Instructions for using the 3M™ Tegaderm™ Roll Transparent Film Roll

 Evaluation Form

Purpose

The purpose of these evaluation forms for Tegaderm™ transparent dressings is to assist your customer in the development of a tool to evaluate our dressing compared to their current or a competitive dressing for I.V. and/or wound care. The forms provide an extensive list of performance factors, features, and questions that can be modified based on the customer’s objective for conducting the dressing evaluation.

Pre-evaluation

· During the development of the evaluation process, we encourage the 3M sales representative to ask if the evaluation coordinator would be willing to share the results (ratings and comments).  

· If you are assisting with the inservice to prepare the evaluators, request a copy of the I.V. or wound care policy or procedure (protocol) so you can incorporate their site preparation and dressing change intervals into your presentation.  

· If you are conducting the inservice on the dressing’s application/removal techniques for infusion therapy, use the 3M I.V. demonstration board and if possible, obtain the facility’s catheter(s) that will be the focus for the dressing evaluation.  The Nursing Education Department personnel usually will provide you with the policy/procedure and the catheters.

Post-evaluation Feedback

Upon the completion of the evaluation, please provide the Tegaderm™ Dressing Marketer with any or all the following information:

· An electronic copy of the facility’s I.V. or wound care policy and procedure (protocol)

· Current dressing they are using and any other competitive dressings being evaluated

· What is the price to the facility for the competitive dressing?  Was price a decision-factor?

· Results (completed evaluation forms or written summary), if available.

· What was/were the major factor(s) stated by the customer that affected their dressing selection?  What major factor(s) do YOU believe affected their decision? 

· How would you modify the Tegaderm™ Transparent Dressing Evaluation Form?

3M( Tegaderm( Roll Transparent Film Roll

Evaluation Form  

	Date:


	Name:

	Facility:


	Department:


1. Check the size(s) of the Tegaderm™ Roll you evaluated:

       ( 2” (5 cm) width    ( 4” (10 cm) width
( 6” (15 cm) width
2. What product(s) did the Tegaderm™ Roll replace during the evaluation?   

( Medical Tape (type/brand) _________________    
     ( Transparent Dressing (brand) ______________ Size or Catalog #_____________
      ( Shower cover (describe/brand) ____________​_
      ( Other (describe/brand)  ___________________
3. How many times did you apply Tegaderm™ Roll?
        (  1-2
(  3-5      (  >5

4. What was the average number of dressing applied per patient? ________

5. Check Dressing Applications:

           ( Skin Protection

           ( Skin Tear

           ( Stage I

           ( Stage II

           ( Surgical Incision

         ( Other: _________________

6. Maximum length of time Tegaderm™ Roll was worn: ______days
7. Using the scale below, where “MW” equals much worse and “MB” equals much better, rate the performance of the Tegaderm evaluation dressing compared to your current wound dressing.  Please add any additional information in the comment section.
	Performance Factors vs. Current Dressing
	Please Circle
	

	
	Much                                            Much

Worse   Worse    Same   Better   Better
	Comments

	a. Ease of Application
	MW      W         S         B        MB
	

	b. Dressing Conformability
	MW      W         S         B        MB
	

	c. Patient Comfort
	MW      W         S         B        MB
	

	d. Dressing Edge Lift
	MW      W         S         B        MB
	

	e.  Dressing Appearance During Wear
	MW      W         S         B        MB
	

	f. Wear Time
	MW      W         S         B        MB
	

	g. Ease of Removal
	MW      W         S         B        MB
	

	h. Overall Performance
	MW      W         S         B        MB
	


8.  Does the Tegaderm™ Roll work better than product(s) currently used? 

 
( Yes     ( No, because_____________________________________________


9. Does the Tegaderm™ Roll meet your patient/client needs?
 
( Yes     ( No, because_____________________________________________


10. Can the Tegaderm™ Roll be readily applied by patients who provide self-care?
 
( Yes     ( No, because_____________________________________________


11. Does the Tegaderm™ Roll save time? 

 
( Yes     ( No, because_____________________________________________


12. At any time, did the Tegaderm™ Roll fail to meet your wear time expectations requiring an unscheduled change?
 
( Yes     ( No

If yes, what factor(s) do you believe contributed to this?______________________


13. What did you LIKE about the Tegaderm™ Roll?
14. What did you NOT LIKE about the Tegaderm™ Roll?
15. Based on the application(s) where you used Tegaderm™ Roll, would you recommend the Tegaderm™ Roll to:
	Replace:
	For what application?
	YES (√)
	NO (√)

	Medical Tape
	
	
	

	Transparent Dressing
	
	
	

	Shower Cover
	
	
	

	Other:
	
	
	


Please submit completed evaluation to your Evaluation Coordinator – Thank you!

