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* The primary endpoint was change in DFU volume from baseline to final
assessment
5 (7.6%)

* Secondary endpoints were qualitative changes in exudate levels, suspected No 6 (9.1%)
biofilm?9, signs of local infection®, and overall wound status

36 (55%) No

26 (39%) *Aquacel® Ag+ Extra™ (Aquacel Ag Advantage in the United States).

] ) i . Abbreviations: CMC: carboxymethylcellulose; BEC: benzethonium chloride; HCP: healthcare professional;
Baseline Final assessment Baseline Final assessment EDTA: ethylenediaminetetraacetic acid.
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