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Introduction
Negative pressure wound therapy (NPWT) has 
been used traditionally in acute care settings 
for more than 15 years, and more recently, 
within primary care. However, the need to make 
appropriate funding arrangements, has often 
led to a disruption in therapy during transfer 
of the patient from the acute setting to primary 
care. The availability on Drug Tariff of the 
V.A.C.Via™ Negative Pressure Wound Therapy 
System (KCI)  — a new off-the-shelf, disposable 
NPWT device — has revolutionised financial 
planning across acute and primary services, 
minimising delay at discharge. This can help to 
mobilise patients earlier and shorten the length 
of their hospital stay, reducing overall treatment 
costs. Additionally, V.A.C.Via™ Therapy can be 
commenced in the community and may negate 
the need for hospital admission. 

What Is V.a.C.® therapy?
Negative pressure wound therapy (NPWT) also known as 
topical negative pressure (TNP) or vacuum-assisted closure 
(V.A.C.® Therapy, KCI) has been used in wound care since 1997 
(Argenta and Morykwas, 1997; EWMA, 2007; WUWHS, 2008), 
when the first device was cleared by the US Food and Drug 
Administration (FDA) for marketing in the USA. 

V.A.C.® Therapy is the most established negative pressure 
system and uses a vacuum to create continuous or intermittent 
negative pressure at the wound bed to remove fluid, exudate and 
infectious materials as well as stimulating perfusion and new 
tissue growth (WUWHS, 2008) (Box 1). 

What Is V.a.C.VIa™ therapy?
The V.A.C.Via™ Therapy unit is a new single-patient use, 
disposable NPWT system that uses a one-button operating 
system. The simple interface allows the user to select the 
pressure setting and therapy mode, and to turn the therapy on. 

The device is portable, lightweight (it weighs 0.32kg when the 
canister is empty) and is small in size, allowing it to be worn 
under clothing, be put into a pocket of a jacket or attached to 

a belt at the waist using the integral clip. The therapy unit 
has a 7-day lifespan and includes a rechargeable battery. 
Replacement therapy units can be purchased to continue 
therapy for longer than seven days.

Benefits of  V.A.C.Via™ Therapy include:
	 Offers	V.A.C®	Therapy	in	a	smaller	therapy	unit
	 Allows	improved	continuity	of	care	between	care	

settings
	 Patients	can	receive	seven	days	of	therapy	at	home	or	in	

hospital
	 It	is	safe	and	easy	to	use
	 It	is	lightweight	and	portable
	 The	device	is	virtually	silent	and	can	be	worn	discretely.

Key features of V.a.C.VIa™ therapy 
The V.A.C.Via™ Therapy System incorporates a number of 
established technologies used for standard V.A.C.® Therapy 
devices. The unit is compatible with a new Spiral GranuFoam™ 
Dressing, which has the same hydrophobic structure of 
conventional GranuFoam™. This helps to promote granulation in 
the wound bed through microdeformation of cells. It can be cut 
and adapted to fit the contours of the wound before applying the 
drape to seal the wound. 

V.A.C.Via™ Therapy also incorporates SensaT.R.A.C.™ 
Technology. This intelligent system continually measures 
pressures at the wound site and automatically compensates 
for pressure variances due to changes in the patient’s position, 
movement and level of exudate (McNulty et al, 2010). This 
maintains the prescribed level of pressure at the wound site.

In patients with diabetic foot wounds, SensaT.R.A.C.™ 
Technology is important in preventing a pressure drop where 
there is a vertical height difference between the location 
of the dressing (foot) and the position of the therapy unit 
(waist). The main unit also provides safety alarms that alert 
clinicians if the target pressure is not maintained or there is a 
blockage in the tubing.
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Box 1 Mechanisms of action: V.A.C.® Therapy

Stimulating	cell	proliferation	
Stimulating	local	blood	perfusion
Promoting	granulation	tissue	formation
Promoting	local	reduction	in	oedema	
Removing	wound	exudate	containing	molecules	that	can	
inhibit	wound	healing
Providing	a	closed	moist	wound	environment
(Adapted from  WUWHS, 2008)



In addition, V.A.C.Via™ Therapy incorporates several 
innovative technologies that have been specially developed 
for this device.

Dynamic pressure Control™ Therapy
V.A.C.Via™ Therapy delivers continuous sub-atmospheric 
pressure (-75mmHg or -125mmHg) or Dynamic Pressure 
Control™  (DPC) Therapy. DPC™ Therapy offers intermittent 
therapy in six minute cycles that rotates between the target 
pressure (either -75mmHg or-125mmHg) and a minimum 
low level of negative pressure (-25mmHg). The action of 
keeping the pressure above 0mmHg between negative 
pressure cycles helps reduce any discomfort associated 
with foam dressing expansion and helps to prevent dressing 
leakage, which can occur in the absence of negative pressure. 
The continuous mode should be used for the first 48 hours in 
all wounds, as recommended in the therapy guidelines. 

Vortis™ pump technology
This acoustic resonance pump harnesses sound waves at a 
frequency inaudible to most humans, allowing therapy to be 
applied almost silently. The pump is smaller than a £2 coin 
and each unit contains two pumps.

WheN Is V.a.C.VIa™ therapy INDICateD?
The V.A.C.Via™ Therapy System is designed for low to 
moderately exuding wounds, including:

 Sub-acute and dehisced wounds
 Venous leg, diabetic foot and pressure ulcers
 Flaps and grafts
 Small to moderate acute wounds prior to definitive closure.

Although V.A.C.Via™ Therapy is ideal for use in low to 
moderately exuding wounds, it incorporates a 250ml 
canister, which means it can be used on small wounds with 
high levels of exudate, e.g. over a skin graft in patients with 
lymphoedema following excision of a lesion.  

V.A.C.Via™ Therapy can also be used as a temporising dressing 
to maintain a sealed, clean environment prior to definitive 
closure in lower limb trauma. This allows the patient to be 
discharged home and readmitted for surgery at a later date. 

For large wounds, treatment with a standard NPWT 
device should be considered to reduce the wound size 
and reapproximate the wound edges prior to the use of 
V.A.C.Via™ Therapy. 

Key considerations in choosing V.A.CVia™ Therapy over 
standard NPWT include:

 Wounds that are small and less complex 
 Patient can be mobilised early
 Suitability for discharge home
 To prevent admission to hospital.

As an off-the-shelf product, V.A.CVia™ Therapy can also 
allow early initiation of NPWT, which may be associated 
with a shorter length of hospital stay (Baharestani et al, 2008).

hoW to apply V.a.C.VIa™ therapy

prior to application:
 A full assessment should be undertaken to establish the 

patient’s age, level of mobility and independent living, 
as well as address any underlying medical conditions, 
including glucose control, fluid balance and the provision 
of adequate analgesia. 

 All wounds should be debrided to remove non-viable 
tissue before use and any infection managed according to 
local protocols (Henderson et al, 2010). 

 Patients should be evaluated for bleeding risk (FDA, 
2010), but it is also important that the wound has an 
adequate blood supply. 

step by step guide to application:
1. Prepare the wound and apply a barrier film dressing if 

required to protect the periwound skin. 
2. Apply the Spiral GranuFoam™ Dressing. Trim foam away 

from the wound and coil gently (do not pack) into the 
wound. Do not overlay onto the peripheral wound area as 
this will hinder wound edge approximation and ensure the 
dressing sits within the wound margins.

3. Trim the drape to cover the dressing with a border of 
at least 3–5cm at the wound edge to allow contact with 
intact periwound skin. Cut a 2.5cm hole in the drape and 
place the SensaT.R.A.C.™ Pad on top. Apply light finger 
pressure to create a good seal.

4. Engage canister on the back of the therapy unit and press 
the power button to commence therapy.

hoW frequeNtly shoulD the 
DressINgs be ChaNgeD?
For wounds that are not infected, the dressing should be 
changed once every 48 –72 hours or at least three times per 
week as the wound reduces in size. Infected wounds may 
require more frequent dressing changes. 

Patients, who are treated at home should not change or 
remove their own dressings and/or interfere with the therapy 
settings. 

usINg the DeVICe at home
During the day the therapy unit can be worn beneath 
clothing. It is recommended that it is plugged in during 
sleep and placed so that the tubing will not become kinked. 
The patient may wash or shower with the dressing in place, 
taking care not to soak the dressing. The tube should be 
clamped and disconnected from the therapy unit. Although 
simple to use, patients and carers should have training on 
how to operate the device safely and recognise any signs and 
symptoms that require immediate clinical attention. 

Patients should be supplied with the instructions for using 
the device together with the name of the local contact 
person. A 24-hour helpline, managed in the UK, is available 
to support patients and carers. 
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WheN to stop V.a.C.VIa™ therapy? 
Treatment can be stopped when the objective of the 
treatment has been achieved. The goal of therapy can vary 
from preparation for surgical closure, healing by secondary 
intention or bolstering of a skin flap. 

What Is the eVIDeNCe for use?  
The evidence base for V.A.C.® Therapy is well established both 
in acute and chronic wounds in adults (WUWHS, 2008), with 
more than 25 randomised controlled trials published to date. 

acute wounds 
The efficacy of early, short-term NPWT in preparing acute 
wounds for surgical closure has been extensively researched 
(DeFranzo et al, 2001; Rinker et al, 2008; Kaplan et al, 2009; 
Stannard et al, 2010). Two studies comparing the effect of V.A.C.® 
Therapy to moist wound care after partial foot amputation 
found that more patients healed with V.A.C.® Therapy and/or at 
a faster closure rate (Armstrong and Lavery, 2005; Armstrong 
et al, 2007).  More recently, Paola et al (2010) ran two study 
groups: one investigating the effectiveness of V.A.C.® Therapy 
in improving graft takes on diabetic foot wounds and the other 
assessing its effect on infected open minor amputations. The 
findings of both studies demonstrated that V.A.C.® Therapy 

results in faster wound bed preparation and closure and 
improved rates of graft take, compared to standard treatment.  

Chronic wounds
Joseph et al (2000) compared V.A.C.® Therapy with moist 
wound therapy in 24 patients with chronic, non-healing 
wounds. This reported a significant reduction in the volume 
of the wounds treated with V.A.C.® Therapy (66% vs 20%; 
p<0.0001). In a later study by Vuerstaek et al (2006), the time 
to healing in 60 leg ulcer patients revealed a shorter healing 
time for V.A.C.® Therapy when compared with conventional 
therapy ( 29 vs 45 days).  Blume at al (2008) investigated the 
efficacy of V.A.C.® Therapy versus advanced moist wound 
therapy in 342 diabetic foot ulcer patients. A higher percentage 
of patients achieved wound closure with V.A.C.® Therapy 
within the 112–day treatment period and fewer amputations 
were reported.

Cost/beNefIts of V.a.C.® therapy
Apelqvist et al (2008) found that the use of NPWT in post-
amputation wounds was associated with less resource use 
and lower overall cost of care compared to moist wound 
healing. Flack et al (2008) also found that V.A.C.® Therapy was 
more effective than both traditional and advanced dressings 
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Fig 1:  Bridging technique to avoid  
additional pressure damage from tubing

Clinical experiences with V.a.C.Via™ Therapy  

Using V.A.C.Via™ Therapy for diabetic foot wounds
V.A.C.Via™ can be used for digital amputation sites in diabetic foot ulcers, including:

 Forefoot amputation where early mobilisation is desired, and weight/size of unit will not distract the 
individual or interfere with balance

 Minor surgical foot wounds healing by secondary intention to facilitate early mobilisation
 Foot ulceration where the wound bed has been prepared.

Tips	for	application	
1. Following the amputation of digits, the available tissue at the wound edge may not be sufficient to obtain 

a seal using the drape alone. The use of well-placed silicone gel strips (KCI) around the wound edge and 
adjacent toes will help to create a lasting seal.

2. Movement of digits during walking may lead to excessive pulling on the drape and cause a leak to develop. 
The use of gel strips around the digits will provide extra adhesion to prevent leakage.

3. When the wound is on the plantar aspect, medial or lateral borders of the foot, or retro-calcaneal area, it is 
necessary to bridge the dressing to the dorsal foot area. Care should be taken to place the SensaT.R.A.C.™ 
Pad away from footwear fastenings or straps, preventing tissue damage to the insensate foot (Fig 1).

Using V.A.C.Via™ Therapy following split thickness grafting
NPWT has been used to aid healing of split skin grafts in the treatment of burns and may be particularly useful 
for body sites with irregular or deep contours such as the perineum, hand or axilla (Schneider et al, 1998; Pfau 
et al, 2000). It can also be used to cover skin grafts in areas of high exudate such as lymphoedematous limbs, 
complex wound beds and where there is likely to be movement, e.g. hands and over major joints. 
Case	study
A 52 year old gentleman presented with a pretibial abscess on the right lower leg. He underwent debridement 
twice with general anaesthetic and wound bed preparation with NPWT, resulting in a wound measuring 
5cmx4cm (Fig 2).
The wound was covered with a split skin graft, which was secured using staples. A non-adherent dressing 
(Mepitel®, Molnlycke Healthcare) was placed over the graft to protect it. The GranuFoam™ Dressing was then 
applied to commence V.A.C.Via™ Therapy (Fig 3).
The patient was discharged home the same day and followed up in the dressing clinic one week later. On 
removal, there was complete take of the graft and therapy was stopped (Fig 4).  
The patient found V.A.C.Via™ Therapy easy to manage using the postoperative instructions provided. 

Fig 2: Prior to application of therapy

Fig 3: Application of V.A.C.Via™  

Fig 4: Removal of V.A.C.Via™ and 100% 
graft take



in patients with diabetic foot ulcers, resulting in reduced costs. 
Patient comfort was also found to be an advantage in those 
receiving V.A.C.® Therapy (Braakenburg et al, 2006).  

hoW CaN I obtaIN V.a.C.VIa™ therapy?
V.A.C.Via™ Therapy is a purchase model and is not available 
as a rental device. It is currently available in the UK on Drug 
Tariff, through wholesalers and direct from the manufacturer. 
It is supplied as a Starter Kit (containing the therapy unit, one 
Spiral GranuFoam™ Dressing kit, canister, charger and carrying 
case) or 7-day kit (containing the therapy unit, three Spiral 
GranuFoam™ Dressing kits, two canisters, charger and carry 
case). Additional dressing kits and canisters are also available.
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Supported by

V.A.C.Via™ Therapy is a next generation 
NPWT device that incorporates the proven 
actions of V.A.C.® Therapy in a small, user-
friendly unit.  It has been developed using 
the virtually silent Vortis™ Pump Technology 
and provides continuous or DPC™ negative 
pressure at the wound bed to promote the 
formulation of granulation tissue and wound 
healing. It can be initiated quickly and is ideal 
for patients who need to continue therapy at 
home, which can help to reduce time spent 
in hospital, promote earlier mobilisation 
and allow patients to return to normal daily 
activities faster.
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