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Bacteria- and fungus-binding mesh binds with and inactivates bacteria and fungus,
which makes it an interesting alternative, wound filler for negative pressure wound
therapy (NPWT). This study was conducted to compare the performance of pathogenbinding mesh, foam and gauze as wound fillers in NPWT with regard to pressure
transduction, fluid retention, wound contraction and microvascular blood flow.
Wounds on the backs of 16 pigs were filled with pathogen-binding mesh, foam or
gauze and treated with NPWT. The immediate effects of 0, −40, −60, −80 and
−120 mmHg, on pressure transduction and blood flow were examined in eight pigs
using laser Doppler velocimetry. Wound contraction and fluid retention were studied
during 72 hours of NPWT at −80 and −120 mmHg in the other eight pigs. Pathogenbinding mesh, gauze and foam provide similar pressure transduction to the wound
bed during NPWT. Blood flow was found to decrease 0·5 cm laterally from the
wound edge and increase 2·5 cm from the wound edge, but was unaltered 5·0 cm
from the wound edge. The increase in blood flow was similar with all wound fillers.
The decrease in blood flow was more pronounced with foam than with gauze and
pathogen-binding mesh. Similarly, wound contraction was more pronounced with
foam, than with gauze and pathogen-binding mesh. Wound fluid retention was the
same in foam and pathogen-binding mesh, while more fluid was retained in the
wound when using gauze. The blood flow 0·5–5 cm from the wound edge and the
contraction of the wound during NPWT were similar when using pathogen-binding
mesh and gauze. Wound fluid was efficiently removed when using pathogen-binding
mesh, which may explain previous findings that granulation tissue formation is more
rapid under pathogen-binding mesh than under gauze. This, in combination with its
pathogen-binding properties, makes this mesh an interesting wound filler for use in
NPWT.

Introduction

Negative pressure wound therapy (NPWT) accelerates wound
healing by initiating a cascade of interrelated biological
reactions in the wound edge that ultimately lead to wound
healing. Initially, the wound is filled with a wound filler
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the immediate effects of continuous NPWT, including
pressure transmission to the wound bed and the effects
on microvascular blood flow around the wound edge
the results of this study suggest that pressure is equally
well transmitted through pathogen-binding mesh, foam
and gauze
in this study, the wound contraction was similar for
pathogen-binding mesh and gauze, and slightly greater
for foam
the reason why greater wound contraction is seen with
foam is probably its open, spongy texture
the results of this study show that once negative
pressure is discontinued, the wounds remain contracted,
suggesting that the wound edge is remodelled during
the course of the therapy
the manner in which NPWT is administered should be
based on the type of wound and its vascularity
when applied to a wound cavity, as in this study, NPWT
will create a force on the tissue that may open up
vascular beds, increasing blood flow
the use of foam may be beneficial in maximising
hypoperfusion, thus stimulating angiogenesis, while
pathogen-binding mesh or gauze may be preferable
when the vascularisation of the tissue is in doubt, and
there is a risk of ischaemia
the results of this study showed that less wound fluid
remained in the wounds treated with hydrophobic mesh
than in wounds treated with gauze, which may explain
the difference in the amount of granulation tissue
formed under these wound fillers
gauze is often used because of its mouldability and ease
of application to large and irregular wounds
pathogen-binding mesh is also a woven material, and
the application techniques are similar to those of gauze
the use of pathogen-binding mesh as wound filler in
NPWT may be especially beneficial when infection
prevents wound healing
in conclusion, pathogen-binding mesh is an interesting
alternative wound filler in NPWT owing to its antimicrobial properties, especially in light of the fact that
NPWT itself does not reduce the bacterial load, and
may, in some instances, even increase bacterial load
the wound edge blood flow and contraction are similar
when using pathogen-binding mesh and gauze in NPWT
wound effluents contain many factors that are known
to inhibit wound healing, and the efficient removal of
wound fluid by pathogen-binding mesh, compared with
gauze, may explain previous findings of more rapid
granulation tissue formation under pathogen-binding
mesh than under gauze
efficient wound fluid removal in combination with its
pathogen-binding properties makes hydrophobic mesh
an interesting candidate for wound fillers in NPWT
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(commonly gauze or foam) to allow pressure to be transmitted
to and evenly distributed over the wound bed. The wound
is then sealed with an adhesive film dressing and a drain
is connected to a vacuum pump. Wound fluid is withdrawn
and collected in a canister. One of the fundamental effects
of NPWT is believed to be the induction of mechanical
deformation of the tissue upon wound contraction (1–3),
which in turn affects the microvascular blood flow around the
wound edges (2,4–6), stimulating angiogenesis (7,8) and the
formation of granulation tissue (2) to expedite wound healing.
There is a common misconception that NPWT controls
or reduces the bacterial burden in the wound. In an initial study on pig wounds inoculated with human Staphylococcus aureus and Staphylococcus epidermidis a reduction in bacterial counts during the course of NPWT was
reported (2). However, no clinical studies since then have
been able to confirm the early in vivo findings of Morykwas et al. (9–12), and some have even reported an increase
in bacterial numbers during NPWT (9,13,14). NPWT has
been shown to cause a shift in the bacterial species towards
biofilm-producing organisms such as S. aureus and S. epidermidis (9,10,12). It has been hypothesised that occlusion
and negative pressure create relative hypoxia, thus promoting anaerobes and a shift in microorganism populations (12).
Furthermore, the gauze used in NPWT has been a particular type of cotton gauze (Kerlix AMD), which may provide
pathogen-binding control because it is impregnated with polyhexamethylene biguanide (15). However, the current recommendation is that NPWT should not be used in isolation to
control wound infections (www.npwtexperts.com).
Foam and gauze are the materials most commonly used as
wound filler in NPWT. It is believed that the type of wound
filler used for NPWT can determine the effects on wound
healing. Pathogen-binding mesh may constitute an interesting alternative wound filler in NPWT. Such mesh makes use
of the hydrophobic interaction to remove pathogenic bacteria.
Bacteria have cell surface structures making them hydrophobic, which allows them to adhere to tissue in the initial phase
of wound infection. Hydrophobic pathogen-binding mesh is
coated with a fatty acid derivative that affords the dressing
strongly hydrophobic properties. Wound bacteria are thus irreversibly bound to the dressing when they come into contact
with the hydrophobic fibres in the moist wound environment (16). Pathogen-binding mesh also adsorbs and inactivates a wide variety of bacteria, for example, Staphylococcus
aureus and Pseudomonas aeruginosa, as well as fungi, and has
been shown to reduce the microbial load in wounds (17,18).
The pathogen-binding mesh is primarily used for treatment
and prevention of hard to heal, acute traumatic, post-surgical
wounds and burn. It is a non-allergic and non-toxic alternative for reducing the microbial load in open wounds. The
mesh binds and inactivates bacteria and fungus without the
development of resistance among microorganisms. It should
be noted that differences in the external structure of microbes
result in different degree of cell surface hydrophobicity. The
age of the microorganisms and the growth conditions are two
factors that affect the hydrophobicity.
The aim of this study was to investigate the effects on the
wound when using pathogen-binding mesh as the wound filler
© 2012 The Authors
International Wound Journal © 2012 John Wiley & Sons Ltd and Medicalhelplines.com Inc

M. Malmsjö et al.

in NPWT. Pressure transduction to the wound bed, wound
contraction, the effects on microvascular blood flow in the
wound edge and fluid retention by the dressing were measured,
and the results were compared with those obtained with gauze
and foam.
Materials and methods
Animals

Sixteen healthy domestic pigs of both sexes, with a mean body
weight of 70 kg, were used in the experiments. Short experiments were performed on eight pigs to study the immediate
effects of continuous NPWT, including pressure transmission
to the wound bed and the effects on microvascular blood flow
around the wound edge. These pigs were anaesthetised for
12 hours. Longer experiments were performed on the other
eight pigs to study wound contraction and wound fluid retention in the filler after 72 hours of NPWT.
Ethics

The experimental protocol for this study was approved by
the Ethics Committee for Animal Research, Lund University,
Sweden. All animals received humane care in compliance with
the European Convention on Animal Care.
Negative pressure wound therapy

The wounds were filled with saline-moistened AMD gauze
(Kendall Kerlix™ AMD™, Tyco Healthcare Group, Mansfield, MA), pathogen-binding mesh (Sorbact® , Abigo Medical
AB, Gothenburg, Sweden) or black polyurethane foam with an
open-cell structure (VAC® Granufoam® , KCI, San Antonio,
TX). The AMD gauze is a woven cotton material, whereas the
pathogen-binding mesh is a woven acetate material. The foam
is made of polyurethane and has an open-cell structure with
a pore size of 400–600 μm. The drainage tube was inserted
into the upper surface of the wound filler, and an adhesive
drape was used to seal the wound. The drainage tube was
then connected to a vacuum source.

Pathogen-binding mesh in NPWT

Negative pressures of −40, −60, −80 and −120 mmHg were
applied and the pressure at the bottom of the wound was
measured.
Microvascular blood flow measurements

Microvascular blood flow was measured using laser Doppler
velocimetry (Figure 1), using a four-channel Perimed PF5010
LDPM unit (Perimed, Stockholm, Sweden). The laser Doppler
filaments were inserted into the tissue, 0·5, 2·5 and 5·0 cm laterally from the wound edge. Blood flow was measured after
reaching steady state, which normally took about 1 minute.
Laser Doppler measurements were performed before and after
the application of negative pressures of −40, −60, −80 and
−120 mmHg. The results were recorded as arbitrary perfusion
units and then transformed into the percent change in relation to the baseline values (before the application of negative
pressure).
Experiments for examining wound contraction
and fluid retention during 72 hours of NPWT

Anaesthesia was performed as described previously (20). Circular wounds, 6 cm in diameter, extending into subcutaneous tissue, were created on each pig’s back. The wounds
were treated at either −80 mmHg, −120 mmHg or not subjected to negative pressure (0 mmHg). After the experiments,
the animals were euthanised with a lethal intravenous dose
(60 mmol) of potassium chloride. We did not do cultures
because this is an acute wound model and we expect it not to
be infected.
Wound contraction

The wound was measured in a horizontal and vertical direction
(Figure 1). The mean value of these measurements was calculated. Measurements were performed before the application
of negative pressure, immediately after the negative pressure
was applied (0 hours), every 24 hours during NPWT and after
NPWT had been discontinued. Wound contraction by NPWT
could thereby be assessed.
Wound fluid retention

Experiments for examining the immediate
effects of NPWT on pressure transduction and
blood flow

Anaesthesia was performed as described previously (19).
Circular wounds, 6 cm in diameter, extending into muscle
tissue, were created on each pig’s back.
Pressure measurements

The negative pressure on the wound bed, underneath the
wound filler, was measured using a saline-filled pressure
catheter. The tip of the catheter was sutured to the centre
of the bottom of the wound (Figure 1). The pressure catheter
was connected to a custom-built pressure gauge with which
the pressure at the bottom of the wound could be monitored.

The wound filler was weighed before and after each experiment. The difference in weight was calculated as a measure
of the fluid absorbed by the filler and thus remaining in the
wound.
Limitations

Reduction in bacterial load by pathogen-binding mesh has
been shown in previous studies (17,18) and was now the scope
of this study. The aim of this study was to determine the suitability for pathogen-binding mesh to be used for NPWT with
regard to its physiological properties, compared with presently
used wound fillers for NPWT. It has clearly been shown that
the acute wound model in the pig is well suited for studying the physiological properties of wound fillers (21). When
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A. Measurement of wound bed pressure

B. Laser Doppler velocimetry measurements

C. Wound contraction measurements
Figure 1 (A) Position of the saline-filled catheter
for measurements of wound bed pressure during negative pressure wound therapy (NPWT).
(B) Experimental set-up for laser Doppler velocimetry measurements of wound edge microvascular
blood flow during NPWT. The laser Doppler filament probes are inserted 0·5, 2·5 and 5 cm into the
edge of the wound and the laser Doppler velocimetry unit is connected to a computer in which the data
are stored. (C) Measurement of wound contraction
during NPWT in a wound on the pig’s back. The
lines indicate the diameters of the wound, which
were measured before the application of negative
pressure, immediately after negative pressure was
applied (0 hours), every 24 hours during NPWT and
after NPWT was discontinued. The wound surface
area was calculated from the measured diameters.
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these pig wounds have been inoculated with bacteria to study
the effects of NPWT on bacterial burden, the results have not
been reliable (22).
Calculations and statistics

Calculations were performed using GraphPad 5·0 software
(San Diego, CA). Statistical analysis was performed using
the Mann–Whitney test when comparing two groups, and the
Kruskal–Wallis test with Dunn’s post-test for multiple comparisons when comparing three groups or more. Significance
was defined as P < 0·05. All differences referred to in the text
are statistically significant. Results are presented as the means
of eight measurements ± standard error of the mean.
Results
Pressure delivery to the wound bed

The pressure on the wound bed increased gradually with
increasing level of applied negative pressure from −20
to −160 mmHg. Pathogen-binding mesh, gauze and foam
provided similar pressure transduction to the wound bed during NPWT. Detailed results are shown in Figure 2.
Wound contraction

The wounds contracted immediately when negative pressure
was applied, and remained contracted during the 72 hours of
NPWT. Wound contraction was more pronounced with foam
than with gauze or pathogen-binding mesh. Detailed results
are shown in Table 1 and Figure 3.
Microvascular blood flow around the wound edge

NPWT induced a decrease in the microvascular blood flow
0·5 cm from the wound edge and an increase 2·5 cm from
160

Pathogenbinding
mesh

Gauze

Foam

−80 mmHg

93·8 ± 0·4%

92·4 ± 0·9%

90·3 ± 1·6%*

−120 mmHg

93·1 ± 1·4%

94·6 ± 0·7%

89·7 ± 1·3%*

NPWT, negative pressure wound therapy.
∗
P < 0·05; values are presented as means ± standard error of the mean (n = 8).

the wound edge. The decrease in blood flow 0·5 cm from the
wound edge was greater with the foam (−33·0 ± 4·1% for
foam) than with gauze or pathogen-binding mesh (−22·2 ±
4·5% for gauze and −21·4 ± 5·8% for pathogen-binding
mesh, at −80 mmHg, P < 0·05). The type of wound filler had
no effect on the blood flow response 2·5 cm from the wound
edge (increase in blood flow: 57·8 ± 13·7% for foam, 49·6
± 8·0% for gauze and 60·1 ± 16·6% for pathogen-binding
mesh, P = n.s.). The blood flow 5·0 cm from the wound
edge was not affected by NPWT. The blood flow changed
gradually with increasing level of negative pressure until it
reached a steady state. Detailed results are shown in Table 2
and Figure 4.
Wound fluid retention

More wound fluid was retained in the gauze filler than in
the foam or pathogen-binding mesh. This means that there is
more fluid in the wound during NPWT with gauze. Wound
fluid retention was similar when using pressures of −80 and
−120 mmHg. Detailed results are shown in Figure 5.
Discussion

140

Wound bed pressure (−mmHg)

Table 1 Wound contraction during NPWT in a porcine peripheral wound
model. Wounds were sealed as for NPWT using pathogen-binding
mesh, foam or gauze, and then treated at negative pressures of −80
and −120 mmHg for 72 hours. The reduction in wound diameter was
calculated as a percentage of the area before negative pressure was
applied

Pathogen-binding mesh

Pressure delivery to the wound bed

Gauze

120

The wound filler transmits the negative pressure to the wound
bed. The results of this study suggest that pressure is equally
well transmitted through pathogen-binding mesh, foam and
gauze. This is in agreement with a previous study, in which
we found the same pressure transmission with gauze and
foam (19).

Foam
100
80
60
40

Wound contraction
20
0
0

20

40

60

80

100

120

140

160

Set negative pressure (−mmHg)

Figure 2 Wound bed pressure underneath the wound filler during
negative pressure wound therapy in wounds filled with pathogenbinding mesh, foam or gauze. Results are the means of eight
experiments ± standard error of the mean. It can be seen that all
wound fillers provided similar pressure transfer to the wound bed.

One of the fundamental effects of NPWT is believed to be
the deformation of the wound edge tissue as the wound
contracts (7,23,24). These mechanical effects are thought to
result in shearing forces at the wound–dressing interface,
which affect the cytoskeleton (25), and initiate a signalling
cascade that ultimately leads to granulation tissue formation
and wound healing. In this study, the wound contraction was
similar for pathogen-binding mesh and gauze, and slightly
greater for foam. The reason why greater wound contraction
is seen with foam is probably its open and spongy texture.
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Figure 3 Wound contraction during negative pressure wound therapy (NPWT) in a porcine peripheral wound model. Wounds were sealed as for
NPWT using pathogen-binding mesh, foam or gauze, and then treated at negative pressures of −80 and −120 mmHg, or not subjected to negative
pressure (0 mmHg). Measurements of wound diameter were performed before the application of negative pressure (before NPWT), immediately
after negative pressure was applied (0 hours), every 24 hours during NPWT and after negative pressure was discontinued (after NPWT). The reduction
in wound diameter was calculated as a percentage of the area before negative pressure was applied. Values are presented as means ± standard
error of the mean (n = 8). Note the greater wound contraction with foam than with gauze and pathogen-binding mesh, and the fact that the wounds
treated with negative pressure remained contracted after discontinuation of the treatment.

Table 2 Microvascular blood flow in the wound edge during negative pressure wound therapy at various pressures using pathogen-binding mesh,
foam and gauze, measured using laser Doppler velocimetry
−40 mmHg

−60 mmHg

Measurements were performed 0·5 cm from the wound edge
Pathogen-binding
−12 ± 6%
−19 ± 6%
mesh
Gauze
−13 ± 3%
−17 ± 4%
Foam
−27 ± 5%
−31 ± 4%
Foam versus gauze
Foam versus gauze
or mesh P < 0·05
or mesh P < 0·05
Measurements were performed 2·5 cm from the wound edge
Pathogen-binding
+45 ± 18%
+54 ± 18%
mesh
Gauze
+38 ± 6%
+50 ± 9%
Foam
+40 ± 8%
+58 ± 15%
n.s.
n.s.

−80 mmHg

−120 mmHg

−21 ± 6%

−15 ± 8%

−22 ± 5%
−33 ± 4%
Foam versus gauze
or mesh P < 0·05

−24 ± 4%
−36 ± 4%
Foam versus gauze
or mesh P < 0·05

n.s.
n.s.
n.s.

+60 ± 17%

+61 ± 16%

n.s.

+50 ± 8%
+58 ± 14%
n.s.

+54 ± 9%
+54 ± 12%
n.s.

n.s.
n.s.

Microvascular blood flow is expressed as percent change relative to baseline values. Values are presented as means ± standard error of the mean
(n = 8).
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The results of this study show that once negative pressure is
discontinued, the wounds remain contracted, suggesting that
the wound edge is remodelled during the course of the therapy.
It has been shown previously that patients receiving NPWT
with foam are approximately 2·5 times more likely to show a
reduction in wound area after 1 week of therapy than patients
receiving standard moist wound therapy (26). The mechanical
effects of NPWT may be important for the entire woundhealing process, as early reduction in the size of the wound
has been shown to be correlated with improved final wound
healing (26).

Pathogen binding mesh, 0·5 cm
Gauze, 0·5 cm

100
90

Foam, 0·5 cm
Pathogen binding mesh, 2·5 cm
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Microvascular blood flow in the wound edge
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Negative pressure (−mmHg)
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Figure 4 Microvascular blood flow in the wound edge during negative
pressure wound therapy at various pressures using pathogen-binding
mesh, foam and gauze, measured using laser Doppler velocimetry.
Measurements were performed 0·5 and 2·5 cm from the wound edge.
Microvascular blood flow is expressed as percent change relative to
baseline values. Note that there was no difference in blood flow
response between the different types of wound filler 2·5 cm from
the wound edge, whereas at 0·5 cm, less hypoperfusion was observed
with pathogen-binding mesh and gauze than with foam.
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Figure 5 Wound fluid retention in the pathogen-binding mesh, gauze
and foam after negative pressure wound therapy for 72 hours. Results
are the means of eight experiments ± standard error of the mean. It
can be seen that more fluid is captured by the gauze than by the
pathogen-binding mesh and foam.

The microvascular blood flow close to the wound edge
(0·5 cm from the edge) decreased following the application
of subatmospheric pressure with all three fillers, the greatest
decrease being seen with foam. The mechanism by which
NPWT decreases blood flow in superficial tissue may have
been identified in recent work (27,28). When the wound
contracts, the tissue of the wound edge collapses towards the
suction force, and the pressure around the rim of the wound
edge increases (27), probably leading to a decrease in blood
flow.
There are both advantages and disadvantages of the hypoperfusion caused by NPWT. It is well known that reduced blood
flow stimulates angiogenesis and granulation tissue formation,
which in turn facilitate the process of wound healing (1,29).
However, several clinical problems are associated with hypoperfusion caused by NPWT. In tissues with already impaired
circulation, the further decrease in blood flow may result in
ischaemia, and it has been suggested that NPWT should be
applied with caution to tissues with compromised vascularity (4). Some advocate that NPWT is contraindicated if there
is any doubt about the vascularity of the tissue (30,31). The
manner in which NPWT is administered should therefore be
based on the type of wound and its vascularity.
A similar increase in microvascular blood flow was
observed for all three fillers 2·5 cm from the wound edge. It
is believed that the stimulation of blood flow by NPWT may
be important in ensuring adequate oxygenation and nutrient
supply, and the removal of waste products from the healing wound (32). Increased blood flow may also facilitate the
penetration of antibiotics to the otherwise poorly perfused tissue. The mechanism by which blood flow is increased 2·5 cm
from the wound edge during NPWT has not yet been fully
elucidated. Kairinos et al. showed that the pressure on the
tissue was the same as atmospheric pressure at a distance
greater than 2 cm from the wound edge, and thus tissue pressure is not a plausible explanation of the present findings (27).
The mechanical effects of NPWT cause wound contraction, as
shown in previous studies (7,23,24,33,34) and in this study.
When applied to a wound cavity, as in this study, NPWT
will create a force on the tissue that may open up vascular
beds, increasing blood flow. Indeed, previous experimental
studies have shown that small arterioles and capillaries in the
wound edge tissue open upon the application of negative pressure (7,35).
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Pathogen-binding mesh in NPWT

mesh as wound filler in NPWT may be especially beneficial
when infection prevents wound healing.

Clinical implications of the different effects of the
different wound fillers on blood flow

Two different strategies can be used to tailor NPWT to alter
the degree of hypoperfusion generated in the wound edge:
changing the negative pressure level or the type of wound
filler. Pathogen-binding mesh and gauze caused less pronounced hypoperfusion than foam, which may be the result of
the smaller degree of wound contraction than with foam. The
use of foam may be beneficial in maximising hypoperfusion,
thus stimulating angiogenesis, while pathogen-binding mesh
or gauze may be preferable when the vascularisation of the
tissue is in doubt, and there is a risk of ischaemia.
Wound fluid retention

The suction force generated by the negative pressure leads
to active drainage of exudate from the wound. Wound fluid
was efficiently removed from the wound through foam and
hydrophobic pathogen-binding mesh. The reason for this is
that both foam and the pathogen-binding mesh are hydrophobic allowing the fluid to be removed by the NPWT. It is
probably also due to the more open structure of foam and
mesh than gauze. However, more fluid remained in the gauze.
The removal of fluid from the wound is advantageous as it
reduces cytokines and other compounds that are inhibitory to
wound healing, such as proteolytic enzymes and metalloproteinases (36,37). It has recently been shown that granulation
tissue formation is greater under pathogen-binding mesh that
under gauze (38). One explanation of this may be the difference in texture and thus the imprints made in the tissue
by pathogen-binding mesh. The results of this study showed
that less wound fluid remained in the wounds treated with
hydrophobic mesh than in wounds treated with gauze, which
may explain the difference in the amount of granulation tissue
formed under these wound fillers.
Ease of application

Gauze is often used because of its mouldability and ease of
application to large and irregular wounds. The use of gauze in
NPWT has been described by Jeffery when treating wounds
caused by landmines and other explosive devices in military
personnel (39). Pathogen-binding mesh is also a woven material, and the application techniques are similar to those of
gauze.
The use of pathogen-binding mesh in managing wound
infection during NPWT

A number of studies have shown an increase in bacterial load
during NPWT (9,13,14). Pathogen-binding mesh is known
to bind and inactivate bacteria and fungi (16), and therefore
constitutes an interesting alternative wound filler in NPWT.
Furthermore, there is evidence that NPWT results in a shift
in the bacterial community towards biofilm-producing organisms such as S. aureus and S. epidermidis (9,10,12), which
is exactly the kind of bacteria that pathogen-binding mesh
is known to counteract (17,18). The use of pathogen-binding
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Conclusions

Pathogen-binding mesh is an interesting alternative wound
filler in NPWT owing to its antimicrobial properties, especially in light of the fact that NPWT itself does not reduce
the bacterial load, and may, in some instances, even increase
bacterial load. The wound edge blood flow and contraction
are similar when using pathogen-binding mesh and gauze
in NPWT. Wound effluents contain many factors that are
known to inhibit wound healing, and the efficient removal
of wound fluid by pathogen-binding mesh, compared with
gauze, may explain previous findings of more rapid granulation tissue formation under pathogen-binding mesh than
under gauze. Efficient wound fluid removal in combination
with its pathogen-binding properties makes hydrophobic mesh
an interesting candidate for wound fillers in NPWT.
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