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RE:  Future LCD – Surgical Dressings (L33831) 

 

Dear Drs. Mamuya, Hoover, Brennan, Gurk and Hughes 

 

On behalf of the Alliance of Wound Care Stakeholders (“Alliance”), we are expressing our grave concerns 

regarding the future Surgical Dressing LCD (L33831) since it is clinically unworkable for our members and its 

implementation will be disruptive to patient care. The Alliance is a nonprofit multidisciplinary trade association 

of physician medical specialty societies and clinical associations whose mission is to promote quality care and 

access to products and services for people with chronic wounds (diabetic foot ulcers, venous stasis ulcers, 

pressure ulcers and arterial ulcers) through effective advocacy and educational outreach in the regulatory, 

legislative, and public arenas. A list of our members can be found on our website: 

www.woundcarestakeholders.org. 

 

The practice of wound care is not limited to one particular medical specialty--instead, many different specialists 

treat patients with chronic wounds. These practitioners include but are not limited to the following: surgeons 

(e.g. vascular surgeons, plastic surgeons, and foot and ankle surgeons), vascular medicine physicians, 

podiatrists, phlebologists, nurse practitioners, physical therapists, nurses, registered dietician nutritionists, and 

primary care physicians who are in the full time practice of managing patients with wounds.  
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Over the years we have served as a resource to the DMEMACs on draft surgical dressings and other DMEPOS 

draft LCDs to ensure that stakeholders such as clinicians in various sites of service, manufacturers and 

supplier/distributors are engaged in helping to answer questions and provide information so that a clinically 

appropriate policy would be written. We were advised by the DMEMACs that we would be contacted to serve 

as a resource again to resolve many of the concerns that we addressed in both our oral and written comments. 

Imagine our surprise and disappointment when we were told at the recent HCPCS Public meeting that the LCD 

was to be released that day without any of our clinical input.  

 

Since the future LCD is almost identical to the draft, we still have very serious clinical concerns which affect 

our clinical association members. We submit again that the future LCD and policy article does not conform to 

current clinical practice, lacks clarity and contains conflicting language leading to confusion in wound care 

practice of the clinical community.  None of this was resolved in the DMEMACs comments and response 

summary.  

 

Therefore, here are our issues that are in the future LCD that must be clarified or resolved in order so not to 

harm Medicare beneficiaries if the policy is implemented. We strongly believe as we stated in our 2015 

comments that this future LCD should not be implemented, but withdrawn and then allow the Alliance 

members to work with the DMEMAC medical directors to craft an alternative LCD based on current 

clinical literature and clinical practice.  

 

 

REMOVAL OF CLINICAL JUDGMENT IN THE DRAFT LCD LANGUAGE 
 

The Alliance clinical associations believe their first obligation is to their patients and it is important that they 

have the flexibility to use the wound care products and procedures appropriately to heal their patient’s wounds.  

Typically, their decision to use a product is based on the wound appearance and its characteristics as well as 

their goals for healing.  Clinicians need to have the ability to use their clinical judgment in cases to change the 

dressing on the wound depending on how it is healing.  

 

It should be noted that the practice of wound care has changed since this surgical dressing policy was written in 

1993.1 At this point, nearly 25 years after that date, significant changes have occurred with surgical dressing 

construction and wound treatment.  Particularly after the passage of Section 4009 of the 21st Century Cures 

Act—which requires Medicare contractors to provide an evidence-based rationale to explain their coverage 

determinations—simple reliance on decades-old dressing categories and coverage criteria is no longer 

sufficient.  The DMEMACs must instead work collaboratively with knowledgeable stakeholders like the 

Alliance to update the LCD in a manner consistent with the current state of clinical practice and current 

evidence. The following are some changes that should be currently taken into account: 

 

 Many of the categories of dressings do not reflect the combined nature and features of most dressings 

available on the market today.  In fact, the decision to place a dressing in a category, as instructed by the 

future LCD is based on the ‘predominant’ component…...reflects that these dressings are multi-

functional/ multi-components and have advanced beyond the foam or hydrocolloid of 1993. 
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 The Alliance has created wound care quality measures through the US Wound Registry QCDR. 

Physicians and clinicians are using these and other measures as part of their outcomes data. By the 

DMEMACs restricting choice of surgical dressings and the use of more modern dressings, chronic 

wounds may not heal in an appropriate timeframe.2 

 In writing this policy, the DMEMACs must take into account more than the ulcer since that the wound 

care patient has co-morbidities which directly impact wound healing. Non-healing wounds occur among 

patients with diabetes, peripheral vascular disease (nearly as common as coronary artery disease and 

stroke), or as a result of unique medical problems (e.g., sickle cell anemia, vasculitis), or in association 

with immunosuppression (e.g., AIDS, steroid use or transplantation medications). 

 Similarly, current research has now shown that wound healing is a complicated process directly 

influenced by the status of the local wound environment and also by the overall physical condition of the 

individual. The process of wound healing involves metabolic, structural, biochemical and patient factors 

in a unique way. Wound healing is not a single event; it is a result of a complex series of overlapping 

processes. There are guideline- suggested interventions but there are many combinations of individual 

wound characteristics which contribute to the complexity of healing a wound. The order and 

combinations of treatments used are varied and may be directed anywhere along the wound healing 

cascade.  

 

The following three situations below illustrate our concerns: on frequency limitations, dressings not covered to 

treat partial thickness wounds, exudate tied to dressing coverage.  

 

THE FUTURE LCD IMPOSES STRICT FREQUENCY LIMITATIONS ON ALL DRESSINGS  

 

 Concern: These limitations discard the importance of clinicians’ judgment and the variability of individual 

circumstance, and they are inconsistent with the standard of practice and evidence demonstrating that higher 

frequencies than those specified in the Future LCD are often reasonable and necessary.  

 

 Specific changes that the Draft/Future LCD made to the current LCD: 

We have given examples below from our clinician associations why removal of the flexibility of the term 

“usual” along with the clinician’s judgment is problematic and how if this policy is implemented as is would 

disrupt patient care.  

 

o Alginate: Removes “usual” dressing change is up to once per day 

 There are wounds that initially require more than one dressing change per day due to 

copious exudate related to the location (an edematous lower extremity), surface area or 

infection causing not only larger amounts with foul odor, but also higher potential for 

environmental contamination. 
 

o Composite: Removes “usual” dressing change is up to 3 times per week 

 The choice of a composite dressing is to maximize a combination of dressing attributes 

to improve the wound condition, reduce contamination and positively impact the 

patient’s quality of life. Frequency will be driven by a variety of factors arrived at by 

the clinician’s assessment of the wound. For example, a dressing changed after one day 
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may be assessed to have only a small amount of exudate, which can be due to the 

patient’s positioning or dependency of an extremity, but cumulatively over a couple of 

days that same amount of exudate may be assessed as moderate to large for the same 

reasons.  
 

o Contact Layer: Removes “usual” dressing change is up to once per week 

 Contact layers are generally used to protect the surface of a wound from trauma and to 

prevent pain on removal. They also may be used to confine a medication to the wound 

bed. While some may be able to be left in place and the secondary dressing changed 

only, depending on the wound bed and reason for use they may need to be changed as 

often as daily. It must be noted that the frequency is not driven by exudate levels. 
 

o Foam Dressing: Removes “usual” dressing change is up to once per day 

 As with the other dressings, the amount and character of the exudate will drive the 

frequency of the dressing change especially in the early stages of the management of a 

given wound. 
 

o Gauze, non-impregnated: Removes “usual” dressing change is up to 3 times per day without a border 

and once per day with a border 

 There are variants in the gauze category that will drive dressing change frequency. 

Clinicians always strive to reduce the frequency of dressing changes, but as examples, 

the use of gauze will often be as a secondary dressing, to deliver a solution to the wound 

bed, or cover a prescription drug of some sort. 
 

o Gauze, impregnated other than H2O: Removes “usual” dressing change is up to once per day 

 The frequency of dressing change of impregnated gauze will be dependent upon what it 

is impregnated with and the goal of the therapy. 
 

o Hydrocolloid: Removes “usual” dressing change is up to 3 times per week 

 These dressings are best left in place for as long as possible but the amount and 

character of the exudate and the location of the wound will always drive the frequency 

of change and can only be decided upon by assessment and patient tolerance. 
 

o Hydrogel: Removes “usual” dressing change without adhesive border of fillers is up to once per day, 

with wound covers with adhesive border up to 3 times per week. Utilization reduction by capping at 

3 units per wound in 30 days, whereas before higher utilization was covered if documentation 

substantiated medical necessity 

 Hydrogel dressings are the optimal method for hydration or maintenance of a wound 

with minimal to no exudate. The size and location of the wound will drive the amount 

needed but most are going to require once a day dressing changes. Hydrogel dressings 

with adhesive borders often can be extended to 3 times weekly as the nature of the 

dressing reduces the potential for drying out. 
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o Specialty Absorptive: Removes “usual” change is up to once per day without an adhesive border and 

every other day with a border 

 The specialty absorptive dressings answer a need for the absorption of drainage that is 

not only in larger amounts but also more viscous in nature and often requires at least 

daily changes with or without border. 
 

o Transparent film: Removes “usual” change is up to 3 times per week 

 Wounds with even minimal exudate will collect fluid under a film dressing often 

requiring at least every other day changes 
 

o Wound Filler: Removes “usual” change is up to once per day 

 Wound filler products vary in their ability to absorb, but if being utilized may require 

daily dressings especially early in treatment. 
 

o Wound Pouch: Removes “usual” change is up to 3 times per week 

 A wound draining either an amount of exudate or exudate that is severely caustic to the 

skin is best managed with a pouching system. The frequency of change will depend on 

amount and type of exudate as well as location of the wound on the body. 
 

o Tape: Removes “usual” utilization units 

o Self-adherent bandage: Removes “usual” frequency of replacement is no more than one per week 

 

 Recommendation:  

We would suggest that the following language be included in the policy: “Medicare expects that most 

covered surgical dressings will require changing no more frequently than the number of changes identified 

in the Dressings section, but additional changes may be covered, subject to documentation supporting the 

reasonable and necessary nature of the additional changes.” 

 

 

THE FUTURE LCD SUGGESTS CERTAIN DRESSINGS WILL NOT BE COVERED TO TREAT 

PARTIAL-THICKNESS WOUNDS 

 
 Specific changes that the Draft/Future LCD makes to the current LCD: Specific dressings that are not 

affirmatively covered to treat partial-thickness wounds: 

o Alginate: covered for full-thickness wounds (e.g., stage III or IV ulcers) 

o Collagen: covered for full-thickness wounds (e.g., stage III or IV ulcers) 

o Foam: covered for full-thickness wounds (e.g., stage III or IV ulcers) 

o Hydrogel: covered for full-thickness wounds (e.g., stage III or IV ulcers) 

o Specialty absorptive: covered for full-thickness wounds (e.g., stage III or IV ulcers) 

 

 Concern: These limitations are inconsistent with the standard of practice and evidence demonstrating that 

surgical dressings are often reasonable and necessary to treat partial-thickness wounds. If the policy was 
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implemented as written, only hydrocolloid and transparent film dressings would be available to treat 

patients with partial thickness wounds.  

 

This is problematic since these dressings have more of a mechanical function to protect the wound versus 

clinicians having the ability to use dressings that have the properties to keep the wound progressing in the 

active phases of healing.  In addition, there is great variability in what may be described as a partial 

thickness wound. A skin tear can start as a partial thickness wound; however they often progress into full 

thickness wounds once any necrotic tissue is debrided.  In frail patients with poor skin tone and turgor, the 

continued use of only a transparent film or hydrocolloid can worsen the wound as the epidermis is stripped 

and torn with dressing changes. In addition, co-morbid conditions cause increased edema and exudate that 

must be managed with the wound.   The more advanced dressings are necessary here to effectively treat the 

wound.    

 

 Recommendations:  

o In Appendix 1, we have provided alginate and hydrogel manufacturer IFUs and in Appendix 2 for 

collagen manufacturers IFUs. These include treating partial and full thickness wounds. Therefore, 

we would recommend that the final LCD include coverage for partial and full thickness wounds for 

these dressings. 

o We would also recommend elimination of  the staging terms (see our recommendations later in our 

comments) 

 

THE FUTURE LCD RESTRICTS COVERAGE FOR COLLAGEN, HYDROGEL, AND COMPOSITE 

DRESSINGS BASED ON THE AMOUNT OF EXUDATE OF THE WOUND 

 
 Specific changes that the Draft/Future LCD makes to the current LCD: 

o Collagen: Only covered for wounds with light to moderate exudate—not covered for wounds with 

heavy exudate 

o Composite: Only covered for moderately to highly exudative wounds 

o Hydrogel: Only covered for wounds with minimal or no exudate 

 

 Concern: These limitations are inconsistent with the standard of practice and evidence demonstrating that 

these dressings are often reasonable and necessary to treat wounds of all exudate levels.  

 Recommendations:  

o We recommend that these three types of surgical dressings be covered for all levels of wound 

exudate. 

 

NEW COVERAGE AND UTILIZATION CRITERIA ARE AMBIGUOUS AND INCONSISTENT 
 

The proposed language is inconsistent in a number of places, leading to restrictive and uncertain guidelines, and 

possibly prevents any deviation from the LCD even when reasonable and necessary. With the best interest of 

the patient in mind, there are times that stepping outside of the LCD will lead to the most clinically appropriate 

avenue of care. The ambiguity and inconsistency with language regarding utilization creates an inability to put 
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the patients’ needs first. This limitation will most certainly lead to a marked increase in re-hospitalizations and 

concerns with care coordination. Specific examples include but are not limited to the following: 
 

 

COLLAGEN DRESSING OR WOUND FILLER (A6010, A6011, A6021-A6024) 

 

Language in the Policy:  Collagen Dressing or Wound Filler (A6010, A6011, A6021-A6024): A collagen-

based dressing or wound filler is covered for full thickness wounds (e.g., stage III or IV ulcers) wounds with 

light to moderate exudate, or wounds that have stalled or have not progressed toward a healing goal. They 

can stay in place up to 7 days, depending on the specific product. Collagen based dressings are not covered 

for wounds with heavy exudate, third-degree burns, or when an active vasculitis is present 

 

Concerns and Clarifications: 

 

 The above statements are in conflict with the collagen dressing products Indications for Use (IFU) 

statements in the following manners: (see Appendix  2 for IFUs of collagen) 

 Most products have IFU indications for a variety of wound types including partial to full thickness 

wounds and all exudate levels.   

 The various collagen products have different frequency of use indications. Since wounds progress 

at different rates, each stage requires a different frequency of dressing changes. The various 

frequency of use also depends on:3-6  

• the way the collagen dressing is constructed and performs,  

• its ability to absorb the exudate and interact with matrix metalloproteinases 

(MMPs),*and 

• the biocompatibility and biodegradable capabilities of the dressings, which occur at 

different rates (i.e. every 72 hrs. to every 7 days) 

 Collagen dressings can be used on all exudate levels, therefore the comment about use on light to 

moderate exudate levels is not clinically correct. Many of the products’ IFUs indicate that they 

can be used for heavily exudating wounds. 

 

 We have concerns from a documentation standpoint on how the utilization of “stay in place up to 7 days” 

could be misinterpreted by those adjudicating the claims by thinking that this means 7 days and not more 

frequently. If the collagen product’s IFU states dressing should be re-applied every 72 hours and it is 

                                                   
* Role of MMPs in wound healing: Due to a number of potential stimuli (local tissue ischemia, bioburden, necrotic tissue, repeated 

trauma, etc.), wounds can stall in the inflammatory phase contributing to the chronicity of the wound. One key component of chronic 

wounds is an elevated level of matrix metalloproteinases (MMPs). At elevated levels, MMPs not only degrade nonviable collagen 

but also viable collagen. In addition, fibroblasts in a chronic wound may not secrete tissue inhibitors of MMPs (TIMPs) at an 

adequate level to control the activity of MMPs. These events prevent the formation of the scaffold needed for cell migration and 

ultimately prevent the formation of the extracellular matrix (ECM) and granulation tissue. Collagen based wound dressings are 

uniquely suited to address the issue of elevated levels of MMPs by acting as a ‘sacrificial substrate’ in the wound. It has also been 

demonstrated that collagen breakdown products are chemotactic for a variety of cell types required for the formation of granulation 

tissue. In addition, collagen based dressings have the ability to absorb wound exudates and maintain a moist wound environment. 
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clinically appropriate, how will this be reviewed based on the current LCD language?  There is immense 

administrative burden for the provider, biller and DME MAC to monitor this language. 

 

 We have the following questions and issues that need clarifying: 

 Language from policy: A collagen based dressing or wound filler is covered for full thickness 

wounds (PU stage II, IV) wounds with light to moderate exudate, or wounds that have stalled or 

have not progressed. 

 

o What documentation will be required for stalled wounds? Or is this assumed if the wound is 

chronic? 

 

o Does this mean that collagen dressings will only be covered for full thickness wounds? (clinical 

practice and IFUs do not support this) 

 

Most products have IFU indications for partial thickness, and many clinicians use collagen 

dressings on partial thickness wounds.  Does this language mean that they can no longer do this 

if they are sending the patient to the DME to obtain product for mid-week changes? 

 

o How will the level of exudate need to be documented? In the medical record? On the 

prescription? 

 

 Language from policy:  Dressing can stay in place up to 7 days, depending on the specific products.   

 

o Please clarify that the dressings are changed depending on specific product.  

o Please clarify that there are not restrictions on the number of dressings changed in 7 day period. 

o We request clarification on these issues:  

 If a collagen dressing product has a IFU up to 5 to 7 day, can this be changed every 5 days? 

Or once / week?  

 If a collagen dressing product IFU states up to 72 hours can these be billed for every 48 

hours? In the beginning of wound treatment, the frequency of dressing changes will occur 

more often and will occur less often as the wound treatment progresses.  How will the 

DMEMACs take this into consideration for allotment of dressings?  

 How will the DMEMACs monitor this policy implementation?  Claims audits? 

 

Recommendation: As stated in our 2015 comments, we would recommend that: 7-14 

 Collagen dressings be covered for both full- and partial-thickness wounds  

 Remove the examples for wound stages or place full list of staging options. Please see our general 

comments regarding staging- There are various scales/classification systems available to stage pressure, 

diabetic foot and venous ulcers. 

 Delete “They can stay in place up to 7 days, depending on the specific product” and add instead “The 

frequency of change should be dictated by the condition of the wound and be determined by the 

physician/health care provider treating the wounds as wound change over the course of time as they go 

through the healing process.” 
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CONTACT LAYER (A6206-A6208) 

 

Language in the Policy: Contact Layer (A6206-A6208): Contact layer dressings are used to line the entire 

wound to prevent adhesion of the overlying dressing to the wound. They are not reasonable and necessary when 

used with any dressing that has a non-adherent or semi-adherent layer as part of the dressing. They are not 

intended to be changed with each dressing change. Dressing change is up to once per week. 

 

Concerns and Clarifications: 

 

 The future LCD states that they are not covered when used with SEMI-adherent products.  Those still 

adhere so why would they not be allowed for such use.  

 
HYDROGEL DRESSING (A6231-A6233, A6242-A6248) 

 

Language in the Policy: Hydrogel dressings are covered when used on full thickness wounds with minimal 

or no exudate (e.g., stage III or IV ulcers). Hydrogel dressings are not reasonable and necessary for stage II 

ulcers. Dressing change for hydrogel wound covers without adhesive border or hydrogel wound fillers is up 

to once per day. Dressing change for hydrogel wound covers with adhesive border is up to 3 times per week 

 

Concerns/Clarifications: 15 

 The future LCD states that hydrogel dressing are not reasonable and necessary for stage II ulcers but the 

statement above that states "hydrogel dressings are covered when used on full thickness wound with 

minimal to no exudate". As stated above, a stage II Wagner ulcer is full thickness by definition. 

 The future LCD also states there is a limit of three units per wound in 30 days; we question where the 

scientific evidence is in the bibliography that can justify this number? 

 
 

MISCELLANEOUS- “the frequency of recommended dressing changes…”  

 

 

Language in Policy: The frequency of recommended dressing changes depends on the type and use of the 

surgical dressing. When combinations of primary dressings, secondary dressings, and wound filler are 

used, the change frequencies of the individual products should be similar. For purposes of this policy, 

the product in contact with the wound determines the change frequency. It is not reasonable and 

necessary to use a combination of products with differing change intervals. For example, it is not 

reasonable and necessary to use a secondary dressing with a weekly change frequency over a primary 

dressing with a daily change interval. Such claims will be denied as not reasonable and necessary. 

 

Issues: 

 From a clinical perspective, there are many instances where multiple products need to be applied to treat 

the wound characteristics effectively.  For example, partial thickness wounds can be both extremely 

painful and highly exudative (venous ulcers).  A reasonable treatment plan would be to use a contact 
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layer to treat the wound pain and an alginate/foam over that.  The absorptive dressing may need daily 

changes but the contact layer may not.  Both are needed to address the wound properly. 

 In addition, the frequency of dressing changes does NOT depend on the type and use of the surgical 

dressing but rather on the wound itself and how it is presented (i.e. – how big is the wound and where it 

is located, is it a heavy exudating wound etc.). 

 This eliminates all options of secondary dressing OTHER THAN GAUZE, based on the other changes 

proposed in the LCD and gauze is not considered the standard of care 

 

 

Recommendations: 

 

 Delete the paragraph and add: “Should the frequency of dressing change of the primary dressing be greater 

than that typically allowed for the secondary dressing, then supportive documentation is required to justify 

clinical rationale for utilization.”  
 

 

THE FUTURE LCD CONCLUDES THAT THE SAFETY AND EFFECTIVENESS OF SILVER AND 

HONEY IN SURGICAL DRESSINGS HAS NOT BEEN ESTABLISHED 

 
 Concern: This conclusion is inconsistent with evidence demonstrating that these components are effective 

in surgical dressings, as well as clinicians’ experience using these dressings. As stated in our 2015 surgical 

dressing comments, honey impregnated and silver dressings have been cleared by the FDA as safe and 

effective. In addition, there is scientific evidence for medical grade honey impregnated dressings that was 

sent to the PDAC by clinical associations in 2014, which led the PDAC to confirm that the HCPCS codes 

that these dressings were originally in based on their substrate was correct.  

 

In terms of silver dressings, there have been many published articles and posters addressing the clinical 

evidence of these products.  We have included them again in our bibliography.16-31 We are concerned that in 

the future final LCD, out of 13 articles that we provided to you in our 2015 comments, only one was 

included in the bibliography.  (Jørgensen B, Price P, Andersen KE, et al. The silver-releasing foam dressing, 

Contreet Foam, promotes faster healing of critically colonised venous leg ulcers: a randomised, controlled 

trial. Int Wound J 2005; 2:64-73.)  

 

Recommendation:  As we stated in our 2015 comments, we request that this section be deleted. 

 

 

REFERENCE TO STAGING SYSTEMS SHOULD BE REMOVED FROM THIS FUTURE LCD  
 

 The future LCD contains the 2016 NPUAP staging system which we submit should be removed. This 

staging system refers only to pressure ulcers and this policy includes using surgical dressings to treat 

diabetic foot ulcers and venous stasis ulcers which have different grading or staging systems such as 

Wagner scale, wound, ischemia and foot infection (WIfI), University of Texas for DFU and CEAP for 
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venous ulcers. Thus, it does not make sense clinically to include only the NPUAP staging system since 

those clinicians who treat DFU and VLU are confused by reference to the staging in the utilization 

parameters.  

 To illustrate more fully, in the collagen dressing section using the terms (e.g. stage III or IV) is confusing.  

As stated above, there are many wound ulcer classification tools and they are specific to wound ulcer type.  

For example, Stage III or IV is specific for pressure ulcers and does not classify diabetic foot ulcers which 

may use a Wagner scale.  For a DFU, Wagner 2 is Ulcers extend into tendon, bone, or capsulea.  When 

only some of the classification/ staging tools are placed in the policy and are not complete, it causes 

confusion to the clinical community as well as claims administrators and ALJ when they don’t see specific 

criteria. 

 

We would recommend that the NPUAP staging system be removed since it does not apply to all types of 

chronic wounds and is not consistently used by all providers. We would suggest just using full thickness or 

partial thickness wounds when describing the chronic wounds. 

 

 

************************************************************************************* 
 

We therefore respectfully request that implementation of the future LCD be delayed for implementation 

pending the opportunity for all stakeholders to provide clinical evidence and expert input. The Alliance stands 

ready to work with you to craft an LCD that provides needed clarity around criteria and meets the clinical 

needs of this deserving Medicare population. 

 

Sincerely, 

 

 

 
Marcia Nusgart R.Ph. 

Executive Director       
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Appendix 1 
 

Hydrogel and Calcium Alginate IFUs 
 

 

Product Manufacturer Type 

Calcium 

Alginate 

Dressing 

Hollister 

Woundcare 

Calcium 

Alginate  

Hydrogel 

Impregnated 

Sponge 

Hollister 

Woundcare 

Hydrogel 

Calcicare 

Calcium 

Alginate 

Dressing 

Hollister 

Woundcare 

Calcium 

Alginate 
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Appendix 2 
 

“Collagen Indications for Use (IFUs)” 
 

Product Manufacturer 

Puracol Plus AG+ Medline 

Endoform Dermal Template Hollister Woundcare 

Fibracol Plus 

 

Acelity 

Promogran Prisma 

 

Acelity 

Promogran 

 

Acelity 

Biostep AG Smith & Nephew 

 



 

 

19 

 

 
 

  



 

 

20 

 

 



 

 

21 

 

 
  



 

 

22 

 

 
 



 

 

23 

 

 
 



 

 

24 

 

 



 

 

25 

 

 
 

 

 


