NpVYMEHEeHWs, HanpyMep Masu 1 T.n.

¢ [Ipo3payHasn

BHewHas nnexka:
e Bawmuaet cnol Safetac®

Sarerac

TECHNOLOGY

L

YHUKANbHbIA MATKNIA BbICOKOTEXHONOTMYHBbI

CUAMKOHOBbLIN coi Safetac®:

e ATpaBMaTuyeH A paHeBoro NoXa v oKpyxalolei paHy
KOXW MPU CHATUW NOBA3KK

* MUHUMUW3UPYET PUCK Pa3BUTUS MaLepaLmm

\_ mj

MEPITEL - KOHTAKTHAA HAKJALKA
HA PAHY C MAT'KNM CUNJTMKOHOBbBIM
[MTOKPBITVEM

Mepitel® MWUHMMU3MpPYeT TpaBMMpPOBAHME PpaHbl, MNPUIEXALLKX
TkaHei W bonesble OLIyLEHUS MNauUWeHTa NPy CMeHe MOBA30K.
Bnaropnapsi ocobeHHocTam TexHonorun Safetac® Haknagka Mepitel®
MArKO QUKCUPYETCH Ha OKPYXXaloLLMX TKaHSX, @ He B 0bnacTu paHbl.
Mepitel® MoxeT ocTaBaTbCsi Ha MecTe B Te4eHWe HeCKONbKMX OHEeN.
[1py Heobxo[MMOCTV MeHAETCA TONbKO BTOPMYHasA NoBsa3ka, NofobHo
Mesorb®, uyTo obecneunBaeT HeNPEPbLIBHOCTL NPOLLecca 3aXnBIEHNS
paHbl. bnaromapa Haknagke Mepitel®, HapyxHas noBs3ka He
npununaet K paHe. Mepitel® MoxHO wcnonb3oBaTb B COYeTaHUU
C JNleKapCTBEHHbIMW MpenapaTamMy LA MEeCTHOro MpPUMEHEHMS

(Hanpumep, aHTMBMOTKaMM).

Safetac® techn

MUHUMW3NPYET
TPABMUWPOBAHWE PAHbI
1 BOJIb MNP CMEHE MOBA30K

CHuxaeT guckomdopT
y NaLWeHTOB Npu CMeHe
MoBSA30K.

NMeeT nonoxmnTensHble
OT3bIBbl OT MAUNMEHTOB.

Mpouecc 3axmnBneHns
paHbl bonblle He cBS3aH

C NOBpeXAeHWEM TKaHeln,
OKpYy>XatoLMx paHy, U BHOBb
obpa3oBaBLIMNXCHA TKaHeN.

BEPEXHAA ALTE3NA

BTopuuHyto abcopbupytowyto
noss3Kky yAobHO HaknafabiBaTh,
bnaropaps Tomy, 4To obe

pyKMW oCTalTCs CBOOOAHbLIMY.

Bnarogaps TexHonornu
Safetac®, Haknagka HageXHo
3aKkpennaeTcsd Ha okpyxatolleit
paHy Koxe, NpefoTBpallas
Mauepaumio 1 CHUXasa puck
MOBPEXAEHUS 3[0POBOI KOXU.

3KOHOMWYHOCTb

MoxeT ocTaBaTbCs Ha paHe [0
ABYX Henens (B 3aBrcuMocTm
OT COCTOSIHMS paHbi),
obecneynBas HenpepbIBHbIY
1 BMecTe C TeM 3KOHOMMUYHbIN
yXo[.

Bo3MoXHOCTbL 3aMeHbl
TOIbKO HApY>KHOW NMOBA3KM
WA NCMNOSIb30BaHUA
NeKapCTBEHHbIX NpenapaTtos
NS MECTHOT0 NpUMeEHEHUs
be3 Heobxo4UMOCTIN 3aMeHbl

camoli Haknaaku Mepitel®.

gy. Less trauma. Less pain™.



@Mepitel’

MEPITEL HA OXOIE BTOPOW CTEMNEHN OUCKALNMA MEPITEL CETHATbBIX KOXHbIX TPAHCTITAHTATOB

OUKCALNA M 3ALLINTA PA3PBIBA KOXW MEPITEL HA MECTE 3AB0PA KOXXHOIO TPAHCTITAHTATA
' ™\ OBJIACTV NMPUMEHEHNA
ACCOPTUMEHT MEPITEL LLnpoknit Kpyr aKCcCyampytoLmMx paH, Takmx, Kak:
Apt. N Pasmep, Kon-go/ Kon-go/ .
cM B TOB. KOP. B TPaHCM.Kop. e Oxoru BTopol ctenenn o  LlapanuHbl
290510 5x7.5 10 50
P
290710 75 % 10 10 40 e Pa3spbiBbl KOXK e CcafuHsbl
291010 10x 18 10 70 e Xupyprudeckue paspesbl  ® Abcuecchl
292005 20 x 30 ® 30
e [lnabetnyeckue 53BbI * PBaHble paHbl
\_ / * BeHosnbien e bBynnesHbit
apTepuanbHble A3Bbl snuaepmonmsmc (B3)

®  Y4acTkuM KOXHbIX
TPaHCMNAHTATOB C TOHKUMW
OKpYy>XakWnNMW TKaHAMMN

[lononHuTenbHas nHdopMaumusa Ha canTax:

www.safetac.com n www.molnlycke.com, www.molnlycke.ru

Safetac® technology. Less trauma. Less pain™.



@Mepilex

~

Cnow Safetac® [Markuit cunmkon):

e ATpaBMaTMyeH NS paHeBoro floxa u
OKpy>KatoLLleil paHy KOXu Npu CHATUW NOBA3KM

o MUHMMU3MPYET PUCK Pa3BUTUSA MaLepaumum

Cnoit nneHku:
e [poHWlUaemM ansa ucnapeHuit

Saoretac

TECHNOLOGY

Abcopbupytoulas rybyaTas npoknagka:
* BnutbiBaeT skceyaat
o [leficTByeT faxe NojJ KOMNPECCUOHHbLIMW MOBSA3KaMm

@J

* [loBTOpPSIET KOHTYpbI TENa

MEPILEX - ABCOPBEVPYHLLIAA
[TOBA3KA C MNOKPbITNEM
N3 MATKOTO CNJTMKOHA

Mepilex® cBoAMT K MUHMMYMYy BoneBble OLYyLWEeHNS NauneHTa u
TPaBMUPOBaHWeE paHbl M OKPY>XKatoLWMX TKaHe Npu CMeHe NOBA30K.
CsonictBa nokpbiTva Safetac® npenaTcTBylOT NpUAMNaHuio
Mepilex® Kk BNaxHoOMy paHeBOMY J10XY, OJJHOBPEMEHHO BepesxHo
burKcUpys NMOBA3KY K OKpyXatow,en paHy Koxe, n obecneuymsas
Nerkoe HanoxeHvie BTOPMYHON noBasku. Mepilex® abdekTMBHO
BNWUTbIBAeT, CHMXas PUCK BO3HWKHOBEHWS Malepauun fo
MUHUMYMa. Mepilex® MoxeT DbITb Hape3aHa Nno Hy>XXHOMY pa3Mmepy
v dopme, MAeanbHO MOLXOAMT AAA WCMONb30BaHWSA Ha paHax

pasnuyHor GopMbl M NoKanMsaunu.

MUHUMUSNPYET
TPABMUWPOBAHWE PAHbI
1 BOJIb MNP CMEHE MOBA30K

e CHwxaeT onckoMdopT npu

CMeHe NMoBA30K.

* IMeeT nonoxunTenbHble

OT3bIBbl OT MaLUMNEHTOB.

e [lpouecc 3axuBieHns
paHbl bonblie He cBA3aH
C MoBpexXAeHueM TkaHen,
OKPY>aloLnX paHy v BHOBb
obpazoBaBLKXCA TKaHEN.

BEPEXHAA ALME3NA

e YnobHO ncnonb3oBaThb
CpencTBa AOMONHUTENBHON
dbukcaymm, bnarofaps Tomy,
uTo 0be pyku ocTatoTCs
cBobOAHBIMU.

e Bnarogaps TexHonorum
Safetac®, noBs3ka HagexHo
3akpennseTca Ha okpyxalolLel
paHy Koxe, NpeaoTBpallas
MaL,epaLyio U CHIXas prck
noBpexaeHns 340P0BO KOXMU.

BbICOKO3®PDOEKTNBHAA
ABCOPBUMNA

e 3JkoHoMUA bnarofapsa MeHee
4acTol CMeHe NOoBA30K.

e [lencTByeT gaxe nof
KOMMNPECCUOHHbBIMM

NoBA3KaMu.

YOOBHAA NMOBASKA,
MOEAJTbHO MOBTOPAET
KOHTYPbI TEJTA

i Mﬂ,eaﬂbHa LA MPUMEHEHNA
B MeCTaXx, TPYAHOOOCTYMHbIX
Ond HaJlloXXeHNdA MoBA30K.

Safetac® technology. Less trauma. Less pain™.
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ASBA TOJIEHN JONABETNYECKAA A3BA CTOlMbI

MOBEPXHOCTHbIV OX0r NPUMEHEHME MEPILEX HA A3BE MOJIEHW

~\ OBJIACTV MPUMEHEHWNA

(
ACCOPTUMEHT MEPILEX LLInpoknit cnektp cnabo v yMepeHHO 3KCCYANPYOLLX paH,
Apt. N° Paawmep, Kon-go/ Kon-go/ Takux. Kak:
CcM B TOB. KOP. B TPaHCM.KOP. ' ’
294100 10x 10 5] 50 e 93Bbl rONEHU U CTOMbI
294200 10 x 20 S 45
294300 15x 15 3 25 * [lponextu
294400 20 x 20 5 20 e bBonesHeHHble paHbl
ACCOPTUMEHT MEPILEX HEEL * TpaBmaTnyeckue paHsl
ApT. N° Pazmep, Kon-Bo/ Kon-so/ e PaHbl HA UCTOHYEHHOW YyBCTBUTENBHON KOXe
cM B TOB. KOP. B TpaHcn.kop.
288100 13 x 20 5 25 e TpyLHOLOCTYMHbIE Y4aCcTKN
288300 15 x 22 3 30 MEPILEX HEEL:
\_ . ®  paHbl, NPoaeXHN 1 fgruabeTnyeckmne 9386l B 0bnactu

MNATKN NN NOObIXKN

[lononHuTenbHas nHdopMaumusa Ha canTax:

www.safetac.com n www.molnlycke.com, www.molnlycke.ru

Safetac® technology. Less trauma. Less pain™.



@Mepilex'Border
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MHorocnoiiHas abcopbupytolas rybuatas

npoknagka:

® [NapodUNbHBINA NOAVYPETAHOBbIN NOPUCTBIN
MaTepuvan bbICTPO BNUTLIBAET BbIAENEHMS

* BonoKoHHbIN cnow gna nyywero
YLEPXKUBAHWSA NOBA3KM

® HeTkaHoe NokpbITUE ONTUMU3NPYET

BMUTLIBAIOLLYIO CMOCOBHOCTbL 1 NPEnaTCTBYET

NPOHUKHOBEHMIO IKCCYaTa Hapyxy

- -

Cnoi nneHKkun c 3awuTo OT BUPYCOB
n baktepuit:

* BopoHenpoHuuaem

® Bbicoko NpoHuLaem Ans vcnapeHui

Saoretac

TECHNOLOGY

YHWKaNbHbIN BbICOKOTEXHONOMMYHbIN MATKNIA

cunrkoHoBbIn cnol Safetac®:

* HapexHas dukcaums

* ATpaBMaTuyeH 4S5 paHeBOro soXa v OKpyXatoLLew
paHy KOXW Mpwv CHATUM NMOBA3KM

* MUHVUMW3KNPYET pUCK pa3BUTHSA MaLepaLmn m

\ y
MEPILEX BORDER - CAMOKJTEALLAACH

ABCOPBVPYHOLLAA TTOBAIKA C
[MTOKPBITVMEM V3 MATKOIO CUJTMKOHA

Mepilex® Border MUHUMU3MPYET TPABMUPOBaHME paHbl, MpuiexaLmnx

TKaHel 1 boneBble OLUYLIEHWS NalMeHTa MNpW CMeHe MOBHA30K.
Bnaropaps TexHonorun Safetac®, Mepilex® Border marko dukcmpyetcs
K OKPY>XAKLWMM paHy TKaHaM, a He kK camoii paHe. Mepilex® Border
OTINYHO YAEPXMBAET XWAKOCTb, MUHUMWU3UPYS PUCK Pa3BUTUS

MaLlepaunm TKaHewn.

Moaska Mepilex® Border ngeansbHa ans yyactkos, rae Tpebyetcs

bonee HEeXHad, Mo CpaBHEHWNIO C APYIrMMK, CaMOKJTetoLWadcd NoBA3Ka.

MUHUMNINPYET
TPABMNPOBAHWE PAHbBI
B0J1b MNPV CMEHE MOBA30K

e CHwxaeT onckoMdopT npu

CMeHe NMoBA30K.

* IMeeT nonoxunTenbHble
OT3bIBbl OT MAUMEHTOB.

e [lpouecc 3axuBieHns
paHbl bonblie He cBA3aH
C MoBpexXAeHueM TkaHen,
OKPY>aloLnX paHy v BHOBb
obpazoBaBLKXCA TKaHEN.

BEPEXHAA ALME3NA

e He TpebyeT nononHuUTeNbHON

bukcaumm.

e bBnarogaps TexHonormm
Safetac®, obecneunsaeTcs
HagexHas dukcaums Ha
OKpY>KatolLlen paHy Koxe,
npefoTBpallaeTcs Malepaums
TKaHen 1 CHUXaeTCs puck

NMOBPEXLAEeHNA 3,D.OpOBOIZ KOXW.

BbICOKO3®PDOEKTNBHAA
CUCTEMA, KOHTPOJTNPYIOLLIAA
OBVXEHWE XNOKOCTU

e 3JkoHoMUA bnarogapsa MeHee
4acToON CMeHe MOBA30K.

e MoxeT 0CTaBaTbCs Ha O[HOM
MecTe B TeYeHMe HECKObKNX
LHel, CnpaBnsasach C BbICOKUM
YpOBHEM 3KccynaTa.

technology. Less trauma. Less pain™.
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MPONEXHW B OBJTACTW KPECTUA

i

t‘_‘:; _-.' ..

NPUMEHEHWVE MEPILEX BORDER SACRUM HA KPECTLIOBOM MPOJIEXHE

J
XVIPYPTUYECKIW PA3PE3 A3BA TOJIEHN
4 ) OBJIACTWN MPUMEHEHUS
ACCOPTUMEHT MEPILEX BORDER MoxeT NpuMeHATbCH AN WUPOKoro cnekTpa cnabo m
ApT. N° P , Kon-so/ Kon-so/ .
o ainep 5 ng. ?(%p. 5 Tpgﬂcﬁ?KOp. CUJIBHO 3KCCYAVPYIOLLNX paH, Takux, Kak:
295200 75x%x75 8 70 e [lponexHu
295300 10x 10 d 50
295400 15 %15 5 50 e {3Bbl rONEHM 1 CTOMbI
275l Lo 5 45 e BosesHeHHble paHbi
XUPYPTUYECKWIA ACCOPTUMEHT * Tpasmatiueckue pars
MEPILEX BORDER e  PaHbl HAa UCTOHYEHHOI YyBCTBUTEJIbHOM KOXe
295800 10 x 20 5 35 e [locneonepauyoHHble paHbl
295900 10 x 30 5 25
MEPILEX BORDER SACRUM
282000 18x 18 5 40
282400 23 x 23 D 25
\. " .

[lononHuTenbHas nHdopMauus Ha canTax

www.safetac.com n www.molnlycke.com, www.molnlycke.ru

Safetac® techno

Less trauma. Less pain™.



@Mepilex-Lite

a4 \ MUHUMW3WPYET
Torkas rybyaTas npoknagka: YHUKaNbHbIN BbICOKOTeXHOJ'IgI'MHHbII;l MSAMKMI TPABMUPOBAHUE PAHbBI
o AGCOPBYDYET HesHauMTelbHoe  CYJIMKOHOBBIN cnoit Safetac®:
KOﬂl/IEeCTpByO KUAKOCTH * ATpaBMaTuyeH 19 paHeBoro 1oxa v 50JIb MNPV CMEHE MOBA30K
« VgeansHo noBTopsieT KOHTYpHI OKpY>KatoLLiei paHy KoxXu Npw CHATUU NMOBA3KM
rena ® CHMXaeT pucK BO3HMKHOBEHWS MallepaLuy e CHuxaeT auckomdopT npu

TKaHewn

CMeHe NMoBA30K.

* IMeeT nonoxunTenbHble

YT OT3bIBbl OT MaLUMNEHTOB.

e [lpouecc 3axunBneHns
paHbl bonbLie He cBA3aH

C MoBpexXAeHueM TkaHen,
OKPY>aloLnX paHy v BHOBb
obpazoBaBLKXCA TKaHEN.

BEPEXHAA ALME3NA

e BropuyHyto noBsA3ky yaobHo
HanoXwuTb, bnarofaps ToMmy,
4To 0be pykun ocTatoTCH
cBODOOAHBIMU.

Saretac

TECHNOLOGY * Braronaps TexHonorun Safetac®,
Hae>XHO 3aKkpenndaeTcd Ha
S LT OKpy>XatoLen paHy Koxe,

) |_|p0HI/ILI,aeM ANA ncnapeHnn @ npeﬂo'eraLU'ag Mauepaum}o

\_ Y. TKaHemn 1 CHUXasa puck

noBpexXaeHnd 3ﬂ,0pOBOVI KOXW.

MEPILEX LITE - ABCOPBUPYHOLLAA
MOBA3KA C MOKPBITUEM W3 YHOBRAA [10BASIA

NOEAJTBHO MOBTOPAET
MATKOr0 CUSTMKOHA o

L4 V],El,eaﬂbHa LA MTPUMEHEeHNA
Mepilex® Lite MUHUMU3MpPYyeT BoneBble oOllylleHWS nauweHTa, a B MeCTax, TPyAHOAOCTYMHbIX
Takke TPaBMWPOBaHWE paHbl W OKPYXaloLWuMxX TKaHei npu cMede AN HANOXERNS MOBA3OK.
nossa3sok. bnarogaps TexHonoruu Safetac®, Mepilex® Lite bepexHo

q)l/IKCVIpyeTCﬂ Ha OKPY>XatoLWKMX paHy TKaHAX, a He Ha camon paHe.

MoBsizka Mepilex® Lite 04eHb 3proHoMMYHa 1 yaobHa B TpUMeHeHNN.
OHa nAeanbHO NOAXOAUT 4K MeCT, TPYLHOAOCTYMHbIX K HANOXEHWIO

MOBA3KN.

Safetac® technology. Less trauma. Less pain™.
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JONABETNYECKAA A3BA CTOlMbI MEPILEX LITE HA IMABETUYECKOW A3BE CTOMb!
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AniCheles

el =

JIYYEBOW OXOIr A3BA FOJIEHU
e ~\ OBNACTU MPUMEHEHNA
ACCOPTUMEHT MEPILEX LITE MoxeT NpUMeHATbCA AN WMPOKOro CNekTpa Cyxmux Unwm
Apt. N Pasmep, Kon-so/ Kon-so/ cnabo aKcCyanpyloLwmMx paH, Takmnx, Kak:
CM B TOB. KOp. B TPaHCM.Kop.
284000 6x8,5 5 70 e [lnabetnyeckune 93BbI CTON
284100 10x10 5 50 e KoxHble peakumun Ha pagmaumio
284300 15x 15 5 50 . 9
284500 20 x 50 2 12 3Bbl cTON
\_ Yy e ¢3Bbl roneHemn

e [lponexHu

e [loBEpXHOCTHbIE OXOTW

o bBynnesnblil snuaepmonnsuc (63)

e PaHbl Ha UCTOHYEHHOM 1 YYBCTBUTENBHOM KOXe
A Takxe BNs 3alMThl COCKa KOpMsLLeit MaTepwm

[lononHuTenbHas nHdopMauus Ha canTax

www.safetac.com n www.molnlycke.com, www.molnlycke.ru

Safetac® technology. Less trauma. Less pain™.



@Mepilex Transfer

HanoxwuTe nogxoadatlyio YHUKaNbHbIN BbICOKOTEXHONOMMYHbBIN MATKNIA
BTOPWYHYIO MNOBA3KY U CUANKOHOBBIN cnoit Safetac®:
3apukcupyiite e ATpaBMaTuyeH 4SS paHeBOro soXa v oKpyXatoLiemn

paHy KOXW NpW CHATM NOBA3KM
e CHWXaeT puck BO3HWKHOBEHUS MaLlepaluy TkaHek

1 Saoretac

TECHNOLOGY

YnbTpaToHKoe rybyaTtoe nokpbiTue:
e OyeHb ynobHO B NpUMeHEHUN, NeanbHo
MOBTOPSIET KOHTYPbI TeNa

e lneansHo onsa obLINPHBIX, 3KCCYAVPYIOLLMX 1
TPYAHOLOCTYMHbBIX AN HANOXEHUS MOBA30K paH m

J

MEPILEX TRANSFER - OTBOLALLAHA
IKCCYLAT MOBA3KA C MAT'KINM
CYJTMKOHOBBIM MOKPBITNEM

Mepilex® Transfer nossonder obecneumBaTtb yxoh 3a paHamu
B MecTax, TPYAHbIX A1 HaNoXeHWsa MoBA30K, a Takke 3a paHamu
c bonblWKM KonMyecTBoM 3Kkccyfata. MArkuin CUAMKOHOBLIN CII0N
Safetac® BbicTWnaeTcs BOKpYr KpaeB paHbl, rybuyaTas cTpykTypa
Mepilex® Transfer nosBonseT akccyaaTy NOAHMMATLCSA BEPTHUKANbHO
BBEpPX BO BTOpMYHYytl0 abcopbupytoulyio nosasky. Mepilex® Transfer
CBOAMT K MUHMMYMY TpaBMUpPOBaHMe paHbl U BoNb NauyneHTa v npw

CMeHe MOoBA30K, npefynpexnaeTt pUckK pa3BnTnd Mauepaunn.

MUHUMUSNPYET
TPABMUWPOBAHWE PAHbBI
50JIb MNPV CMEHE MOBA30K

e CHwxaeT onckoMdopT npu

CMeHe NMoBA30K.

* IMeeT nonoxunTenbHble

OT3bIBbl OT MaLUMNEHTOB.

e [lpouecc 3axuBieHns
paHbl bonblie He cBA3aH
C MoBpexXAeHueM TkaHen,
OKPY>aloLnX paHy v BHOBb
obpazoBaBLKXCA TKaHEN.

BEPEXHAA ALME3NA

e bBnarofaps TexHonormuu
Safetac®, HagexHo
buKcnpyeTca Ha okpy>KatoLen
paHy Koxe, NpefoTBpaLlas
MaLepaumnio TkaHel 1 cHuxas
pUCK NMOBPEXAEHUS 300POBOWA

KOXW.

9KOHOMWNYHOCTb

e MoxeT ocTaBaTbCs Ha O4HOM
MecTe B TeYeHMe HeCKOMbKNX
OHel, obecneynsas
HerpepbiBHOE 1M BMeCTe C TeM
3KOHOMUWYHOE fleyeHue.

* TpebyloT 3aMeHbl TONIbKO
BTOPWYHbIE MOBSA3KM, B TO
Bpems kak Mepilex® Transfer
MOXET 0CTaBaTbCH Ha MecTe.

YOOBHAA MOBASKA,
NOEATBHO MOBTOPAET
KOHTYPbI TEJTA

e llgeanbHa gna npMMeHeHus
B MecTaX, TPYAHOLOCTYMHbIX
[ HaNOXeHNA MoBA30K.

Safetac® technology. Less trauma. Less pain™.



@Mepilex Transfer

MPBEOBVIOHLIE 3JTOKAYECTBEHHbBIE HOBOBPASOBAHWA

4 )
ACCOPTUMEHT MEPILEX TRANSFER
Apt. N Pasmep, Kon-so/ Kon-go/

cM B TOB. KOP. B TPaHCM.KOP.

294800 15 % 20 S 40
294502 20 x 50 4 24
294600 7,5x85 ® 70
294700 10x 12 S 50

\_ S

Ceoinku: 1) Grocott P, The Palliative Management of Fungating Malignant Wounds,
Educ Bkit. Wound Care Society. Vol. 8. No. 2. June 2001.

[lononHuTenbHas nHdopMauus Ha canTax

NPVMEHEHWE MEPILEX TRANSFER /17 JTYHEBbBIX PAH
(no4 MOJIOYHOWM XKENTE3OU)

OBJIACTV MPUMEHEHWNA

MoxeT NpUMeHATLCS ANS WWPOKOTo CReKkTpa Cyxmx uim cnabo
3KCCYAMPYIOLLMX PaH, TakuX, Kak:

e [puboBMAHbIE HOBOOOpa3oBaHus
e Bynnesubint anuaepmonnsuc (63)
e KoxHble TpaHcnnaHTtats!'
e BeHo3Hble 93BbI roneHen

www.safetac.com n www.molnlycke.com, www.molnlycke.ru

Safetac® technology. Less trauma. Less pain™.



@ Mepilex-Ag

é )

Cnon Safetac® lybuaTtas npoknagka

* CHuxaeT bonesble oLyLieHWs 13 nonunypeTaHa
nepep, BO BpeMs 1 nocfe * AbcopbupyeT akccynat
CMeHbl MOBA3KM * MoxHo KoMbUHMpoBapb

o DuiKkcnpyeTcs Ha CyXOM Koxe, He C KOMMPECCUOHHbBIMY
NpUAKNas K BNaXHo! NOBEPXHOCTY noBs3Kamy
paHbl e ObecneunBaeT BbICOKMN

* [epMeTUYHO PUKCUPYeTCSH BOKPYT ypoBeHb koMdopTa

paHeBOro f10Xa, CHUXas pruck
pa3BUTUS MallepaLuy

o a "
L

TECHNOLOGY

Cno¥ nneHkn U3 noanypetaHa AHTnbakTepuanbHoe

o [Ibiauinii nencTeMe HaymHaeTca

* BopoHenpoHuLaembiit yepes 30 MUHYT C MOMeHTa

* 3awyLLiaeT oT NPOHUKHOBEHUS BUPYCOB MCMONb30BaHMSA U AANTCS
1 bakTepnin* no 7 pren!

o0,

\L .

MEPILEX AG AHTUBAKTEPWAJIbHAA
[YBYHATAA TMOBAIKA

Mepilex® Ag -mMsarkas v oveHb ynobHas aHTMbakTepuanbHas rybyartas
nossA3ka, abcopbupyowaa skccynat v NoALepXMBatoLLas B paHe
BnaxHyto cpepy. Cnoit Safetac® repmetnuHo dukcnpyeT noBasky
BOKPYr KpaeB paHbl, Npefynpexpaas npotekaHne 3kccynata, TakvM
0bpa3oM cBoAsA K MUHMMYMY PUCK Pa3BUTMS MaLLepaLmn KOXIM BOKPYT
paHbl. Bnarogaps nosepxHocTn Safetac® cMmeHa noBasku npoxoawT
be3 noBpexaeHVs paHbl WM OKPYXXaloLLen KOXM WU He BbI3bIBAET Y

nauneHTa AONoJHUTENIbHbIE bonesble oLLyleHn4d.

Mepilex® Ag ocTaHaBnvBaeT poCT naToreHHol ¢nopbl yxe yepes
30 MUHYT C MOMEHTa NPYMEHEHWNS U NPOLOKAET CHMXAaTb akTUBHOCTb
naToreHHbIX MUKPOOPraHn3MoB B TedeHnun 7 aHelt. Mepilex® Ag Takxke

YMeHbUIaeT 3arnax U3 paHbl.

*0N1S MMKPOOPraHn3MoB pa3mepoM bonee 25 HM
Taherinejad and Hamberg. Antimicrobial effect of a silver-containing foam dressing on a broad range of common wound pathogens.
Poster publication, WUWHS 2008.

Safetac® techn

gy. Less trauma. Less pain™.

MNPEVMYLLECTBA MEPILEX AG

* MWHUMU3MPYeT TpaBMUpPOBaHME
v bonb Npu cMeHe NOBA3KK

¢ YnobHo ncnonb3osaTb CpencTBa
LOMOJIHUTENBHOM durKcaLmu,
Bnaropaps ToMy, Uto obe pyku
ocTalnTCcsa CBODOAHBIMMN

e [logxoauT ons NPYMHEHEHUS C
KOMMPEeCCUOHHbIMY NOBA3KaMMu

e MoXHO Bbipe3aTb NoBA3KY
HYy>XHOM $opMebl - Mo popMe
paHbl UK 415 HaNoXeHNs B
TPYLHOZOCTYMHBIX MECTax

e (becneymsaet kombopT
naumeHTa

e MoxeT ocTaTbCs Ha paHe B
TeYeHne HeCKONbKUX JHEN, B
3aBMCMMOCTYM OT COCTOSIHUS pPaHbl

* MOXHO CHATb MOBA3KY U
HanoXuTb cHoBa be3 notepu
afre3nBHbIX CBOWCTB

* Huskuit puck passutus
anneprum Uan pasgpaxeHuns
KOXM

MEPbBI MPELOCTOPOXHOCTW

e He ncnonbayite y
NauMeHToB C NOBLILIEHHOWM
YyBCTBWUTENBHOCTBIO K cepebpy.

* He ncnonb3ayrite Mepilex® Ag 8o
BpeMs Nly4eBolt Tepanuu 1im Bo
BpeMs obcnefoBaHNiA, TakMx Kak:
peHreHockoe, ynsTpasBykoBoe
WA MarHMTeOope30HaHCHas
ToMorpadus.

» He ncnonbayinte Mepilex® Ag
C TakMMU aHTUCENTMKAMM, KaK
PacTBOPbI rMMOXa0pMAa Un
nepekncK BOAOPOAA.




@ Mepilex’

A3BA CTOTlbl oxoru

A3BA TOJTIEHN

KAK PABOTAET MEPILEX AG

1. B cyxoit cpefie noHbl cepebpa He BbicBoboxaatoTCS.

2. 3kccypat, abcopbupoBaHHbIN NOBA3KOW, BCTynaeT
B KOHTaKT ¢ cynbdaTtom cepebpa, voHbl cepebpa
aKTUBMPYIOTCS, 1 MONAAAIoT B KMAKOCTb.

( ) 3. TlocTosiHHaa KOHLEHTpaLusa noHoB cepebpa B XUAKO
ACCOPTUMEHT MEPILEX AG cpefe, paBHOMEpHO pacnpefenseTcs Kak BHYTPU caMolit
Apr. Ne Pasme Kon./ Kon./ “

2 aMep AR Ep. B TRNE, e NOBSAI3KU, Tak U Nof Hell, HeNnoCcpeACcTBEHHO B paHe, 4To
obecneynBaeT cTONKNIN bakTepuUMAHbIN 3ddeKT.
287110 10 x 10 3 70
287210 10 x 20 5 45
287310 15x15 5 35 OBJTACTb MPUMEHEHWNSA
287410 20x 20 5 25 .
287510 20 x 50 5 1 Mepilex Ag npefHa3HayeH Ans paH co cnabbiM 1 yMepeHHbIM
\_ Crepunsson ynaccsre ) KONIMYeCTBOM 3KccyfaTa, Takux, Kak 3Bbl FOJEHM U CTOMbI,

NpoNexXHn n HeI'J'Iy6OKl/Ie oXoru.

[lononHuTenbHas nHdopMauus Ha canTax

www.safetac.com n www.molnlycke.com, www.molnlycke.ru

Safetac® technology. Less trauma. Less pain™.



&Mepiformr

YHWUKaNbHbIN BbICOKOTEXHOIOMMYHbBIN MATKNIA
CUANKOHOBLIN cnoit Safetac®:

e ObecneynBaeT bepexHyio 1 ynobHyto agresunio
e He tpebyeT fononHuTeNbHON PrKcaLmm

Saorerac

TECHNOLOGY

MneHka / HeTKaHas ocHoBa:

o ToHkas, ynobHas B NpuMEHeHNM, He3aMeTHas
e BosgyxonpoHuuaema

¢ BopoHenporuuaema

\L .

MEPIFORM - CAMOKJTEALLAACH
[MTOBAS3KA C MNMOKPBITUEM N3 MATKOTO
CNJTMKOHA 1A YXOLA 3A PYBLIAMI

Mepiform® aBnsetcs TOHKOV M Mano3aMeTHOW NOBA3KON AN yxoaa
3a pybuamun. He Tpebyet mononHwuTenbHol dukcaummn. Mepiform®
XOPOLIO MOBTOPSIET KOHTYPbl Tena, MOAXOAWUT L5 eXeLHEBHOro
HoweHus. [oBsizka MoXeT BbITb CHSATa C KoXW be3 noTepun agre3rBHbIX
CBOWMCTB, 4TO [JefaeT BO3MOXHbIM ee MOBTOPHOE MpPUMEHeHMe.
HeoaHoOKpPaTHLIMUW KNMHUYECKUMK UCCNeloBaHUAMM Bblno nokasaHo,
4TO NPU MECTHOM MPUMEHEHMMN CUAMKOH OKa3blBaeT NONOXMUTENbHOE
BNVISHME Ha 3axuBneHne pybuos'™.

Cebinku: 1) T.A. Mustoe, M.D., et al, International Clinical Recommendations on Scar Management, Special Topic, 2002.
2] J.I. Colom Majan, Journal of wound care, Vol. 15, No 5 (5), 2006.

MNPUMEHEHWNE

e YbeamTbca B TOM, 4TO paHa

MOJNTHOCTbLIO 3aXKKnna.

e YBeauTbcHd B TOM, YTO BCE
LWBbI CHATBI W CLUMBHbIE HUTK

MOTHOCTbIO yOoaneHbl.

CKOJIbKO BPEMEHN
SAHUMAET JTEMEHWE?

o [INNTENBHOCTL NPUMEHEHNS
BapbupyeTcs.

e (0bblYHO yny4YlleHVe HacTynaeT
Yyepes 4 Hepenv NpYMeHeHus.
Jlydwinx pesynbtaTtoB MOXHO
[OCTVYb Yepe3 2-4 Mecqaua
npUMeHeHus.

e Mepiform® Heobxoanmo

HOCWUTb MOCTOAHHO.

. Mepiform® MOXHO CHMUMaTb,
ecnun Heobxoanmo obpaboTath
pybeL, a 3aTeM HaknafblBaTb
MOBTOPHO.

HACKOJ1bKO JABHNM
JOJIKEH BblTb PYBELL, HTOBbI
MOBA3KA MEPIFORM BbIJTA
SOOEKTUBHA?

e [1ns MakcuMansHoro agdekTa
npumeHeHne Mepiform®
cneflyeT HauYMHaTb cpasy nocne
obpaszoBaHus pybua.

technology. Less trauma. Less pain™.



@Mepiformr

SAXMBLUAA XMPYPTNYECKAA PAHA

\

TMNEPTPO®MYECKNIA PYBEL,

N

(
ACCOPTUMEHT MEPIFORM
ApT. N Paamep, Kon-so/ Kon-Bo/

cM B TOB. KOP. B TPaHCM.KOp.

293100 4 x 30 5 50
293200 5x75 5 25
293400 10x 18 5 35

\_

.

[lononHuTenbHas nHdopMauus Ha canTax

KENOWOHbBIV PYBEL]

MEPIFORM HA TUMEPTPO®UYECKOM PYBELE

OBJTACTV MPUMEHEHNA

e Crapble v HOBble, MHTEHCUBHO OKpalleHHble
¥ BbICTyNaloLiMe Haj NOBEPXHOCTbIO Tena
rmnepTpoduryeckmne n kenongHole pybubl

e 3akpbiTble paHbl, B TeX CilyyanXx, Korga ecTb puck
obpa3oBaHusa rMnepTpodUYecknx 1 kenonaHbix pybuos

www.safetac.com n www.molnlycke.com, www.molnlycke.ru

Safetac® technology. Less trauma. Less pain™.



@Mepitac’

TkaHbIl MaTepuan: YHWUKaNbHbIN BICOKOTEXHONOMMYHbBIN MATKNIA
* [loBTOpsET KOHTYPbI TeNa  cpunnkoHoBbIN cioit Safetac®:
e Jlerko paspesaertca e ATpaBMaTW4eH A5t PaHEBOTO 10Xa U

OKpY>KatoLLeit paHy KoxXu npu CHATAU MOBA3KM

SafetracC

TECHNOLOGY

Cnoii nneHku:
e BozgyxonpoHuuaem
¢ BopoHenpoHuuaem

\L .

MEPITAC = TJTACTbIPb C MAT KM
CNJTMKOHOBbBIM MNMOKPbITVEM

MnacTtblpb Mepitac® mnpoeanbHo NoBTOpAeT KOHTypbl Tena, npoct

B MPVMEHEHWUW, Nerko ypansetcs ¢ Koxu. TexHonorusa Safetac®
obecneynBaeT HagexHyto drKcalumio M aTpaBMaTMyHoe cHAaTve. Ecnun
HeobXxoaMMO 0CMOTPETb MOBPEXAEHHbIN Y4aCToOK UK NepemMecTuTb
noes3ky, Mepitac® MOXHO CHATb, @ 3aTeM NMOBTOPHO MCMOSb30BaTh.
Mepitac® - upeanbHoe pelleHne Ang dukcaumy MNOBA30K Y
NauMeHToOB C YyBCTBUTEbHOM MM MCTOHYEHHON Koxeit. Mepitac®
NoAXOAMT [ONA NauMeHTOB, KOTOPbIM HEOoDXOAMMO MHOroKpaTHO
NPUMEHSATb NAACTbIPb HA OHOM M TOM e y4acTke KOXW, HanpumMenp,

HOBOPOXAEHHbIM UK MalleHTaM, Haxo4AaAlLNMCA Ha ANalin3e.

MUHUMUSNPYET
TPABMUWPOBAHWE PAHbBI
50J1b MNPV CMEHE MOBA30K

e CHwxaeT onckoMdopT npu

CMeHe NMoBA30K.

* IMeeT nonoxunTenbHble

OT3bIBbl OT MaLUMNEHTOB.

BEPEXHAA ALTE3NA

e ATpaBMaTuyeH 419 paHeBOro
JI0Ka W OKpy>XatoLlen paHy
KOXW MpW CHATUW NOBA3KN.

9KOHOMWYHOCTb

e MoxeT ocTaBaThbCA Ha MecTe B
TeyeHWe Heckonbkux gHeln. OH
MOXeT BblTb CHAT C KOXUK be3
noTepu afire3anBHbIX CBONCTB,
YTO [e/laeT BO3MOXHbIM ero
NOBTOPHOE NPUMEHEHME, KOTAA
HeobXoAMMO MPOBECTM OCMOTP

NN CMeCTUTb NMacTblpb.

YOOBHbLIN, MAEANBHO
MOBTOPAET KOHTYPbI TENA

° Mﬂ,eaﬂeH LA MTPUMEHEeHNA
B MecCTaXx, TpyAHOOOCTYMHbIX
ONA HanoXeHWA NMOBA30K.

technology. Less trauma. Less pain™.



@®Mepitac

MEPITAC )19 MOBPEXIAEHHOM 1 YYBCTBUTESIbHOWM KOXN MEPITAC AJ13 ®UKCALMKM NMOBASKN HA PAHE

i1

NMPUMEHEHME MEPITAC A1 ®UKCALUMK APEHAXHbBIX TPYBEOK NPUMEHEHME MEPITAC AJ1A SALLNTbBI KOXKN

Mepitac® co3paH ans prkcaumm MeAULMHCKIX NpucnocobneHuni,

ACCOPTUMEHT MEPITAC TaKuUX Kak jpeHaxHble TpyOKM, 30HAbI, 31eKTPOAbI, BHYTPUBEHHbIE
Apt. N Pasmep, Kon-go/ Kon-go/ kaHtonm 1 nossasku. Kpome Toro, Mepitac® obecneunsaet Msrkyto

cM B TOB. KOP. B TpaHCN. Kop.
298300 2 x 300 1 12
298400 4x 150 1 12

3aLNTy KOXWN MOA I'IOLI,OE)HbIMVI I'Ipl/ICI'IOCO6J'IeHI/IﬂMVI [HaanMep,
nonbIMK I/IFJ'IE]MI/I].

MPEMMYLLECTBA MEPITAC:

ATpaBmaTuueH 4 PAHEeBOr0 S10Xa 1 OKPYXXaloLLen paHy
KOXM MpU CHATUM NOBA3KM

Xopowo noBTopseT KOHTYpbl Tena

[pu CHATWMM He oCTaBnsAeT CNefoB aaresvsa
BogoHenpoHuuaem

BosayxonpoHuuaem

[NpviMedaHe: afre3nBHble cBocTBa Mepitac® MoryT cHU3UTLCA
npyv MPUMEHEHUWM B YCIOBMUAX TMOBLILEHHOM BRaXHOCTU
[Hanpumep, B nHkybaTopax), NMbo y NaUMEHTOB C NMXOPAAKOM 1K
0bWnbHLIM NoTooTAeNeHeM. Mepitac® He npepHasHadeH Ans
JlononHuTensHas uHdopMaLMs Ha caiiTax burKcaumum apTepranbHbIX KAaTeTEPOB W apTepuanbHbIX KaHionb.

www.safetac.com n www.molnlycke.com, www.molnlycke.ru

Less trauma. Less pain™.
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TEXHOJOT A SAFETAC. BbIBOP NEPEBA3OYHbBIX CPELCTB

OcHoBHOe nNpenMywectBo: MuHnMmmnsnpyet boneBble OLLyLLEHNS

rnauneHTa, TpaBMMpOBaHME pPaHbl A Opr>KaPOLLLeVI PaHy KOXW MNP CHATNI

MEPILEX® BORDER 000

Jlerkas B MCNonb30BaHUM MONHOLLEHHAA NoBA3Ka
(He TpebyioLas AONOAHUTENbHBIX CPEACTB pukcaLmm);

e Xopowo abcopbupyeT v 0OTAMYHO yaepxMBaeT aKccyaar,
npensaTCTBYeT pa3BUTUIO Mallepalnu;

MEF’ILEX® BORDER LITE ®

Jlerkas B MCnonb30BaHWUM NOAHOLEHHAA NOBA3Ka
(He Tpebytolwas AOMNOAHUTENbHBIX CPEACTB dukcaumm);

e ToHkas 1 ynobHas B NpUMEHEeHWUU, LOCTYMHbI NOBA3KM
Masnoro pasmepa;

MEPITEL® 000

° MoXHO 0CTaBNATEL Ha OOHOM MeCTe B TedeHMne HeCKOJTbKMX
ﬂ,Hel7I, npu HeO6XOﬂ,I/IMOCTI/I MEHAA BTOPUYHYIO MOBA3KY,
4yTo obecneumsaet Hel’lpepblBHbIlﬁ n BMecCTe C TeM
3KOHOMUYHbIN YXO4;

° Mo>HO 1MCNoNb30BaTh B COYETAHUM CO cpefcrsamMun ond
MECTHOro NpMMeHeHnd;

MEPILEX® OO

e 3aboTa 0 NaumMeHTe U BbICOKMIA YpOBEHb KOMOPTa;

° OcTaeTtcq Ha MecTe, He CMoO3aeT;

MEPILEX® LITE ®

e ToHkas, ynobHas B ncnons3osaHuu, obecneynsaet
BbICOKMIA ypOBEHb KOMdOpTa 415 NauneHTa;

° OcTaeTcd Ha MecCTe, He Cron3aert,

MEF’ILEX® TRANSFER 000

3ddekTnBHO OTBOANT 3KCCYAaT;

e YnobHa B NMpYMeHEeHNH, XOpOLLIO NOBTOPSET KOHTYpbI Tena,
naeansHa 4ig MecT, TPYAHOLOCTYMHbBIX AR HanoXeHUs
NOBA30K.

* TpebyeTcst BTOpUYHas nosaska
(Hanpumep, Mesorb)

I I

YPOBEHb

SKCCYIALNN ‘ HN3KUI ‘CPED,HI/IVI ‘ BbICOKM Sa/'e[gc

TECHNOLOGY



CPEOCTBA OJ1A OHYUNLLEHWA PAH



@ Hypergel

20% xnopup HaTpus B dopmMe ruaporens

@ Hypergel

HYPERGEL - 20% PACTBOP
XJTIOPNIOA HATPNA B POPME TEJIA

Bbicokas KoHLEeHTpaumsa xaopuaa Hatpusa sddekTMBHO yBRaxHAeT

1 obneryaeTt ecTeCTBEHHOE OTTOPXEHME HEKPOTUYECKOM TKaHMW.

4 )
Hypergel® ynakoBaH ctepunbHo B Tybbl
Aptukyn N Konuyectso/  Ty6 B kop.  Ty6 B TpaHcn.
Pasmep Kop.
360500 5r 10 40
361500 15r 10 40
\_ .

30

NPEVIMYLLECTBA HYPERGEL®

e Pa3smaruyaer u pacTtBopsieT

Cyxue Hekpo3bl
e [lpupoaHbIM MaTepuan

e Jlerok B NMPpUMEeHeHNN

KAK NEMCTBYET HYPERGEL

Hanectv Hypergel® Ha obnactb
cTpyna, u3beras nonafaHus Ha
OKpY>KatoLLyto 3[0POBYIO KOXY.
Brarofaps BbICOKOM KOHLEHTPaLMK
xnopuia Hatpus renb abdekTneHO
yBnaxHseT v obnervaet
€CTeCTBEHHOE OTTOPXKEHME
HekpoTuyeckon TkaHw. [Mocne
yLOaneHus HeKpOTUYECKOM TKaH!
co3paatoTcs bnaronpuaTHble Ans
3aXWBNEHNS YCNOBUS.

OBJIACTU MPUMEHEHWNA

Hypergel® npegHasHayeH ang
Pa3MArYEeHUs 1 OTTOPXKEHUS CYyXMX

HEeKpOTn4YeCKnx TKaHemn

YEPHAA CYXAA PAHA



@ Normlgel’

e N\ MPEMMYLLECTBA NORMLGEL

° 3aLLI,l/ILLI,aeT HyBCTBUTEJIbHbIE
BHOBb O6pa3OBaBLLIMeC9| TKaHN

0,9% pacTBop xnopuia HaTpus B popme rens

e [logaepXunBaeT BAaxHYyo
cpeay nof NMoBsA3KOW

e Pasmdaryaet cyxolt ¢pubpuH

KAK JEMCTBYET NORMLGEL

: Normlgel® cnepyeT HaHecTy

@ Normlgel’

1, B A

Ha paHy. Normlgel® apdextnsHo
YBI@XHSET paHy, nofiepxusas,
TaknuM 0b6pa3oM, BRaxHyto
cpepy, bnaronpusTHyto ans
3aXUBreHNs paH. BnaxHas
cpefia noanepxvisaeT
ayTonuTUYeCcKoe OTTOpPXKEHNE

¥ 3aliMULaeT BHOBb
obpa3yioLytocs TkaHb.

OBJIACTU MPUMEHEHWA

\_ Yy Normlgel® MoxeT npuMeHaTLCS

ONA nedeHna rpaHyanpyromnx
N OTKPbITbIX PaH, TaknX, Kak:

NORMLGEL - 0,9% PACTBOP oo
XﬂOPMﬂ‘A HATP|/|§:| B CDOPME rEﬂﬂ e H3Bbl roneHu

[nabeTnyeckune 938bl

@usnonormnyeckas KOHLEHTpauna xnopmnaoa Hatpu4a Qq)qDeKTl/IBHO b HOBerHOCTHbIe oxoru

YBJI@XHAET paHy. *  Xupypruyeckue paHsol

4 )
Normlgel® ynakoBaH cTepuiibHo B Tybbl
Aptukyn N Konuuectso /  Ty6 B kop.  Tyb B TpaHcn.
Pasmep Kop.
370500 5r 10 40
371500 15r 10 40
\_ S

CYXOW XENTbIN ®UBPUH



@ Mesalt’

7 ~\ MNPEVMYLLECTBA MESALT

e CtuMynupyeT oTTopXeHWe
HEKPOTUYECKMX TKaHeMN

e (Obnapaet aHTMbakTepuanbHbIM
abdekTom

e Jlerka B NpUMeHeHUH

HeTkaHblit abcopbeHT, NponuTaHHbIA XI0PUAOM HaTpuUs

KAK ENCTBYIOT MOBA3KM
MESALT

BbigeneHns n3 paHsl npusoasT

K 0cBOBOXIEHWMIO Xnopuaa HaTpus
13 nossaskn. Mesalt® addekTrsHo
CTUMYNIUPYET OUMLLEHNE

paH B CTaAMn BoCManeHus,
abcopbupys akccynat, bakrepuun

N HeKpOTUYeCKMe TKaHW U3 paHbl,
cnocobcTBys, Takium 0bpa3om,
€CTeCTBEHHOMY 3aXMWBJIEHUIO PaHbl.

OBJTACTU NMPUMEHEHNA

Mosszkn Mesalt® npenHasHayeHb!
ans obpabotku cunbHo
3KCCYAMPYIOLLMX paH v paH

C MHOWUMPOBAHHbLIMU BblAENEHUAMY
B CTaf\uW BOCMaNeHus, Takunx, Kak:

e [lponexHu

e Xupypruyeckue paHsbl

( R

MESALT - QUMLLIAIOLLIAS
MOBASKA C XJIOPVAOM HATPIA

Mesalt® addekTMBHO CTUMYNMPYET o4YMLLeHUE CUIIBHO

IKCCYAMPYOLWMNX paH W UMHOGMLMPOBAHHLIX paH \ y

JIEHTA MESALT

C BblAeNIEHNAMMN.

4 A
Mesalt® ynakoBaH CTepWIbHO B MHAMBUAYabHbIE NaKeTsl
ApTukyn N Pasmep, Kon-so/ Kon-go/
cM B TOB. KOP. B TpaHcr. Kop.
Mesalte 285580 5% B 30 240
285780 75x7,5 30 240
286080 10x 10 30 180
JleHTta Mesalte 285280 2 x 100 10 80
\_ .

FPAHYNTMPYROLLAA PAHA C 3KCCYJATOM



@ Melgisorb’

HeTkaHbil Matepuan u3 anbrMHaTHOro BoJIOKHa

MELGISORB - ABCOPBEVPYHILLAA
AJIbI MTHATHAA TTOBASZKA

Melgisorb® npeactaenseT coboit BbicokoabcopbupyoLLyo NoBsasky

A9 MOBEPXHOCTHBLIX U MOJIOCTHBLIX PpaH.

4 , A
ACCOPTUMEHT Melgisorb®
ApTukyn N Paamep, Kon-so/ Kon-so/
cM B TOB. KOP. B TPaHcr. Kop.

[Tnockas nosazka

250600 D% 10 50
251100 10x 10 10 50
251500 10 x 20 10 50
MosAska gng nonocrem
253000 2 x 32 5 50
\_ W,

NMPEMMYLLECTBA MELGISORB

e Bhicokas abcopbuus

e He npunaunaet K BNa>xHom
NOBEPXHOCTU paHbl

e [logxoauT ANS MONOCTHbIX paH

KAK JEMCTBYET MELGISORB

Melgisorb® cnocobra abcopbuposatsb
Bonblune KonnyecTBa sKccyaaTa.
AnbrHaTHoe BofokHO, abcopbupysa
aKceyfart, obpasyeT MArkunit
BNaXHbIN refb, CO3A4aBast Npy 3ToM
BNaXHyto cpefly, bnaronpusaTHyio
D15 3aXuBneHns patbl. [enb nerko
yOanseTcs npy NpoMbIBaHUW paHbl
bu3nonornyeckmnM pacTBopoM.

OBJIACTN MPUMEHEHW

Melgisorb® MoxeT ucnonb3osaThes

ans obpaboTku Wrpokoro cnekTpa

YMEPEHHO AW CUABHO

3KCCYAMPYIOLMX PaH, Takux, Kak:

e [lponexHu

*  {3Bbl ronexen

e Jlnabetnyeckre A3Bbl

e JloHopckue yqacTku npu
ayToTpaHcnaaHTauum

e [locneonepaLynoHHble paHbl

é h

\L J

MELGISORB [/153 MOJIOCTEM

"PAHYJTMPYHOLLAA PAHA C 3KCCYATOM
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TPAINLIMOHHBIE MEPEBA30YHbIE
CPEACTBA

Komnatua Ménnnuke Xenc Ksa (Mélnlycke Health Care) asnaetcsa ogHon
M3 KPYMHENLLINX CPeau Mpon3BOAMTENEn CPEACTB MO YXO4Y 3@ paHaMu.
Haww nepenosble pa3paboTky, yoobHbI B MPUMEHEHMUN W BKIKOYAIOT Takme

cpencTsa, kak Mepore®, Alldress® n Mepore® V.
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@ Alldress:

Cnoit nneHkm
npefoxpaHseT paHy
OT NPOHUKHOBEHMS
BMpyCOB

n bakTepwii

Cnabo npuneratouias
K paHe KOHTaKTHas ceTka

\ _
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BopoHenpoHuuaembiin bapbep
3alMLIAeT paHy OT BHELIHEro
3arpsi3HeHus 1 npefoTepallaet
MPOHMKHOBEHWE 3KCCyAaTa
Hapyxy

«[blwallas» nneHka
nonaepxusaet
BNaxHyto cpegy

Beicokoabcopbupytowas
npoknagka a$pPekTuBHoO
abcopbupyet akccypat

\_

besonacHbI ona koxu
NONNaKPUIOBbINA KNenkuin cnon
obecneuymnsaeT MArkyto

1 HaZexHyto drkcaumio )

ABCOPBNPYHOLLAA,

MPOHNLAEMAA 019 VCMAPEHAN,
CAMOKJTEALLAACH TTOBAIKA

Alldress® - camoknesuascs abcopbupyiollas noesska, naeanbHas

A9 LUMPOKOro cnekTpa cflabo nmav yMepeHHO 3KCCYyAMPYIOLLMX paH,

KOTOpaa TakXe WNCnonb3yetcd B KadecCTBe BTOpl/IL-{HOlZ MOBA3KN.

Cnon nneHkn nognepXwveaeT BJIaXXHOCTb cCpefbl, 3aluiiad paHy

oT l/IHq)I/ILI,l/IpOBaHI/I‘FI M nonagaHnad BoObl.

MPEMMYLLIECTBA ALLDRESS

e (Cnaboe npuneranvie KOHTAKTHOM
CeTKM K paHe

o [lofofepk1BaeT BAaxHY0 cpeny
noJ, MoBA3KOM

e MUHUMM3NPYET pUCK
BO3HWKHOBEHMS Maliepaumm
TKaHem

* MOXHO NpUHMMaTBL gyl

e 3allMLLIaeT paHy oT nonagaHns
BOAbI 1 3arps3HeHnn

° 3aLL|,I/ITHa‘}| aHTl/I6aKTepl/IaJ'IbHa‘r'|
NnJeHKa

e 3alwmTHas bymara nerko
ynansetcs, obecneyvBas
ynobHoe 1 acenTmyeckoe
HanoXeHne NoBA3KM

e be3onacHbln 018 KOXN KNenknn
cnown

e BricokoaddekTnBHas abcopbums

KAK LEMCTBYET ALLDRESS

KoHTakTHas noBepxHOCTb
Alldress® cnabo npunnnaet

K paHe. Abcopbupytowas
npoknagka BNUTbIBaeT aKccyaaT
Y MUHWMU3UPYET PUCK Pa3BUTUS
MallepaLyun oKpyXKatoLmnx
KOXHbIX MOKPOBOB.

MArkni agre3nBHbIN cnown

Ha BOLHOM OCHOBE HageXHo
YOEepXKMBaEeT NOBA3KY Ha MecTe.
MonynpoHnuaemasn nieHka
NoAAepPXMBaeT BAaXXHOCTb
cpefbl, CnocobCcTBYS 3a>XKMBAEHUIO
paHbl, @ Takxke 3alinuias paHy
OT MPOHUKHOBEHWS BMPYCOB U
bakTepuit. Kpome Toro, nnexka
npenaTcTBYyeT MPOHWKHOBEHUIO
IKccypaTa Yyepes NoBA3KY.

[Mafkas NOBEPXHOCTb CHMXaeT
TpeHWe o nocTenbHoe benbe n
ofexnay, 4To obecneunsaeT bonee
HajexXHyto dukcaumio.



@ Alldress®
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Bckpoiite ynakoBKy v OCTaHbTe MOBA3KY.

CHUMWTe NepByio MONOBUHY 3aLLMTHON BymMaru, 4tobbl OTKpbITL
aAre3nBHYI0 MOBEPXHOCT.

( R

3akpenuTe NoBsA3Kky Ha Tefle 1 akkypaTHO CHUMWTE BTOPYIO MOIOBUHY
3aWwuTHOM Bymaru. [NoTHO NpUXMUTE Knelikne Kpasi MOBSA3KM
[N19 NydLero npuannanus. He pactarvisaiite NoBs3ky BO BPEMS HAIOXEHNS.

\
Moesasku Alldress® ynakoBaHbl CTepuIbHO
B MHAVBUAYyaNbHbIE NaKeTbl
Apr. N Paswmep, Pasmep Kon-Bo/ Kon-go/
cM NpoKNasaky, B TOB. B TpaHCn.
M KOp. Kop.
265320 10x 10 5x5 10 70
265340 15 % 15 10x 10 10 100
265360 15 x 20 10x 15 10 120
\_ S

[lononHutensHas nHdopMauus Ha canTe:

www.molnlycke.com, www.molnlycke.ru

OBJNIACTV NMPUMEHEHNA

Alldress MoxeT NpUMeHATLCA AN YXOAa 3a LUMPOKMM

CMeKTpOM cNabo man yMepeHHO 3KCCYAMPYIOWMNX PaH,

HanpumMep:

e Kak nepBuyHas nossa3ska 4N OTKPLITHIX U 3aKPbITbIX
paH, Takmx kak uabeTudeckrie, BeHO3Hble, MPONEXHMU,
XMpypruyeckrie paspesbl, ppaHble paHbl
1 MOBEPXHOCTHbIE OXOrW.

o Kak BTOpUYHaA NoBA3Ka OJ14 OTKPbITbIX paH, COBMECTHO C:

- renamu (Hanpumep, Hypergel® u Normlgel®),
- ounLlaloW MMM nossaskamm (Hanpumep, Mesalt®),
- anbruHatamu (Hanpumep, Melgisorb®)
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@ Mefix:

[penBapuTensbHoO Be3onacHbI ang koxu
pasMeyeHHoe bymaxHoe NoANakpUNOBLIV KNewKkunit cnoin
nokpbITVe Ans yﬂ,OBCTBa Ha BO,D,HOIZ ocHoBe obecneynsaeT

V3MepeHua u pesku HafexHyl 1 bepexHyto drKkcaumio

Yn0bcTBO B 1CNOAb30BaHUK Msarkui, anacTuyHbIi,
Bnaropaps nepdopaunm HeTkaHbI MaTepuan yaobeH
B MCMONb30BaHMK

\_

CAMOKJTEALLMNCA MATEPVIAJT

Mefix® - ngeanbHbIl dukcaTop Ans NOBA30K, TAMMOHOB,

KaTeTepoB M KaHHJIb.

ObecneymBaeT HafexHyto duKcaumio,

6epe>KHo MPpUKINenBadaCh K KoxXe.

MPEMMYLLECTBA MEFIX

e AAre3vBHbIN C/IOM Ha BOLHOM
ocHoBe De3 pacTBopuTeneit
be3onaceH O1s KoxXu

¢ [lpenBapwTenbHO pa3MeyeHHas
3awuTHasa bymara obecneumsaet
ynobcTBO M3MepeHuUs 1 0Tpe3a

e XopolLo NOBTOPSIET KOHTYPbI Tena

e BosgyxonpoHuuaem,
npefynpexgaeT Malepauuio
TKaHel, obecneunsas

KOM(OpPTHOE MCNONb30BaHNe

e MoXHO CTepmnAn30BaTh NapoM
n EtO

KAK LIEMCTBYET MEFIX

HeTkaHas nopuctas cTpykTypa
MaTepuana fenaert ero
NpOHML@eMbIM ANA BO3AyXa U
ncnaperuin. Matepuan anactuue,
XOPOLLO MOBTOPSIET KOHTYPbI TENA,
He orpaHnuYMBas ABUXKEHNS U

OCTaBadAChb Nnpu 3TOM Ha MecTe.

MaTepwuan He BNWTbIBAET XMAKOCTY,
1 TEM CaMbIM CAYXUWT bapbepomM,

He NponycKawLWmMM KpoBb U
apyrue xwuakoctn. CneumnansHo
pa3paboTaHHbI MOANaKPUIOBbIA
aAresuB Ha BOJHOWM 0CHOBe

He NoBpeXaaeT KOXy,
0fHOBpeMeHHO obecneymsas
HaJexHyto dukcaumto.

Bnarogaps nepdopaumnu

Ha NPOTHXEHWUM BCEro pysoHa,
3alumMTHada bymara nerko ypansercs.
[ns ynobHoro ncnons3osanus
MMeeTCs pa3MeTka C MHTepBanaMu
B 10 cM. MoxHo nerko otpesaTtb
Mefix Hy>xHOr0 pa3mepa 1 GopMsil.



@ Mefixe
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BblpesaTb no Heobxognmomy pasmepy. Pa3penntb 3awmTHyto Bymary Ha ABe yacTu, corHys Mefix. YoanuTs y3kyto YacTb.
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HanoxuTb Ha Koxy 4acTb NOBA3KM C OTKPLITHIM KNENKUM CIIOEM.
YnanuTb ocTaBLylocs 3alnTHyto bymary. C ycunuem pasrnaguts Mefix
LO1S nydlero npuavnanus. He pactarusate Mefix Bo BpeMs Hanoxerus.

~N

Mefix® gocTyneH B HeCTepUIbHbIX PysoHax

B MHAVBUYaNbHOM ynakoBKe.

Apt. N WupwHa, Ynakogok/
cM B TpaHCn.

Kop.

10-MeTpoBble pynoHbI

310250 25 40

310500 5 40

311000 10 20

311500 15 22

312000 20 10

313000 30 12

\ .

[lononHutensHas nHdopMauus Ha canTe:

www.molnlycke.com, www.molnlycke.ru

OBJTIACTV NPUMEHEHNA

Mefix® MOXeT WNpOKO NPUMEHATLCA B Tex CRyyasx, Koraa
HeobxopnMa durkcaLums NoBs30K, candeTok, TaMMOHOB,
KaTeTepoB W KaHob.

39



40

@ Mepore-

3awwmTHasa bymara nerko Markum, anacTuYHbIN,

ypansetcs, obecneunsas HeTKaHblN MaTepuan

yaobHoe HanoxeHne yA0DEH B MCMOb30BaHMM
P —’b
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BesonacHbln onsa koxun KoHTakTHbIM cnoit abcopbupytoueit
NOAVNaKpUIOBbIN afire3vs Ha npoknagku cnabo npuaunnaet k pawe,
BOfIHOW OCHOBe 6e3 pacTBOpuTeneit  obecneuynsan 6onbLIN KOMPOPT B
obecneynBaeT HafexXHYI0 U ncnonb3osaHuK 1 bonee ganTensHoe
BepexHyto pukcaumio HoleHne

CAMOKJTEALLAACH
ABCOPB/PYHOLLAA MOBA3KA

BoznyxonpoHuuaemas camoknesilascs nossska Mepore® naeanbHa
LJ19 CUNIBHO M YMEepeHHO 3KCCYAMPYIOLLMX paH. be3onacHbln s Koxm
NONVaKpPWIOBLIN KNeMKUIA CNoi Ha BOAHOM 0CHOBE be3 pacTBopuTene
obecneyvBaeT HaflexHyto 1 bepexHyto durkcaumio.

OBJACTW NPUMEHEHWA

Mepore® MOXET MCNOJIb30BaTbCA A4 yX04a 3a WNPOKUM CNEKTPOM cnabo
N YMEPEHHO 3KCCYyAMPYOWWMX paH, TakMX, Kak nocjaeonepaunoHHblie paHbl,
MOBEPXHOCTHbIE OXOrKn, nope3bl N CCanHbl.

MPEMMYLLIEECTBA MEPORE

e AOre3nBHbIN CIIOM Ha BOLHOM

ocHoBe besonaceH A9 KOXMN

e KoHTaKTHbIN CNoM NpoKnagkm
cnabo npuneraet kK paHe

e 3nactnyHas BOAOOTTa/IKMBAO~
LadA OCHOBa

e 3awwTHas bymara nerko
yoansetcs, obecneunsas ynobHoe
N acenTnmyeckoe HasoxeHue

e BozgyxonpoHunuaema,
npefoTBpalLaeT Malepaumio
TKaHel, kKoMpopTHa

B NCMOJIb30BaHNN

e Kpas okpyrnoi ¢dopmsl
obecneuuBatoT bonee
HaLexXHytlo dukcaumto
(Bce pazmepsi, 1o 9x15 cM)

KAK IENCTBYET MEPORE

HeTkaHaa nopucTas cTpykTypa
NOBS3KN JenaeT ee NPOHNLE@eMo
ONS BO34yXxa U MCNapeHuii.
MaTepwuan anactnyeH, XopoLlo
NoBTOPSieT KOHTYpbLI Tena,

He orpaHnunBas ABUXEHWS 1
0CTaBasiCb Npu 3TOM Ha MecTe.
MaTepuan He BnuTbIBaeT
KUAKOCTH, 1 TEM CaMbIM CAYXUT
DapbepoM, He NMpOMyCcKaloLLMM KPoBb
v Apyrvie XnMAKoCTW Yepes cebs.
CneuwnanbHo pa3paboTaHHbIl
NOANaKPUNOBbIN aares3vs

He NoBpeXAaeT Koxy,
oAHOBpeMeHHo obecneynsasn
HagexHyto dukcaumio.
Mpoknafka Ana paHsbl
abcopbupyeT ymepeHHoe
KOMYeCTBO 3KCCyAaTa, ee
noBepxHoCTb cnabo npuavnaet
K NOBEPXHOCTW paHbl. 3alnTHas
bymara nerko ygansaertcs,
obecneuvBas yaobHoe u
acenTMyeckoe HanoxeHue.



@ Mepore-

4 )

BekpbITb ynakoBky 1 focTaTb NOBSA3KY.

MprOoTKPBLITL C Kpas NOBSA3KM 3aLLWTHYIO Dymary U NaoTHO NPUNOXWTb
NoBA3KY afre3nBHON NOBEPXHOCTbLIO AN NPefBapUTeSbHOIO
3aKpenseHuns B Hy>XHOM MecTe.

HanoxuTb noBsa3ky Ha Koxy De3 HaTsKeHWs, akkypaTHO NpuaepXKnsas 1
yhanss ocTaBLLylocs 3alUuTHyto bymary. PasrnaguTb knelikve kpasi oBA3KM
[151 ee MPOYHOro 3akpenneHns. He HaTArMBaTh NOBSA3KY BO BpeMst HaoxeHws!

) 4 )
Moeaskn Mepore® ynakoBaHbl CTEPUIIBHO Mepore® Takxe BbIMyCKAeTCs B HECTEPUITbHBIX PYJIOHaX
B MHAVBWUAYanbHble NaKeThl no 51 2 MeTpa B MHAMBUAYaNbHON ynakoBke
Apt. N Pa3wmep, Pazmep Kon-Bo/ Kon-Bo/ Apt. N LLnpuHa, LWLnpuHa YnakoBok/
cM npoKnaaKu B TOB. B TpaHcn. cM NpoKIaaKn B TpaHcn.
cM Kop. Kop. cM Kop.
670800 6x7 3x4 60 480 5 M pynoHbl
670900 9x10 4L5x6 50 400 331900 4 15 24
671000 9x15 4.5x10 50 400 332000 7 3 18
671100 9x20 4.5x 15 30 180
671200 9 x 25 4.5 x 20 30 210 2 M pynoHel
671300  9x30 45x25 30 270 331980 4 15 30
332080 7 3 21
\_ . \_ A

[lononHutensHas nHdopMauus Ha canTe:

www.molnlycke.com, www.molnlycke.ru
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@ Mepore:Pro

( )

3awwnTHaa bymara
f1erko yaansercs,
obecneunsasn

ynobHoe HanoxeHvne bonee fnuTenbHoe WCNonb30BaHUe

Abcopbupytollas npoknagka c Mano  Msarkuit, anacTuuHbIi,
NpUANNaoLWNM K paHe NoKpbITUeM HeTKaHbIl MaTepuarn,

obecneunBaeT KOMPOPT NAUMEHTY U KOMDOPTHbBIN ANs
nauvieHTa

3awuTHasa nnexka «[biwalias» v
npefoTepallaert BOJOHenNpoHuLaemas
NHOUUMpPOBaHMe N3BHE nneHka obecnednsaeT

6e3 pacTBopuTenen komdopT 1 bonee
obecneunBaeT HagexHyto LAVTeNbHOe UCNONb30BaHMe

besonacHbIn ona kox
NOANaKPUIIOBbIV KNeWKunia
CNOW Ha BOAHOW 0CHOBe

k 1 bepexHyto dukcaumio J

BOJOCTOMKAS B YC/IOBMAX OYLLIA,
CAMOKEALLIAACA AGCOPBMPYIOLLIAS
MNOBA3KA

Mepore® Pro - camokneduladca abcopbupyowas BO34yxo-
NpoHMUaeMaa MoBA3Ka, C BHELWHWM MJEHOYHbIM MOKPbITUEM,
3alMulaowmMM paHy oT nonagaHusa Boabl U MHOMULMPOBaAHMS.
BesonacHbiM ANg KoXW aAre3vBHbIN C/IOM Ha BOAHOW OCHOBE
be3 pactBopuTeneit obecneymBaeT HafexHyl U bBepexHyto

bukcaunto.

MPEMMYLLEECTBA MEPORE PRO
e [lo3Bondaer NpuHMMaTL Oyl

e KoHTaKkTHbIN C0M Npoknagku
cnabo npuaunnaet K paHe

e 3alumulaeT paHy OT BOAbI U1
BHELIHEero 3arpsa3HeHns

e BHelHAs nneHka 3awmiiaeT
OT BUpYycOB v bakTepuit

e OnTumanbHas abcopbuwms

e 3awmTHas bymara nerko
yaansetcs, obecneymBas
ypobHoe 1 acentuyeckoe
HanoxeHue

e [IpoHMUaeMa 4na McnapeHun

e CKONb3WUT MO NOBEPXHOCTM
0eX[bl M NOCTeNIbHOTo benbs

e be3onacHbI 0Ns KoXu
a[re3vBHbIN CNOM Ha BOAHOW
0CHOBe

e Kpaga okpyrnoun ¢opmsl
obecneunBatot bonee
HaLexXHylo dukcaumio
(Bce pasmepsl, 1o 9x15 cM)

KAK JEMCTBYET MEPORE PRO

3allnTHada nneHka no3BosideT
NpUHUMATL Ayll, 3aliMLIaeT paHy
OT BOAbI U 3arpsA3HEHNN.
3awuwaet benbe n ogexay ot
nornafaHvs KpoBW 1 3KCCyaaTa paHbl.
[NoBA3Kka obecrneymBaeT onTUMasbHbI
BanaHc Bnarv B 0bnactu paHsi,
Bnarofaps BbICOKOW BNUTbIBAIOLLLEN
CMocoBHOCTW NpokAagku 1

3P deKTUBHOMY UCNapeHnto.

CneumnanbHo pa3paboTaHHbIN
NoANaKpUNOBLIA afresvs
obecneunBaet bepexHyto, u
BMecCTe C TeM HafexHyr bukcaumio
NoBSA3KN. HeCNoXHOMY HanoXeHNIo
NOBSA3KM CMOCODCTBYET Takxke
NPOYHOE Hapy>XHOe NaMVHVPOBaHMe
NNeHKon.



@ Mepore*Pro

BckpbITb ynakoBky 1 [ocTaTb NOBSA3KY.

MprOTKPBLITL C Kpas NOBSA3KM 3aLLWTHYIO bymary 1 NaoTHO NPUNOXWTb
NoBA3KY aAre3nBHON NOBEPXHOCTbIO A7 NPeBapUTESIbHOMO
3aKpensieHuns B Hy>XHOM MecTe.
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Hanoxunts MOBA3KY Ha KOXY bes HaTAXeHWNd, akKypaTHO npuaepXxmnsada

v ypansas ocTaBlUylocs 3aluTHyto bymary. Pasrnagutb kneiikue kpas
NoBA3KM 15 ee NPOYHOro 3akpenaeHus. He HaTArnBaTb NoBA3KY
BO BpeMs HanoxeHus!

4 )

Moesasku Mepore® Pro ynakoBaHbl CTEpUIIbHO

B VHAVBUIYyaNbHble NaKeTbl

Apt. N Pasmep, Pasmep Kon-o/  Kon-so/
cM npoKiasKku BTOB. B TpaHcn.

cM Kop. Kop.

670820 6x7 3x4 60 480

670920 9x10 45x6 40 320

671020 9x15 4.5x 10 40 320

671120 9x20 45x 15 30 180

671220 9 x25 4.5x 20 30 210

671320 9 x 30 4.5 x 25 30 270

\. J

[lononHutensHas nHdopMauus Ha canTe:

www.molnlycke.com, www.molnlycke.ru

OBJIACTV NMPUMEHEHNA

Mepore® Pro MoxeT 1CcMonb30BaThCs A9 YX0Aa 3a WNPOKNM
CnekTpoM cnabo 1 yMepeHHO 3KCCYAMPYIOLLMX PaH, TakuX, Kak
nocfeonepauUyoHHble paHbl, MOBEPXHOCTHbLIE OXOrW, Nope3b
W CCaauHbl.
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@ Mepore’lV
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Cuctema HanoxeHus
C 3aLUMTHbLIM KapKacoM
1 bymaxkHo pamkon
obecneyunsatoLias
npocToe v ygobHoe

HeTkaHoe yKpenneHue, cosgatouliee

MaKCUMallbHYO NPOYHOCTb MOBA3KHK,

Korga aTo HeobxoamMmo
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<<):||bILLIaU_I,aFI>> 31acCTn4Haqa
nonnypetaHoBad nieHka,
KOMCIDOpTHaﬂ Ang nauneHTa

~

Mnexka, npepoTepalyatoLas
MPOHWKHOBEHWE XULKOCTEN,
3alymulatoLlas ot BUPYCoB U
bakTepuit

[po3payHas

4acTb NoBA3KK,
obecneyvnsatoLan
BW3yasbHbIA KOHTPOSb,
6e3 CHATUS NOBA3KM

W,

[TPO3PAYHAA
BO3AYXONPOHNUAEMAA TJTEHOYHAHA
[MTOBASKA C Y-ObPA3ZHbBIM PASPESOM

Mpo3payHasa camoknesulasca nosaska Mepore® IV ngeanbHa ans

duKcaumMm MHTpaBaCKyNApHbIX YCTPOMCTB, Takux, Kak, Hanpumep,

IV kaTeTepbl. TexHuka HanoxeHns Mepore® IV npocTa B npuMeHeHnu.

NMPENMYLLIECTBA MEPORE IV
e HapexHasa dukcaums

e besonacHbIn oNg Koxm
anresuns

e HeTkaHoe ykpennexuve gns
MaKCVManbHOM MPOYHOCTH

e BosgyxonpoHuLaemMocTb

e B03MOXHOCTb BM3YyanbHOMo
KOHTponsA 6e3 CHATUA NOBA3KM,
Yepes Npo3payHylo YacTb
noBA3KN

¢ ToyHo MOBTOPAET KOHTYpPbI TeJia

¢ [lneHka, 3awmuiatollas ot
BMpYycoB v bakTepuit

° BO,EI,OHeI'IpOHl/ILI,aeMOCTb

e Jlerko HakK/lafblBaeTC4d,
Laxe B nepyarkax

KAK LEMCTBYET MEPORE IV

Mepore® IV obecneunsaert
HaLeXHYI0 1 31aCTUYHYI0
bukcaumo MHTpaBackynspHbIX
yCcTponcTB. [1po3payHas nnexHka
ABnseTcs bapbepoM 4ns
BblAeNeHN 1 NpefoTepalyaeT
NPOHUKHOBEHVE BMPYCOB U
bakTepuin n3sHe. bnarogaps
BbICOKOW MPOHMLL@eMoCTU Ans
ncnapennit, Mepore® IV nossonser
n36bITKy BNarn ncnapsarbes

C MOBEPXHOCTU KOXU. HeTkaHbl
yKpennsownii MaTepuan
obecneynBaeT NPOYHOCTb U
HafeXHOCTb dukcaunm.

CneunanbHo pa3paboTaHHbIl
NOANaKpUAOBLIN afre3ns cron
He MOoBpeXAaeT KOXY,
oflHoBpeMeHHO obecneynsas
HaZexHylo dukcaumo.

CucteMa HanoXeHUs C 3aLMUTHBIM
KapkacoM, BymMaxxHOW paMKow

1 pa3Horo pasmepa BOKOBLIMU
cTukepamu obecneunsaeT
npoctoe n yaobHoe HanoxeHue.
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Bckpoiite ynakoBky v flocTaHbTe NoBs3Kky. CHUMUTE 3alUuTHylo bymary,
npuaepxuBas noss3ky 3a 60KoBble CTUKEPSI.

lMNepen, HanoxeHneM ybeiuTecCh, 4TO KoXa O4MLLIEHa U NpocyLLeHa.
Pacnonoxure nosizky Bokpyr kaTeTepa. Y4oCToBepsTeCh, YTO KaTeTep 3aKpbiT
NpO3payHoON NAEHKOW.
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®Mepore:
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CHUMUTe BymaskHyio pamky. HanoxwuTe noBs3Kky 1 0CTOPOXHO pasrnafbre
ee Mo NMoBePXHOCTU KoxK. 3aTeM yfanute 60KoBble CTUKEPbI.
He pacTsrnBaiite noBsizky BO BpEMS HANOXEHUS.

4 )
Mosasku Mepore® IV ynakoBaHbl CTEpUIIbHO
B MHAMBUAYasbHbIE NaKeTbl
ApT. N Pasmep, Kon-go/ Kon-go/
cM B TOB. B TpaHcn.
Kop. Kop.
274000 55x5 100 600
274200 8x9 70 210
274400 10 x 11 70 210
\_ W,

[lononHutensHas nHdopMauus Ha canTe:

www.molnlycke.com, www.molnlycke.ru

OBJTIACTV NPUMEHEHNA

Mepore® IV npegrasHaueH 4as GUKCaLMM UHTPaBaCKyASPHbIX
YCTPOWCTB, TakuX, Kak:

e |V kaTeTepsbl

¢ [lepudepnyeckre kateTepsl

e LleHTpanbHble kaTeTepsl

e [lefnatpuyeckue KateTepsl
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[Mpo3payHas BO3ayxonpoHuLaeMas
3NacTUYyHas noaunypeTaHoBas nieHka
obecneunsaeT KOMPOPT K ONTUMaNbHbIE
YCNOBUS AN 3aXUBAEHNS PaHbl

Be3onacHbli fns KoXun NonMakpunosbIi
anresus obecneunBaet bepexHyto u
HaZexHylo pukcaumio

~

MopnepxuBatoLan 3almTHas
Bymara 1 bymaxkHas kapkacHas
pamka s NpocToro 1 yaobHoro
HanoXeHns

Mnexka, NpefoTBpaLLAoLLan
NPOHNUKHOBEHUE XUAKOCTEN,
3alMLLaoWas oT BUPYCOB W

HakTepuit
_J

BO3AYXOINPOHNUAEMAA MPO3PAYHAHA
CAMOKJTEALLAACH MJTEHOYHAA
[TOBASKA

[po3payHasa camoknesuascs nneHodyHas noeaska Mepore® Film

noeanbHa ona NpUMeHeHnd, Kak B Ka4ecTBe Hapy>KHOl7I MOBA3KN,

TakK U B Ka4yecCTBe nepsquon MOBA3KN OANA LUMPOKOro CnekTpa

4mcTbIX paH. Cructema Hanoxexusa Mepore® Film npocta v yaobHa

B MPpUMEHEHNN.

MPEMMYLLIECTBA MEPORE FILM

° Xopou_|a<;| BO34YyX0-
NnpoHMLaeMoCTb

e Jlerko HaknagblBaeTcqd, Oaxe
npv NCNosib30BaHNK nep4aTok

e OrpaHuynBaeT puck
NOBPEXAEHNS BHOBb
obpa3oBaBLUeNncs TkaHK

e To4HO NOBTOPSIET KOHTYPbI TeNa

e be3onacHbin 4Ng KOXu
KNenkun cnom

e HapexHasa ¢ukcayus

e [lonfepxunBaeT Nof NoBA3KOM
BNAXHyto cpeny

e Co3faet bapbep OT NpoTekaHus,
3aLUMLLAET OT NPOHMKHOBEHUS
BUPYCOB ¥ bakTepnii

e HenpoHnuaeMa Ans XnLKOCTeN

KAK LIEMCTBYET MEPORE FILM

Mepore® Film obecneunsaer
npo3payHoe 3nacTuyHoe
NOKpbITUE W 3alymnLaeT

paHy, BbIMONHAS HEPOBHOCTU
MOBEPXHOCTU, MOBTOPSAA KOHTYPbI
Tena. lNoBsA3ka ABNRETCS
bapbepoM ANg BblAENEHUN U
npeAoTBpaLLaeT NPOHUKHOBEHNME
BMPYCOB U DakTepuin n3BHe.

Mepore® Film nognepxvsaet
ONTUMANbHYIO BNaXHY0 cpefy

B paHe, 1 bnarogaps ero
NaponpoHNLaeMoCT1 No3BonaeT
13BbITKY BNary ncnapatbes

C NOBEPXHOCTM paHbl 1
OKPY>KatoLLEeN KOXH.



@ Mepore*Film

( )

\L .

\L .

Tonbko Ans nosssku pasmepom 10 x 25 cm 1 15 x 20 cM:
CHUMMWTE MO Hajpe3aM LeHTpasbHYo YacTb ByMaxHOro NoKpbITUS.

CHuMnTe 3aWwmTHYI0 bymary (c Hagnucsio “Mepore”] N5 OTKPbLITUA
KJIeNKOro crnos.

( )

\L .
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HanoxuTe NoBsizky 1 0CTOPOXHO pa3rnafsTe ee No MOBEPXHOCTU KOXMU.
CHUMUTe 33LLNTHYI0 BymMaxkHyto pamky. 3aTem yganute fga benbix
ByMa>kHbIX 31leMeHTa C KpaeB NoBs3KW. He pacTarusaiite noBssky

BO BpeMSs HaloxXeHus.

Moesasku Mepore® Film cTepuibHO ynakoeaHsl )
B MHAVBUAYyaNbHbIe NaKeTbl
Apt. N Paawmep, Kon-so/ Kon-Bo/
cM B TOB. B TpaHCn.
Kop. Kop.
270600 6x7 100 600
271500 10 %12 70 210
272500 10 x 25 20 100
273000 15x 20 10 50
\_ S

[lononHutensHas nHdopMauus Ha canTe

www.molnlycke.com, www.molnlycke.ru

OBJACTV MPUMEHEHWNA
Bnarogaps ToMy, 4To noss3ska Mepore® Film ugeansHo
NOBTOPSAET KOHTYphl Tena, OHa MOXET NPUMEHATLCH Kak
bukcrpyloLlee CpefCcTBO UM KaK BTOPUYHAsA NoBs3ka ANg
3aKpbITUS NMEepPBUYHbBIX MOBA30K — HANpUMep, rmaporenein,
anbrmHaTHbIX U rybyaTbix MOBHA30K.
Mepore® Film nogxoauT Ans WMPOKOro CNekTpa YUCTbIX
paH Ha CTajuu rpaHynaumun, Takmnx, Kak:
e [loBepXHOCTHbLIE OXOrY
®  Y4acTKn BOKpPYr BHYTPUBEHHbIX KaTETEPOB
* PBaHble paHbl
e MecTa B3ATUS KOXKHbIX TPAHCMNaHTaToB
e [loBepXHOCTHbIE MPOSIEXHK
e 3aKpbiTble XMpypruyeckme paHsl
e [Ins npenoTBpaLleHns NoBpexaeHns

NOBEPXHOCTHOIO CNOS KOXM
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@ Mesoft’

OcTaBnseT Mano BONOKOH 3KOHOMUYHA
|
| £
. I — I| —
MpeBocxofHo abcopbupyet Bes ceaAsyowwmx Bellects

HETKAHBIE CAJTIOETKIA N TAMITOHbI

CandeTkun 1 TaMmnoHbl Mesoft® aBnsioTcs 3KOHOMUYHOW ansTepHATUBOW

TPaLVLMOHHOW XJIOMKOBOW Mapie.

OcHoBHble ocobeHHocTM Mesoft® - npeBocxofHas BNWTbIBatoLLas

C|'|0C06HOCTb, MATKOCTb MaTepunalsla 1 He3HadnTesibHOe KOJIN4eCTBO

OCTATOYHbIX BOJIOKOH.

Candetkn 1 TamnoHbl Mesoft® BbinyckatoTcs pa3Horo pasmepa,

KakK CTepujibHble, TaK N HeCTepuJibHbIe.

MPEUMYLLLEECTBA MESOFT

e 3JddekTnBHbLIE abcopbupyioLine
ceolictea. Mesoft® abcopbupyer,
no MeHblen Mepe, Ha 50%
Bonblue XNAKOCTU UAW 3KccyaaTa
no CpaBHEHWIO C Mapnen.

e Markuin matepuan Mesoft®

HE PaHUT KOXY.

e (OcTaBnseT 3HaunTENbHO
MEeHbLLE BOSIOKOH MO CPaBHEHMIO
C TPaAMLMOHHOM Mapew.

e CTpyKkTypa BOSIOKOH Nno3BsonseT
3GPeKTUBHO O4MLLATL paHy.

e Candetkn v TaMmnoHbl Mesoft®
COXpaHstoT cBo GopMy Aaxe
nocfie HaMoKaHus.

e [lnzainH ynakoBkn obecneynsaet
ynobHoe ncnonb3oBaHue.

e Buicokne abcopbupytoine
CBONCTBA W KOHKYpPEHTO-
crnocobHble LeHbl genatoT
Mesoft® skoHoMWUHOM
aNlbTepHaTUBOW TPaANLMOHHOM

Mapne.

OBJIACTN NPUMEHEHWNA

Candertkn 1 TamnoHsl Mesoft®
LWMPOKO NPUMEHSIOTCS NpK
OKazaHuu MeIMLMHCKON MOMOLLN.
OHK MoryT ncnonb3oBaThbCs

ans abcopbumnn, 3aWmThl, NpK
fe3nHbekUnn 1 B KavecTse
3anonHsioLLero MaTepuana,

B Ka4ecTBe O4MLLAIOLLLErD
mMaTepuana, gns obpabotkum paH

NN Kak MNoBA3KN.
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[lononHutensHas nHdopMauus Ha canTe

www.molnlycke.com, www.molnlycke.ru

4 _ ) 4 )
4-cnoliHble candetkm Mesoft®, Candetkn Mesoft®, il
cTepunbHble 40 T. 1 HecTepunbHble 40 T
Apt. N° Pasmep,  Kon-Bo/ Kon-Bo/ Kon-so/ Apt. N° Pazwmep, Kon-Bo/ Kon-Bo/

cMm B KOHBEpTE, B TOB. B TpaHcn. cM B TOB. B TpaHcn.
wT Kop., WT Kop., WT Kop., WT Kop., LWT.
156040 BxB 2 150 3000 156000 D%B 300*** 2400
156065 D%B 5 150 3000 156115 75x%x 75 100** 2000
156102 7.5x 75 2 250 3000 156100 75x 75 300** 5100
156140 75x75 2 150 4200 156315 10x 10 100* 5600
156105 75x75 5 250 5500 156300 10x 10 200** 2800
156165 7.5x 75 5 150 4200 156415 10 x 20 100* 3000
156340 10x10 2 150 2400 156400 10 x 20 200** 1400
156365 10x 10 5 150 2400 * BymaxkHbI nakeT ** KapToHHas Kkopobka
156310 10x 10 10 150 2250
156440 10 x 20 2 120 1200
156465 10 x 20 5 120 1200 \. A
4 )
\L Y.
Candetkn Mesoft®,
HecTepunbHble 30 T _
r D P
Apt. N2 Pazmep, Kon-go/ Kon-go/
cMm B TOB. B TpaHCn.
Kop., WT KOp., WT.
4-cnoiHble candeTkn Mesoft®
c Y-obpa3HbIM pa3pesom, 157000 5x5 100 8000
cTepunbHble 40 T 156056 D% B 150* 3150
157100 7.5x75 100 6000
Apt. N Pasmep, Kon-so/ Kon-go/ Kon-go/ 156156 75x7.5 150* 4200
cMm B KOHBEpTe, B TOB. B TpaHcn. 157300 10x 10 100 6000
wT Kop., WT Kop., WT 156356 10x 10 120* 2160
157400 10 x 20 100 3000
155030 10x 10 1 130 1950 * Ynakoeka «Cleanbox» obecneunsaet rurnenmnyHoe
n3sneyeHve cpencts Mesoft.
Bce ocTanbHble apTyikysibl MOCTaBASIOTCS B ByMaXHbIX NakeTax.
\L Z L /
4 ) 4 )
I L &

TamnoHbl Mesoft®, TamnoHbl Mesoft®, . | t
crepunbHble 30 T. i T HecTepunbHble 30 T
Apt. N©  Pasmep [wuametp, Kon-so/ Kon-so/ Kon-so/ Apt. N° Pasmep  [Luametp, Kon-so/ Kon-go/

MM B KOHBEpTE, BTOB. B TpaHcn. MM B TOB. B TpaHcn.

wr KOp., WT  KOp., WT KOp., WT Kop., WT
156760 Manbie 28 5 100 2800 156700 Manbie 28 100 2200
156860 CpepHue 39 5 100 1500 156800 CpepHue 39 100 1300
156960 Bonblive 45 5 70 1050 156900 Bonbline 45 100 900
156961 Bonblive 45 10 120 1200
\_ . \_ .
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@ Mesorb’

«[lblWwaliaa» ocHoBa
ans KoMdopTa nauveHTa

Bbicokoabcopbupytoias
Markas 83buTas uensonosa

Cnabo npununatowmnin k- MokpbiTe no 6okam BopooTtankmsatoLwmia
paHe KOHTaKTHbIN CNOM  MOBsI3KM NpensaTcTByeT bapbep npefoTspalliaeT
NpoTeKkaHMio IKccyaaTa MPOHMKHOBEHME BHELHUX
3arps3HeHWin Nog, NoBsA3Ky 1
0L4HOBPEMEHHO MpenaTcTByeT
npoTekaHwuto aKkccyaaTa

\_ Y.

ABCOPBUNPYHOLLUAA NMOBAIKA
C HEMNMPOHNUAEMbBIM [J1H IKCCYLATA
BAPHLEPOM

Msarkaa Bbicokoabcopbupyowas nossska Mesorb® cnocobHa
BNUTbIBaTbboNbLUMeE KONMYeCTBa 3kccyAaTa. BofgoHenpoHuLaeMbin
bapbep 3awmuiaeT ofgexay W nocrenbHoe benbe 0T NonagaHus

SKCcynaTa.

MPEMMYLLLEECTBA MESORB

* BhicokoaddekTnsHoe
BNWTbIBaHWE

e Xopoluve 3alMTHbIe CBONCTBa
¢ Bo3ayxonpoHuLaeMocTb
® JKOHOMUYHOCTb

® YHUKaNbHbLIN, HENMPOHULAEMbIV
s aKceynaTta bapeep
NO3BOAIAET pexe MeHATb
MOBA3KM W 3alMLLaeT ofexay
N noctensHoe benbe oT
3arpA3HeHuns 3KCCyaaTom

KAK IEMCTBYET MESORB

bBnarogapsa Hanunuuio cnoes ¢
pa3NMyHbIMU GU3NYECKUMU
cBoncTBaMn obecnevymsaeTcs

OTTOK ¥ HakomnneHne akccynaTa B
LeHTpanbHOM Bbicokoabcopbupytollem
cnoe noss3kyu. LleHTpanbHbIv cnoi
obecrneunBaeT 0JHOBPEMEHHO 3aLLUTY
paHbl 1 OTCYTCTBUE «MapHUKOBOIO
addekTar.

BopooTtankmsatollee nokpsitne

Ha obpaTHOW CTOpOHEe MOBA3KM
npenoTepallaet HMLMpPOBaHMe
paHbl U NpefoXpaHseT ofexay 1
noctenbHoe benbe OT 3arpsA3HeHns.
MokpbITMe No Bokam NOBA3KU CYXMUT
3almTon oT HOKOBLIX MpoTeyek.
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Bckpoiite ynakoBKy v OCTaHbTe MOBA3KY.

Hanoxute Mesorb Ha obnacTb paHbl K Ha BbIbpaHHyO NEpBUYHYIO
MOBSA3KY C 3aCTyNOM Ha OKpY>aloLLyio KoXy He MeHee 1 cM.

( =Y

\L .

( N

3adukcnpyiiTe Ha MecTe NOAXOAALLNM GUKCUMPYIOLMM CPEeACTBOM
(Hanpumep, Mefix®, Mepore® Film, nau Tubifast™)

(|-|OB‘F|3KVI Mesorb® cTepunbHO ynakoBaHbl )
B UHAMBULYaNbHbIE NAKEThI
ApT. N2 Pasmep, Kon-go/ Kon-go/
CM B TOB. B TpaHC.
Kop. Kop.
677001 10x 13 50 400
677080 10x 10 10 80
677201 13x 15 50 300
677280 10x 15 10 80
677401 10 x 23 50 300
677480 10 x 20 10 80
677601 15 x 23 50 300
677680 15x 20 10 60
677701 23 x 25 30 120
677780 20x 25 10 70
677801 23 x 30 30 120
\677880 20 x 30 10 50 )

[ononHutensHas nHopMaums Ha caiTe

www.molnlycke.com, www.molnlycke.ru

OBNACTV MPUMEHEHWNA

Mesorb® npeaHasHaueH Ans NPUMeHEHNs Ha yMepeHHo 1
CWUNBHO 3KCCYAMPYIOLLMX PaHax U OTKPbITbIX ApeHaxax —

6e3 HeobX0AMMOCTU HakNafblBaTb BOMOSHUTESbHbIE MOBSA3KM
Mexzy paHoit u Mesorb®.

Mesorb® MoxeT ncrnonb3oBaThCs Kak NepBryHas NoBs3ka
(HenmocpeACTBEHHO Ha paHy), Unu Kak BTOpUYHAs NOBA3Ka,

B cnyyasix, korfa Tpebyetcs adpdekTmnsHan abcopbuums
(Hanpumep, B komnnekce ¢ Mepitel® unau Mepilex® Transfer).
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CPELCTBA KOHTPOJIA
3A CJIKHOOTLAEJNEHVEM

Cromatonormnyeckue npoknanku DryTips®, nossuBLUMECH Ha pblHKe
noytr 20 neT Hasapd, B HacTodllee BpeMs ABAAKTCA YHMKaNbHbIMU
W NepefoBbIMM CPeAcTBaMW KOHTPONS 33 CIOHOOTAENEHUEM.
BonbWMHCTBO CTOMATONOMOB U MUIMEHUCTOB MPU3HAIOT UX OAHWM U3
camblX yAayHbix NpoaykToB Ha pbiHke. [Mpoknagku DryTips® vmetot
HEeCKOMIbKO MpenMyLLeCTB MO CPaBHEHMIO C O0BblYHbIMM BaTHLIMU
TaMMoHaMK, a MMEHHO, WX OTAMYaloT bosblas 3KOHOMWYHOCTb, a
Takke 1 bonee BbICOKUIA ypoBeHb KOoMbOpPTa 414 NaLueHTa.

4 )
DryTips® ynakoBaHbl B HECTEPUIIbHbIE KOHTEWHEPHI
Apt. N Pasmep Kon-so/ Kon-so/
B TOB. KOP. B TpaHCM. Kop.
161000 Manbie 50 1300
161100 Bonbline 50 1300
\_ W,

MPEUMYLLIEECTBA DRYTIPS

e OTAMYHO BNUTbIBALOT CJTIOHY M
KOHTPONMPYIOT CJIIOHOOTAENeHME

e [lneHKka NOHOCTbIO MOKPbLIBAET
0bnacTb OTBEPCTUIA OKOMOYLLHbBIX
XKenes n cnmsncTole 060104KK
LWeKkK, 3almias ux ot
CNy4yaHoro TpaBMM1poOBaHMs
WHCTPYMEHTOM

e Mdarkue, HagexHble,
He MOBbILLIAOT YyBCTBUTENbHOCTD,
He BbI3blBaOT Pa3fpaxeHui,
npuknenBasch K obnactu
OTBEPCTUI OKOJOYLLIHbIX Xese3
N CAN3UCTON 000M0YKe LWEKN,
Nerko ypansaorcs

e [lo3BondtoT paboTate B bonee
rnybokmx y4acTkax nonocTu pTa

e [locne NnpuMeHeHna He OCTaBAOT
BOJIOKOH B MOJIOCTK pTa

® 3JnacTuyHble,
npucnocabnmneatoTcs K
LBUXEHUAM LLeK

OBJIACTU MPUMEHEHUA

Mpoknaakm DryTips® coctodT 13
Tpex CKpernseHHbIX BMeCTe CJ10€eB,
addekTnBHO abcopbupytouimx
CIIOHY.

[pefHa3HayeHbl ANa HanoXeHUs
Ha 0bnacTb OTBEPCTUI OKONOYLLHbIX
Xenes n cnuanctele 060104KN ek
BO BpeMs CTOMaToN0rMyeckmnx
npoueayp, Npy KOTOPbIX MOAOCTb
pTa NOCTOSIHHO [OMI)XHa 0CTaBaThCs
Cyxom.
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Soft silicone dressing

Here we present our experience with the absorbent soft silicone
dressing (Mepilex) in wound management of patients with
hereditary and acquired fragile skin conditions. Twenty-two
patients seen as out- or inpatients were evaluated. Thirteen
patients suffered from recurrent blistering caused by hereditary
epidermolysis bullosa (EB), nine from acquired bullous diseases
including bullous pemphigoids, pemphigus vulgaris, EB acquisi-
ta, subcorneal pustulosis, toxic contact dermatitis and blistering
as a result of radiation therapy. The age of the patients spanned
from 1 to 91 years.

Wound healing

To assess its capacity to influence wound healing and to protect
lesional skin from further blistering Mepilex was applied to pres-
sure areas like elbows, knees and feet and to other areas with
chronic or acute wounds.

The patients/parents gave informed consent to apply Mepilex as
a wound care product. Patients, parents of young children and
nurses were instructed how to use the soft silicone dressing.
The wounds were cleaned with skin desinfectants e.g. 0,1%
Lavasept (Polyhexanid) or Octenisept (Octinidinhydrochlorid
0,1% - Phenoxyethanol 2%) and Mepilex was directly applied
onto the wounds. It was recommended to change dressings daily
in order to check for blistering, signs of infection and to exclude
adverse events. However, some patients left the dressing for up
to five days.

In most cases Mepilex had to be fixated with conventional band-
ages. The size of the assessed lesions was measured before
the first application of Mepilex. Secretion, epithelialization,
inflammation were documented, viable and non viable tissue
was estimated before the first application, at each clinical visit
and at the end of the treatment. At each visit photos were taken.




Results

We observed good wound healing of acute and chronic wounds,
with fast epithelialization in most cases. Mepilex showed good
capacity to absorb wound secretion. The soft silicone adhesive
layer did not tear the EB skin and only in one case of an acute
eruptive pemphigus vulgaris did the Mepilex dressing remove
the epidermis when it was changed. No allergic reactions were
observed.

After complete reepithelialization Mepilex can protect pressure
points like knees, elbows, shoulders from mechanically induced
painful lesions, especially in children with EB. However new blis-
ters can occur under the dressing and these needs to be treat-
ed. Most patients with hereditary EB continuously develop blis-
ters. Eleven out of 13 EB patients added Mepilex to their stan-
dard wound dressing products. Especially EB patients with
restricted ability to change dressings by themselves used
Mepilex as an “easy to handle” product which could be changed
without assistance.

However, patients need to be instructed that careful inspection
of the wound to exclude e.g. wound infection is as important as
sterile drainage of blisters that occur under the Mepilex dress-
ing. As with every other dressing, unfrequent dressing changes
can result in adverse events.

Positive remarks

« Good wound healing and epithelialization

* Excellent protection and padding

» Good absorption

» Atraumatic to wound bed

* No or little pain during dressing changes

* No allergic reactions

* Easy to handle

* Independent wound care

« Removal of crusts when combined e.g. with creams or gels




Problematic aspects

* Softening of wound edges

* Initial spreading of wound borders

« Can be too adhesive in acute eruptive phase of pemphigus

« “Easy to handle” might lead to unreflected long term application

* Ulceration, superinfection and hypergranulation under unreflected
long term application

* In incontinent patients the dressing might absorb urine

Frequent EB patients” comments

» Good healing

» Good protection
» Good absorption
 Easy to handle

Conclusion

The application of soft silicone dressings like Mepilex in acute and
chronic wounds in fragile skin conditions shows good wound heal-
ing, epithelialization, protection and it can be used as an “easy to
handle” dressing. Strong secretion from wounds in bullous diseases
can result in initial softening at the wound edges under Mepilex
before reepithelialization starts. Since Mepilex is much easier to
handle than many other wound dressings some patiets tended to
unreflected long term use which can cause adverse effects.
Dressing changes every 4" or 5 day can result in exulceration and
widening of wounds. Therefore especially when wounds are
infected, daily dressing changes and careful cleaning before appli-
cation are required.

In acute phases of superficial blistering or in newborns with
extremely fragile skin the adhesive effect might be too strong and
the product should be handled with care.




Figure legends

Patient 1:

An acute erosion after mechanically induced blistering under the right foot of a patient
with EB acquisita (A) showed complete epithelialization within 4 weeks (B). To protect
from shearing forces Mepilex was used as a “dressing shoe” after the initial lesion healed
(C). Mepilex was fixed with a cohesive conforming bandage.

Patient 1A Patient 1B Patient 1C

Patient 2:

Blistering of the lower arm in bullous pemphigoid (A). Good wound healing and epithe-
lialization under Mepilex. However, new blisters occurred under the dressing in the early
phase of the therapy, but blister roofs were not removed by the dressing change (B).
Wound secretion was absorbed by Mepilex (C).

Patient 2A Patient 2B Patient 2C




Patient 3:

Chronic wounds at the shoulders of a teenager with EB showed good wound healing
under Mepilex. It was protective and easy to handle (A). Circular incision of the Mepilex
dressing allowed adaption to this region (B). However, careful wound cleaning and dress-
ing changes every day in infected superficial wounds are important in order to avoid
adverse events.

Patient 3A Patient 3B

Patient 4:
Bullosis diabeticorum and consecutive diabetic ulcer (A). Good absorption, wound
healing and reduction of shearing forces at a pressure point of the lateral left foot (B).

sl iR

Patient 4A Patient 4B
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Abstract

Background: Inherited epidermolysis bullosa (EB) comprises a highly heterogeneous group of rare diseases characterized
by fragility and blistering of skin and mucous membranes. Clinical features combined with immunofluorescence antigen
mapping and/or electron microscopy examination of a skin biopsy allow to define the EB type and subtype. Molecular
diagnosis is nowadays feasible in all EB subtypes and required for prenatal diagnosis. The extent of skin and mucosal
lesions varies greatly depending on EB subtype and patient age. In the more severe EB subtypes lifelong generalized
blistering, chronic ulcerations and scarring sequelae lead to multiorgan involvement, major morbidity and life-threatening
complications. In the absence of a cure, patient management remains based on preventive measures, together with
symptomatic treatment of cutaneous and extracutaneous manifestations and complications. The rarity and complexity of
EB challenge its appropriate care. Thus, the aim of the present study has been to generate multicentre, multidisciplinary
recommendations on global skin care addressed to physicians, nurses and other health professionals dealing with EB,
both in centres of expertise and primary care setting.

Methods: Almost no controlled trials for EB treatment have been performed to date. For this reason, recommendations
were prepared by a multidisciplinary team of experts from different European EB centres based on available literature and
expert opinion. They have been subsequently revised by a panel of external experts, using an online-modified Delphi
method to generate consensus.

Results: Recommendations are reported according to the age of the patients. The major topics treated comprise the
multidisciplinary approach to EB patients, global skin care including wound care, management of itching and pain, and
early diagnosis of squamous cell carcinoma. Aspects of therapeutic patient education, care of disease burden and
continuity of care are also developed.

Conclusion: The recommendations are expected to be useful for daily global care of EB patients, in particular in the
community setting. An optimal management of patients is also a prerequisite to allow them to benefit from the specific
molecular and cell-based treatments currently under development.

Keywords: Inherited epidermolysis bullosa, Multidisciplinary management recommendations, Skin care, Wound care, Itch,
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Background

Inherited epidermolysis bullosa (EB) refers to a clinically
and genetically heterogeneous group of rare disorders
characterized by fragility of the skin and mucous mem-
branes. Based on the site of blister formation, four major
types of EB are currently distinguished: EB simplex
(EBS), junctional EB (JEB), dystrophic EB (DEB), and
Kindler syndrome (KS); each one is then subdivided into
several subtypes based on the mode of transmission and
a combination of phenotypic, immunofluorescence, ul-
trastructural and molecular findings [1]. Once the cleav-
age level and protein expression pattern has been
determined, molecular testing is the most accurate diag-
nostic procedure for EB subtype definition. Furthermore,
it is required for DNA-based prenatal diagnosis. The ex-
tent and severity of skin and mucous membrane lesions
and multiorgan involvement vary markedly in the differ-
ent EB types and subtypes and in relation to age [1-5].
In several EB subtypes, the cutaneous and extracuta-
neous manifestations and complications lead to a signifi-
cant morbidity and even to premature death. The rarity
of EB and the phenotypic variability challenge the appro-
priate care of these patients.

Despite the preclinical development of different molecu-
lar and cell-based treatment strategies, no cure is still avail-
able for EB [6]. In the absence of a specific therapy, patient
management is currently centered on preventive and skin
care measures, and early recognition and symptomatic
treatment of complications. As almost no controlled trials
for EB treatment have been performed to date [7], mea-
sures for EB management mainly rely on the experience of
physicians, nurses and other involved healthcare profes-
sionals. The development of consensus recommendations
based on literature data and shared expertise among ex-
perts from different countries represents an important step
towards improved standard of care and quality of life for af-
fected patients and their caregivers. Consensus recommen-
dations based on best evidence available have been recently
generated by an international panel of EB experts [8]. They
comprise 17 items centered on wound care and related
general health and patient issues. In addition, comprehen-
sive best practice guidelines addressing all aspects of oral
health care in EB have been published [9]. Finally, guide-
lines for wound and skin care in the major EB types have
been generated by clinical experts and made available on
the Debra International website [10]. These documents
provide an invaluable support for the treatment of specific
and major manifestations of EB disease. However, they
do not address several equally important disease-related
aspects such as the multidisciplinary management
organization, therapeutic patient education, care of dis-
ease burden and continuity of care. We have therefore
developed a list of consensus recommendations on
current best practices for global skin care in EB. They
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are conceived to provide a practical support for day-to-
day management of patients both in a hospital setting
and in community care. Our aim has been to consider
all aspects of patient life affected by the skin disease and
also the family burden. The recommendations are ad-
dressed to all healthcare professionals dealing with EB
both in centres of expertise and in community care: physi-
cians (dermatologists, neonatologists, pediatricians, inter-
nists, pain relief doctors, anesthetists, surgeons, general
practitioners), nurses, dieticians, psychologists, physical and
occupational therapists, and social workers. They are ex-
pected to be useful also for patients and their caregivers.

Methods

A multidisciplinary group of experts in EB diagnosis and
care from different European countries (France, Italy and
Portugal) met in Paris in October 2011 at the occasion of
the closing meeting of the EU-supported project “Together
Against Genodermatoses”. It was decided to generate a list
of consensus recommendations on current best practices
for global skin care in patients affected with all types of EB.
A list of topics was identified and subgroups of experts re-
vised the pertinent literature (English, French and Italian)
since January 2000. Older articles deemed relevant by the
experts were also considered. Literature search included all
published recommendations and guidelines on EB care. A
provisional list of recommendations for each topic was then
prepared. The resulting global document was revised by
additional experts from Spain and Slovenia and then circu-
lated among a second group of experts using an online-
modified Delphi method to generate consensus. The final
document is reported below.

Multidisciplinary management of EB patients

The fragility of the skin and mucous membranes in EB
patients results in the involvement of many organs and
systems [1-5,11-18] (Tables 1 and 2). In addition, disease
manifestations vary upon the age of the patients and the
EB type and subtype.

General principles

e Treatment of EB patients should be performed in
centres of expertise adhering to the
recommendations for quality criteria issued by the
European Union Committee of Experts on Rare
Diseases (EUCERD) [19].

e Centres of expertise should also guarantee the
continuity of care between pediatric age and
adulthood [20].

e A coordinated multidisciplinary approach must be
adopted (Table 3).

e The coordinator of the team should be a
dermatologist in order to ensure both an integrated
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Table 1 Major epidermolysis bullosa complications affecting the skin, eye and ENT area

Tissue/organ/system Major complications

EB type/subtype*

Skin Fluid loss

Chronic/infected wounds

Exuberant granulation tissue

Atrophic scars, post-inflammatory pigmentary changes

Poikiloderma/diffuse skin atrophy
Excessive/hypertrophic scarring
Albopapuloid lesions

Milia

Palmoplantar keratoderma
Aplasia cutis congenita

EB nevi

Basal cell carcinomas

Squamous cell carcinomas

Lethal acantholytic EB, JEB-H, EBS-PA, JEB-PA

RDEB-SG, RDEB-I, RDEB-O, JEB-H, JEB-nH, EBS-AR, DEB-Pr,
DDEB-G, EBS-DM

LOC, JEB-H, JEB-nH

DEB, JEB, EBS

KS

RDEB-SG, RDEB-I, DEB-Pt, DEB-Pr, RDEB-O
DEB

DEB, JEB, EBS, KS

EBS, JEB-nH, KS

EBS-PA, JEB-PA, DEB, other JEB and EBS subtypes
JEB, DEB, EBS

EBS-DM

RDEB-SG, RDEB-O, KS, JEB-nH, RDEB-|

Skin adnexa Onychodystrophy, nail shedding or loss DEB, JEB, EBS-MD, EBS-DM, EBS-PD, EBS-AR, EBS-O, KS
Scarring alopecia JEB-nH, RDEB-SG, JEB-H, JEB-PA, RDEB-O
Alopecia universalis Lethal acantholytic EB
Hypotrichosis EBS-PD
Oral cavity Microstomia, ankyloglossia, obliteration of the oral vestibules RDEB-SG, RDEB-I, RDEB-O
Enamel hypoplasia JEB, EBS-MD
Multiple caries and tooth decay DEB, JEB
Periodontitis KS

External eye Corneal erosions

Blepharitis, corneal scarring and/or pannus formation

Symblepharon
Ectropion/exposure keratitis
Diminished vision/blindness
Conjunctival granulation tissue
External ear

Nose Nare narrowing (granulation tissue)

External auditory canal narrowing/conductive hearing loss

RDEB-SG, JEB-H, RDEB-O, RDEB-I, JEB-nH, EBS-DM, KS
RDEB-SG, RDEB-|, JEB-H, RDEB-O, JEB-nH

LOC, RDEB-SG, RDEB-I, JEB-H, JEB-nH

JEB-H, RDEB-SG, KS

RDEB-SG

LOC

RDEB-I

JEB-H, JEB-nH, LOC

*The epidermolysis bullosa (EB) types and subtypes which present a higher frequency of a given complication are listed first.

EBS, epidermolysis bullosa simplex; EBS-PA, EBS with pyloric atresia; EBS-DM, EBS, Dowling-Meara; EBS-MD, EBS with muscular dystrophy; EBS-AR, EBS, autosomal
recessive; EBS-PD, plakophilin deficiency; EBS-O, EBS, generalized other; JEB, junctional epidermolysis bullosa; JEB-H, JEB, Herlitz; JEB-nH, JEB, non-Herlitz; JEB-PA,
JEB with pyloric atresia; LOC, laryngo-onycho-cutaneous syndrome; DEB, dystrophic epidermolysis bullosa; DDEB, dominant DEB; DDEB-G, DDEB, generalized; RDEB-SG,
recessive DEB, severe generalized; RDEB-O, recessive DEB, generalized other; RDEB-|, recessive DEB, inversa; DEB-Pr, DEB, pruriginosa; DEB-Pt, pretibial DEB; KS, Kindler

syndrome.

management and continuity of care with the
community healthcare system [21-30].

e The multidisciplinary management is centered on
the patient; therefore, it is a tailored treatment for
each patient.

e The multidisciplinary team should be specifically
trained and regularly updated [19].

Care of the EB newborn and infant

Several procedures performed in newborns and infants
can severely injury the EB fragile skin and require spe-
cific and adapted care measures [10,31,32]. In addition,

the skin immaturity in pre-term newborns affected
with EB and the ongoing functional skin adaptation to
the extra-uterine environment in term babies demand
particular caution in skin handling and care. Skin and
mucosal lesions predispose to recurrent and potentially
life-threatening infections and cause loss of fluids and
electrolytes which can lead to dehydration and electro-
lyte imbalance. Although the extent and severity of
skin and mucous membrane involvement is extremely
variable, general and specific measures for skin care of
the newborn and infant affected with EB can be
recommended.
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Table 2 Other major extracutaneous complications of epidermolysis bullosa

Tissue/organ/system

Major complications

EB type/subtype*

Gastrointestinal tract

Genitourinary tract

Upper respiratory tract

Musculoskeletal system

Hematopoietic system
Heart
Endocrine

Systemic complications

Pyloric atresia

Esophageal stenosis/strictures/web formation
Chronic constipation/fecal impaction
Gastroesophageal reflux disease

Anal fissures/stenosis

Protein-loosing enteropathy

Colitis/diarrhea

Urethral strictures, meatal stenosis

Genitourinary malformations, ureteral/ureterovesical
junction obstruction/stenosis, recurrent cystitis

Vulvar/vaginal scarring/strictures
Renal failure

Tracheolaryngeal stenosis/acute respiratory failure
Osteopenia and osteoporosis

Limb flexion contractures

Digit contractures/pseudosyndactyly
Mitten deformities

Muscular dystrophy

Multifactorial anemia

Dilated cardiomyopathy

Delayed puberty, amenorrhea
Sepsis

Failure to thrive, growth retardation

JEB-PA, EBS-PA

RDEB-SG, RDEB-, KS, RDEB-O

RDEB-SG, RDEB-I, RDEB-O, DDEB, JEB-H, JEB-nH, EBS-DM, EBS-MD
RDEB, JEB-nH, EBS-DM, EBS-MD, JEB-PA, JEB-H, DDEB

RDEB-SG, RDEB-|, RBED-O, KS

JEB-PA, EBS-PA, JEB-H, JEB-nH

KS, RDEB, JEB-PA

JEB-H, RDEB-SG, JEB-PA, JEB-nH, LOC, KS

JEB-PA, EBS-PA

RDEB-I, KS

RDEB-SG, JEB-PA, JEB-nH

JEB-H, LOC, EBS-MD, lethal acantholytic EB, EBS-DM
RDEB-SG, RDEB-O, JEB-nH

RDEB-SG

RDEB-SG, RDEB-O, RDEB-I, KS

RDEB-SG

EBS-MD, EBS-PA

RDEB-SG, JEB-H, JEB-PA, EBS-PA, JEB-nH, EBS-AR, EBS-DM, RDEB-O
RDEB-SG, JEB-nH, EBS-MD

RDEB-SG, RDEB-O

JEB-H, JEB-nH, RDEB-SG, EBS-DM

JEB-H, JEB-PA, EBS-PA, RDEB-SG, JEB-nH, RDEB-O, EBS-AR,
EBS-DM, RDEB-I

*The EB types and subtypes which present a higher frequency of a given complication are listed first.

EBS, epidermolysis bullosa simplex; EBS-PA, EBS with pyloric atresia; EBS-DM, EBS, Dowling-Meara; EBS-MD, EBS with muscular dystrophy; EBS-AR, EBS, autosomal recessive;
EBS-PD, plakophilin deficiency; EBS-O, EBS, generalized other; JEB, junctional epidermolysis bullosa; JEB-H, JEB, Herlitz; JEB-nH, JEB, non-Herlitz; JEB-PA, JEB with pyloric atresia;
LOC, laryngo-onycho-cutaneous syndrome; DEB, dystrophic epidermolysis bullosa; DDEB, dominant DEB; DDEB-G, DDEB, generalized; RDEB,recessive DEB; RDEB-SG, recessive
DEB, severe generalized; RDEB-O, recessive DEB, generalized other; RDEB-|, recessive DEB, inversa; DEB-Pr, DEB, pruriginosa; DEB-Pt, pretibial DEB; KS, Kindler syndrome.

General principles

The first multidisciplinary care should be provided
independently from the diagnostic definition of the
EB type and subtype.

Diagnosis should be performed as soon as possible
in order to implement the most appropriate
treatment, communicate the diagnosis and specific
information to the parents. Methods and criteria for
diagnosis have been regularly updated by an
International Consensus Conference [1].

The communication of the diagnosis should involve
the dermatologist and the neonatologist and should
be addressed to both parents. The information
should be delivered gradually and adapted to the
family socio-cultural level.

A psychologist should support the family (see
paragraph “Care of disease burden”).

Caregiver education should start promptly (see
paragraph “Therapeutic patient education”).

e Members of the multidisciplinary team usually

involved in EB care in infancy are neonatologist/
pediatrician, dermatologist, anesthetist, pathologist,
medical geneticist, psychologist and specialized
nurses.

General measures

e Blood sampling for complete blood count,

electrolytes, C-reactive protein, urea, creatinine,
total serum protein and albumin, iron, zinc,
and, whenever required, blood cultures. Swabs
for culture should be taken from infected
wounds.

In severely affected newborns, a venous access
should be guaranteed through placement of an
umbilical venous catheter. Whenever required, this
will be followed by elective insertion of an
indwelling central venous catheter (tunnelled
external design such as Broviac catheters).
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Table 3 Specialists involved in multidisciplinary
epidermolysis bullosa care

Physicians Other professionals

Dermatologist Specialist nurse

Neonatologist/pediatrician/internist Dietitian
Pathologist Psychologist
Medical geneticist Dental hygienist
Otolaryngologist Physical therapist
Ophthalmologist Occupational therapist
(Pediatric) surgeon Speech therapist
Orthopedic surgeon Social worker
Plastic surgeon

(Pediatric) gastroenterologist

Dentist

(Pediatric) anesthetist

Endocrinologist

Neurologist

Radiologist

Pain relief doctor

Cardiologist

Nephrologist

Oncologist

e The following measures should be adopted to
prevent blistering:

v the baby should not be placed systematically in an
incubator unless needed for reasons such as
prematurity [10]: heat and humidity can lower the
threshold for blistering. An overhead heater can be
used, cautiously regulated.

v Naso- and oro-pharyngeal suction should be
avoided. If required, a soft catheter is chosen, and
minimal suction pressure exerted [31].

v The umbilical cord should be secured with a
ligature, avoiding the use of plastic clamps which
rub the skin [10,31].

v The use of clips should be avoided, and name
band put on clothing instead of wrist.

v Electrodes should be of small size; the adhesive
rim should be removed allowing only the
lubricated central portion to be in contact with the
skin and the electrode should then be secured with
a non-adhesive dressing
(e.g. Mepilex®, Molnlycke) [33].

v Clip sensors should be used for pulse oximetry.

v For blood pressure monitoring, thick padding is
recommended before applying the blood pressure
cuff.
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v When possible, skin-to-skin contact (kangaroo
care) with parents should be encouraged.

v There is no contraindication to immunization for
infectious diseases.

Skin care

e For clothing, a front-fastening babygro is easier to
put on and remove. It should be turned inside out
to prevent the seams from rubbing skin [31]. If
available, DermaSilk® (Alpretec) underclothes and
gloves can be used as they combine silk properties
with the protective activity of an antimicrobial agent,
in addition to being seam-free. Alternatively, Tubifast
(Molnlycke) garments and gloves can be used [10].

e Disposable nappies can be used, they should first be
lined with a soft material (e.g. soft silicone contact layer
or foam such as Mepitac®, Mélnlycke) in order to
reduce skin rubbing from the elastic edges. Nappies
with Velcro fasteners prove safer as it is less likely for
the securing tapes to adhere to the skin [10,31].

e Particular attention should be paid to avoid friction
when handling the baby: he/she should be nursed on
neonatal incubator mattress, and lifted by sliding hands
below the mattress or using the sheet [10]. To handle
the naked infant, the nurse/caregiver should roll the
baby away, place one hand behind his/her neck and
head and the other one behind his/her buttocks, let the
baby roll back and then lift him/her [31,32] (Figure 1).

e Adhesive tapes must be avoided. Soft silicone fixation
tapes providing atraumatic removal (e.g. Mepitac®) are
recommended to secure devices such as electrodes,
catheters, tubes, and probes. For removal they should
be rolled out gently rather than lifted.

e Silicone Medical Adhesive Removers (SMARs), such
as Appeel® (CliniMed) or Niltac®, should be used to
remove electrodes or accidentally applied tapes or
dressing/clothing adhered to wounds. If SMARs are
not available, liquid and white soft paraffin in equal
parts facilitate atraumatic removal [10,34,35].

e Regular bathing in tepid to slightly warm water is
recommended (Figure 1), the frequency will be
adapted to each case. If the infant presents crusted
lesions, an emollient/oil-based cleanser should be
used, while infected wounds should be treated with
an antiseptic (e.g. containing 0.1% chlorhexidine).
After bathing, the skin should be dried by gentle
padding with a towel.

e Diaper area cleansing should be performed with
liquid and white soft paraffin in equal parts or with
an emollient/oil-based cleanser [10,31].

e Principles for blister, aplasia cutis congenita and
wound treatment are similar to those applying to
children and adults (see paragraph “Wound care”).
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Figure 1 Inherited epidermolysis bullosa: wound care. (a, b) Dressing cart prepared in advance for patient dressing: soft silicone foams (*),
petroleum jelly (<), emollient cream (>), antimicrobial cream (9), gauzes, tubular bandages, needles and swabs for culture (V). (c) How to hold the
baby: one hand behind the head and the other one behind the buttocks. (d) Bathing the baby also facilitates atraumatic removal of dressings
which float into the water. (e-h) Wound care with non-adherent soft silicone dressings and thin polyurethane-soft silicone foams. (i) Lancing and
draining of a haemorrhagic blister. (j-k) Soft silicone foams specifically modelled for hand dressing (j), and hand dressing to separate fingers and
prevent early digit fusion (k).

e Aplasia cutis congenita and blistering involving hands impregnated gauzes (e.g. Intrasite® Conformable,
or feet or digit degloving following delivery require Smith & Nephew) can be used. In more exuding
specific dressing in order to prevent early digit fusion lesions, an antiseptic and silicone foams (e.g.
[10]. The separation should be performed by using Mepilex® or Mepilex*Transfer) are indicated.
easily modelled dressings, such as soft silicone foams
(e.g. Mepilex® or Mepilex Lite®), which are cut into Feeding modalities
strips (Figure 1). If advanced dressings are not
available, paraffin-impregnated gauzes can be used, e In less severely affected newborns breast-feeding is
and should also be cut into thin strips. Attention possible: soft paraffin can be applied on the nipple
should be paid to keep the first finger extended and and breast as well as on the infant face and lips to
separated from the rest of the hand. reduce friction from rooting reflex [31]. The mother
o The diaper area is constantly subject to handling, should be trained to handle the baby and breast feed
exposed to urine, feces and to the diaper occlusion him. When breast-feeding proves traumatic, oral
effect. We prefer to treat the less exuding erosions feeding remains the best option, also allowing to add
with paraffin-impregnated gauzes, replaced at each supplements in malnourished infants.
nappy change. Alternatively, a soft silicone primary o Commercially available teats should be softened with

wound dressing (e.g. Mepitel®) or hydrogel- warm boiled water. The teat hole can be enlarged or
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extra holes may be created to facilitate sucking. Lips
can be protected with petroleum jelly to avoid the skin
sticking to the teat [31].

e A Haberman feeder reduces the sucking effort and
its long teat avoids nose trauma from the bottle
collar [10,31].

e A few infants may require naso-gastric feeding.

A small soft polyurethane tube fixed for few weeks
will minimize internal damage and reduce the
trauma [31].

e For nutritional principles see paragraph “Nutritional

aspects”.

Follow-up

e The infant should be discharged home when the
general health condition is stable and the parents are
adequately educated and confident to care for their
baby. This decision is taken jointly by the dermatologist
and neonatologist/pediatrician. The involvement of
social workers and psychologists in the organization of
the discharge is helpful.

e A first follow-up visit with a specialized team
(usually: dermatologist, pediatrician, EB nurse,
psychologist) will be organized in one or two weeks
for severe EB subtypes (e.g. Dowling-Meara EBS,
JEB and recessive DEB). It should comprise a
complete clinical examination (skin/mucosae,
nutrition, pain, etc.), dressing, and evaluate and
pursue the therapeutic education of the parents. If
the infant care is correctly performed the next
appointment should be in one month, then every
three months during infancy. In mild EB subtypes
the follow-up visits will be every 3—6 months.

EB care from childhood to adult

Additional problems in skin and wound management
during childhood to adulthood include, in particular in
Dowling-Meara EBS, generalized forms of JEB and re-
cessive DEB (RDEB) [4,5,12,13,17,36-38]:

e reduced patient compliance to care and claim for
self-care;

e chronic pain;

e presence of chronic wounds and their susceptibility
to infection;

e risk of cancer development;

e chronic itching;

e anemia and malnutrition secondary to oral and
gastrointestinal involvement and chronic wounds,
in turn negatively interfering with wound healing;

e psychological problems related to both disease
acceptance and social relationship (school, hobbies,
job, etc.).
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General principles

e The members of multidisciplinary team vary upon

the EB type and patient and family needs. In mild
EBS subtypes (e.g. localized and generalized non-
Dowling-Meara EBS), the dermatologist ensures the
follow-up with the help of a specialized nurse. In
severe EBS forms (such as Dowling-Meara EBS or
EBS with muscular dystrophy), JEB and generalized
DEB subtypes the core members are the
dermatologist and the pediatrician supported by the
EB nurse and dietician. Other specialists
(ophthalmologist, dentist, digestive surgeon,
psychologist, physiotherapists, etc.) are involved
depending on disease complications.

A regular follow-up is required to evaluate skin
and mucosal conditions, general health status, and
specific problems encountered by the patient and
his/her caregivers. Follow-up planning should be
performed taking into account the EB type,
disease complications, family and patient
compliance and specific complains. After
childhood, EBS and mild DEB patients are
generally seen by an EB specialist once a year;
JEB and generalized RDEB should be seen at least
twice a year. More frequent follow-up visits (e.g.
every month) are required for the most severe
patients in order to fasten wound healing and

to early diagnose and treat squamous cell
carcinoma.

General measures

e Monitoring of severe EBS variants (e.g. Dowling-

Meara EBS or EBS with muscular dystrophy), JEB,
and generalized RDEB subtypes comprises at follow-
up visits: a complete blood count, electrolytes, total
serum protein and albumin, iron, iron-binding
capacity, ferritin, erythrocyte sedimentation rate, C-
reactive protein, liver function tests, urea, creatinine
and, if required, zinc, selenium, folate and vitamins
(A, Bg, C, D and E) [22,39]. Swabs for culture should
be taken from infected and critically colonized
wounds, as blood cultures in case of sepsis
suspicion.

Patient adherence to therapy should be regularly
checked. Caregiver and patient compliance and
experience should be always taken into account in
designing the care plan.

Immunization schedule for infectious diseases
should be regularly continued. Chicken pox
vaccination is recommended.

Preventive measures to reduce the onset of new
lesions are summarized in Table 4 [10,31,32,40].
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Table 4 Preventive measures to reduce the onset of new lesions during daily life

Direct skin protection - Protect vulnerable skin sites, (e.g. knees and elbows) with soft silicon contact layers, silicon sheets or strips (e.g. KerraPro®)

Other measures

or thick padding

« Use gloves when the child begins to crawl/walk and lifelong during sports or hobbies (e.g. DermaSilk® or Tubifast®)

- Avoid hard shoes with internal seams, tight clothes and clothes with raised seams, tags in contact with the skin

- Use protective padding for shoes, such as a poron insole or orthotic device

- Pad the frame at the nose bridge and over the ears of eye glasses

- Ensure that toys are frequently cleaned and in soft material without traumatic angles

« Prefer hobbies and sports at low risk of skin trauma (e.g. adapted gym, swimming, ping-pong, reading, singing, playing

music, electronic toys and informatics)

« House air conditioning and other cooling measures in hot climates

Skin care

Regular patient follow-up by the dermatologist
comprises the assessment of the entire body
including the scalp, external ear, genital/anal area,
oral cavity and nostrils.

A dermatological management is necessary in all
types of EB and skin lesions.

An appropriate analgesia should be performed
before any procedure, such as bathing or dressing
(see paragraph “Pain management”).

For the hygiene, a mild antiseptic cleanser (e.g.
chlorhexidine 0.1% or polyhexanide, sodium
hypochlorite 5-10 ml in 5 L of water, acetic

acid <0.25%) should be used for extended and/or
critically colonized/infected lesions [39,41]. An
emollient/oil-based cleanser should be chosen

for xerotic skin and hyperkeratotic or crusted
lesions.

Bathing frequency depends on the type of dressing
and lesion characteristics: in case of infected wounds
or dressings which stick to the lesions (e.g. paraffin-
impregnated gauzes) bathing should be performed
every other day; when advanced dressings are
employed bathing can be delayed until once a week.
New blisters should be lanced (finger prick lancet,
sterile large-bore needle or scalpel blade) (Figure 1)
and drained. The blister roof should be left in place
to facilitate re-epithelialization, to reduce infection
risk and pain [10,31,32,42].

Daily use of emollients and moisturizing products is
strongly recommended for xerotic skin in order to
reduce blistering, pain and itching [31].

Regular photoprotection is mandatory in patients
affected by KS who present photosensitivity.
Courses of topical keratolytic agents (e.g. urea,
salicylic acid, ammonium lactate) are helpful to treat
palmoplantar hyperkeratosis and/or keratoderma
[40]. Their concentration depends on the patient
age, rhythm of application, treatment duration and

local tolerance. Particular caution is required for

young children.

e Hyperhidrosis, frequent in EBS patients, should be
treated in order to reduce/prevent blistering and
itching. Corn flour is an inexpensive and easily
available remedy [10,40], other absorbent powders
(e.g. Zeasorb®, Stiefel Laboratories) may also be
useful. An additional option is iontophoresis [43].
Furthermore, the use of botulinum toxin may be
considered for severe plantar hyperhidrosis [43,44].
Silver-lined or Dermasilk socks keep feet dry and
comlfy, provide anti-friction action and reduce the
risk of bacterial overgrowth [10,40].

e EB nevi should undergo a regular clinical and
dermoscopic follow-up [11]. Although a slightly
increased risk of melanoma has been reported only
for RDEB, atypical pigmented lesions undergoing
significant morphological changes should be
biopsied [45 and references herein].

e No specific treatment is required for milia.

e Mucosal care:

e Oral management should adhere to the recently
published best practice guidelines for oral health
care in EB [9].

e Conjunctiva should be regularly lubricated, in
particular in JEB or RDEB patients, with lanolin
and preservative-free eye drops or gels, e.g.
containing hyaluronic acid, polyethylene/
propylene glycol or carbomer [45].

o Nasal lubricants are more frequently indicated for
JEB or RDEB patients; regular ointment
containing vitamin E or simply petroleum jelly
can be helpful.

Wound care

The choice of dressings varies upon the type and site of
the lesions, but also product availability [8,10,42,46,47].
Advanced dressings delay the frequency of dressing
change, thus reducing pain and manipulation-related
risk of blistering and infections. In addition, non-
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adherent dressings proved superior in reducing pain at
dressing removal. However, systematic literature reviews
showed only a modest advantage for advanced dressings
(e.g. hydrogels, hydrofibers and foams) compared to
paraffin-impregnated gauzes in accelerating healing of
non-EB chronic wounds (venous leg ulcers, pressure
sores, etc.) [48]. As to topical antibiotics and antiseptics,
their role in healing of leg ulcers remains to be proved
[49]; there is a good evidence of their usefulness for the
treatment of superficial skin infections [50]. The de-
bridement of the wounds is important to accelerate the
healing process and to prevent infection: some dressings
such as hydrogels, polymeric membranes and hydrofi-
bers are helpful [8,10,46,47]. In case of multiple and
deep necrotic lesions, mechanical debridement should
be performed gently in the theatre with analgesia.

Dry to lightly exuding wounds

e Non adhesive soft silicone or lipido-colloid contact
layers [e.g. Mepitel®, Adaptic® touch (Systagenix),
Urgotul® (Urgo Medical), Silflex” (Advancis Medical)],
thin polyurethane-soft silicone foams (e.g. Mepilex®
Lite), and hydrogels (e.g. Intrasite® Conformable)
appear to be the most suitable in these lesions
[8,10,46,51]. Hydrogel dressings should be changed
daily or as soon as they become dry. The other types
could be changed every 3—4 days.

e The dressing choice depends on the affected site:
e.g. flexible dressings should be used mainly for
the folds. Soft bordered materials [e.g. Mepilex®
Border, Alleyvn® Gentle Border (Smith &
Nephew)] easily adapt to the different skin sites
but they may be too sticky and thus require a
primary contact layer in order to protect fragile
skin [10].

Heavy exuding wounds

e Heavy exuding wounds present a high risk of
infection and require specific dressings. Either
hydrofiber dressings (e.g. Aquacel®, Convatec) or
soft silicone foam with super-absorbers (e.g.
Cutimed® Siltec, BSNmedical), able to absorb the
abundant exudates, should be preferred. Soft
silicone foams [e.g. Mepilex®, Mepilex® Transfer, and
Advazorb Silflo® (Advancis Medical)] and polymeric
membranes (PolyMem?®, Ferris Mfg. Corp.) are also
indicated [8,10,46,51]. The soft silicone foams are
also suited for digits and folds. On the other hand,
PolyMem® is not easily retained on the wounds and
requires a secondary dressing to hold in place. Also
Mepilex® Transfer needs a secondary dressing to
absorb exudates.
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Critically colonized and infected wounds

e To early diagnose a critically colonized or infected
wound the following parameters and features should
be considered:

v wound history: several week duration, recent size
extension and exudate increase;

v wound bed: presence of debris, dead slough,
friable tissue and bad smelling;

v wound margins and surrounding skin: oedema,
erythema, higher temperature than the healthy
skin.

e In the presence of the above mentioned criteria,
swabs for culture should be taken after washing
the lesion with normal saline and then the
treatment should be started based on clinical
features [41].

e Wounds should be cleaned with mild antiseptics,
such as chlorhexidine 0.1% or polyhexanide,
sodium hypochlorite at a concentration of 5-10
ml in 5 liters of water, or acetic acid at <0.25%
for 15-20 minutes/day [39,41].

e In case of lesions at risk of infection, the use of
lipid-stabilized hydrogen peroxide cream
(Crystacide®) has been proposed [41]. An aqueous
solution of eosin (2%) is employed in some
countries with the aim to reduce the exudate,
keeping in mind that it has no antiseptic
properties. In other countries, medical-grade
honey in ointments (e.g. Mesitran S°, Medloc) or
dressings (e.g. Algivon®, Advancis Medical;
Medihoney®, Derma Sciences) are available
and used with the aim to reduce the risk of
infection and promote wound debridement
[10,41,52,53].

e The use of silver-containing creams (e.g. silver
sulfadiazine) or dressings (e.g. Mepilex’AG;
Urgotul®silver/SSD; PolyMem°‘silver, Aquacel’Ag)
has been advocated [10,41]. However, there is no
clear evidence that silver-containing products can
prevent wound infection or improve healing rates
of leg ulcers [52 and references herein].
Importantly, silver plasma level should be checked
in case of large surface and/or prolonged treatment
because of the risk of silver absorption and related
toxicity [54,55]. In children, the use of silver-
containing products should be very limited in time
and treated surface.

e The dressings for infected wounds are the same
used for heavy exuding wounds, but they should
be changed daily.

e Principles for the use of topical and systemic
antibiotics/antimicrobials are summarized in Table 5
[8,41,56].
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Table 5 Principles for use of antibiotics/antimicrobials in
wound treatment

Topical agents « Restrict the use to critically colonized and infected

wounds

- Prefer agents which do not have a systemic
formulation (e.g. fusidic acid, mupirocin)

- Use for short periods and rotate to avoid
resistances and sensitizations

- Consider retapamulin as a second line treatment

for resistant Gram positive bacteria
Systemic agents - Administer in multiple infected lesions

« Start early in malnourished and/or non compliant
patients and in infants

- Prescribe antibiotics according to the result
of culture

« Prefer narrow spectrum antibiotics

Hyperkeratotic and crusted lesions

e Warty and crusted lesions require an accurate
treatment and follow-up because they are itchy and
can mask an underlying squamous cell carcinoma.
The crusts and hyperkeratosis should be regularly
removed. Frequent application of emollient creams
and bathing twice a week are indicated to this purpose.

Exuberant granulation tissue

e Short courses of very potent topical
glucocorticoid ointments are reported as effective
in reducing the exuberant granulation tissue
frequently observed in JEB [8,10].

General remarks

e The dressings of all types of wounds should be
checked daily and the change frequency modified
based on wetting and smelling.

e Paraffin-impregnated gauzes (e.g. Jelonet®, Smith &
Nephew) or medicated gauzes (e.g. Fitostimoline®
containing an aqueous extract of Triticum vulgaris,

Table 6 Chronic itch management
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or Connectivine®, Fidia, containing hyaluronic acid)
can be used when advanced dressings are not
available [8,10]. They require a secondary dressing
and should be changed on a daily basis, increasing
wound manipulation, pain and indirectly also the
risk of infection. These products adhere to the
wound bed. In order to reduce pain and trauma,
dressing removal requires prolonged soaking with
distilled water or saline solution or bathing [8,10].

e In RDEB patients, finger and toe dressing should be
regularly performed as described for the neonatal
period, to delay digit fusion and pseudosyndactyly [10].

e Tubular bandages of various sizes and heights
according to the affected body area (e.g. Elastomul’,
Tubifast” or Self-fix*) should be used for dressing
retention to prevent slipping and further trauma.
Tight bandages must be avoided as they can induce
blistering by rubbing the skin [8,10]. If available,
Dermasilk® or other specifically designed garments,
without silver, can also be useful to retain the
dressings in place.

Itch management

Itching is common in EB patients with dry/atrophic skin,
multiple warty lesions, during late phase of wound heal-
ing, or following sensitization to topical treatment. Prur-
itus may also develop in the absence of an identifiable
etiology [8,10]. Itching is frequently chronic, severe and
unresponsive to conventional treatments. Furthermore, a
rare subtype of DEB, DEB pruriginosa, is characterized
by onset of severe and unremitting pruritus from infancy
to adulthood [57,58]. Itch-induced scratching damages
the skin, thus increasing blistering and susceptibility to
infection. General measures and therapeutic options to
manage itch are summarized in Table 6 [8,10,59-64].

Management for surgical procedures
General principles

e Surgery in general anaesthesia should be limited to
strictly necessary procedures and organized jointly

General measures

« Overheating and dry environment avoidance

- Bathing in tepid water with syndet/oil cleanser and skin hydration with emollients

« Relaxation techniques and patient education to cope with the vicious itch—-scratch cycle

Therapeutic options

« Short courses of topical mid-potency steroids

« Sedating antihistamines (e.g. hydroxyzine) and/or tricyclics with anti-H1 antihistaminic action (doxepin) as first-line

treatment®

+ Low-dose gabapentin (Neurontin®) or pregabalin (Lyrica®) as second-line treatment

« Anti-inflammatory agents (e.g. cyclosporine, thalidomide or topical tacrolimus) to be cautiously considered as third-line

treatment only in severe cases**

*Data from randomized trials are lacking to support the efficacy of antihistamines in pruritic conditions other than urticaria.
**Caution should be paid in using immunosuppressive drugs because of the carcinogenesis risk.
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by the surgical team (surgeon, anaesthesiologist and
nurse) and the EB team coordinator.

e Whenever necessary and feasible, the different
surgical treatments should be performed at one time
in order to reduce the risks linked to anaesthesia.

e A tailored management should be planned for each
patient after a careful evaluation.

General measures

e When a surgical procedure in general anesthesia is
planned, a multidisciplinary re-assessment should be
performed a week or two ahead of the surgery date
to verify the general health conditions of the patient
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Specific measures

e Anxiolytic administration can be helpful in the pre-

operative stage.

The measures to be adopted in the operating theatre
are summarized in Table 7 [33-66].

After surgery, the intravenous line should be kept in
place as long as possible to be used for transfusion,
perfusion or other systemic therapy (iron, albumin,
antibiotics).

Fiberoptic intubation appears to be a good
technique to minimise frictional trauma and to
reduce the risk of blistering, whilst safely securing
the difficult airway [67].

[33].

e Blood sampling should be performed before surgery ~ Pain management

to evaluate and treat anemia. Pain is constant in EB patients since birth, and its

e Before the procedure, the surgical team, including management is a major therapeutic focus conditioning
the anaesthesiologist and the case manager, should the daily care. A tailored approach should be planned
clearly explain the possible problems and for each patient considering the different types of
complications linked to the procedure, paying pain, and the treatment efficacy should be evaluated
particular attention to those related to EB disease. regularly.

Table 7 Patient management in the operating theater

Procedure

Measures to be adopted

Operating table

Premedication

Patient monitoring

Intubation

Recovery room

- Place an anti-decubitus mattress and cushion on the table

« Use the sheet to lift the infant and move him/her to the operating table; older patients should move themselves
« Pad trauma-exposed sites (e.g. chin, occiput, elbows, heel, hands, feet)

« Administer oral premedication 45 minutes prior surgery in order to reduce/prevent:

v Patient anxiety (midazolam 0.5 mg/kg)

v Oral secretion (atropine 40 mcg/kg)

v Gastro-esophageal reflux (ranitidine 1 mg/kg)

v Vomiting (metoclopramide 150 mcg/kg)

- Prefer intravenous induction in presence of intravenous line, otherwise inhalational anaesthesia. In the latter case,
protect the face from the mask with silicon foam (e.g. Mepilex®) or a water-based lubricant.

- Protect the eyes with a moisturizing ophthalmologic gel and the eyelids with moistened gauzes
« Use tape with a silicon contact layer (Mepitac®) to fixe all tubes (e.g. endotracheal tube) and catheters
« Lubricate all tubes with a water-based lubricant

+ Remove the adhesive part of electrodes allowing only the lubricated central portion to be in contact with the skin;
then secure with a non adhesive dressing (e.g. Mepilex ©)

« Use clip sensors for pulse oximetry

« Use a lubricated disposable thermometer

« Pad the skin with cotton or advanced dressings under the blood pressure cuff

« Use bipolar diathermy to avoid a monopolar pad

« Avoid carefully all kinds of trauma and friction for the entire duration of surgery

- Evaluate microstomia, esophageal strictures and prominent incisors in RDEB* patients who need intubation
- Prefer fiberoptic-assisted intubation to laryngoscopy in case of difficult intubation

« Administer a moderate sedation before emergence to avoid cutaneous lesions due to irritability

- Perform tracheal aspiration gently using soft and small tubes

*RDEB, recessive dystrophic epidermolysis bullosa.
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General principles total dose should be limited to prevent the risk of

Pain is acute, chronic and related to procedures (e.g.
bathing, dressing, surgical procedures, etc.).
Psychological pain and anxiety contribute constantly
to worsen organic pain.

Acute pain is mainly due to newly-onset mucosal
lesions (cornea, oral cavity, oesophagus, anus or
larynx and trachea).

Chronic pain includes inflammatory, neuropathic
and bone pain.

The general conditions and nutritional status affect
the severity of chronic pain.

Evaluation of pain is mandatory and should address
all the above mentioned components. It can be
difficult in particular in children. Pain evaluation
scales and frequency are the same used for non-EB
patients and vary according to the patient age and
on-going procedures.

An EB expert should examine and listen attentively
to the patient and his family in order to design the
individual therapeutic strategies.

An early adequate management of the physical pain
is mandatory in order to reduce also the
psychological pain component and to promote
patient compliance.

An early and regular psychological support for
patients and families can contribute to the global
efficacy of pain management.

Unfortunately, in some cases, both pharmacological
and psychological management strategies do not
achieve complete pain control.

seizures and methemoglobinemia.

Paracetamol is the first choice for mild pain and
short procedures. In more severe pain and complex
procedures, opioids are indicated (from codeine to
oxycodone and morphine). Opioid side effects
include constipation, pruritus and rarely respiratory
failure. The development of tolerance leads to dose
increase with risk of addiction [70-74].

Hydroxyzine and midazolam can be associated to
analgesics to reduce anxiety and for short sedation.
More rarely, ketamine is also used, particularly in
children [75,76].

Meopa® (nitrogen monoxide-oxygen mixture) can be
helpful in most severe pain both in children and adults.
Its use is restricted to the hospital setting and limited
in time.

Chronic pain

e General measures are essential (e.g. music, yoga,

relaxation techniques, hypnosis, etc.). In most cases,
they need to be combined with analgesics.
Paracetamol is usually the first-line treatment,
followed by opioids (codeine, morphine, etc.). Non
steroid anti-inflammatory drugs (NSAID) should be
cautiously administered in patients with chronic/
severe infections.

A neuropathic pain component can be managed
with pregabalin (Lyrica®) or gabapentin (Neurontin®)
[73]. Tricyclic antidepressants, e.g. amitriptyline, are
an alternative treatment.

The daily analgesic dose should be distributed over

General measures 24 hours and increased before any care procedure.
Pain related to nursing procedures e Bone pain, usually observed in severe RDEB, is due
to abnormal bone mineralization, in turn related to

e Bathing and dressing should be performed in a poor nutrition, reduced mobility and chronic

room equipped with all the necessary materials
prepared in advance and close at hand (Figure 1).
Non-pharmacological treatments based on
cognitive-behavioural techniques are essential. A
quiet and relaxing environment is helpful (music,
films, pacifier dipped in glucose solution, etc.). The
caregiver should provide contact, caresses and sweet
words. Hypnosis can be useful in older children and
adults.

The choice of pharmacological treatment depends
on the patient age, psychological status, type and
severity of pain and planned procedure. The time of
drug administration before the procedure varies
according to the type of drug and route [68-73].
Topical anaesthetics (xylocaine, lidocaine-prilocaine)
are recommended before the care of painful tense
blisters or wounds and venipuncture. However, the

inflammation. Therefore, the improvement of
nutritional status and physiotherapy contribute to
reduce pain. Biphosphonates are useful to decrease
bone pain, but their administration can be limited
by perfusion difficulties and side effects (e.g.
mandible osteonecrosis).

Acute pain

e Reassure the patient and his family.
e Administer adequate analgesic therapy (frequently

opioids) or increase the dose of the ongoing
treatment.

Local anaesthesia may be useful in case of painful
constipation due to anal erosions or fissures.
Botulinum toxin for anal sphincter relaxation may
represent a valid alternative.
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Psychological pain

e Acute and chronic pain induce psychological pain
since the first days of life.

e An inadequate pain control during procedures may
cause a vicious circle with a memorization of the
physical pain, and then anticipation and
psychological distress increasing the physical pain at
each procedure. Relaxation techniques,
psychological support and pharmacological
treatment should be provided.

e DPsychological support should be reinforced during
adolescence. A latent depression is not exceptional
in the most severe forms and appropriate treatments
have to be administered.

Nutritional aspects

Growth and nutritional condition are major outcomes in
EB patient care. Nutrition is often a real challenge. Blisters
and erosions affecting oropharynx and oesophagus cause
pain and dysphagia, followed by microstomia, ankyloglossia
and tooth decay in severe RDEB. Altogether these manifes-
tations contribute to reduce oral intake. Recurrent
blistering can also lead to strictures and even complete
oesophageal obstruction which are usually managed by
endoscopic dilation [77-79].

On the other hand, protein-calorie and micronutrient
needs are increased by (i) accelerated skin turn-over, (ii)
blood and protein losses through skin wounds, (iii)
recurrent infections, and (iv) chronic inflammation.
Micronutrient deficiencies (iron, zinc, selenium, vita-
mins, etc.) can lead to severe complications. Iron, folate
and vitamin B, deficiencies contribute to multifactorial
anemia typical of severe RDEB and JEB. Other nutrient
deficiencies (carnitine, selenium) might play a role in in-
ducing cardiomyopathy. In addition, an insufficient fluid
and fibre intake frequently causes constipation, which
can induce painful defecation (anal fissures). Overall, nu-
tritional compromise is more important in generalized
forms of RDEB and JEB [80-82].

Unfortunately, an improvement of nutrition in severe
EB subtypes is usually not associated with a significant
amelioration in wound healing rates. Nevertheless, an
appropriate nutritional management is necessary since
infancy also to promote pubertal development.

General principles

e The evaluation of patient growth, performed
according to international standards (weight for
length < 2 years; body mass index > 2 years), can be
hampered by fixed contractures.

e The nutritional support should start early, especially
in severe generalized subtypes.
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e Dietetic advices, aimed to increase energy and
protein content of oral food, should be addressed
continuously to patients and their families.

o All factors affecting the quality of nutrition need
careful management and follow-up: trauma related
to hard food, dental caries and periodontal
inflammation, gastro-oesophageal reflux,
oesophageal strictures, inflammatory bowel disease,
anal fissures and constipation, etc.

General measures
e Proteins and energy

Conventional dietetic approaches using oral high-
energy and high-protein semi-liquid supplements rarely
provide sustained improvement of dietary intake in se-
vere EB forms. Consequently, children who survive with-
out nutritional support become thin and short adults. A
specific Tool to Help Identify Nutritional Compromise
(THINC) in EB has been designed. The suggested
nutritional requirements reach about 100-150% of the
recommendations for healthy age- and gender-matched
children for energy and 115-200% for proteins [81].

e Micronutrient requirements [81-87]

Evaluation of iron needs is frequently hampered by
chronic inflammation. Daily intake of iron is recom-
mended in case of hypochromic microcytic anemia;
however it is often associated with gastric irritation, diar-
rhea or constipation. If oral supplementation is not tol-
erated and/or insufficient, intravenous administration
(Venofer®, Ferinject®) should be considered and its fre-
quency adapted to each patient. The use of erythro-
poietin or darbepoetin alfa in combination with iron
supplementation has been proposed [85]. Vitamin re-
quirements should be evaluated considering the disease
type and patient age. In more severe forms, vitamin (A,
C, D, E) levels should be checked at least once a year.
Vitamin C supplementation is useful to enhance iron ab-
sorption. Vitamin D and calcium supplementation are
needed to prevent/treat osteoporosis. Zinc, carnitine and
selenium levels should be evaluated at least once a year
in the most severe forms [88].

o Nutritional procedures: nasogastric and gastrostomy
feeding

Nasogatric feeding can induce internal friction, irrita-
tion of nostrils and hypopharynx or oesophageal ero-
sions. Therefore it should be used only for short periods
in presence of severe oral cavity and pharyngeal blister-
ing. The tube should be soft and of small size.
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Gastrostomy feeding (GTF) has been shown to be well-
tolerated and to improve patient nutritional outcome,
growth and puberty. It should be performed in patients
unable to feed orally (e.g. very severe and chronic oral
lesions or oesophageal strictures not susceptible to dila-
tion treatment) and/or presenting loss in weight and
height of at least 1 standard deviation compared with
their best growth level, despite regular nutritional advice.
Starting GTF before malnutrition onset also reduces the
problems linked to the choice of the button device and
to the insertion site dehiscence [89-91]. A regular sur-
veillance is necessary in order to prevent and/or early
treat the possible local complications (chronic wound
and infection).

The rhythm and rate of GTF delivery, volume, energy
intake and formula concentration should be adapted to
individual needs and tolerance and to patient and family
lifestyle. The use of anti-secretory and anti-acid drugs (e.
g. ranitidine or proton pump inhibitors) is recom-
mended to treat gastro-oesophageal reflux and also to
prevent skin damage due to gastric acid leakage at gas-
trostomy site [91]. GTF also easies the supply of micro-
nutrients (iron, zinc, selenium, vitamins), nutritional
supplements or drugs.

Oral feeding and swallowing skills should be continu-
ously encouraged while using GTF. The patient should
participate to “familial life” and familial meals. In all
cases, a psychological support is essential. After the
achievement of puberty development gastrostomy can
be removed, provided a sufficient oral nutrition and ab-
sence of intractable oesophageal strictures. Unfortu-
nately in JEB-Herlitz, GTF is not successful and thus not
recommended in the context of palliative care [92].

Physical therapy and rehabilitation

Physical and occupational therapy must be started early
in life in particular in EBS with muscular dystrophy, gen-
eralized RDEB and JEB subtypes. The continuing work
on muscles and joints delays contractures and deform-
ities, improves functional mobility, enhances patient au-
tonomy and, ultimately, promotes social inclusion. Static
(preventive) and dynamic (corrective) orthosis, directed
therapeutic exercises and recreational activities are
powerful tools. Some forms of physical medicine, such
as hydrotherapy, are also useful [93,94].

Early diagnosis of squamous cell carcinoma (SCC)

SCC represents one of the major complications of EB, in
particular generalized RDEB subtypes and, less fre-
quently, generalized non-Herlitz JEB [5,12]. It occurs
more often from the third-fourth decade of life. SCC
usually arise in areas of chronic wounds and scars. The
clinical presentation is frequently atypical with warty or
ulcerated appearance. An early diagnosis is mandatory
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and literature data highlight that a diagnosis delay im-
plies a poor prognosis.

In order to ensure an early diagnosis, it is necessary to
perform [95]:

e whole-body physical examination, including the
scalp, oral mucosa and genital area, every 6 months
in RDEB and adult JEB patients;

e more frequent follow-up in presence of chronic
hyperkeratotic or warty wounds;

e multiple excisional biopsies in case of crusted-warty
skin lesions or chronic wounds unresponsive to
proper treatments;

o early and wide excision of the lesion in case of
histologically confirmed carcinoma.

Management of intercurrent or associated cutaneous
diseases
A few reports describe cutaneous infectious diseases
occurring in EB patients, and even fewer data exist about
associated chronic inflammatory diseases (psoriasis,
atopic dermatitis, etc.) [96-99].

Skin diseases, when manifesting in EB patients, can:

e represent a diagnostic challenge due to atypical
presentation (impetigo, scabies, etc.);

e worsen EB course, due to the development of
pruritus and risk of infection (e.g. atopic dermatitis,
scabies, VZV infection, impetigo, etc.);

e need an adapted management which should take into
account the presence of EB lesions and the increased
risk of percutaneous absorption. Some topical products
may indeed cause irritation and toxicity (e.g. topical
treatment for cutaneous parasitic infestations, such as
benzyl benzoate, permethryne).

When dealing with these intercurrent/associated dis-
eases, the principles for diagnosis and therapy are:

e Pruritus onset/worsening in EB patients should
foster investigation for parasitic infestation such as
scabies and lice.

e DPruritus in associated cutaneous diseases should be
treated as described for pruritus in EB patients
(Table 6) in order to prevent worsening of EB
lesions.

e Ivermectin represents a valid alternative to standard
topical treatment for parasitic infestations in EB
patients with generalized disease [96,97].

Therapeutic patient education

Therapeutic patient education, as defined by the World
Health Organization (WHO), is a continuous process of
patient-centered medical care, enabling patients affected
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by chronic diseases, and their families, to better manage
their illness [100]. Patient education has been shown to
also contribute to prevent complications and to improve
quality of life (QoL).

Despite the lack of controlled studies, patient educa-
tion is unanimously considered extremely important also
for EB patients and their caregivers.

Table 8 summarizes the principles and measures of
therapeutic patient education applied to EB.

Care of disease burden

EB has a major impact on the QoL of the patient and
his family, starting since birth when the baby diversity
is immediately perceived by the parents and the
transmitted notion of skin fragility can hamper the
development of normal affective relationships within
the family. Isolation, fear or insecurity about infant
care, breastfeeding, where to go for help, role adjust-
ment, fatigue, relationship with siblings or partners,
body image, nutrition, and the need for peer support - all
must be dealt with [101-107].

Specific problems can then manifest at every age, they
range from the patient perception of his diversity to dis-
ease limitations in daily life and challenges related to so-
cial integration. Coping with continuous pain and
consciousness of disease worsening represent major
challenges for these patients and their families, in par-
ticular in severe disease forms.

General principles

e Whenever possible, the transfer of the newborn
to the centre of expertise should be performed
when also the mother is able to move, avoiding
disruption of the close parent-infant relationship
or even the infant refusal.

e A gradual and multistep delivery of information on
diagnosis and prognosis can reduce the
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psychological trauma. Particular caution should be
taken to avoid culpability feelings in the parents.

e The involvement of both parents in the education
process may facilitate their coping with the disease,
reduce couple difficulties and reinforce their
relationship.

e The parents should be accompanied in the
educational process of the affected child, at the same
time ensuring that the child progressively acquires
as much autonomy as possible.

o The participation of the entire family can reduce the
risk that non affected siblings feel neglected by the
parents.

e A psychological support to the patient and his
family is frequently needed and should be integrated
in the multidisciplinary management process.

e Monitoring of the emotional status of the patient
and/or his family and early diagnose psychological
distress require yearly appointments with a
psychologist even in absence of specific symptoms.

e Specific instruments should be used for evaluation
of psychological status and QoL [108-110].

e The psychologist should be involved early when the
newborn parents manifest signs of persisting
distress.

e Indications to the provision of psychological and
psychotherapeutic support to the patient and family
members are summarized in Table 9.

Continuity of care

A well-organized and structured continuity of care is im-
portant in EB like in all chronic and rare diseases. Fol-
lowing hospital discharge, EB patients require social
support and medical assistance for EB-related and non-
related problems. The center of expertise stays as the
main structure offering specialized care to EB patients
and, at the same time, should ensure an adequate liaison
with the community healthcare system. Public health

Table 8 Patient education in epidermolysis bullosa: principles and contents

Principles

« Should be delivered individually or in group

« Should be addressed to the patient, his/her family and caregivers

« Should be adapted to the EB subtype, patient age, socio-cultural milieu and compliance

« Should be delivered by specialized nurses with the support of the members of the multidisciplinary team and the psychologist

« Should be performed orally and gradually, complemented by the release of information sheets for the patient and his/her family/caregivers

Contents

« Should at first clearly communicate the diagnosis, disease course and complications

« Should give clear explanations on the need of an adapted genetic counselling

« Should train the patient and his/her family/caregivers on the management of cutaneous and extracutaneous manifestations

« Should educate the patient and his/her family/caregivers to early recognize infection signs and atypical aspects of the chronic
wounds, and to consequently request a rapid evaluation by a dermatologist

« Should provide training on the life style in order to prevent disease worsening
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Table 9 Indications to psychological or psychotherapeutic support to the family member(s) and patient

Family members

- Fear to breastfeed or handle the newborn and/or infant refusal

- Lack of self-confidence or inadequacy feeling in coping with the disease
« Anxiety to be left alone with the disease

« Depression or disease refusal by one the two parents

- Altered relationship of the couple (e.g. lack of interest in carrying out activities as a couple, loss of intimacy, negative impact

on sexuality, etc)

- Culpability feelings and inability to take care of the non-affected children

« Discomfort feelings or depression of the siblings

Patient

« Chronic pain exacerbated by daily care procedures

« Chronic itching resistant to therapy

- Stress or depression related to the visibility of disease manifestations and the feeling of being different

« Stress or depression due to limitations in daily activities and social life

« Lack of compliance and adherence to treatment, particularly in

+ Adolescence and adulthood

and support services, both professional and peer, vary
greatly country by country and even within the same
country region by region. Nevertheless, some general
rules can be drawn. At hospital discharge:

e a detailed referral form must be delivered and
addressed to the primary care physician
(pediatrician or general practitioner). It must report
the diagnosis and the care given during
hospitalization, describe the treatment plan for
patient home care, the follow-up schedule and
report the contact details of the EB team coordinator
or his/her delegate from the center of expertise (e.g.
specialized nurse) and, whenever available, of
hotlines/call centres for emergency or urgent
professional information;

e whenever foreseen by national laws, a certificate
stating the diagnosis and a treatment plan must be
addressed to the relevant public health authority in
order to ensure free-of-charge care and provision of
needed drugs, dressings and devices;

e depending on the national laws, ad hoc certificates
must also be addressed to the public health service
in order to guarantee homecare by specialized
nurses, and if necessary also psychological support,
physical therapy, occupational therapy, assistance by
social workers, etc.;

e in countries where specialized EB nurses are not
available, ad hoc training of the community health
nurses is recommended;

e information sheets should be provided to the family/
caregiver (relatives, friends, teachers, colleagues,
etc.) in order to promote an adequate relationship
with the patient, to explain the impact of the disease
on daily activities and QoL (education, work,
household chores, life management);

e information about the opportunity to get in touch
with the patient association, if present in the
country, should be released as detailed below.

The relationship with the patient association

In most countries, DebRA is the EB patient association. All
national DebRA belong to an umbrella organization known
as DebRA International (www.debra-international.org).

e Patients should be informed about the presence of
the patient association in their country and the
interest to become a member.

e Patient associations contribute to improve patient
access to information, reference centres, and social
services.

e They also facilitate contact between patients and
sharing experience regarding daily life.

e In some countries, they provide financial support
and/or fund nurse home care and/or organize
vacations for patients and families.

e Finally, they can contribute to promote professional
training and research.

Summaries

The optimization of EB patient healthcare requires the
implementation of a wide range of measures. Towards
this goal, the establishment in each country of expertise
centres, which guarantee a multidisciplinary care, is es-
sential. Equally important is the sharing of standards of
care among expertise centres. The present recommenda-
tions should easy this process, support clinicians in-
volved in EB care and, overall, contribute to improved
patient care and QoL. Nevertheless, multicentre trials
are needed, in particular to standardize interventions in
wound care, itch and pain management, treatment of
pseudosyndactyly and prevention and therapy of
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squamous cell carcinoma [38]. Finally, recent progress in
the development of different gene, protein and cell ther-
apy approaches open new perspectives for the treatment
of these patients. In addition to the pilot study published
by Mavilio and coworkers showing the feasibility of ex-
vivo gene therapy in generalized non-Herlitz JEB [111],
the results of clinical trials based on the use of (i) allo-
genic fibroblasts for local RDEB wound care [112,113]
and (ii) allogenic hematopoietic stem cell/mesenchymal
cell transplantation for severe RDEB forms [114] have
been recently described. In particular hematopoietic
stem cells transplantation has been reported to result in
significant disease improvement, but not cure, in the
majority of treated patients and further studies are on-
going to minimize the severe risks associated with trans-
plantation procedure and to optimize the treatment
protocol [114]. These results indicate that effective and
specific EB treatments able to block disease progression
are likely to become available in the medium term.

Consent

Written informed consent was obtained from the partic-
ipants for publication of this review and accompanying
images, with additional parental written consent from
those under 18 years of age.
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1 | INTRODUCTION

Abstract

Recessive dystrophic epidermolysis bullosa is a disorder marked by skin and mucosal
blistering after minimal trauma. Even the most routine procedures in the hospital, if
done incorrectly, can precipitate extensive skin loss, pain, and scarring. Most provi-
ders have little experience working with patients with this degree of skin fragility.
When a person with recessive dystrophic epidermolysis bullosa is admitted to the
hospital, there are multiple considerations to keep in mind while strategizing an
effective care plan: avoidance of new blisters with a “hands-off” approach; careful
consideration of all indwelling devices; symptomatic management of pain, itch, and
anxiety; coordination of dressing changes; aggressive treatment of skin infections;
environmental and staffing considerations; and awareness of other chronic compli-
cations that affect care, such as anemia, malnutrition, and chronic pain. To minimize
discomfort for patients with recessive dystrophic epidermolysis bullosa during the
hospital stay, inpatient care teams should understand these considerations and mod-
ify the care plan accordingly. Prior preparation by the hospital facility and inpatient
care team will facilitate the delivery of safe and effective care and greatly improve
the overall patient experience.

KEYWORDS
epidermolysis bullosa, health care delivery, immunobullous disease, quality of life

admissions and safe and effective day-to-day treatment on the hos-
pital floor for this vulnerable group.

Inherited epidermolysis bullosa (EB) is a heterogeneous group of
chronic skin disorders characterized by fragility and blistering of the
skin and mucous membranes. EB is complex and multisystemic in sev-
ere subtypes. For individuals with recessive dystrophic EB (RDEB),
even the most routine procedures, such as moving the patient or mea-
suring vital signs, can precipitate blistering and extensive skin loss.
Most providers outside of EB specialty centers have limited
knowledge about the accommodations and specific handling tech-
niques that these individuals require. Although there are guidelines
for the general care of children with RDEB, there are none specifi-
cally for care in the inpatient setting.>? The purpose of this review

is to provide a practical resource to help facilitate inpatient

The first half of this review will provide an overview of the clini-
cal presentation of RDEB and commonly associated complications.
The second half will review general inpatient management, including
safe patient handling, initial patient assessment, and inpatient wound
care for individuals with RDEB.

2 | PATHOGENESIS

Mutations in the gene that encodes collagen VII weaken the struc-
tural adhesion within the skin, allowing the skin layers to separate

with only minimal trauma, resulting in blisters and erosions.’

Pediatric Dermatology. 2017;34:647-655.
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3 | CLINICAL PRESENTATION AND
ASSOCIATED COMPLICATIONS

Wounds can occur anywhere on the body. Blistering is often worse
in areas subject to repeated trauma, such as the hands, feet, and
bony prominences (Figure 1).* Chronic wounds can lead to scarring,
joint contractures, pseudosyndactyly (mitten hand deformity), and

greater risk of cutaneous squamous cell carcinoma.®

3.1 | Pain and itch

Pain is an almost constant symptom in RDEB patients and can
severely affect quality of life and complicate daily activities.® Acute
pain results from the formation and expansion of bullae and the irri-
tation of erosions, in addition to anal fissures and reflux.® Sources of
chronic pain include chronically inflamed wounds, joint contractures,
bone pain, and constipation.®

Individuals with RDEB can experience severe and debilitating

itching, which can originate from healing wounds or intact skin.”

The mechanism underlying the itch in RDEB is poorly understood,
but it is likely that it is due to the disease itself, as well as cer-
tain triggers such as inflammation, concurrent opioid use, heat,

sweating, and stress.”

Controlling itch is particularly important
because chronic scratching can result in trauma and blister

formation.

3.2 | Infection

The bacterial burden of a wound exists on a spectrum, starting at
one end as contamination, with the potential to progress to colo-
nization, critical colonization, and ultimately frank infection.8 Con-
tamination and colonization are normal states and require no
treatment, but critical colonization, a state in which the bioburden is
enough to impair wound healing, should be treated with topical
antimicrobials.2 To minimize antimicrobial resistance, systemic antibi-
otics are typically reserved for frank infections. The diagnosis of
infection and appropriate treatment are discussed in a later section
in this review.

FIGURE 1 Clinical presentation of
recessive dystrophic epidermolysis bullosa:
(A) right lateral back, (B) buttocks, (C) left
arm, (D) right knee. Diffuse erosions and
scarring typical of a patient with recessive
dystrophic epidermolysis bullosa. Blistering
can be worse in areas subjected to
repeated trauma including the (B) buttocks,
(C) elbows, and (D) knees
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The most common culprit organisms are Staphylococcus aureus,
Streptococcus species, and Pseudomonas aeruginosa.*® Wound infec-
tion is generally diagnosed clinically according to wound size, exu-
date, odor, pain, surrounding erythema, and edema® but these
classic signs of inflammation can be diminished or obscured in
chronic EB wounds®

Systemic infections are less common than cutaneous infections
but can be lethal because of chronic malnutrition and a weakened

immune system and most often arise from cutaneous infection.?

3.3 | Nutrition

Maintaining adequate nutrition is paramount because malnutrition
can impair wound healing,’ but management of nutrition is compli-
cated in EB because of high caloric demand secondary to accelerated
skin turnover, blood and protein loss through wounds, recurrent
infections, and chronic inflammation.?’ Low intake secondary to dys-
phagia and constipation compounds the risk of malnutrition.>? Iron;
zinc; selenium; folate; and vitamins A, D, and Bé deficiencies have
been observed in association with EB.2 Some of these deficiencies
have been implicated in impaired wound healing, osteoporosis, and
cardiomyopathy.? Mixed anemia secondary to iron deficiency and
chronic inflammation is frequent in individuals with EB and may also

contribute to impaired wound healing.”*°

3.4 | Gastrointestinal

The gastrointestinal tract is one of the most common sites of extra-
cutaneous complications in EB.** Wounds in the oral cavity and
esophagus can lead to odynophagia, dysphagia, unwillingness to eat,
and reflux.!* Dental caries and premature loss of teeth can compli-
cate oral hygiene and feeding.!? In the small and large bowel,
wounds can cause protein and blood loss, contributing to anemia,
hypoalbuminemia, hypoproteinemia, and malabsorption.'* Anal ero-
sions and fissures result in painful defecation and constipation, fur-
ther decreasing willingness to eat.!' Chronic blistering can lead to
strictures and cause ankyloglossia, microstomia, dysphagia, chronic

constipation, and megacolon.!?

3.5 | Ocular

Corneal abrasions and blistering may occur because of the fragility of
the conjunctiva and cornea.’® Chronic corneal wounds can precipitate
scarring. In the operating room, skin contractures may prohibit complete

closure of the eyes, putting the person at risk of corneal damage.**

3.6 | Cardiac

Dilated cardiomyopathy is a rare complication of EB and is probably
due to multiple factors, including micronutrient deficiencies (espe-
cially selenium and carnitine), chronic anemia, iron overload from
transfusions, and viral myocarditis.*®

WILEY--
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3.7 | Renal and genitourinary

Blistering along the genitourinary mucosa can lead to dysuria.'®
Chronic blistering can lead to strictures and urethral meatus stenosis,
which can result in urinary retention, bladder distention, hydroureter,

and hydronephrosis.t¢

3.8 | Psychiatric

Depression is common in individuals with EB, who at times can have
suicidal ideations or gestures.!” They may also experience anxiety
and posttraumatic stress disorder secondary to painful dressing
changes. Social isolation secondary to the visibility of their skin
involvement is common.®

4 | OVERVIEW OF INPATIENT
MANAGEMENT

Successful inpatient management of an individual with RDEB
requires a multipronged approach to care. Avoidance of new blisters
is critical and is best done with a hands-off approach to patient han-
dling. The use of any indwelling medical devices should be carefully
considered, because insertion and removal can precipitate trauma.
Symptoms of pain, itching, and anxiety are common in individuals
with RDEB and should be regularly assessed and treated. Caring for
an individual with RDEB can be a significant time commitment and
may require certain staff members to become “specialized” in dress-
ing changes. Dressing changes should be carefully coordinated to
minimize discomfort. Skin infections are common and should be trea-
ted aggressively, as they can lead to life-threatening systemic infec-
tions. The team should be aware of the chronic complications
commonly associated with RDEB that can affect care, such as

anemia, malnutrition, and chronic pain.

5 | EMERGENCY DEPARTMENT
CONSIDERATIONS

When an individual with RDEB is received in the emergency depart-
ment, the most appropriate service to admit them to needs to be
considered. In the United States, hospitalist services, for example,
are likely to be the most experienced in coordinating inpatient care
among consultants and tend to have more availability on the unit.
Depending on the reason for admission and the severity of the ill-
ness, individuals with RDEB may be admitted to intensive care units,
surgical services, or specialty services. Furthermore, this decision will
differ for different countries according to the typical distribution of
specialty trainees within ward services. Second, although we review
general handling procedures below, patients will benefit from carry-
ing a letter or card that outlines individualized care instructions to

help facilitate and orient new caregivers.
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6 | AVOIDANCE OF NEW BLISTERS

A major portion of inpatient care for RDEB is dedicated to prevent-
ing new blisters. Although completely preventing new blisters is
impossible, adhering to the following suggestions can minimize the
risk of developing new wounds and greatly increase patient comfort

throughout the hospital stay (Figure 2).

6.1 | Pressure relief

Pressure areas are particularly at risk of rapid wound development.*
A pressure-redistributing mattress should be used for the duration of
the stay (Repose, Frontier Medical Group, Blackwood, Caerphilly,
UK; AccuMax Quantum, Hill-Rom, Batesville, IN; Rest-Q, Comfortex,
Winona, MN).# If the person is scheduled for surgery, a padded
operating table should be used or the table should be lined with
sheepskin.!? Any furniture that will support the person’s weight at
any point during the hospital stay should also be padded, including
the toilet seat, bath chair, and bed railing.# Egg crate padding can be
cut to cushion these items.

6.2 | Patient handling

Given the skin fragility and propensity to form blisters in individuals
with RDEB, handling can be a challenge; a hands-off approach is
advised whenever possible* This is not to say that the person
should be ignored. Essential care needs to be provided, potentially in
a consolidated manner. When handling is unavoidable, several gen-
eral management principles should be followed to minimize trauma
(Figure 2):

Initial precautions

Vital signs and

Room preparation R
monitoring

Before handling patient,

- Blood pressure -
adherent paddin
s me 2 « Pulse oximetry — Non-adhesive

s
transfer clip probe

jent by lifting, not s e
siiding
% d to prevent shear

Assemble required supplies S 2
it and bath chair

belore patient a
DO NOT apply ID band, place
at bedside

® Before handling the person, apply a thin layer of ointment on
gloves and medical devices that will have direct contact with
patient skin.?°

® Apply firm but gentle pressure; avoid shearing forces.2%2!

® When moving the person, lift instead of sliding.2%?*
Avoid applying any kind of adhesive directly on the person’s skin.
If adhesives are accidentally used or are required to secure
access, they can be removed safely using medical adhesive
remover (Niltac, ConvaTec, Deeside, Flintshire, UK; Uni-Solve,
Smith & Nephew, London, UK; Detachol, Ferndale Labs, Ferndale,
MI).2021

® Avoid rubbing of the skin.?*

6.3 | Patient monitoring

Many of the aforementioned principles should be applied to modify
the monitoring setup (Figure 2). Electrocardiographic lead adhesive
pads should be removed and leads secured with gauze wrap or non-
adhesive dressing (Mepitel, Molnlycke Health Care, Gothenburg,
Sweden; Silflex, Advancis Medical, Nottinghamshire, UK; Adaptic,
Acelity, San Antonio, TX).22* An oximeter clip probe should be used
instead of an adhesive sensor.? Before taking blood pressure, several
layers of nonadherent padding should be placed between the blood
pressure cuff and skin as a cushion.? If monitoring of temperature is
required, axillary probes are preferred because oral probes may

cause oral blistering.?°

Indwelling urinary catheters should be
avoided if possible because of the risk of developing urethral stric-
tures. If urinary catheters are necessary, they should be well lubri-

cated before insertion.

FIGURE 2 Medical and surgical admissions flowchart. Medical and surgical admissions begin with similar preparatory steps but diverge after

establishment of intravenous access

Nutritional
assessment '
Establishing IV Consultation
access « I not recently done, consider
- Place non-adherent padding Medical
tween tourniguet and admission
. cium
+ Vitamin D
Anesthetic
considerations R
Common surgical Surgical
procedures + All aquipment coming nto considerations
th p:
© Skin biopsy or excision of
squamous cell carcinoma
e la e blade
b Sl st
TRaerion e Surgical

© Dressing changes
 Repair of pseudosyndactyly
© Skin debridement

admission
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6.4 | Indwelling medical devices

Finding and maintaining vascular access can be particularly challeng-
ing in individuals with RDEB. Visualization and palpation of their
veins can be extremely difficult. The most experienced providers are
often needed to secure intravenous (IV) access; consultation with
anesthesia or vascular access teams may be necessary. It is impor-
tant to wrap multiple layers of nonadhesive padding around the limb
before placing any tourniquet device.??> The access site should be
sterilized by patting rather than rubbing with an alcohol wipe. The
line should be secured with nonadhesive tape and covered with self-
adherent wrap.2° IV lines tend to dislodge easily in individuals with
EB, which can be emotionally and physically distressing for the
patient and staff, so periodic monitoring is required.2° When IV
placement becomes a problem, finding oral alternatives to medica-
tions, if possible, should be attempted.

Central venous access may be preferable in cases in which a
long-term hospital stay is anticipated and IV access is necessary. The
benefits of establishing central venous access, including less poten-
tial trauma from repeated skin puncture and provision of a conve-
nient access site, should be weighed carefully against the greater
likelihood of systemic infection. As with peripheral access, central
lines in individuals with RDEB are prone to catheter migration and
dislodgement. In addition to securing the line with nonadhesive tape
and self-adherent wrap, anchoring sutures can be placed for further
support.2® Placing sutures through the full thickness of the skin,
deep to the cleavage plane, may minimize secondary trauma. It has
been reported that a cuffed line is more secure than an uncuffed line
in individuals with RDEB.2®> Tunneled lines are also safe to use,
although femoral access should be avoided if possible.? Percuta-
neous IV central catheters are an alternative that allow for long-term

access by securing on an extremity instead of a central location.

6.5 | Operating room considerations

Cutaneous dressings should be left in place unless removal is neces-
sary (Figure 2).2° To protect the eyes, a non-lanolin-containing oint-
ment can be used as lubrication.?* The eyes should then be covered
with nonadherent adhesive or petrolatum gauze.?> While preparing
the surgical site with antiseptic, patting motions should be used
instead of the typical rubbing motions.°

6.6 | Airway management

Microstomia, limited neck mobility, and ankyloglossia can all compli-
cate airway management in RDEB.?*?> Noninvasive ventilation
should be avoided because it can precipitate facial trauma. Intuba-
tion using a fiberoptic bronchoscope is preferred because it can be
less traumatic to the oral mucosa than direct laryngoscopy.?® Endo-
tracheal tubes should be half to one size smaller than predicted to
avoid overinflation and trauma.?> All equipment coming into contact

with the person’s skin or mucosa, including the facemask and

WILEY-2
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laryngoscope blade, should be well lubricated.**?> Nonadhesive pad-
ding should be placed on the jaw before manipulation.** Endotra-
cheal tubes should be secured using cotton tape.!” For a more
comprehensive overview regarding anesthetic and surgical considera-

tions, refer to the referenced articles.'#2%2>

7 | INITIAL ASSESSMENT

7.1 | Pain and itch

A modified version of the World Health Organization approach to
pediatric pain management can be used to treat acute pain in indi-
viduals with RDEB (Figure 3).2 With small wounds or minor pain,
nonopioid analgesics (eg, acetaminophen, ibuprofen) can be used
alone or together.?® For moderate or severe pain, an opioid anal-
gesic (eg, morphine) should be used,?® although opioids can worsen
pruritus and constipation.!> Anxiety can exacerbate anticipatory
pain, so anxiolytics such as diazepam and lorazepam taken before

127 When possible for painful or

a painful procedure may be helpfu
frightening procedures such as biopsies, provide adequate anxioly-
sis (eg, oral midazolam), local anesthesia, or other forms of con-
scious sedation (moderate or deep). Conscious sedation, with
appropriate bedside monitoring, can be effective and timely, help-
ing avoid general anesthesia and minimizing time in the operating
room.

For chronic pain, many individuals with RDEB use long-acting
opioids to maintain a base level of comfort.® Tricyclic antidepres-
sants and gabapentin have been used successfully in managing
chronic wound pain in EB.>?® Additionally, nonpharmacologic thera-
pies, including distraction, visualization, and other forms of cognitive
behavioral therapy, have been recommended.®

For itch, topical emollients may be useful.?2 Topical corticos-
teroids have been used with some degree of success, but providers
should be wary of the greater systemic absorption in individuals with
EB because of impaired barrier function.2?° Although it is not
thought that histamines cause the itching in EB, antihistamines such
as doxepin can be tried for their sedative properties, especially
before sleep,! although they should be used with caution because

they can exacerbate dry eyes and corneal erosions.

7.2 | Nutrition

As mentioned previously, individuals with RDEB are at risk of devel-
oping malnutrition, which in turn will impair wound healing.’
Because of the gastrointestinal complications associated with RDEB,
many children will have had gastrostomy tubes placed for long-term
nutritional supplementation.” If the person has not had nutritional
laboratory tests performed in the last 6 months, the team should
consider ordering those listed in Figure 2. If the results suggest
underlying malnutrition, supplementary nutrition with nasogastric or
gastrostomy tube feeding is recommended. Consultation with a
nutritionist is important for each hospital admission.
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Second step (moderate or severe pain)

First step (mild pain)

Extra step (itch)

Topical emollients (avoiding those with sodium
lauryl sulfate)

Strong opioid analgesics (e.g. morphine); caution

Non-opioid analgesics (e.g. acetaminophen and
ibuprofen)

+ Non-opioid analgesics

with itch and constipation

Doxepin prior to sleep

Antihistamines (e.g. hydroxyzine, loratadine,
cetirizine, diphenhydramine); caution with dry
eyes and corneal erosions

FIGURE 3 Pain and itch management flowchart. This approach is based on the World Health Organization's approach to pediatric pain
management, which was modified to include an additional step for itch management. The dashed lines indicate that itch management does not

necessarily have to follow pain management in a stepwise fashion

7.3 | Consultation

Care for individuals with EB requires a multidisciplinary team.?3°-32

Consultation with the inpatient teams outlined in Figure 2 should
be considered during every admission. The child life specialists, in
particular, are an important team to consult. They play a crucial
role in the care team, explaining indwelling devices to patients and
parents, providing nonpharmacologic pain relief through distraction
or relaxation techniques, and providing much-needed companion-
ship.

8 | GENERAL WOUND CARE

In individuals with RDEB, proper wound care and dressing technique
are important for several reasons. Dressings protect the skin as a
physical barrier, reduce the risk of wound infection, and promote an
environment conducive to wound healing.?! A properly dressed,
noninfected wound will typically heal gradually over time. Any non-
healing wound lasting longer than 6 months should be assessed for
squamous cell carcinoma.®°

8.1 | Dressing regimen

The specific aspects of a wound care regimen, such as frequency
of dressing changes and types of dressings used, vary from person
to person depending on several variables, including extent of dis-
ease involvement, wound location and characteristics, patient pref-
erence, and the presence or absence of infection (Figure 4). Most
regimens will include a nonadhesive primary dressing, which pro-
vides the contact layer (Mepitel, Molnlycke Health Care, Gothen-
burg, Sweden; Urgotul, Urgo Limited, Shepshed, Loughborough,
UK; Silflex/Siltac, Advancis Medical, Nottinghamshire, UK; Adaptic
Touch, Acelity, San Antonio, TX). Secondary dressings can be
placed over primary dressings to provide additional cushion and to

absorb exudate (Mepilex, Tefla, Medtronic, Minneapolis, MN;
Polymem, Ferris Mfg. Corp., Fort Worth, TX). Lastly, the dressings
are typically reinforced with tubular bandages or self-adhering
wrap. Details regarding specific dressing types are outside the
scope of this article but can be found in other comprehensive ref-
erences.'?! In adapting a wound care regimen to the inpatient
setting, it is important to solicit patient and family preferences.
Individuals with RDEB and their caregivers have had a lifetime of
to best

prevent injury and maximize comfort* but in certain situations it

experience optimizing their wound care regimen
will be necessary to make changes to a person’s preferred wound
care regimen to optimize wound healing. In these cases it is
important to engage the person and family in dialogue to negoti-
ate a wound care plan that is acceptable to them and the care

team.

8.2 | Gastrostomy tube site care

Gastrostomy tube sites should be dressed in a fashion similar to that
of the rest of the skin. In the case of leakage from the gastrostomy
site, sterile saline should be used for cleaning and a topical barrier
applied to minimize further irritation.?! A superabsorbent secondary
dressing can help contain leakage and allow the site to heal gradu-
ally.2!

8.3 | Patient comfort

Procedural pain management is an important topic to discuss with
the person and caregivers because dressing changes can be a major
contributor to discomfort.® Providers can further contribute to com-
fort by maintaining a warm room temperature and taking precautions
to ensure privacy.* Preparing dressings beforehand by unwrapping
them, cutting them to shape, and adding petroleum jelly (“buttering”)
will also facilitate the dressing process. To preserve patient auton-
omy, the care team should discuss with the individual how much
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Sample list of wound care materials

(will vary based on availability and patient and family Initial preparation

Arore E_ 2l : - _ Discuss preferred dressing regimen with patient and Dressing removal

B_r Y Cneeny -‘ bon e sil dressings family + Assess patient’s desired level of involvement
_ QR pEImn/peio 9_ w_ ¥ cligssing: Discuss procedural pain management with patient and + Consider a bath to soak off dressings

© Secondary dressing - Soft silicone foam dressing family

. ’ - * Apply mineral oil or petrolatum to dressings that are
© Dressing support — Tubular bandages Reserve a warm, private area T R T e

o Pemlaum jelly Ensure adequate personnel and time + Consider adhesive remover for persistently adherent
O Gauze + Prepare dressings (unwrapping, cutting to shape, areas

o Sterile needles (21G preferred) “buttering” with petroleum jelly)

© Skin swabs for culture

Blister aspiration

« Sterile needle, 21G, passed through both sides of blister
roof, parallel to skin

Dressing application
« Apply primary dressing evenly and flat against the skin
+ Apply secondary dressing

Assessment for infected wounds

+ Express fluid by applying gentle pressure with gauze pad GRbctsdiopativainEigies

+ Apply dressing support and retention « Leave blister roof inact

FIGURE 4 General inpatient wound care flowchart. General inpatient wound care begins with preparation of the person and the
environment, followed by dressing removal, assessment of infected wounds, blister aspiration, and dressing application. Assessment of a
potentially infected wound is further elaborated upon in Figure 5

Assess for infection 3 or more
NERDS
criteria AND standard wound care
Wound features suggestive of deep fever? plal'l
infection (STONEES)
= Size enlarging
Temperature increased
Os; exposing, probing to bone
New areas of breakdown
Exuadate
Erythema, edema
Smell

Deep infection Deep or local
Wound features suggestive of I

infection (NERDS) suspected infection suspected

Local infection
+ Exudative Obtain blood and wound +  Obtain blood and wound suspected

Red and friable wound tissue cultures . cultures : .

Debris, dead slough o . + Treat with systemic + Obtain wound cultures

Smell 5 antibiotics tailored to prior =« Treat with topical

i culture sensitivities with antimicrobials
broad coverage for most
common organisms common organisms

Non-healing

Re-assess plan of
care

Cleanse skin

* Topical soaks for 5-10 minutes ‘

= Bleach (sodium hypochlorite) 1 * Increase dr’assmg changes
Vinegar (acetic acid) - diluted to < daily in areas
Domeboro (acetic acid/aluminum acetate, Moberg Pharma LLC)- one package in a pint of warm water, I "
dilute as needed for burning = Consider ICU admission if

+  Puracyn (hypochlorous acid solution, Innovacyn Inc.)- can be left on skin any signs of instability;
high risk for sepsis

FIGURE 5 Wound infection management flowchart. Treatment of an infected wound will depend on whether a superficial skin infection or a
deep skin infection is suspected. If wound infection is suspected, the skin should be cleansed after cultures are obtained. ICU, intensive care unit

involvement he or she wants in the dressing changes. In academic . . .
] ) - & & i 8.4 | Staffing considerations

settings, privacy and clinical care must be carefully balanced with the

unique learning opportunity that the person could provide to The time commitment for dressing changes is significant in inpatient

learners of all levels. care because one-on-one nursing is often required for several hours.
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It is our experience that a consistent approach to dressing changes
increases compliance and facilitates the dressing process. Thus, ask-
ing for dedicated staff who are able to specialize in dressing changes
and form a primary nursing team can be helpful. Caring for a patient
with RDEB can be distressing not only for the patient, but also the
staff involved. As an example, the warm room temperature and
wound odor during dressing changes can make for a taxing working
environment.* Awareness and management of psychological trauma

is therefore essential to keep these team members effective.

8.5 | Bathing

There is no established standard of care regarding bathing frequency.?!
While in the inpatient unit, we recommend bathing or cleansing every
day to every other day during dressing changes.?'® Removing dressings
during a bath may make the dressing change process more comfortable
because the bathwater can help dissolve adherent crusting.?” Tub
water can be supplemented with vinegar (7.5 L of 5% acetic acid or
11.5 L of 3% acetic acid in a full 160-L bathtub) or bleach (120 mL of
bleach in a full bathtub) to reduce microbial burden and reduce the risk
of infection.2”® Vinegar and bleach have been shown to have antimi-
crobial properties for Gram-negative and Gram-positive bacteria,
respectively.3334 Salt (900-1000 g in a full bathtub) can be added to
the water to create an isotonic solution and decrease pain.” A whirlpool
bathtub, if available, allows for concurrent gentle wound debride-

.17

men If a bathtub is unavailable, a shower with a cushioned shower

seat is also an acceptable option.”

8.6 | Blister management

Blisters should be sterilely lanced and drained to prevent blister
extension.! Using a large-gauge sterile needle, puncture the blister
through the blister roof, parallel to the skin. Multiple puncture sites
followed by gentle pressure with sterile gauze can be used to facili-
tate drainage. Leave the blister roof in place to minimize infection
risk.2

8.7 | Managing infection

Patients should be assessed for infection during each dressing
change because skin infection impairs wound healing and can lead to
life-threatening systemic infection.2*® Distinguishing a superficial
from a deep skin infection is important because the latter necessi-
tates more aggressive treatment (Figure 5). NERDS (nonhealing,
exudative, red or bleeding, debris, smell) and STONEES (size increas-
ing, temperature > 3°F above normal, os [probes to or exposes
bone], new areas of breakdown, erythema or edema, exudate, smell)
are two mnemonics that may help providers clinically assess for
wound infection, as they describe the clinical features of superficial
and deep skin infection, respectively.®> Although these mnemonics
have not been validated in wounds related to EB, they have been
validated for use in chronic wounds and recommended for use in EB

in an expert consensus statement.®:3>

If three or more of the STONEES criteria are met, the person will
require a systemic agent. Similarly, if three or more NERDS criteria
are met, and the person exhibits systemic symptoms (fever, malaise),
he or she should be treated using a systemic agent.* Systemic agents
should begin with broad coverage for the most common organisms,
including S. aureus, Streptococcal species, and P. aeruginosa.” Current
and past bacterial culture results should then be used to tailor cover-
agel!

If three or more of the NERDS criteria are met, but the person does
not have systemic symptoms, the wound should be treated with topical
antimicrobials to decrease microbial burden.! Lipid-stabilized hydrogen
peroxide cream has broad antimicrobial coverage and is well tolerated
in individuals with RDEB.2 Silver sulfadiazine also has a broad spectrum
of activity, although it should be used for only a short period of time
because argyria has been reported in individuals with RDEB with pro-
longed exposure to silver.8¢ Topical antibiotics, including gentamicin
and mupirocin, can be effective in the short term but should also be
used cautiously in longer hospital stays to avoid the development of
microbial resistance and adverse events from systemic absorption.2>%”

If infection is suspected, the wound care plan should be modified
appropriately. The frequency of dressing changes to the area of con-
cern may need to be increased to prevent irritation secondary to
excess wound exudate.? The wear time for the specific type of sec-
ondary dressing used will dictate how frequently dressings will need
to be changed, because some manufacturers recommend changing
when exudate is observed on the outer surface of the dressing and
some recommend changing when wet or heavy.?* Additionally, infec-
tion can amplify wound pain, so the pain regimen should be adjusted
accordingly. Deep sedation with IV propofol and ketamine has been
used successfully for dressing changes and deep whirlpool baths in

individuals with extensive wound infection.>®

9 | CONCLUSION

Individuals with RDEB experience complications in multiple organ
systems, which complicates life inside and outside of the hospital. To
minimize discomfort for these individuals during a hospital stay, inpa-
tient care teams will need to factor in the multiple considerations
addressed in this text while strategizing the care plan. Prior prepara-
tion by the hospital facility and inpatient care team will facilitate
delivery of safe, effective care and greatly improve the overall expe-
rience of an individual with RDEB.
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Dressings used in epidermolysis
bullosa blister wounds: a review

There is little rigorous evidence on the management of epidermolysis bullosa, so

management is based on the patient’s and clinician’s preferences. However, there

is a consensus that advanced dressings help promote healing and reduce pain

epidermolysis bullosa; dressings; wounds; synthetic dressings; pain

pidermolysis bullosa (EB) is a heteroge-
neous group of inherited skin conditions
caused by various defects in the base-
ment membrane zone of the epidermis.
There are three main types:
e Epidermolysis bullosa simplex (EBS) — character-
ised by mutations in keratin, with the blister origi-
nating from the epidermis
e Junctional epidermolysis bullosa (JEB) — charac-
terised by defects in the lamina lucida, an electron-
lucent line beneath the epidermis
e Dystrophic epidermolysis bullosa (DEB) — char-
acterised by a defect in collagen type VII, with tissue
separation occurring in the dermis at the level of the
anchoring fibrils (Fig 1).

Epidermolysis bullosa is estimated to affect 2-20
per million, depending on the subtype.! The prin-
cipal characteristic is mechanobullous skin lesions
(variable sized, fluid-filled bullae) resulting from
minimal trauma. The severity of these lesions rang-
es from minor blistering on the hands and feet, to
generalised blistering resulting in infant death,
depending on the subtype.!

Epidermis —

CTC

Basal cell

Hemidesmosome

Bullous pemphigoid antigen

Lamina lucida

SIMPLEX

Lamina densa£ ,_L\J_lLIU.\LlLILU_lUJL\J_U_\.UJJll_U.LU_L'\LammIa

JUNCTIONAL

Dermis

----------------- DYSTROPHIC
Type IV collagen

Anchoring fibril

Fig 1. Ultrastructure of the basement membrane zone, demonstrating the
three types of EB, as defined by the level of cleavage.
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Skin management is mainly supportive and pre-
dominantly involves good wound care, which is
based on the practitioner’s experience, institutional
preference and patient preference.?? There is no uni-
versal standard of practice in caring for EB blister
wounds and no dressing of choice.

This literature review explores the evidence on
dressing types and their effectiveness in promoting
the healing of EB wounds.

Method

The following databases were used to perform two
main searches for all relevant articles up until Octo-
ber 2008: Ovid Medline (R), Cochrane Database of
Systematic Reviews (CDSR), American College of
Physicians (ACP) Journal Club, Database of Abstracts
of Reviews of Effects (DARE) and Cochrance Con-
trolled Trials Register (CCTR).

The first search (A) yielded 31 results using key
words ‘epidermolysis bullosa’ and ‘dress$’, and the
second search (B) yielded 29 results using key words
‘epidermolysis bullosa, wound$, and care’. Both
searches were limited to the English language and
excluded papers containing the key word ‘anaesthe-
sia’, to eliminate irrelevant papers. There were nine
duplicates. It was not possible to eliminate all irrel-
evant papers using the database, so this was done
manually. Exclusion criteria included:

e Subjects who did not have EB
e Articles that did not comment on or review any
topical dressings.

Results

The database yielded mostly level IV evidence
(defined as case series, post-test, or pre-test/post-test
studies with no control groups), based on National
Health and Medical Research Council (NHMRC)
guidelines.*

Fifty-one results were identified from the data-
base. Twenty-nine articles (57%) were excluded. Of
the remaining 22 articles, eight related to synthetic
dressings, eight to biological dressings and six were
review articles (Table 1). Biological dressings are
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Table I. Levels of evidence from the articles identified

Search Total
A B
Included articles
Level Il Trials of EB subjects plus synthetic dressings®' 2 0 2
Trials of EB subjects plus biological dressings®' 3 3 6
Level IV Reviews of non-randomised controlled trials with
EB subjects plus general* dressings?334337 | 5 6
Level IV Case reports of an EB subject plus synthetic
dressings®7&!1.1020 5 | 6
Case reports of an EB subject plus biological
dressings®23 2 0 2
Total no. of included articles 13 9 22
Excluded articles
EB subjects, but not associated with dressings®'3%57 10 12 22
Not EB subjects but associated with dressings'? | 0 |
Not EB subjects and not associated with dressings*®¢ 3 3 6
Total no. of excluded articles 14 15 29

* Reviews not specific to any particular dressing category

Details of the outcome
measures for all of the
studies listed in Tables
2—4 are available direct
from the authors
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reviewed in Table 2, synthetic dressings in Table 3
and review articles not specific to any particular
dressing category in Table 4.

Discussion

Many dressing options exist for EB blister manage-
ment but determining which dressing regimen is
most effective is problematic. While wound healing
is the primary outcome, clinicians, carers and
patients also seek effective dressing regimens that
are comfortable, minimise symptoms such as pain
and re-injury of skin during dressing changes, are
easy to apply and remove, and are cost-effective.
Some suggestions can be drawn from the evidence,
but the studies are predominantly low-level evi-
dence (levels III and IV). Given that the available
evidence is inconclusive, dressing selection is inevi-
tably driven by the patient’s and practitioner’s pref-
erence, particularly when adult patients are
involved.

The difficulties lie with the variation in study
designs and the diverse dressing types used. Each
study has an independent set of outcome markers.
While these are similar, different scales or question-
naires are used to measure them as there is no unify-
ing assessment tool. Furthermore, the relatively low
incidence of EB makes large studies difficult to per-
form, and all types of EB would need to be repre-
sented, irrespective of the subtype.

Several new-generation synthetic dressings com-
bine a number of properties for various wound con-

ditions. Based on extensive clinical experience, the
ideal dressing for an EB wound is:

e Absorbent

e Semipermeable or occlusive

e Non-adherent

e Atraumatic

e Bioactive when a low-grade infection is present.

Potential toxicity from absorption of medica-
ments needs to be taken into account — for exam-
ple, the release of silver ions from a dressing can
cause argyria (silver toxicity resulting in silver depo-
sition in the skin).

Most of the regimens in our review comprised a
primary layer, padding and bandage. The padding
provides a boundary to protect vulnerable skin,>¢
while the bandages keep the dressings in place.®8

Urgotul (Urgo), a lipidocolloid dressing, was
found to improve quality of life in 55% of patients,
reduce healing times, relieve pain at dressing change
and improve dressing application.’

Soft silicone dressings, such as Mepilex and Mepi-
tel (Molnlycke), were also well tolerated, improved
healing, reduced peri-wound maceration and ena-
bled patient independence.!®!’ These dressings are
absorbent, have foam borders to prevent peri-wound
injury, and promote a moist healing environment to
aid epithelialisation.!”> Omiderm (Bradley Pharma-
ceuticals), a temporary polyurethrane skin substitute,
has a transparent membrane layer to enable wound
inspection. Mepitel, with its fenestrations, enables
application of ointments without the need to remove
the dressing and interrupt the healing process.

Silicone has been used as an occlusive dressing to
prevent hypertrophic scarring and promote wound
healing since the 1960s.”* Hydrocolloid occlusive
dressings increased re-epithelialisation rates in EB,
especially when the blister roof was left intact.!
Cling film achieved closure in a non-healing chron-
ic EB wound, creating an occlusive environment.!°

Topical therapy can be incorporated into any
dressing regimen as needed. Simple emollients
including paraffin and hydrogel dressings help main-
tain a moist wound environment. Paraffin is a non-
allergenic substance that creates an occlusive barrier
between the wound and the external environment,
although there have been no randomised controlled
trials (RCTs) on its effects on wounds and atopic der-
matitis.’® Simple petrolatum ointments improved
pruritic symptoms and scar erythema when com-
pared with topical onion extract Allium cepa.'’

Adhesive removers, such as Appeel (Clinimed),
can facilitate atraumatic removal of tapes when
their use has been unavoidable.!

Hydrogel softens hard, dry eschar by autolytic
debridement!®and increases re-epithelialisation.’

Antimicrobials, such as povidine-iodine, cadex-
omer iodine, hydrogen peroxide, acetic acid, silver
compounds and honey, help to reduce bacterial load
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Ref. Level Dressing Wound Design N Results Study limitations
Blanchet- I Urgotul EBS, Open 20 55% of patients felt their QoL improved. Of  Evaluation compared
Bardon DEB non- the 152 dressings applied, 95% were easy to  patients’ previous
etal’ RCT very easy to apply,and 35% took less time, experiences with other
45% no difference in time and 20% more unspecified dressing
time; 98% were easy to very easy to remove; regimens
87% were removed without soaking and 13%
needed soaking; 87% did not require analgesia;
91% were pain free at dressing change. Mean
healing time was 8.7 days * SD 8.5; 75% were
more comfortable; 95% would use it again
Eisenberg'® Il Hydrocolloid, RDEB Open 3 Best healing time obtained with hydrocolloid ~ Small sample size. Good
TELFA, non- (3 days) versus 12.6 days with paraffin gauze  quantitative outcome
paraffin gauze RCT (p<0.001) and 4.2 days for TELFA (p<0.01). measures. Qualitative
Hydrocolloid was atraumatic and did not measures not clearly
cause discomfort in any wounds. TELFA did defined
not cause discomfort unless the dressing
adhered over a joint area. Paraffin gauze was
adherent and painful
Fletcher'® IV PRE: potassium DEB Case | Cling film reduced exudate leakage. Dressing  Small sample size. Highly
permanganate baths; report application time reduced to 25 minutes subjective. Outcome
SSD and gauze to sloughy (previous time not stated). Increased ease measures not assessed
areas; gauze and wool of removal
pads, tubular bandages,
conforming bandages;
chlorhexidine gauze;
paraffin gauze
POST: cling film
Hall® 1\ PRE: gauze; cling film RDEB Case | Mepitel and Mepilex Transfer were most Small sample size. Highly
POST: Mepitel; Mepilex report effective in reducing pain, providing comfort  subjective. Outcome
Transfer and protection, were easier to apply and had  measures not assessed
the best healing rate
Hon’ I\ PRE: Betadine; Bactigras; RDEB Case | Activon Tulle promoted wound healing Small sample size.
Melolin; Mepitel; light report within 15 weeks Qualitative study
bandage
POST: Activon Tulle with
Mepitel and Edypse
Lapioli- 1\ PRE: non-adherent dry EB Case | Mepitel did not adhere to the wound. It Small sample size.
Zufelt dressing; hydrogels; report maintained a moist environment, was easy Qualitative study.
etal. paraffin gauze; foams to use, conformed to the body contours and Outcome measures
POST: Mepitel achieved healing in three days not assessed
Sagi v Omiderm DEB Case | Effective against skin infection, allowed Small sample but
etal® report penetration of topicals and was transparent  provides good evidence
to support use of
Omiderm in other
populations eg, burns
Weiner® |y PRE: lubricants; rolled JEB Case | One week’s use of Safetac technology Small sample size.
gauze; tubular retention report resulted in significant healing of a chronic Qualitative study.

bandages
POST: Mepilex Transfer

non-healing wound, with reduced pain and
irritability. Healing was demonstrated in two
photographs, taken one week apart, but no
other parameters were measured

Descriptive account of
disease and dressings.
Healing not evaluated
quantitatively

EB = epidermolysis bullosa; DEB = dystrophic epidermolysis bullosa; RCT = randomised controlled trial; RDEB = recessive dystrophic epidermolysis bullosa
TELFA (Kendall) is a non-adhesive, oxygen-permeable, perforated, plastic film covered by an absorbent layer; Eclypse is a soft, highly waterproof, absorbent dressing’
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Table 3.Articles reviewed on biological dressings

Ref. Level Dressing Wound Design N  Results Study limitations
Campiglio Il Epidermal RDEB Open 13 Reports 90% skin graft take, good Good sample size. Outcome
etal.® degloving; full- non-RCT thumb abduction but no statistical data measures not clearly defined
thickness graft; given; complete finger extension in 5/13 and results are lacking. Healing
allogenic in vitro cases. Mean recurrence-free interval not evaluated quantitatively
cultured of 42 months
keratinocytes to
de-epithelialised
wounds*
Falabella Il Fenestrated RDEB, Open 15 69 wounds assessed; graftskin applied on Good quantitative markers of
etal.” graftskin EBS, non-RCT on day |, week 6, week |2 and week 18. outcome assessed. Subjective
(Apligraft) with JEB 79% of wounds remained healed. 10/14 comparisons made to
vaseline gauze, reported healing was faster and 12/14 that  patients’ past experiences in
TELFA, elastic it was less painful compared with past relation to pain and healing
bandage, stocking experience. No signs of acute graft time. No adverse events
net rejection. No abnormalities in blood. reported
Apligraf more effective than conventional
dressings
Fimiani LI} General EB Review  N/A Homologous skin grafts and skin bank Overviews biological products
etal.’® and case products can be used effectively in EB to in all wounds types. Statement
report reduce hand contractures and achieve on EB patients supported by
epithelial covering, with good integration only one paper: Campiglio
and fewer relapses etal.®
Fivenson 1lI Apligraf with EBS-DM,  Open 9 90-100% healing or take by 5-7 days with  Good study evaluating
et al? Mepitel or EBS-WC, non-RCT wound sites normal by 2 weeks. Reduced quantitative and qualitative
Adaptic foam, JEB-HT pruritis, pain, bleeding, wound care and outcomes. |/9 patients with
gauze, improved ambulation and manual dexterity. |JEB-HT (aged 4 months) died
compression Most sites remained blister free. Electron of respiratory failure after |7
wrap microscopy 6 weeks’ post-graftskin days with unhealed wounds.
application showed partial resolution of No graft-skin rejection. One
baseline pathologic changes, with diffuse wound infection. Repeat
distribution of keratin microfilaments grafting needed in 3 areas due
to trauma
Hasegawa Il Amnia RDEB-HS  Prospec- 3 Total re-epithelialisation in 2—10 weeks Small sample size. Mainly
etal.®® tive non- qualitative study
RCT
Sibbald I} Human fibroblast- RDEB Prospec- 6 55 wounds assessed. 80—100% coverage Small sample size but good
etal’! derived dermal tive non- by weeks | and 2. Improved wound quantitative measures.
substitute RCT and protection, healing and symptom relief. Qualitative outcome
case report Mean epidermal coverage by week 8 measures not assessed but
was 74% improved symptom relief
claimed. One adverse event
Gould 1\ Lyophilised JEB-HT Case | The porcine dermis dressing was absorbed ~ Small sample size. Outcome
etal®? porcine dermis report into the blister base creating a seal in 40%  measures not assessed as
of the treated area child died of aspiration
Martinez IV Amnia DEB Case | Improvement, with better pain control and ~ Small sample size. Mainly
Pardo report increased mobility (subjectively assessed qualitative study.
etal.® by patient); spontaneous epithelialisation Epithelialisation rates not

and low infection rates based on negative
culture swabs

measured quantitatively. No
adverse events

RDEB = recessive dystrophic epidermolysis bullosa; EBS = epidermolysis bullosa simplex; JEB = JEB junctional epidermolysis bullosa; EBS-DM = epidermolysis bullosa
simplex — dowling meara; EBS-WC = epidermolysis bullosa simplex — weber cockayne; JEB-HT = junctional epidermolysis bullosa — herlitz type

Amnia = a membranous sac that suspends the embryo in utero
* Sheets of skin cells grown in vitro
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Table 4.Articles reviewed on general dressings

Reference

Dressing

Results

Study limitations

Abercrombie
etal?

Mepitel; Mepilex;
Urgotul; Aquacel; Aquacel
Ag; Algivon; Activon Tulle;
ActiForm Cool

Acknowledges variable dressing options. Selection based

on practitioner, patient, cost and wound location.

Mepitel and Urgotul recommended, but with no supporting
evidence; Mepilex good for heavily exuding wounds; Aquacel,
Aquacel Ag,Algivon have antimicrobial properties;ActiForm
Cool is antipruritic

Overview of Mepitel, Mepilex and
Urgotul. Reports dressing options but
does not favour any one dressing

Brust et al.?* General Recommendations: lift infants via back and buttock; lance An update on subtypes of EB with a
large blisters; use soft towel or air dry using hair dryer on  section on wound management.
low-setting post-bathing; rotate topical antibiotics every 2-3 Recommendations based on clinical
months as required; non-adherent dressings eg, rolled gauze, experience. Evidence provided only
elastic tubular dressings; aluminium chloride to reduce supports rotating topical antibiotics to
sweat and discomfort; other topicals: bacitracin, fusidic acid, prevent resistance
sulphadiazine; premedication with analgesia before dressing
changes

Lin® General Recommendations: soak off dressings; lubricate; lift infants A broad overview of complications of
via back and buttock; lance large blisters; use soft towel or ~ EB with a section on wound
air dry using hair dryer on low setting post-bathing; rotate ~ management. Recommendations are
topical antibiotics every 2—-3 months as required; use non- based on clinical experience. Evidence
adherent dressings eg, rolled gauze, elastic tubular dressings; provided only supports rotating topical
use aluminium chloride to reduce sweat and discomfort antibiotics to prevent resistance

Pai et al.3 General Recommendations: avoid trauma; use ventilated shoes; saline Update on EB subtypes with a section
compresses for blister skin; allografts and skin equivalents on skin care but no recommendations

on synthetic dressings. Comments on
evidence for allografts in the short term
and skin equivalents eg, Apligraf

Pillay? General Makes general recommendations on how to use non- Paper focuses on subtypes and multi-
adherent dressings. Author provides a list of commonly used system complications. Summarises
dressings including Mepitel, the Mepilex range, Urogtul and  dressing options but does not favour
Urgotul SSD any one dressing

Schober- General Non-infected wounds: Mepitel; Mepilex; Mepilex Border; No evidence. Recommendations based

Flores®” Dual-Dress Extra; Normigel Impregnated Gauze; TELFA/ on clinical experience at University

TELFA Clear; Exu-Dry;Vaseline gauze; Apligraf.
Infected: Mepilex; Dual-Dress Extra;Acticoat; Exu-Dry
Topical ointments:Vaseline; Aquaphor; hydrogels

All papers were review articles on patients with EB and were not specific to any particular dressing category

Hospital Denver, Colorado, US

488

and prevent or treat low-grade topical infections.”1%11.20
These have been shown to be effective against a
broader range of bacteria and are less likely to create
resistance or patient sensitivity compared with anti-
biotics.?! Topical antibiotics, such as mupirocin, can
be added to the regimen for infected chronic wounds.
Some of these substances, such as silver, have been
incorporated into advanced dressings.

Interactive dressings have been shown to improve
healing time when compared with the antimicrobi-
al agent silver sulphadiazine (SSD) — for example,
Mepitel, when used on burn scalds, reduced healing
time and eschar formation, thereby preventing infec-
tion.?? In one case study, use of a honey-impregnat-
ed gauze healed a chronic wound that had been
resistant to treatment with light bandages, povi-

done-iodine, Bactrigras (Smith & Nephew), Melolin
(Smith & Nephew) and Mepitel, improving healing
time by 60% (p<0.001).” No studies compared old
with new regimens. A deodorising effect with honey
was shown.?

Various antibacterial properties were demonstrat-
ed with honey: elimination of eschar for-mation and
colonising bacteria (p<0.01) and reduced exudate and
oedema; it also promoted a moist wound environ-
ment conducive to re-epithelialisation.?-?°

For chronic non-healing wounds, biological dress-
ings seem promising.?*** Application of dermal skin
substitute to chronic EB wounds achieved complete
epithelialisation within two weeks, while 74% of
patients had an average of eight weeks of epidermal
coverage before a re-injury took place.®! Fenestrated

JOURNAL OF WOUND CARE VOL 17, NO ||, NOVEMBER 2008



practice

With thanks to William
McGuinness, Deputy
Director, Alfred Hospital,
Prahran,Victoria and to
Liz Moore, Clinical Nurse
Practitioner; Royal
Children’s Hospital,
Parkville, Melbourne,
Australia

Declaration of
interest: None. No
funding was received for
this paper

490

Table 5. Our dressing guidelines for EB wounds

Wound Dressing

Topicals

Ulcers (depth, pain, exudate
infection, chronicity)

Mepitel

Medicinal honey
Mepilex range

Superficial erosions

Mepilex range

Hydrogel or paraffin gauze if wound is
dry or dressings stick

Intact skin requiring protection
from friction and shear

Mepilex range

Intense pruritus
Hypergranulation

Mepitel

Mepilex range

Methylprednisolone 1%

Prevention of digital webbing

Mepilex, Mepilex Lite,

Mepilex Transfer

Guide to using soft silicone dressings

Mepitel allows for visual inspection of the affected areas without disturbing the erosion/ulcer. It also allows for
reapplication of ointments/creams etc., without removing the dressing and disturbing the healing process

Light to moderate exudate: Mepilex or Mepilex Border (waterproof) or Mepilex Ag (if heavier microbial colonisation)

None to minimal exudate: Mepilex Lite (waterproof) or Mepilex Ag (if heavier microbial colonisation)

None to light exudate for large (>20cm) areas, or difficult-to-dress areas ie, underarms/groin/digits: Mepilex Transfer

graft skin (Apligraf) has been demonstrated to heal
up to 80% of wounds within 1-2 weeks.?”*

Furthermore, benefits exist for treatment of severe
hand deformities associated with recessive dys-
trophic epidermolysis bullosa, which result from
recurrent injury and scarring. Campiglio et al. dem-
onstrated good tolerance of a hand protocol involv-
ing brachial plexus anaesthesia, dynamic splinting
and allogenic keratinocyte sheets, which improved
extension in 5/13 cases.”* Good return of thumb
abduction, opposition and grasping was also report-
ed, but the authors did not provide statistical evi-
dence to support this.

While these newer biological dressings do not
provide a cure, the duration that the patient has
without a chronic wound significantly improves
their quality of life, avoiding the need for dressing
changes, eliminating pain, reducing wound compli-
cations such as infection and hand deformities, and
reducing carer burden.?*%

The literature reviewed does not favour any one
dressing option for patients with EB. The studies do
make recommendations, but these are generally
based on:

e The preference and previous experiences of the
individual patient>”#1
e Practitioner experience.?34%

Patients report overall better satisfaction with

newer generation dressings, such as Mepilex, Mepi-

tel, Urgotul and Omiderm, than with more tradi-
tional dressings (gauze, cling film, hydrogel, paraf-
fin gauze, foams, rolled gauze, tubular retention
dressings).>®?1120 This increased satisfaction report-
ed with newer dressings results from their multiple
features — not only do they accelerate healing but
they also prevent peri-wound maceration and re-
injury, reduce infection, are easier to apply and
remove, and are more comfortable. 11,20

Conclusion
Despite the limited clinical evidence available, it
seems that the newer generation of dressings plays
an important role in EB care. A large-scale RCT com-
paring new and old generation dressings would be
almost impossible to conduct, given the rarity of the
condition and the large number of subtypes and
clinical variants. Recruiting a sample with burn
wounds would be a more feasible alternative for a
RCT. Outcome measures would need to be both
qualitative (pain, quality of life, patient preference)
and quantitative (size, healing time, infection rates).
Until a larger scale study is performed, we will
need to rely on our clinical experience and the
preference of patients to guide and determine
management of EB wounds. In our clinical setting,
both patients and clinicians favour soft silicone
technology, despite the lack of supporting high-
level evidence (Table 5). m
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DEBRA is the only charity supporting people living and
working with EB (Epidermolysis Bullosa) - a rare
genetic condition which causes the skin to blister and
shear at the lightest friction, or even spontaneously.

Our purpose

We have a vision of a world where no one suffers from EB.
Until that day, we offer specialist care to those who need it.
We give support to people and families affected.

And we provide real hope for the future by funding pioneering research which
will one day find a cure.

Our service

We provide information, practical help and professional advice through our
Nursing and Social Care teams.

In partnership with the NHS, DEBRA’s Specialist Children’s and Adults’ Nursing
teams work throughout the UK, providing individual specialist healthcare
advice and support to both people with EB and their carers, both in the
community and in specialist hospital centres in London, Birmingham and
Scotland.

DEBRA’s Social Care team works with individuals and families, providing
information, advice, advocacy and support on issues such as benefits and
finance, housing, education and employment, thereby empowering and
enabling people with EB to make their own life choices.

Details for the Nursing and Social Care teams, all DEBRA literature, including
our ‘In Touch’ newsletter, information about our Holiday Homes, local or
general meetings, are available on our website or through the DEBRA offices.
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These guidelines were originally generated for adult patients under the care of the DEBRA
adult EB team & St Thomas’ Hospital, London. We would be very happy to offer general
advice, however your patient may already be under the care of another EB team. If so, please
contact them directly (contact details on back page).

Guidelines for the practical care of adult patients with
Epidermolysis Bullosa during surgical procedures.

Aim

To provide all staff involved with the care of patients with Epidermolysis Bullosa (EB)

undergoing surgical or invasive procedures with clear guidelines and advice to ensure best
practice at all times. This is in line with the WHO safe surgical checklist guidance of 20099,

Rationale

EB is a group of rare genetically determined disorders characterised by excessive
susceptibility of the skin and mucosa to blister even after trivial shear forces and mechanical
trauma. Management of those with EB is often complex and undergoing even routine
procedures has the potential to compound their already difficult condition. Whilst in hospital
there is a risk of significant skin or mucosal damage and secondary complications as a result
of undergoing routine general procedures.

Introduction to EB
There are 4 main subtypes of EB:

EB Simplex, Junctional EB, Dystrophic EB and Kindler’'s Syndrome.

It is those affected by Dystrophic EB who will be seen most frequently as they may require, as
a consequence of their disease, frequent diagnostic or therapeutic procedures under general
anaesthetic.

Common surgical procedures include repair of syndactyly (“mitten glove” deformity), release of
contractures, dental extraction, oesophageal dilatation, formation and repair of gastrostomy
sites, excision of Squamous Cell Carcinoma, skin grafting and limb amputation.

The EB patient is the expert in managing the condition and will guide health professionals
wherever possible. However, they are most vulnerable when asleep as they are unable to self-
advocate or advise staff about necessary precautions to be taken®. Forward planning and
communication is the key to a successful outcome.

Pre-Assessment Guidance

Patients with EB have a number of important issues to address in the pre-operative
evaluation. If possible, seeing these patients in consultation a week or two ahead of the
operative date is useful because it allows data to be collected and consultation to occur in an
unhurried manner that does not risk delaying surgery®©.

September 2011 e www.debra.org.uk



Obtain records of previous
anaesthesia

Valuable source of information regarding optimal
management of the patient with EB undergoing the
procedure.

Full Blood Count
U&E

Clotting Screen

For taking blood samples a gentle pair of hands is
often better than a tourniquet.

[ron deficient & anaemia of chronic disease are
common.

Renal & cardiac dysfunction may be found in EB.

Assess for possible renal &
cardiac complications

May be present in EB & pre-operative
echocardiogram should be considered.

BMI Malnutrition & low body weight & BMI are frequently seen.
Treat as per local guidelines.
Infection related to compromised skin integrity & poor
MRSA screen

Infection control

immunity related to malnutrition & chronic disease is
common in EB.

Treat as per local guidelines & prophylactic antibiotics
should be considered.

Gastro-Oesophageal Reflux
Disease is common & there is
a high risk of aspiration

Patients with EB have a higher risk for gastro-
oesophageal reflux® Antisecretory/mucosal protectant
prophylaxis may be required.

Occurrence of oesophageal strictures is common &
anatomically these develop high in the cesophageal
tract. Those with oesophageal strictures may have
pooled secretions & particulate matter that put them
at risk of aspiration®.

Review recent or long term
corticosteroid use

Systemic & topical use.

Airway assessment

Microstomia & limited mouth opening, fixed & scarred
tongue, limited neck movement due to contractures,
poor dentition & oral blistering are all common features.

Dental caries & restorative dental work may be extensive.

For detailed advice please contact the EB nursing team.

Musculoskeletal assessment

Extensive contractures & osteopaenia/osteoporosis
may be present. This may result in difficulties
achieving optimum procedural positioning.

Psychological preparation

Reassurance & full explanation of the procedure is
essential.

Contact the EB Psychotherapist via EB office if
appropriate.
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Pre-Operative Preparation and Anaesthetic Management

Contact EB Adult Nursing Team For specialist advice & support during admission
(see details below).

In addition Dermatology Outreach Nurses may
provide practical help with dressings.

Identity bracelets Apply with extreme care — ideally over a protective
dressing or tubifast.

“Handle with Care” stickers Available from EB team — ensure these are placed
on all patient notes & (if patient consents) they can
also be applied to gown as an easy visual
reminder.

Anti embolitic management Avoid TEDS.

Flowtron boots are recommended where available.

Supply of suitable dressings & To avoid inappropriate use of adherent dressings &
Silicone medical adhesive remover | ensure the safe removal of any dressing, tape or
e.g. Apeel® or Niltac® (or a 50/50 | monitoring stickers that may be inadvertently
preparation) should be taken to applied.

theatre with patient

Moving & Handling Issues Request assistance & guidance from the patient

Pressure Relief as appropriate.

Minimise the number of transfers.

e.g. anaesthetise in operating theatre to avoid at
least one episode of patient transfer®.

Transfer using “lift and place” approach™ — never
slide.

Use of “Pat Slides” is strictly contraindicated.

Gloved hands in contact with the skin can cause
damage to fragile skin — where feasible gloves
should be well lubricated. (Take care to ensure
gloves/hands are free from lubrication when
handling equipment).

EB Nursing team will provide advice appropriate to
each individual regarding safest transfer — use of
the HoverMatt® is highly recommended for all
lateral transfers — contact the EB office or nursing
team to arrange use.

Use KCI RIK operating table pads for maximum
pressure relief.

September 2011 e www.debra.org.uk



Skin

Blisters & erosions may be present & dressings
should be left in situ wherever possible. If removal
of dressings is unavoidable, cling film may be used
as a temporary covering to the skin.

Skin preparation

Avoid rubbing or stroking the skin.

Cleansing fluid can be poured over limb & patted
dry or a cleansing swab can be placed on skin,
gentle downward pressure applied & then
removed.

IV access

Use gentle pressure to distend veins & aid cannula
insertion. If a tourniquet is used this should be well
padded.

Secure cannula with Episil® or Mepitac® tape &
k-band®.

In addition, the skin beneath the cannula should
be protected from trauma e.g. with Mepilex
Transfer®, Mepilex Lite® or similar non-adherent
dressing.

To secure central & arterial lines suturing should be
considered.

Eyes

Never tape the eyelids — instead close gently &
then cover with Geliperm® hydrogel sheet.

Eyelid contractures may be present. There is a risk
of corneal abrasion.

Theatre drapes

Secure drapes with a carefully positioned towel
clip. Avoid use of sticky tape.

Airway management

After securing the airway, the priority is the
avoidance of trauma & further bullae formation —
care must be taken when applying face masks,
head tilting and lifting chin.

Wrap foam padding around tape ties before
securing ET tube to protect the skin on the face
& neck.

Cover the areas of face where mask &/or
anaesthetist’s fingers will rest with a protective
layer of suitable non-adherent dressing such as
Mepitel One®, Geliperm® or ActiformCool®.

Cricoid pressure is not contraindicated but
pressure should be applied evenly and with no
sideways movement®.

Detailed advice & guidance on choice of anaesthesia & airway management (intubation) is
available in Guys & St Thomas’ NHS Trust Anaesthetic Guidelines!”. Please contact the EB
nursing team for more information if required.
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Epidural Management

Skin preparation as above.

Avoid use of “sticky drapes”.

Use of adhesive dressings to safely secure the epidural is unavoidable unless suturing
(using a tunnelling method) is an option. Use of medical adhesive removal spray is
essential when removing the epidural in order to avoid skin damage.

Protect the skin on the spine from potential damage caused by pressure from cannula

by applying Mepilex Transfer® to the back underneath the line.

Wherever possible allow the patient/carer to remove dressings when the epidural is

removed.

Intra-Operative Management and Monitoring

Oxygen Nail & hand deformity is common & therefore it may not be possible to

saturation apply the probe to a digit. It may be necessary to use the ear lobe.

DI If the finger probe is used it is suggested that the finger is well
lubricated & then protected with the tip of a glove before the probe is
applied®,

BP Apply 2-3 layers of soft padding (e.g. soft-band) beneath the cuff.

ECG Use non-adhesive electrode pads wherever possible.
Adhesive electrodes can be used if the adhesive part is removed & the
electrode secured in place with Mepitac®. Alternatively the electrode
can be placed onto a defib pad sandwiched between two pieces of
Mepitel®® or stuck directly onto Mepitel One® (Note that the readout
can be erratic with these methods).

Temperature Standard tympanic temperature monitoring advised.

cont.rol & Avoid tempadots.

monitoring
To maintain patient body temperature during the procedure an
adjustable warming system (e.g. Bair Hugger) may be used.

Trolley, bed & Ensure that all equipment coming into contact with the patient is well

equipment padded & lubricated where appropriate.

Incidental Avoid staff inadvertently leaning on or resting instruments on the

pressure patient.

Diathermy Consider use of bipolar diathermy or harmonic scalpel as adhesive
pads should be avoided wherever possible.
If unavoidable then the pad should be removed with extreme caution &
generous use of silicone medical adhesive remover spray or 50/50.
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Occasional & non-routine intra-operative procedures

Urinary

catheterisation

Use a small gauge silicone catheter (10ch or smaller) & ensure
that it is well lubricated.

Position catheter tubing with care to avoid potential skin

damage.

Naso-gastric tube Avoid use of rigid NG tube.

[sErifer] Lubricate small gauge tube well before insertion & position with
care.

Use of stirrups for If required the legs should be well padded for protection first.

positioning during

procedure

Post Operative Management & Analgesia

Extubation

Awake extubation should be considered to minimise potential airway
obstruction & the need for mask pressure on the unprotected face.

Oropharangeal suctioning can lead to life threatening bullae formation®.

Post Operative oxygen should be administered via a face mask padded
with Mepilex Transfer®. Alternatively protect the face with a dressing such
as Geliperm®,

Pharangeal
suction

Direct vision suction only.

Avoid yanker suckers where possible.

Nutritional
requirements

Special diets may be required & the advice of a dietitian with knowledge
of EB should be sought (EB dietitian can be contacted via EB office).

Constipation may be a chronic problem.

Many people with EB will have a gastrostomy.

Beds/ Continuous pressure relieving system e.g. Repose® should be used.

mattresses The KCI Visio® mattress should be used if the patient is at high risk.
Wherever possible the patient should have an electric bed to enable self
positioning & reduce the risk of skin damage as result of manual
handling.

Analgesia Consider use of regional anaesthesia as an adjunct to general

anaesthesia.
Pain management as per WHO analgesic ladder is recommended.

PR analgesia should be used with extreme caution (risk of damage to
fragile anal margins).

Use of morphine is NOT contraindicated in EB™.
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Theatre Essentials

e SpO2 ear probe

e ECG electrodes placed on defib gel pads

e Mepitel One®, Geliperm® and ActiformCool® to protect face from masks

e Silicone medical adhesive remover e.g. Apeel® or Niltac® spray to remove
tapes & dressings safely

e Soft band
e Mepilex Transfer® to protect back if Epidural used
e Mepitel®, Mepilex® or Episil® to secure venflon

e Mepitac® to secure ETT or LMA. Alternatively use foam padding around
tape ties

¢ Cling Film to protect skin temporarily if dressings are removed
e Selection of Classic LMAs size 2- 2.5

¢ Nasal Mask (Goldman)

e Selection of laryngoscopes

e Fibre optic laryngoscope

To be avoided...
Anything sticky!

But don’t panic! If something has been inadvertently applied then remove using
silicone medical adhesive remover spray. If this is not available or appropriate
please leave in situ and ask the patient to remove it later. Much damage occurs
when people panic and try to remove something immediately — unless it is
essential that the item is removed it is far better to leave it to the patient or their
carer.
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Product

Flowtron Boots

Company

Huntley Heatlhcare Limited

Apeel Clinimed Limited

Niltac Trio Healthcare International Limited
HoverMatt Hovertech International

KCI RIK KCI Medical Limited

KClI Visio KCI Medical Limited

Episil Advancis Medical

Mepitac Molnlycke Healthcare

Mepital One Molnlycke Healthcare

Mepilex Transfer & Mepilex Lite

Molnlycke Healthcare

K band

Urgo Ltd

Geliperm

Geistlich Sons Limited

ActiFormCool

Activa Healthcare Limited

Bair Hugger

Arizant UK Limited

Repose

Frontier Theraputics Limited

Further support and advice

Further details of products listed in Guidelines can be obtained from the adult nursing team

contacts listed on the back page.
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Contact details

All Nursing & Social Care Services can be contacted

Monday to Friday 9am-5pm.

DEBRA Adult Nursing Service - Linked to St Thomas’ Hospital deb rq

f le wh
Secretary to the EB Adult Nurse team 01527 456968 Iedlini e
(8.00am — 2pm Mon — Fri) we do

Hospital — EB Secretary 0207 188 6399

Out of hours on call dermatologist 0207 188 7188

EB Nurse Consultant (Adults) 07775 688324

(9.00am — 5pm Mon — Thur)
DEBRA Children’s Nursing Service
- Linked to Great Ormond Street Hospital

EB team 0207 829 7808

Emergency on call service 0207 405 9200
(ask for EB Nurse on call)

Children’s Nursing Service — Birmingham Children’s Hospital

EB team 0121 333 8224

Adult Nursing Service - Solihull Hospital

EB team 07846 986987
including out of hours

Scottish Nursing Service

Nursing team 01698 477777

DEBRA

DEBRA Social Care Managers

South England 01344 771961
Midlands 01299 826999
North England 07920 231271
Scotland 01698 477777

General enquiries 01344 771961

DEBRA Office — Director of Nursing
& Social Care 01344 771961
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