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Negative-pressure Therapy versus Conventional Therapy on Split-thickness Skin 1 

Graft: a systematic review and meta-analysis 2 

Abstract: 3 

Objective: To compare the clinical outcomes of negative-pressure wound therapy 4 

(NPWT) versus conventional therapy on split-thickness skin after grafting surgery. 5 

Design: Meta-analysis 6 

Background: Split-thickness skin grafts are widely used in reconstruction of large 7 

skin defects. Conventional therapy causes pain during dressing changing. NPWT is an 8 

alternative method to cover the wound bed. 9 

Methods: The Pubmed, Embase, and Cochrane databases were searched for 10 

randomized controlled trials (RCTs) or cohort studies for articles published between 11 

1993 and April 2017 comparing NPWT to conventional wound therapy for 12 

split-thickness skin grafts. The rate of graft take was the primary outcome of this 13 

meta-analysis. Wound infection and reoperation rate of the wound were secondary 14 

outcomes. Data analysis was conducted using the Review Manager 5.3 software. 15 

Results: Five cohort studies and seven RCTs including 653 patients were eligible for 16 

inclusion. Patients treated with NPWT had a significantly higher rate of graft take 17 

compared to those treated with conventional therapy [MD=7.02, (95% CI 3.74, 10.31)] 18 

(P=0.00). NPWT was associated with a reduction in reoperation [RR=0.28, (95% CI 19 

0.14, 0.55)] (P=0.00). The reduction in wound infection was not significant [RR=0.63, 20 

(95% CI 0.31, 1.27)] (P=0.20).  21 

Conclusion: Compared with conventional therapy, NPWT significantly increases the 22 

rate of graft take and reduces the rate of reoperation when applied to cover the wound 23 

bed with split-thickness skin graft. No significant impact on wound infection was 24 

found in this study. 25 

Keywords: negative-pressure therapy; conventional therapy; split-thickness skin; 26 

meta-analysis 27 

1. Introduction: 28 

Soft tissue coverage for skin defect wounds remains a challenging therapeutic 29 

problem for patients sustaining traumatic injuries and burns. Postoperative 30 
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complications can prolong the hospital stay, increase hospital expense and lead a 31 

lower quality of life.(1) Hence, the method of wound coverage has become 32 

increasingly important, especially in orthopaedic surgery.(2) Split-thickness skin 33 

grafting is a fundamental technique widely used in the reconstruction of large skin 34 

defects. It is very important to explore the most efficient way to cover the grafted skin 35 

and maximize the rate of graft take. The grafted skin has to go through three stages to 36 

survive: serum imbibition, revascularization, and maturation.(3) Revascularization is 37 

the most critical and is easily influenced by external factors. The determinants of 38 

skin-graft take include the thickness of graft, the soft tissue bed and the coverage 39 

technique. The common causes of skin graft loss are the result of the formation of 40 

hematoma under the graft, infection of the grafted skin and shear forces of the 41 

interface. If the grafted skin has a large area loss, then a second surgery is needed to 42 

remedy the wound bed. 43 

Conventional postoperative recipient site care therapy usually refers to a 44 

protective layer of petroleum gauze and cotton gauze combined with tie-over dressing 45 

technique. The disadvantages of conventional techniques of skin grafting includes 46 

suboptimal graft take due to hematoma under the grafted skin and shearing of the 47 

interface, which would hinder the skin survival in the bed. To achieve drainage of the 48 

hematoma and immobilization, conventional dressings are used with the cotton gauze 49 

and tie-over technique. However, this conventional method of covering and 50 

stabilizing the skin graft is unwieldy and ineffective. To maintain a moist condition 51 

for the grafts to take, saline-moistened gauze and petroleum gauze need to be changed 52 

frequently. Replacement of the dressings can cause pain in patients and increase the 53 

workload of medical staff. 54 

The technique of negative-pressure wound therapy (NPWT) has been reported as 55 

a good alternative to conventional dressing for the split-thickness grafts. The efficacy 56 

of NPWT was initially described by Morykwas and Argenta in the United States.(4) 57 

In addition, NPWT also has been used to prepare wound beds for the grafting of flap 58 

closure.(5, 6) The negative pressure closure is based on the use of Vacuum Assisted 59 

Closure (VAC) that places negative pressure over the wound surface, producing 60 
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compression in soft tissues and improving its irrigation. Several studies have been 61 

reported the usage of NPWT over grafted skin, and some of these studies have shown 62 

encouraging results.(3, 7-12) However, there was no meta-analysis incorporating all 63 

these studies to compare the NPWT with the conventional dressing technique. The 64 

present study was performed to fill this blank and to provide evidence-supported 65 

answers to the questions about the cover of split-thickness graft skin. 66 

2. Materials and Methods: 67 

This meta-analysis was performed by the Preferred Reporting Items for Systematic 68 

Reviews and Meta-Analyses (PRISMA) (13) reporting guidelines for the conduct of 69 

meta-analysis of intervention trials. 70 

2.1 Literature Search Strategy 71 

Pubmed, Embase and Cochrane Library were searched for comparative studies 72 

published before April 2017 involving VAC in the management of split-thickness skin 73 

grafts. The search terms were as follows: “vacuum assisted closure” or “negative 74 

pressure” or “subatmospheric pressure” “suction dressing” or “topical negative 75 

pressure” or “VAC” or “vacuum therapy” AND “gauze suction” or “conventional 76 

gauze therapy” or “conventional treatment” or “conventional dressing” or “wound 77 

therapy” or “standard wound care” AND “skin transplantation” or “dermatoplasty” or 78 

“skin grafts” or “skin grafting”. 79 

2.2 Inclusion criteria and study selection 80 

We identified randomized controlled trials (RCTs) or clinical cohort studies 81 

comparing NPWT versus the conventional method on split-thickness skin grafts. Only 82 

English-language articles were included by us. Studies included reported at least one 83 

of the following factors: rate of graft take, wound infection, and reoperation. Those 84 

studies without the outcome measures of interest were excluded. Systematic reviews, 85 

letters, editorials, comments and guidelines were also excluded. When included 86 

articles had the same patient cohort, only the article with the longest follow-up period 87 

was selected. Reference lists of all eligible studies and relevant reviews were 88 

manually searched for any additional studies. 89 

2.3 Data abstraction and quality assessment 90 
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Two authors (Y.C.Y and R.P.Z) independently reviewed all titles and abstracts of 91 

studies identified by the above searches. Full texts of any potentially useful studies 92 

were reviewed, and disagreements were resolved by discussion. General data of the 93 

studies, including first author, year of publication, study design, mean age of the 94 

patients, mean wound size, details of the treatment were extracted in duplicate by the 95 

two authors, using a standardized form. The quality of evidence of outcomes was 96 

judged according to the Newcastle Ottawa Scale. Newcastle Ottawa Scale scores 97 

ranges from 0 to 9, with higher scores indicating better quality. 98 

2.4 Statistical analysis 99 

Y.C.Y conducted all the calculations using Cochrane Collaboration’s Revman 5.3 100 

software. Pooled mean difference (MD) with a 95% confidence interval (95% CI) was 101 

calculated for the continuous data, and risk ratios (RR) and a 95% CI were calculated 102 

for the dichotomous data. A Z-test was performed to determine the overall effects. 103 

Heterogeneity among studies was estimated using I2, and substantial heterogeneity 104 

was represented by an I2 value > 50%. A fixed effects model was used if the 105 

heterogeneity test did not reveal statistical significance (I2 < 50%, P > 0.1). Otherwise, 106 

we adopted a random effects model. P < 0.05 was considered to be statistically 107 

significant. Sensitivity analysis was performed to explore the impact of an individual 108 

study by deleting one study at a time. Funnel plot analysis was applied to determine 109 

publication bias. 110 

3. Results: 111 

3.1 Search results 112 

The initial search yielded 283 citations, of which 90 were excluded due to duplication. 113 

After screening the titles and abstracts, 106 studies were excluded based on the 114 

inclusion criteria, and 94 studies were excluded after reading the full texts for the 115 

following reasons: case reports, animal studies, non-English article, or inability to 116 

compare NPWT with the conventional therapy. Finally, seven RCTs (3, 7-12) and five 117 

cohort studies (14-18) involving 653 patients were eligible for data extraction and 118 

meta-analysis (Fig. 1). 119 
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 120 

3.2 Study characteristics and quality assessment 121 

The characteristics of all the included studies are presented in Table 1. The studies 122 

were published between 2002 and 2016. A total of 653 split-thickness skin graft 123 

patients were performed in the seven RCTs and five cohort studies. The sample size 124 

of these studies ranged from 20 to 142 patients. All studies compared NPWT with 125 

conventional therapy only. Outcomes of graft take rate, wound infection and 126 

reoperation were extracted and pooled. As a random effect model was used, the 127 

publication bias risk for graft take rate of split-thickness skin was analyzed by funnel 128 

plot and shown in Fig. 2. The quality assessment score was high in most of cases, 129 

ranging from 6 to 8 points (Table 1). No studies scored 9 points, because it is 130 

impossible to carry out a double-blind study for clinical therapy.131 
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First author, 

 year 

Study  

desig

n 

NPWT/Non-NPWT Mean wound size(cm2), 

NPWT/Non-NPWT 

 Skin thickness, 

meshed 
Treatment 

NPWT, 

negative 

pressure 

Covering 

time 

NO

S 
Number of patients Mean age 

Scherer, 

2002(14) 
CS 34 VS 27 33±23, 41±20 387±573, 984±996 0.012 inches, - 

VAC VS 5% moisted cotton gauze 

dressing 
125 mmHg 4 days 7 

Moisidis, 

2004(9) 
RCT 

20(12 men,8 

women) 
64(27-88) 128(35-450) 0.011 inches, 1:1.5 VAC VS standard bolster dressing 100 mmHg 5 days 6  

Llanos, 

2006(10) 
RCT 30 VS 30 34(20-52), 34.5(19-58) 

33.8(8.8-124.3), 

31.2(5.5-179.7) 
0.12 mm, 1:1.5 

Negative pressure wound dressing  

VS polyurethane dressing 
80 mmHg 4 days 8 

Kim, 

2007(11) 
RCT 37 VS 10 54.5(22-73) 68.2(42-122) 0.012 inches, - 

Negative pressure wound dressing  

VS conventional tie-over dressing 
125 mmHg 5 days 6 

Blume, 

2010(16) 
CS 87 VS 55 54.6±15.2, 58.4±11.9 45.4±9.69, 47.4±10.3 0.030-0.041 cm, - VAC VS sterile compressive dressing 125 mmHg 5 days 8 

Petkar, 2012 RCT 35 VS 36 
34.08±16.75, 

35.14±15.25 

239.77±299.50, 

269.06±336.74 
- 

VAC VS conventional cotton pads 

dressing 
80 mmHg 4 days 7 

Ho, 2013(12) RCT 29 VS 19 61(54-71), 61(53-66) - - 
Negative pressure wound dressing  

VS conventional tie-over dressing 
125 mmHg 5 days 8 

Lee, 2014(15) CS 14 VS 12 56.86±8.09, 56.33±9.55 
286.21±152.97, 

257.83±133.49 
0.008 inches, 1:1.5 VAC VS conventional tie-over dressing 125 mmHg 5 days 6 

Zhang, 

2015(7) 
RCT 27 VS 54 45.59, 43.80 257.59, 294.87 - 

Negative pressure wound dressing 

VS conventional gauze 
125mmHg 5 days 7 

Bach, 

2015(17) 
CS 16 VS 13 58(41-76), 55(42-71) 36.8±3.4, 33.9±3 

0.2 mm for scalp and 

0.4 mm for skin 

paddle harvesting, - 

Negative pressure wound dressing  

VS stapled bolster dressing 
125 mmHg 5 days 7 

Wu, 2015(18) CS 20 VS 20 56.7±13.6, 53.6±14.3 48.1±50.1, 55.4±61.1 - 
Negative pressure wound dressing  

VS stapled bolster dressing 
110 mmHg 5 days 6 

Hsiao, 

2016(3) 
RCT 14 VS 14   51.9, 52.0 

11 ≤120 cm2 3＞120 cm2, 

9 ≤120 cm2 5＞120 cm2 
0.15-0.20 mm, 1:1.5 

Negative pressure wound dressing 

VS saline moisten gauze 
- 7 days 8 
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Fig. 2 Publication bias funnel plot for incidence of graft take rate of split-thickness 

skin 

4. Results of the meta-analysis: 

4.1 Rate of graft take 

Seven studies provided data on the graft take rate of the split-thickness skin after 

treatment by NPWT or conventional therapy. Statistically significant heterogeneity 

was found between these two groups (P=0.005, I2=68%). A random effects model 

was applied for meta-analysis (Fig. 3), which demonstrated that the graft take rate of 

split-thickness skin in the NPWT group was significantly higher than in the 

conventional therapy group (MD, 7.02; 95% CI, 3.74-10.31; P<0.0001). 

 

Fig. 3 Forest plot of the mean difference of graft take rate between NPWT and 

conventional therapy 
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4.2 Wound infection 

Six studies compared the wound infection of the split-thickness skin after treatment 

by NPWT or conventional therapy. Pooled analysis showed no difference in the 

wound infection rates between these two groups (RR, 0.63; 95% CI, 0.31-1.27; 

P=0.20). There was no significant heterogeneity between these studies (p=0.12; 

I2=48%), and a fixed effects model was used for meta-analysis (Fig. 4). 

 

Fig. 4 Forest plot of the mean difference of wound infection for NPWT and 

conventional therapy 

4.3 Reoperation 

Four studies reported on the reoperation of split-thickness skin after treatment by 

NPWT or conventional therapy. Pooled analysis showed that patients treated by 

NPWT were less likely to undergo reoperation compared with patients treated with 

conventional therapy (RR, 0.28; 95% CI, 0.14-0.55, P=0.0002). No heterogeneity 

was detected between these two groups (I2=0%), and a fixed effects model was 

applied (Fig. 5). 

 

Fig. 5 Forest plot of mean difference of reoperation for NPWT and conventional 

therapy 

4.4 Sensitivity analysis 

Sensitivity analysis investigating the influence of a single study on the overall 

outcome was estimated by omitting 1 study in each turn. When removing the study 



M
ANUSCRIP

T

 

ACCEPTE
D

ACCEPTED MANUSCRIPT

9 

 

conducted by Kim(11) and recalculating the remaining studies, heterogeneity 

changed from 68% to 0%. 

5. Discussion:  

This meta-analysis of five cohort studies and seven RCTs included a total of 

653 patients. All relevant data from these studies were extracted and pooled. The 

funnel plot of the main outcome did not indicate significant bias. After several 

analyses, we demonstrated that NPWT seems to offer a significant benefit over 

conventional therapy for the treatment of split-thickness skin grafts. We found a 

significant benefit for both the rates of graft take and rate of reoperation compared 

with conventional therapy. However, there was no evidence that NPWT reduces the 

risk of wound infection. 

To our knowledge, this study is the first meta-analysis to evaluate NPWT and 

conventional therapy in patients treated with a split-thickness skin graft. The rate of 

graft take is an important index to evaluate the success of skin grafts. In this present 

meta-analysis, the primary outcome of this study was the rate of graft take. Of the 

twelve included studies, seven had reported the graft take rate of split-thickness skin. 

The merged mean difference (MD) showed that NPWT can improve the rate of graft 

take by 7% compared with conventional therapy. The heterogeneity was reduced 

from 68% to 0%, when removing the Kim study during the sensitivity analysis.(11) 

The patient number of the NPWT group was 3.7 times that of the control group, 

which may lead to increased heterogeneity of the reasons. Interconnections of 

capillaries between the wound bed and skin graft occurred at day 3, and complete 

restoration of microcirculation at day 5.(19) Most of the studies included in this 

meta-analysis uncovered the dressing and evaluated the rate of graft take at day 5. 

Hsiao et al. left the drainage system in place for 7 days after operation and then 

removed to evaluate the graft condition.(3) 

The reasons for skin graft loss can be multifactorial. Wound infection is one of 

the most important factors, which influences the rate of skin graft take and prolongs 

the hospital stay. The continuous negative pressure environment provided by NPWT 

reduces the formation of a subcutaneous hematoma. Meanwhile, the negative 
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pressure between the NPWT and the wound bed can hold the skin tightly and reduce 

shear force. However, this meta-analysis showed no difference between NPWT and 

conventional therapy. Three studies focused on the flap donor site care.(11, 12, 17) 

One of these studies was aimed at patients with perineal skin defects.(15) The 

remaining eight studies concentrated on the complex wound types, including burns, 

trauma, ulcers and fresh surgical wounds. The mean wound bed size was greater than 

100 cm2 in five studies,(7-9, 14, 15) the others was less than 100 cm2. Accordingly, 

all these factors may impact the reliability of this meta-analysis finding. Previous 

microbiology studies demonstrated that NPWT could not decrease the bacterial load 

compared to conventional therapy.(20, 21) Moreover, a higher level of bacterial led 

by NPWT in both acute and chronic wounds, despite the foam was routinely 

changed.(22) 

Reoperation is the remedial measures for the failure of the initial skin graft, 

whichprolongs hospital stays. The datafor this outcome were extracted from four 

studies. Pooled analysis showed that NPWT reduced the incidence of reoperation, 

compared with conventional therapy. Blume et al. conducted a 10-year review of 142 

patients who accepted split-thickness skin graft surgery. The results indicated that the 

NPWT patients were less likely to undergo a second operation.(16) Scherer reported 

that the reoperation rate in the NPWT group was 16% smaller than in the 

conventional therapy group.(14) Ho et al. reported that the cost of a five day course 

of NPWT treatment was 400 dollars, and the reoperation cost was 1450 dollars.(12) 

This finding means using the NPWT appropriately according to the patient's 

condition can reduce patient hospitalization costs. 

Some limitations of the present meta-analysis must be noted. First, systematic 

reviews of the literature and meta-analyses provide the strongest scientific evidence 

when they pool data from high-quality RCTs.(23) Unfortunately, this was not 

possible, so we had to rely on data extracted from cohort studies. Second, the 

included studies contained patients with different causes of injury and skin defects in 

parts. The nonstandard baseline and distribution of the wound bed which may have 

been a source of clinical heterogeneity. 
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Conclusions: 

This systematic review and meta-analysis has demonstrated that NPWT 

increased the rate of graft take and reduced the reoperation rate. However, no 

difference was found between the NPWT group and the conventional therapy group 

regarding wound infection rate. Further studies of NPWT versus conventional 

therapy in a prospective, randomized design are warranted to provide better quality 

outcome measures. 

Reference: 

1. Hjort A, Gottrup F. Cost of wound treatment to increase significantly in Denmark over the next 

decade. Journal of wound care. 2010;19(5):173-4, 6, 8, 80, 82, 84. 

2. Khan RJ, Fick D, Yao F, Tang K, Hurworth M, Nivbrant B, et al. A comparison of three methods of 

wound closure following arthroplasty: a prospective, randomised, controlled trial. The Journal of 

bone and joint surgery British volume. 2006;88(2):238-42. 

3. Hsiao SFY, Ma H, Wang YH, Wang TH. Occlusive drainage system for split-thickness skin graft: A 

prospective randomized controlled trial. Burns : journal of the International Society for Burn Injuries. 

2017;43(2):379-87. 

4. Morykwas MJ, Argenta LC, Shelton-Brown EI, McGuirt W. Vacuum-assisted closure: a new 

method for wound control and treatment: animal studies and basic foundation. Annals of plastic 

surgery. 1997;38(6):553-62. 

5. Fenn CH, Butler PE. Abdominoplasty wound-healing complications: assisted closure using foam 

suction dressing. British journal of plastic surgery. 2001;54(4):348-51. 

6. Song DH, Wu LC, Lohman RF, Gottlieb LJ, Franczyk M. Vacuum assisted closure for the treatment 

of sternal wounds: the bridge between debridement and definitive closure. Plastic and 

reconstructive surgery. 2003;111(1):92-7. 

7. Zhang F, Lv KY, Qiu XC, Luo PF, Zheng XF, Zhu SH, et al. Using negative pressure wound therapy 

on microskin autograft wounds. The Journal of surgical research. 2015;195(1):344-50. 

8. Petkar K, Dhanraj P, Sreekar H. Vacuum closure as a skin-graft dressing: A comparison against 

conventional dressing. European Journal of Plastic Surgery. 2012;35(8):579-84. 

9. Moisidis E, Heath T, Boorer C, Ho K, Deva A. A prospective, blinded, randomized, controlled 

clinical trial of topical negative pressure use in skin grafting. Plastic and reconstructive surgery 

[Internet]. 2004; 114(4):[917-22 pp.]. Available from: 

http://onlinelibrary.wiley.com/o/cochrane/clcentral/articles/945/CN-00491945/frame.html. 

10. Llanos S, Danilla S, Barraza C, Armijo E, Piñeros JL, Quintas M, et al. Effectiveness of negative 

pressure closure in the integration of split thickness skin grafts: A randomized, double-masked, 

controlled trial. Annals of surgery. 2006;244(5):700-5. 

11. Kim EK, Hong JP. Efficacy of negative pressure therapy to enhance take of 1-stage allodermis 

and a split-thickness graft. Annals of plastic surgery. 2007;58(5):536-40. 

12. Ho MW, Rogers SN, Brown JS, Bekiroglu F, Shaw RJ. Prospective evaluation of a negative 

pressure dressing system in the management of the fibula free flap donor site: a comparative 

analysis. JAMA otolaryngology-- head & neck surgery. 2013;139(10):1048-53. 



M
ANUSCRIP

T

 

ACCEPTE
D

ACCEPTED MANUSCRIPT

12 

 

13. Moher D, Liberati A, Tetzlaff J, Altman DG, Group P. Preferred reporting items for systematic 

reviews and meta-analyses: the PRISMA statement. PLoS Med. 2009;6(7):e1000097. 

14. Scherer LA, Shiver S, Chang M, Meredith JW, Owings JT. The vacuum assisted closure device: a 

method of securing skin grafts and improving graft survival. Archives of surgery (Chicago, Ill : 1960). 

2002;137(8):930-3; discussion 3-4. 

15. Lee KT, Pyon JK, Lim SY, Mun GH, Oh KS, Bang SI. Negative-pressure wound dressings to secure 

split-thickness skin grafts in the perineum. International wound journal. 2014;11(2):223-7. 

16. Blume PA, Key JJ, Thakor P, Thakor S, Sumpio B. Retrospective evaluation of clinical outcomes in 

subjects with split-thickness skin graft: comparing V.A.C.(R) therapy and conventional therapy in foot 

and ankle reconstructive surgeries. International wound journal. 2010;7(6):480-7. 

17. Bach CA, Guillere L, Yildiz S, Wagner I, Darmon S, Chabolle F. Comparison of negative pressure 

wound therapy and conventional dressing methods for fibula free flap donor site management in 

patients with head and neck cancer. Head & neck. 2016;38(5):696-9. 

18. Wu CC, Chew KY, Chen CC, Kuo YR. Antimicrobial-impregnated dressing combined with 

negative-pressure wound therapy increases split-thickness skin graft engraftment: a simple effective 

technique. Advances in skin & wound care. 2015;28(1):21-7. 

19. Lindenblatt N, Calcagni M, Contaldo C, Menger MD, Giovanoli P, Vollmar B. A new model for 

studying the revascularization of skin grafts in vivo: the role of angiogenesis. Plastic and 

reconstructive surgery. 2008;122(6):1669-80. 

20. Moues CM, Vos MC, van den Bemd GJ, Stijnen T, Hovius SE. Bacterial load in relation to 

vacuum-assisted closure wound therapy: a prospective randomized trial. Wound repair and 

regeneration : official publication of the Wound Healing Society [and] the European Tissue Repair 

Society. 2004;12(1):11-7. 

21. Weed T, Ratliff C, Drake DB. Quantifying bacterial bioburden during negative pressure wound 

therapy: does the wound VAC enhance bacterial clearance? Annals of plastic surgery. 

2004;52(3):276-9; discussion 9-80. 

22. Yusuf E, Jordan X, Clauss M, Borens O, Mader M, Trampuz A. High bacterial load in negative 

pressure wound therapy (NPWT) foams used in the treatment of chronic wounds. Wound repair and 

regeneration : official publication of the Wound Healing Society [and] the European Tissue Repair 

Society. 2013;21(5):677-81. 

23. Bhandari M, Morrow F, Kulkarni AV, Tornetta P, 3rd. Meta-analyses in orthopaedic surgery. A 

systematic review of their methodologies. The Journal of bone and joint surgery American volume. 

2001;83-A(1):15-24. 

 



M
ANUSCRIP

T

 

ACCEPTE
D

ACCEPTED MANUSCRIPT

1. Split-thickness skin grafts are widely used in reconstruction of large skin defects. 

2. Conventional postoperative skin recipient site care includes saline-moistened 

gauze with a protective layer of petroleum gauze and tie-over technique. However, 

this method causes pain while changing the dressing. 

3. The technique of negative-pressure wound therapy (NPWT) has been claimed to 

be a good alternative for the conventional dressing for the split-thickness grafts. 

4. The aim of this systematic review was to compare the clinical outcomes of 

negative-pressure wound therapy (NPWT) versus conventional therapy on 

split-thickness skin after grafting surgery. 


