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C L I N I C A L P R A C T I C E

The Effectiveness of a 
New Antimicrobial Dressing 
with Microbinding Action for the Management of Chronic Wounds

Introduction
hronic wounds constitute a major 
financial burden to society, and have a
profound effect on quality of life.1 The
underlying causes of wounds need to 

be addressed as according to Table 1 but, arguably,
localized wound infection (often referred to as critical
colonization, increased bacterial burden or covert 
infection) is 1 of the most common challenges in the
treatment of healable wounds.2,3

With the emergence of bacteria that are resistant to
commonly used antibiotics or topical antibiotics, the
use of topical non-antibiotic antimicrobial agents has
become a sensible option for local wound care and
surface bacterial damage.3,4

C
Preferred topical agents should have a broad 

spectrum of activity, relatively low tissue toxicity, low
allergenicity and generally not be used systematically.
However, with the advent of a plethora of newer 
topical antimicrobial agents, clinicians are often 
confused about when and what antimicrobial agents 
should be used. Many dressings are impregnated with
active ingredients (e.g. silver, iodine, chlorhexidine,
honey, gentian violet/methylene blue) that are released
into the wound in the presence of wound fluid or 
exudate. Alternatively, a microbinding dressing can
entrap and sequester bacteria in its microarchitecture
and ultimately inactivate them.
This trial tested an antimicrobial dressing with

microbinding action (Cutimed® Sorbact®; Cutimed,

Abstract
The primary aim of this study was to evaluate 
the effectiveness of a new antimicrobial dressing. 
This dressing has a broad spectrum of action, no
measurable host cytotoxicity, no currently identified
allergenicity and no demonstrated risk of bacterial
resistance. The study involved a sample of 14 subjects

(8 with diabetic foot ulcers, 6 with venous leg ulcers).
Dressings were changed up to 3 times a week 
for the 4-week study duration. The results were 
promising with respect to wound surface area reduc-
tion and pain improvement. This new antimicrobial
dressing stalled chronic wounds with signs of
increased bacterial burden.

TABLE 1

Causes of common chronic ulcers and recommendations for care
Type of chronic ulcer Cause/aggravating factor Recommendations for care

Venous leg ulcer Dermal edema Compression bandages for healing
Lipodermatosclerosis associated with Compression stockings for maintenance 
venous insufficiency Compression for life (in the absence of 

arterial disease or other contraindications)

Pressure ulcer Deep ulcers: Abnormal pressure and shear Relieve, reduce and redistribute pressure
Superficial ulcers: Friction and moisture Increase activity and mobility
Aggravating factors: inactivity, poor nutrition  Manage incontinence and moisture 

Reduce shear and friction 
Optimize nutrition

Diabetic foot ulcer Loss of protective sensation Ensure an adequate vascular supply 
(callus = pressure; Aggravating factors: infection, Control infection 
blister = friction ischemia, deformity Redistribute plantar pressure
and shear) 



Boucherville, QC). The dressing is composed of
meshed cellulose acetate that reduces the risk of tissue
ingrowth and minimizes trauma and pain upon dress-
ing removal. It is available with dressing components,
including 1 with an absorbent 
core to handle moderate to 
heavy exudation. As a unique 
feature, the surface of the dressing
is coated with a natural fatty acid:
dialkyl carbamoyl chloride, which
has hydrophobic properties (Figure
1). In the moist environment of 
an infected wound, microorgan-
isms are attracted to the dressing,
where they become immediately
and irreversibly bound to it by the
hydrophobic interaction (Figures 2
and 3). This antimicrobial dressing
can be used in conjunction with
other topical agents, providing they 
do not contain fatty substances
(e.g. ointment dressings).
The effectiveness of the antimi-

crobial dressing with microbinding
action has been demonstrated 
in a number of studies, including 
a multicentre investigation that
involved 116 patients.5 In addition,
its binding capacity has been 
tested in an in vitro study; 6

within the first 30 seconds 
the dressing started to bind 
with Staphylococcus aureus and
Pseudomonas aeruginosa, with
increased binding after 10 minutes.
Maximal binding was observed 
at 120 minutes, when 107 out 
of 108 inoculums had bound to
the dressing.

Description
This clinical study enrolled a total 
of 16 patients, with 14 completing
the study. One patient withdrew
consent prior to dressing applica-
tion and another patient developed
an uncontrolled systemic inflam-
matory process after study entry
(necrobiosis lipoidica of the deep dermis), which was
unrelated to the local dressing application. The process
subsequently evolved into an aggressive 
deep infection requiring intravenous antibiotics and
study discontinuation. 

The evaluable subjects were 18–85 years of 
age (mean 60.8 years), with 13 men and 1 woman.
All wounds were chronic (>1 month) and the
patients had received treatment of the underlying

cause (Table 1), along with 
local wound care as outlined in
the paper by Sibbald and 
colleagues.3 Eligibility criteria
included an adequate blood 
supply to heal (ankle brachial
pressure index >0.5), no uncon-
trolled systemic disease and the
absence of medication that
would prevent healing. Written
informed consent was obtained
from all participants. 
The dressings were changed up 

to 3 times a week for period of 4
weeks. All subjects were evaluated
at weeks 0, 2 and 4 (at the end 
of the study). Where appropriate,
debris within the ulcer was debrid-
ed with curette, scissors or scalpel
blade. Wound surface areas were
estimated by the longest wound
length and wound width that 
were perpendicular to each other.
Wound-related pain was evaluated
by using an 11-point numeric 
rating scale. The characteristics of
the wound base and surrounding
skin were evaluated.

Results
Improved healing was demon-
strated in all subjects (Figure 4),
except for 4 who had several 
factors for delayed healing,
including complex coexisting 
diseases and poor adherence 
to a pressure-offloading device.
The cumulative patient total 
average surface area reduced
from 1.74 at visit 1 to 1.15 cm2 at
visit 4 (t=0.998; df 14; p=0.337)
(Figure 5). The mean pain level
improved from 3 to 2.07, respec-
tively, on a scale of 1–10 (t=1.54;

df 14; p=0.145) (Figure 6).
There was no significant difference in the NERDS and

STONEES checklist criteria for signs of superficial or
deep infection.7 The dressing was easy to apply and
remove. No serious adverse events were reported.

Wound Care Canada / Volume 10, Number 3 Soins des plaies Canada / Volume 10, numéro 3 21

Gary Sibbald, 
Professor of Medicine
and Public Health,
University of Toronto,
Toronto
Director of the
International
Interprofessional Wound
Care Course and Master
of Science in Community
Health (Prevention and
Wound Care), Della Lana
School of Public Health,
University of Toronto,
Toronto
President of the World
Union of Wound Healing
Societies

Dr. Kevin Y. Woo,
Assistant Professor,
School of Nursing,
Queen’s University,
Kingston, Ontario
Wound Care Consultant,
West Park Healthcare
Centre, Toronto
Associate Director,
Interprofessional
International Wound
Care Course, University
of Toronto, Toronto

Patricia Coutts, 
Wound Care and Clinical
Trials Coordinator
Debary Dermatologicals,
Mississauga, Ontario 

FIGURE 1

FIGURE 3

FIGURE 2

The hydrophobic dressing coating.

Hydrophobic interaction: Sequestering
bacteria, preventing them from causing
further localized tissue damage.

Staphylococcus aureus and
Pseudomonas aeruginosa bound 
to the dressing.
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Conclusions
Persons with chronic wounds often experience stalled
wound healing because of local wound-related factors,
even after the cause of the wound has been corrected
and patient-centred concerns addressed. With adequate
debridement and moisture balance achieved, wound
healing can stall because of persistent and abnormal
inflammation and/or bacterial damage of both the
superficial and deep compartments. 
One way to neutralize the surface damage is to

sequester the bacteria and their related inflammatory
mediators. This meshed dressing with bound fatty
acids is able to absorb harmful exudate with associated
bacteria and inflammatory mediators. In this 
clinical study there was a trend toward wound 
surface area reduction over a 4-week period, indicating
improvement of the bacterial-related stalled 
healing response. Pain (which has been associated
with wound critical colonization and infection) also
improved over time, indicating the dressing neutral-

ized surface inflammation. The ability of the 
antimicrobial dressing with microbinding action to
reduce pain symptoms has also been demonstrated
in other studies.8–10

The results of this study demonstrate a link between
the antimicrobial dressing with microbinding action
properties and a tendency to reduced wound surface
area and chronic-wound-associated pain.

References
1. Coutts P, Woo KY, Bourque S. Treating patients with painful chron-

ic wounds. Nurs Stand. 2008;23:42-46.

2. Sibbald RG, Orsted H, Schultz GS, Coutts P, Keast D; International
Wound Bed Preparation Advisory Board; Canadian Chronic Wound
Advisory Board. Preparing the wound bed 2003: focus on infection
and inflammation. Ostomy Wound Manage. 2003;49:23-51.

3. Sibbald RG, Goodman L, Woo YK, Krasner DL, Smart H, et al.
Special considerations in wound bed preparation 2011: An update.
Adv Skin Wound Care. 2011;24:437-438.

4. Sibbald RG, Woo K, Ayello EA. Increased bacterial burden and
infection: the story of NERDS and STONES. Adv Skin Wound Care.
2006;19:447-461.

5. Kammerlander G, Locherer E, Süss-Burghart A, von Hallern B,
Wipplinger P. Non-medicated wound dressing as an antimicrobial
alternative in wound management. Die Schwester Der Pfleger.
2007;46:84-87.

6. Ljungh A, Yanagisawa N, Wadstrom T. Using the principle of
hydrophobic interaction to bind and remove wound bacteria. 
J Wound Care. 2006;15:175-180.

7. Woo KY, Sibbald RG. A cross-sectional validation study of using
NERDS and STONEES to assess bacterial burden. Ostomy Wound
Manage. 2009;55:40-48.

8. Hampton S. An evaluation of the efficacy of Cutimed® Sorbact®

in different types of non-healing wounds. Wound UK. 2007;3:1-6.

9. Powell G. Evaluating Cutimed® Sorbact®: Using a case study
approach. Br J Nurs. 2009;18(Suppl.):S30-S36.

10. Pirie G. Cutimed® Sorbact® gel: A new infection management
dressing. Wounds UK. 2009;5:74-78.

FIGURE 6

Visit 1

Pa
in

 (
sc

al
e 

1–
10

)

Visit 4

F           

0

0.5

1

1.5

2

2.5

3.5

3
3

2.07

FIGURE 4

Wound improvement between the first visit and week 4.

FIGURE 5
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Reduction in surface area between the first visit and
week 4.

Reduction in surface area between the first visit and
week 4.

Tweet Tweet!
You can now find the Canadian Association of Wound Care on Twitter and Facebook. Follow us on Twitter at
http://twitter.com/woundcarecanada to receive timely updates regarding the Association’s wound care education

programs and the latest news in wound care. You can also find the Canadian Association of Wound Care on Facebook.



Même après un débridement  
mécanique ou chirurgical, le processus 

inflammatoire peut continuer de générer  
des débris cellulaires microscopiques

The Continuous, Active Micro-Debrider

Even after sharp or surgical  
debridement, inflammatory  
processes can continue  
to generate  
microscopic cellular debris

 www.santyl.ca www.santyl.ca

               

Break the Cycle  Brisez le cycle
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   Supports natural healing

DESCRIPTION: ®

Clostridium histolyticum

CLINICAL PHARMACOLOGY: ®

INDICATIONS: ®

CONTRAINDICATIONS:

WARNINGS: 

PRECAUTIONS:

®

ADVERSE REACTIONS:

®

SYMPTOMS AND TREATMENT OF OVERDOSE: Symptoms:
®

Treatment: ®

DOSAGE AND ADMINISTRATION: ®

(1)

(2) 

®

(3) ®

(4)

(5)
(6) ®

HOW SUPPLIED: 

A  D F B  C O M PA N Y 

 1-800-441-8227

Favorise la guérison naturelle

DESCRIPTION : ®

Clostridium histolyticum

PHARMACOLOGIE CLINIQUE : ®

INDICATIONS : ®

CONTRE-INDICATIONS :

MISE EN GARDE :

PRÉCAUTIONS:

®

EFFETS SECONDAIRES :

®

SYMPTÔMES ET TRAITEMENT DU SURDOSAGE: Symptômes: 
®

Traitement : ®

POSOLOGIE ET ADMINISTRATION : ®

( 1 )

( 2 ) 

®

( 3 ) ®

( 4 )

( 5 )
( 6 ) ®

PRÉSENTATION :

U N E  C O M PA G N I E  D E  D F B 

 1-800-441-8227


