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CASE STUDY

PROBLEM 
Infected diabetic foot wound patients are often referred to 
this WCC nurse after months of previous treatments, 
including appropriate antibiotics, result in no decrease in 
wound size. This case series demonstrates a consistently 
effective treatment method for such patients. 

Three infected foot wounds in diabetic patients are included 
as examples. A plantar wound developed recurrent MRSA 
infections. A transmetatarsal amputation site was necrotic 
and also MRSA infected. An infected bunionectomy site was 
being considered for a $3000/month treatment which the 
insurance company was questioning. All three patients 
needed a cost-effective treatment method that could 
achieve quick wound closure.

METHODOLOGY
After an initial saline flush, deep wound areas were lightly 
filled with PolyMem Wic® or PolyMem Wic Silver® cavity 
filler, then covered with standard PolyMem or PolyMem 
Silver dressings.  PolyMem dressings continuously cleanse, 
fill, moisten and absorb the entire time they are in contact 
with the wound. They can do this because they are PolyMem: 
they contain a surfactant, super-absorbent starch and 
glycerol, which work synergistically to draw and concentrate 
the body’s natural healing substances into the wound bed to 
promote rapid healing.  They facilitate autolytic debridement 
by loosening bonds between slough and the wound bed.  
Liquefied slough is absorbed by the dressings.  This often 
eliminates the need for disruptive wound cleansing or even 
cooling rinsing during dressing changes.

PolyMem Silver dressings have antimicrobial properties.  
Silver versions of the PolyMem products were used initially 
and intermittently to minimize bioburden. Dressings were 
changed when saturated: generally two-to-three times per 
week. The necrotic transmetatarsal amputation site was 
flushed with saline at dressing changes for the first two 
weeks. No other manual wound cleansing was needed.

RESULTS
The plantar wound closed in just over five weeks. The 
necrotic transmetatarsal site closed in only six weeks, and 
the bunionectomy site took just over three weeks to close. 
Since PolyMem dressings are cuttable and cleansing is 
seldom necessary at dressing changes, the patients used 
very few PolyMem dressings in all and were able to do 
many of the dressing changes themselves.

CONCLUSION
Switching to PolyMem Wic cavity filler and PolyMem 
dressings led to a complete turnaround for these 
discouraging, stalled wounds in only one week with 
minimal clinician intervention, completely closing them in 
six weeks or less.  Wound management with PolyMem Wic 
and PolyMem Wic Silver cavity fillers, along with PolyMem 
dressings was extremely cost-effective.

OBjECTIVES
1. Recognize using PolyMem dressings as an innovation 

that can lead to quick healing with minimal clinician 
intervention, resulting in high patient satisfaction and 
very low overall treatment costs.

2. Note that in addition to the continuous cleansing 
benefits of the standard pink PolyMem dressings, 
PolyMem Silver is directly effective against MRSA and 
other common wound organisms.

This case series was unsponsored. Ferris Mfg. Corp. contributed to this 
poster presentation. 



PATIEnT 2:  

A diabetic with a 14-month-old plantar wound was 
referred to a wound center, where the callous was 
removed.  Antibiotics for a MRSA infection led to 
aplastic anemia, and the wound was not healing, so 
after 6 more weeks the wound nurse was consulted.

The first two photos are from the wound center, 
showing the initial presentation before and after callous 
removal. The patient’s condition deteriorated until he 
was switched to PolyMem Wic Silver cavity filler. No 
wound cleansing was performed at dressing changes.  
Silver and pink PolyMem dressings were alternated. The 

wound closed in only 5 weeks.

PATIEnT 3:  

Total: 
1 - 4”x 4” PolyMem Silver dressing,
1 - 4”x 4” standard pink PolyMem dressing,
1 - 3”x3” PolyMem Wic Silver cavity filler,
8 Conform wraps used, and
11 nursing visits (including IV follow up).

PolyMem Wic Silver cavity filler in the great 
toe and bunion sites, and PolyMem Silver on 
the top of the foot were secured with dry 
sterile gauze and Conform wraps and 
changed twice weekly. The top of the foot 
closed in 10 days; the great toe area closed 
in 12 days; the bunion area was granulated 
to the surface at 16 days (pictured) and fully 
closed at 23 days. IV antibiotics were 
continued for 3 more weeks.

A diabetic man with chronic renal failure and peripheral arterial disease had three infected deep 
wounds post-bunionectomy.   Conventional modern wound care and IV antibiotics were 
ineffective, and insurance refused to cover negative pressure wound therapy, so the wound nurse 
was consulted.

PATIEnT 1: 

AFER 6 WEEkSAFTER 3 WEEkS

INITIAL AFTER 1 WEEk

Pink PolyMem Wic cavity filler was used in the deep areas, and the entire 
wound area was covered with a standard pink PolyMem dressing.  Protective 
ointment was applied to the periwound area and the entire forefoot was 
wrapped in ConformTM gauze. 

Dressings were changed daily for the first week, then three times weekly. 
PolyMem Wic Silver was used during the second week to decrease 
bioburden. Initially the wound bed was 50% avascular and 50% fibrin with 
no granulation tissue and rolled discolored margins. After only one week, 
the edges were flat and the wound bed was 70% granulated with only 
30% fibrin and no avascular tissue. The third and fourth weeks steri-strips 
were used to help pull the wound together. By the fourth week the wound 
was so shallow that the PolyMem Wic cavity filler was no longer needed 
– standard PolyMem was used alone. The wound fully closed in only six 
weeks.

A retired diabetic man was given daily wound treatment with an 
enzymatic  debriding ointment covered with wet gauze then a dry 
conforming wrap by a home health RN, and he went in weekly for 
sharp debridement by the podiatrist. But, his 2.0 cm x 4.0 cm x 0.3 cm 
MRSA infected necrotic transmetatarsal amputation site wound did not 
change in size. After seven weeks, he complained to his doctor, who 
referred him to the wound nurse.

At first, the wound was flushed with saline at dressing changes, but 
after two weeks even this amount of wound cleansing was no longer 
needed. 
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