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Abstract: Background: Necrotizing fasciitis is a severe bacterial soft tissue infection. It can quickly progress to life threatening sepsis. 

Once diagnosed, necrotizing fasciitis mandates an urgent surgical exploration for wound debridement. Platelet rich plasma is that 

portion of blood which has a platelet concentration significantly higher than that of baseline, containing growth factors that are of 

crucial importance in the mechanisms of wound healing and is an up - and - coming adjunct to standard wound care regimens. 

Methods: An observational study was carried out with 30 patients of necrotizing fasciitis who had undergone a fasciotomy, divided into 

two groups: a control group that received standard wound care and a study group that received wound care with PRP as an adjunct. 

Results: Percentage of change in wound dimensions (20%) vs (18.7%), incidence of postoperative wound discharge (13.3%) vs 

(16.67%), observation of unhealthy granulation tissue (40%) vs (60%), positive wound cultures after 6 weeks (6.67%) vs (10%), average 

time taken to proceed for grafting (47 days) vs (54.5 days) in case of PRP study group vs control group respectively. Conclusions: 

Patients treated with PRP as an adjunct in their wound management demonstrated faster healing and could be taken for a grafting 

procedure earlier than those who were managed with regular, betadine - based dressings only. Thus, PRP is a promising, cost effective 

and safe addition to wound management regimens, that can augment wound healing and even shorten the hospital stay of the patient.  
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1. Introduction 
 

1.1 Background 

 

Necrotising fasciitis (“Flesh eating” disease) is a severe 

infection of subcutaneous tissue, fascia, and rarely the 

muscle, caused by quickly multiplying bacteria. It is rapidly 

progressive and potentially life threatening. Bacterial 

multiplication releases toxins and enzymes, that produce 

thromboses in blood vessels resulting in massive destruction 

of soft tissues and fascia. It is a surgical emergency and may 

often be linked with high morbidity and mortality. Prompt 

diagnosis, swift and robust management in an ICU is vital to 

improvement of disease outcomes. Trauma, surgery, 

scratches or insect bites are a few commonly associated 

predisposing factors in patients of necrotising fasciitis
1
. 

Additionally, conditions that contribute to lowered immune 

response, like, diabetes mellitus, geriatric age group, chronic 

kidney disease, peripheral arterial disease, narcotic abuse are 

often found in such patients. Necrotizing fasciitis mostly 

affects the extremities, perineal region and the trunk. The 

most commonly isolated causative organisms are 

Streptococci, Staphylococci, E. coli, Pseudomonas, 

Bacteroids, Klebsiella and rarely, Aeromonas
2
. Clinically, 

Necrotizing fasciitis typically presents with an ill - defined 

swelling with patchy discoloration of overlying skin, severe 

pain which can complicate to development of tense oedema, 

oozing of a greyish - brown discharge, formation of vesicles, 

bullae, necrosis, and crepitus. As swelling increases, it 

intensifies muscle hypoxia and alters oxygen tension, 

leading to a severe rise in intra - compartmental pressure, 

and hence, to compartment syndrome. Systemic signs and 

symptoms of toxicity appear quite later and include findings 

like fever, tachycardia, dehydration, and altered mental 

status. Laboratory findings are indicative of systemic 

toxicity along with infection, evidenced by raised counts of 

leukocytes (predominantly neutrophils), acidosis, 

unbalanced coagulation, reduced renal function, elevated 

creatine kinase, CRP, ESR et cetera. The diagnosis of 

necrotising fasciitis is largely clinical and once made, an 

urgent surgical exploration must be carried out with the 

intention of debridement and removal of all non - viable 

tissue, delineation of the extent of the disease, and sampling 

the wound for culture and histopathological examination. In 

the setting of compartment syndrome, a fasciotomy is 

performed; followed by an extensive antibiotic coverage
3
, 

starting with empirical and broad - spectrum antibiotics and 

then to specific.  

 

The physiology of wound healing has, three broadly 

categorized steps: inflammatory changes, growth of 

granulation tissue and remodelling. The domain of wound 

care is broadening with innovations in technology to 

optimise healing conditions. Growth factors and biologic 

substances, are quite effective in augmentation and 

regulation of the wound healing process
4
. Platelet rich 

plasma (PRP) is that portion of plasma which has a 

significantly greater concentration of platelets in comparison 

with the circulating blood and, is now gaining momentum as 

a new alternative and/or adjunctive approach in wound care. 

Platelets contain growth factors and biologics that trigger 

chemotaxis, angiogenesis, propagation and differentiation of 

cells associated with repair and regeneration. Several studies 
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associate the utilization of PRP for management of chronic 

ulcers with favourable outcomes. PRP is extracted from the 

patient’s blood drawn during their hospitalization. The blood 

drawn is added to a container lined with an anticoagulant, 

like citrate dextrose to block platelet activation before it can 

be used. The blood is then centrifuged, first at low speed to 

segregate the plasma and blood cells, and then at a higher 

speed. Of the supernatant, the resultant lower one third is 

platelet rich plasma while the upper two thirds comprise of 

platelet poor plasma
5
.  

 

Conventionally, a wound of fasciotomy is allowed to heal 

underneath the cover of frequent, sterile betadine dressing 

followed by the implantation of a skin graft upon 

observation of satisfactory healing. With the existing 

background on the healing properties of PRP, it is worth 

exploring if it plays a practical role in expediting the healing 

of wounds in the given setting. The patients of necrotizing 

fasciitis compulsorily undergo surgical exploration and, on 

the occasion, re - exploration may also be carried out. For 

such patients, enhancement of the healing process is the key 

to shorten the time taken for recovery. Within such a setting, 

the use of PRP appears feasible to achieve treatment goals.  

 

 

1.2 Objectives 

It is hypothesised that PRP, with its numerous biochemical 

and cellular properties can prove to be a fitting addition to 

the standard wound management and yield an overall better 

course of outcome when compared with conventional 

betadine -  

based sterile dressings.  

 

The objective of this study was to catalogue and compare the 

course of healing of the fasciotomy wounds in patients of 

necrotizing fasciitis, when treated with standard wound care 

versus when subjected to PRP based dressings; as well as to 

assess the overall efficacy of using PRP based dressings for 

the fasciotomy wounds in patients of necrotizing fasciitis.  

 

2. Materials and Methods 
 

Study Design 

This observational study was carried out at a tertiary care 

hospital and included cases in accordance with the inclusion 

and exclusion criteria and conducted between the period of 

January 2022 to December 2022.  

 

Participants 

30 Participants were chosen from the patients presenting to 

the hospital’s outpatient and emergency department with 

signs and symptoms of necrotizing fasciitis, who were then 

taken for surgical exploration following which, a definitive 

diagnosis of necrotizing fasciitis was established on the basis 

of histopathological examination.  

 

Exclusion Criteria 

Patients presenting with a soft tissue infection other than 

necrotizing fasciitis (example: abscess, cellulitis, erysipelas 

etc) and those not consenting to participate, were excluded 

from the study.  

 

 

Inclusion Criteria 

All patients with a confirmed histopathological diagnosis of 

necrotizing fasciitis.  

 

For the extraction of PRP, 10 ml of venous blood was drawn 

into collecting tubes lined with sodium citrate. The tubes 

were centrifuged at 1500 rpm for 8 minutes initially and then 

at 6000 rpm for 10 minutes for the second spin. With a 

pipette, the bottom one - third of the plasma, i. e., the 

platelet rich plasma was extracted and transferred to another 

tube lined with the anticoagulant.  

 

In the study group, PRP was applied at the periphery of the 

wounds after debridement and dressing was done. Sterile 

dressing was appliedon alternate days and application of 

PRP was repeated weekly, for six cycles. In the control 

group, surgical debridement was followed by a betadine 

dressing, which was also kept for two days and reapplied on 

alternate days. Wounds of both groups were regularly 

assessed and finally compared after six weeks. Upon 

admission, study design was explained to potential 

candidates and informed consent was taken, taking the 

inclusion and exclusion criteria into account.  

 

Ethical Clearance 

This study was approved by the Departmental Research 

Committeewith a reference number NKPSIMS/ VSPM/ 

RESEARCH/ DEPARTMENTOFSURGERY/2022/001.  

 

3. Results 
 

1) Demographic data 

A total of 30 patients aged 43 - 50 years (mean 46.5 years) 

were involved in the study which had 21 males, and 9 

females.6 males and 6 females were known cases of diabetes 

mellitus with adequate control.  

 

The control group consisted of 15 patients including 9 males 

and 6 females, with a mean age of 46.5 years. The study 

group consisted of 12 males and 3 females, with the mean 

age being 46.5 years.  

 

Both groups had 6 patients of diabetes mellitus each, with 

adequate control of blood glucose levels. The control group 

had 3 males and 3 females with diabetes, whereas the study 

group has 4 males and 2 females with diabetes.  

 

All patients were subjected to wound debridement and 

dressing upon diagnosis of necrotising fasciitis. Samples of 

tissue were sent for culture and histopathological 

examination, and empirical antibiotic therapy was initiated.  

 

Table 1: Age and sex distribution of patients 
Studied Variable Control Group Study Group 

Age Mean 46.5 years Mean 46.5 years 

Male: Female Ratio 3: 2 4: 1 

 

Table 2: Age and sex distribution of patients with diabetes 

mellitus 
Known cases of Diabetes 

Mellitus 
Control Group Study Group 

Age Mean 46.5 years Mean 46.5years 

Male: Female Ratio 1: 1 2: 1 
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2) Wound Characteristics 

The mean size of the skin and soft tissue defect after 

fasciotomy was 7.72 cm
2
.  

In the subjects of the control group, the largest dimension of 

the original tissue defect ranged from 5 cm to 19 cm with an 

average of 12 cm. After 6 weeks of being subjected to 

conventional dressing with betadine, the tissue defect 

reduced in size, with its largest dimension ranging from 4.5 

cm to 15 cm, with an average of 9.75 cm.  

 

While, in the patients of the study group, the largest 

dimension of the original tissue defect ranged from 6 cm to 

17 cm with an average of 11.5cm. After 6 weeks of being 

subjected to dressings with weekly applications of PRP, the 

tissue defect reduced in size, with its largest dimension 

ranging from 5.4 cm to 14 cm, with an average of 9.2 cm.  

 

Table 3: Observed wound dimensions 
Wound Dimensions Control Group Study Group 

Before treatment 
Range: 5 - 19 cm 

Mean: 12cm 

Range: 6 - 17 cm 

Mean: 11.5cm 

After 6 weeks 
Range: 4.5 - 15 cm 

Mean: 9.75 cm 

Range: 5.4 - 14 cm 

Mean: 9.2 cm 

Mean change in wound 

dimensions 
2.25cm [18.7%] 2.3cm [20%] 

 

3) Course of Healing 

During the phase of treatment, wound discharge was 

observed in 5 out of 15 patients (33.3%) of the control group 

and 4 out of 15 patients (26.6%) of the study group.9 

patients of the control group had wounds associated with 

growth of unhealthy granulation tissue, whereas the same 

observation was made in 6 patients of the study group.2 

patients of the control group and 1 patient of the study group 

had to be taken for a second look surgery for re - 

exploration.3 patients from the control group and 2 patients 

from the study group were found to have culture positivity 

of the samples taken from their wound, even after 6 weeks 

of treatment.  

 

All patients were planned to be taken for a Split Thickness 

Skin Grafting procedure upon satisfactory healing of their 

fasciotomy wounds. The procedure could be carried out 

between a period of 45 - 64 days (average 54.5 days) after 

fasciotomy, in the patients of the control group. Whereas, 

the patients of the study group could be taken for the 

procedure between 43 - 51 days (average 47 days).  

 

Table 4: Observations during treatment phase 
Studied Variable Control Group Study Group 

Discharge from wound 33.3% 26.6% 

Unhealthy Granulation 

Tissue 
60% 40% 

Second look surgery 13.3% 6.67% 

Positive Wound 

Culture after 6 weeks 
20% 13.3% 

Time taken (days) to 

proceed for grafting 

Range: 45 - 64days 

Mean: 54.5 days 

Range: 43 - 51 days 

Mean: 47 days 

 

4) Tissue Culture Reports 

 

a) Initial reports:  

In the culture studies of tissue (n=30) collected during initial 

debridement, E. coli was found to be the major microbe, 

seen as a monomicrobial infection in 9 patients and as a co - 

infection with Klebsiella in 2 patients. Klebsiella was also 

found as a singular bacterium in 4 patients. Group B 

Streptococcus was another prevalent bacterium, isolated 

from 6 patients. Methicillin sensitive S. aureus was isolated 

from 2 patients as a monomicrobial infection and in 2 of 

patients, as a co - infection with S. pyogenes. Enterococci 

were found in 2 patients, while Acinetobacter, Non - 

Fermenters, and Bacteroids were the other bacteria observed 

in 1 patient each, respectively. Polymicrobial infections 

were detected in 4 patients, all known cases of diabetes 

mellitus.  

 

Table 5: Initial tissue culture studies 
Growth Percentage of patients 

E. coli 30% 

Klebsiella 13.33% 

E coli and Klebsiella co - infection 6.67% 

Group B Streptococcus 20% 

Methicillin sensitive S. aureus (MSSA) 6.67% 

MSSA and S. pyogenes co - infection 6.67% 

Acinetobacter 3.3% 

Bacteroids 3.3% 

Non - fermenters 3.3% 

Enterococcus 6.67% 

 

b) Wound culture after 6 weeks:  

After 6 weeks of regular dressings, as well as extensive 

antibiotic cover, wound culture was found to be positive in a 

total of 5 patients; 3 of control group, and 2 of study group.  

 

Of the 3 in the control group, 1 patient was a diabetic, with 

glucose levels under control, with a wound culture positive 

for Group B Streptococcus. The other 2 did not have any 

comorbidities, and growths of E. coli were isolated from 

both.  

 

The patients with a positive wound culture in the study 

group were both diabetics, with blood glucose levels under 

strict monitoring and adequate control. Both cultures 

produced colonies of Pseudomonas.  

 

Table 6: Analysis of culture studies after 6 weeks 
Study Variable Control Group 

(n=15) 

Study Group 

(n=15) 

Number of positive wound 

cultures 

3 2 

Known cases of diabetes 1 2 

Growth Group B 

Streptococcus 

E. coli 

Pseudomonas 

 
(a) 
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(b) 

Figure 1: (a) Figure shows two comparative pictures taken 

during the 1
st
 week (above) and the 6

th
 week (below). This 

50 years old male has a tissue defect of size 9x5 cm, and was 

treated with PRP based dressings for 6 weeks, following 

which the defect reduced to approximately 7x3 cm and had 

healthy granulation tissue. The wound reduced by53.4% in 

this patient. (b) In this 47 years old male, the initial tissue 

defect was measured to be of 19x6 cm and after 

conventional betadine - based dressings for 6 weeks, the 

defect reduced down to 15x5 cm. During the course of 

healing, overgrowth of granulation tissue was observed in 

this patient. In this case, the wound reduced by only 35%. 

Both these patients had no associated comorbidities. 

 

 
(a)                                      (b) 

Figure 2: (a) This 43 years old, female patient was a known 

case of diabetes mellitus. The tissue defect before treatment 

with PRP based dressings was 17x7 cm and it reduced to 

14x6.8 cm after 6 weeks of treatment, with growth of 

healthy granulation tissue. The change in size of tissue 

defect in this case was by approximately 20%. (b) In this 49 

years old, male patient with diabetes mellitus, the defect of 

the wound was 8x4 cm, which reduced to 7x2.5 cm after 6 

weeks of conventional dressings. However, the course of 

healing was complicated by growth of unhealthy granulation 

tissue associated with seropurulent discharge. After 6 weeks, 

his wound culture studies demonstrated a growth of Group B 

Streptococcus. The wound reduced in size by 28% but was 

associated with complications described above. 

 

 
                            (a)                                      (b) 

Figure 3: (a) This image shows the comparison of wounds 

after the 1
st
 week (above) and 6

th
 week (below) in a 47 years 

old male. The initial tissue defect was approximately 9x3.5 

cm. On postoperative day 13, this patient underwent a 

second look re - exploration surgery where his wound was 

lengthened to 14x8 cm. PRP application was continued and 

his wound reduced to a size of 11.7x7 cm at the end of 6 

weeks from the first surgery and exhibited signs of healthy 

granulation. The wound was expanded from about 31.5 cm
2
 

to about 112 cm
2
after the second surgery, which indicates a 

change in size to nearly 355% of original. The final size of 

the wound 6 weeks after the first debridement was 81.9 cm
2
. 

The change in size between the expanded wound and the 

final wound was about 27.4%. (b) This is a case of a 50 

years old male, with a wound of size 9x10 cm after the first 

surgery. This patient underwent a second look re - 

exploration surgery on postoperative day 10, where the 

wound was resized to 15x11 cm. After 6 weeks of 

conventional dressing regimen, the size of his wound 

reduced to 12x10 cm and was also associated with a healthy 

granulation. The wound was expanded from about 90 cm
2
 to 

about 165 cm
2
after the second surgery, which indicates a 

change in size by about 183.3% of original. The final size of 

the wound 6 weeks after the first debridement was 120 cm
2
. 

The change in size between the expanded wound and the 

final wound was about 27.3%. 

 

 
(a)                                   (b) 

Figure 4: (a) This image demonstrates the case of a 48 years 

old male with a very large tissue defect of 16x8 cm after 

surgical exploration. Due to extensive involvement of tissue, 

an aggressive approach was taken with his debridement. 

After 6 weeks of PRP treatments, his wound showed 

remarkable healing, a healthy granulation and a reduction 

down to 12.3x6 cm approximately, which indicates an 

overall reduction in size by 42.4%. (b) This image shows a 

comparison of the fasciotomy wound after 1
st
 week and 6

th
 

week. The dimensions of the initial wound were 5x2 cm and 

changed to 4.5x1.4 cm after being managed with 
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conventional dressings for 6 weeks. The overall reduction in 

size of this wound was by 37%. 

 

 
                         (a)                                        (b) 

Figure 5: (a) The image compares the wounds of a 46 years 

old, diabetic female, on the first week after surgical 

debridement versus after 6 weeks. The defect was initially 

6x1.8 cm in size and was subjected to weekly PRP 

applications for 6 weeks. The course of healing was 

complicatedby the seropurulent discharge along with 

overgrowth of granulation tissue. Wound culture studies at 

end of 6 weeks were positive with growths of E. coli. The 

size of the wound after 6 weeks was 5.4x1.6 cm, which 

shows a reduction by 20% from the original. (b) This image 

exhibits the wounds of a 48 years old, diabetic male, with an 

initial tissue defect of 9x4 cm after surgical debridement. 

After 6 weeks of standard wound care and dressings, the 

wound healed with a healthy granulation tissue without any 

unhealthy discharge and reduced to 8.1x4 cm, i. e., a 

reduction by 10% of the original. 

 

 

4. Discussion 
 

Necrotising fasciitis is a dreaded soft tissue infection with a 

rapid speed of advancement and an overall high percentage 

of morbidity and mortality associated with it. Although a 

surgical emergency, diagnosis of NF is often a challenge due 

to its non - specific presentation in early stages, with signs 

like a swelling with local tenderness and erythema at 

affected side; which imitates non - severe soft tissue 

infections like cellulitis or erysipelas. With progression of 

the disease, signs like in duration, skin necrosis, fluctuance 

and bullae formation maybe found on inspection. Further 

complications can include development of tense oedema, 

purplish skin discoloration and even sensory deficit in the 

overlying skin and around the affected area
6
. Systemic 

manifestations like fever, tachycardia, tachypnoea, 

hypotension, are consistent with toxicity and are observed in 

the setting of a fairly progressed disease. Laboratory tests 

show evidences of raised leukocyte counts, inflammatory 

markers, impaired coagulation, acidosis and altered renal 

function. Routine imaging is not cost effective in most 

patients and is forgone, as a strong clinical suspicion is 

considered acceptable to proceed with immediate surgical 

exploration. However, the histopathology is regarded as a 

standard for confirmation and diagnosing necrotising 

fasciitis
7
. Aggressive debridement is carried out with the aim 

to identify and destroy as much of affected tissue as possible 

and delay of even a few hours can contribute to suboptimal 

outcomes. A characteristic of NF is the ease of separation of 

the fascia from other tissues due its necrosis and 

liquefaction. Muscle tissue is often spared but can get 

involved if compartment syndrome develops. Robust 

antibiotic therapy is initiated at the same time. A second 

look surgery may or may not be scheduled for re - 

exploration of the wound in a day or two
6, 8

. A diseased state 

contributing to poor or impaired immune response, like 

diabetes mellitus, chronic renal/liver insufficiency, alcohol 

abuse, malnutrition, HIV - AIDS, chronic corticosteroid use, 

malignancy or old age, not only serves as a risk factor to the 

development of NF, but is also an important predictor of 

morbidity, mortality and prognosis of NF once treatment is 

initiated
9
.  

 

The field of wound care has seen many recent advances over 

the course of decades. Most recently, the trend is shifting 

towards employing cellular therapy consisting of patient’s 

own cells to enhance healing, with the help of growth factors 

and cytokines that are released with them. One such 

promising cellular therapy is Platelet rich plasma, which can 

be used as an adjunct to standard therapies in wound 

healing
10

. PRP is that portion of the plasma of blood which 

has a platelet concentration that significantly greater than 

that of the baseline. PRP also contains clotting factors, 

complement factors, plasma proteins in addition to the rich 

content of cytokines, chemokines and growth factors 

secreted by the platelets
11

. Growth factors released by 

platelets include, PDGF, TGF - B, FGF, EGF, VEGF, CTGF 

majorly. These factors work in conjunction to enhance and 

aid in various components of wound healing, like 

epithelisation, chemotaxis, angiogenesis, collagen 

production, fibrosis, platelet adhesion, simultaneously
12.  

 

The primary objective of this study was to substantiate the 

efficacy of using PRP as an adjunct to conventional 

treatment, for patients of necrotising fasciitis, who have 

undergone a surgical debridement and fasciotomy. The study 

comprised of 30 patients, 12 of which were known cases of 

diabetes mellitus on admission and were strictly monitored 

their blood glucose levels, during the course of their hospital 

stay.15 patients each were divided into a control group and a 

study group each with 6 known cases of diabetes. The 

control group received standard care, with betadine based, 

regular sterile dressings after fasciotomy, followed by a Split 

Thickness Skin Grafting procedure after an average of 54.5 

days. The study group underwent the same course of 

management but with the adjunct of PRP application in their 

dressings after fasciotomy, followed by a Split Thickness 

Skin Grafting procedure after an average of 47 days.2 

patients of the control group and 1 of the study group had to 

be taken for a second look surgery. The tissues sent for 

culture studies after debridement yielded colonies of E. coli 

inabout 36% of patients, including co - infections with 

Klebsiella. Group B Streptococciwere the found in 20% of 

the patients. Bacteria like Klebsiella, Methicillin sensitive S. 

aureus were among the prominent isolates as well, with a 

total incidence being 20% and 13.3% respectively. Other 

causative bacteria included S. pyogenes, Enterococcus, 

Acinetobacter, Bacteroids and non - fermenters. During the 

course of healing, 5 patients from the control group and 4 

from the study group had a wound associated with 

discharge. In 60% of those in the control group, unhealthy 

granulation tissue was observed in the form of formation of 

Paper ID: SR23114133803 DOI: 10.21275/SR23114133803 585 



International Journal of Science and Research (IJSR) 
ISSN: 2319-7064 

SJIF (2022): 7.942 

Volume 12 Issue 1, January 2023 

www.ijsr.net 
Licensed Under Creative Commons Attribution CC BY 

necrotic slough and/or overgrowth.40% of those in the study 

group had unhealthy granulation tissue in the form of 

overgrowth and purulent discharge. After 6 weeks of therapy 

comprising of regular dressings and antibiotic 

administration, 3 patients from the control group and 2 from 

the study group tested positive for bacterial growth in their 

wound. The patients from control group were positive for 

Group B Streptococci (known case of diabetes) and E. coli 

(no known comorbidities); whereas both from the study 

group yielded Pseudomonas, and were known cases of 

diabetes. Overall, the study group performed notably better 

in terms of reduction of wound size, growth of healthy 

granulation tissue and could be taken for grafting on an 

average of at least 1 week earlier than the control group. 

These factors are favourable for a shorter hospital stay as 

well as increased patient satisfaction.  

 

It can be said with ease that PRP is a promising addition to 

conventional approaches of wound management because it 

bears a strikingly beneficial outcome in healing, as well as 

potentially reducing the hospital stay of the patient, while 

only bearing a minimal additional cost of time and monetary 

effort, which may vary based on the hospital setting itself. 

The production of PRP is economic, as it employs the 

patient’s own blood, and equipment that is routinely found 

in all in - patient settings. The spectrum of any adverse event 

ensuing due to the use of PRP is infinitesimally small and 

can be virtually ruled out, as it is a cellular therapy, based on 

the patient’s own cells. The healing benefits of PRP can 

even be extended to its use in the treatment of chronic 

ulcers/wounds, that have been refractory to various 

modalities of therapy. The biochemical mechanisms that 

make PRP such an attractive resource with respect to wound 

healing have been under study for more than two decades, 

and are quite well understood, if not completely. The 

possible standardisation of the use of PRP in routine 

management of all wounds provides a foundation for 

enhanced and faster healing tools that possess effectively no 

side effect to the patient and to the primary care physician 

that is on the lookout for a practical, cost beneficial adjunct 

to wound management.  
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